
 

n	 INTRODUCTION

Rheumatic musculoskeletal diseases 
(RMDs) are a diverse group of medi-

cal conditions (over 200) affecting people 
of any age and causing significant morbid-
ity, comorbidity, and mortality (1, 2). RMDs 
affect joints, muscles, bones, and inner or-
gans, are characterized by pain and inflam-
mation, and are associated with functional 

impairments leading to disability in severe 
cases (2). RMDs are among the most fre-
quent causes of absence from work and loss 
of work productivity, workability, and work 
participation in the working population (3-
5). Moreover, some RMDs are commonly 
associated with fatigue (6), anxiety, and de-
pression symptoms (7-9), which further 
worsen the impact of such chronic condi-
tions on the quality of life and workability 
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SUMMARY
Objective. Rheumatic musculoskeletal diseases (RMDs) are the causes of frequent absence from work and loss 
of productivity. As (in)visible diseases, it is up to the individuals to decide if disclosing their diagnosis, with im-
portant repercussions also within the workplace. Still little is known about disease disclosure in the workplace 
(DD-W) in patients with RMDs. This study aimed to investigate socio-demographic, clinical, and psychological 
predictors of DD-W among working patients with RMDs.
Methods. A cross-sectional Italian national study captured DD-W in people with RMDs. An online survey was 
developed using ad-hoc questions and scientific questionnaires to explore demographics and work-related, clini-
cal, and psychological factors. Stepwise logistic regressions were run to identify significant predictors of DD-W.
Results. A total of 250 working rheumatic patients completed the survey; 81.2% of the participants enacted DD-
W. DD-W behaviors were predicted by perceived visibility of the RMD (p=0.008), work type (p=0.022), general 
DD behaviors (p<0.001), and perceived family support (p=0.023). Among RMD patients, psoriatic arthritis par-
ticipants had higher probabilities of DD-W (p=0.02), whereas lower probabilities were detected in fibromyalgia 
patients (p=0.003). Lower disease duration corresponded in the sample to higher probabilities of DD-W 
(p=0.036).
Conclusions. The majority of RMD patients in this study enacted DD-W. DD-W was associated with medical, 
occupational, and psychological factors, supporting the multidimensionality of the process. Further research on 
the subject might help foster better DD-W decision-making processes for RMD patients while promoting inter-
vention strategies in education, policy, and culture.
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of patients. In the last decades, neverthe-
less, research advances, improved treatment 
options, as well as targeted and early clini-
cal and pharmacological management of 
RMDs have significantly decreased rheu-
matic patients’ psychological distress and 
physical disability, with positive effects on 
quality of life and work productivity (10-
12). In most cases, RMDs are nowadays 
concealable or (in)visible conditions; thus, it 
is up to the individual to determine whether, 
how, when, and to whom to disclose their 
diagnosis and whether to engage in an ac-
tual coming-out process about their health 
(13, 14).
The terms “health disclosure” or “disease 
disclosure” (DD) designate the act of a sub-
ject deliberately, verbally divulging person-
al information – unlikely to be discovered in 
other ways (15) – concerning his/her own 
diagnosis or health condition (16). The en-
acting (or avoidance) of DD behaviors is 
determined by specific decision-making 
processes (16), implying the accurate as-
sessment of possible personal risks and ben-
efits deriving by the decision of (un)disclos-
ing his/her health status. Having benefited 
from psychological support and perceiving 
higher levels of social support turned out to 
be predictors of more frequent DD behav-
iors in various life contexts among a sample 
of Italian RMD patients (17).
The workplace, as a complex crossroads of 
social identities, self-images, roles, desires, 
opportunities, and expectations, represents 
a particularly significant context to be ob-
served when studying DD in people living 
with RMDs, especially in the light of the 
role that RMDs play in industrialized coun-
tries, as a major reported cause of loss of 
productivity (18): it is therefore of crucial 
importance to further investigate DD in the 
workplace (DD-W) in the rheumatic work-
ing population.
This study makes a novel contribution to 
the literature by assessing DD-W among a 
sample of Italian individuals with chronic 
RMDs. The goals of this project were i) to 
explore attitudes and beliefs towards DD-W 
and ii) to determine socio-demographic, 
clinical, and psychological factors most 
predictive of DD-W.

n	 MATERIALS AND METHODS

Participants were recruited from the non-
profit Rheumatic Patients Association 
(ALOMAR ODV) – Lombard Association 
for Rheumatic Diseases. A call for survey 
completion, outlining the nature and objec-
tives of the study, was sent using the ALO-
MAR mailing list and the related website 
and social network (http://www.alomar.it/). 
Circulating through social media, the sur-
vey also intercepted rheumatic patients who 
were not members of any patients’ associa-
tion. The survey was conducted between 
June 18th and July 9th, 2020. The study pop-
ulation included: actively working rheu-
matic patients aged 18 or older, residents of 
Italy, fluent in the use of the Italian lan-
guage, who responded to the online survey 
by accepting the information and express-
ing consent to participate. The survey was 
anonymous, and the confidentiality of in-
formation was assured. The study was ap-
proved by the Board of Directors of ALO-
MAR ODV.
The survey was divided into the following 
sections: 
1) socio-demographic information (i.e., 

gender, age, work type); 
2) clinical information (i.e., RMD diagno-

sis, disease duration, pharmacological 
therapy, comorbidity); 

3) disease-disclosure information (i.e., 
perceived barriers, beliefs, attitudes). 

Furthermore, the Italian versions of the fol-
lowing validated psychological question-
naires were administered:
1) Patient Health Questionnaire-4 (PHQ-4) 

(19), an ultra-brief tool for detecting 
anxiety and depressive symptoms. The 
PHQ-4 consists of the first two items of 
the Generalized Anxiety Disorder Scale 
(GAD-7) (20) and the first two items of 
the longer Patient Health Questionnaire 
(21). Responses are provided on a Likert 
scale ranging from 0 (“not at all”) to 3 
(“nearly every day”). Cronbach’s α in 
this study was 0.902.

2) Chronic Illness Anticipated Stigma 
Scale (CIASS) (22, 23), a tool consist-
ing of 12 items referring to possible ex-
periences of stigma, contextualized in 
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three social scenarios: friends and fami-
ly (i.e., “a friend or family member will 
think badly of you”), work colleagues 
(i.e., “someone at work will discrimi-
nate against you”), health workers (i.e., 
“a health worker will feel frustrated be-
cause of you”). Participants are asked to 
rate the likelihood of encountering such 
situations on a Likert scale from 1 
(“very unlikely”) to 5 (“very likely”). 
Cronbach’s α in this study was 0.883.

3) Patient Health Engagement Scale (PHE-
S) (24), a 5-item questionnaire, validat-
ed in the Italian population, which eval-
uates the degree of emotional elabora-
tion reached by the patient concerning 
his/her own health. The PHE-S is made 
up of ordinal elements placed along an 
experiential continuum. The response 
options include responses correspond-
ing to the 4 PHE positions (blackout, 
arousal, adhesion, eudaimonic project) 
as well as intermediate positions (i.e., 
when thinking about my illness; “I feel 
lost”, “I feel alarmed”, “I am con-
scious”, “I feel serene”). Cronbach’s α 
in this study was 0.905.

4) Multidimensional Scale of Perceived 
Support (MSPSS) (25, 26), a tool con-
sisting of 12 items relating to perceived 
social support from family, (i.e., “my 
family really tries to help me”), friends 
(i.e., “I can count on my friends when 
things go wrong”), significant other 
(i.e., “I have a particular person who is 
an authentic source of comfort for me”). 
Participants are asked to express their 
level of agreement or disagreement with 
the statements on a Likert scale from 1 
(“very much disagree”) to 6 (“very 
much agree”). Cronbach’s α in this 
study was 0.931.

5) Work-Health Balance Questionnaire 
(WHBQ) (27), a tool consisting of 17 
items aimed at detecting: the intrinsic 
dimension of the incompatibility be-
tween health and work (INC) (i.e., “your 
work is an obstacle to health”), the ex-
trinsic dimension of flexibility and sup-
port perceived in the workplace (FLS) 
(i.e., “your manager listens to you when 
you talk to him/her about your health”), 

and the extrinsic dimension of the cor-
porate health climate. We have chosen 
to include only the INC and FLS sub-
scales in the questionnaire. Participants 
are asked to express how often in their 
experience what is stated in the items 
occurs on a Likert scale from 1 (“nev-
er”) to 5 (“always”). Cronbach’s α in 
this study was 0.877.

6) Perceived general health status was 
measured using a single item from the 
36-item Short-Form Health Survey (SF-
36) (28, 29). Response is provided on a 
Likert scale ranging from 1 (“excel-
lent”) to 5 (“poor”).

Analyses were run via SPSS 27 (IBM Corp., 
Armonk, NY, USA) and jamovi 1.6 (the ja-
movi project, 2021), with a two-tailed α set 
at .05. Multiple comparisons were Bonferro-
ni-corrected whenever necessary.
Two separate sets of stepwise, logistic re-
gression models were run to identify which 
variables predicted DD-W (0 = no; 1 = yes) 
among socio-demographic, clinical and 
psychometric (age, gender, education, per-
ceived disease visibility, General DD, rela-
tionship status, work type, psychological 
support, perceived health, and PHQ-4, 
PHE, MSPSS-significant other, MSPSS-
family, MSPSS-friends, CIASS-total scale, 
CIASS-work colleagues subscale, WHB-
INC and WHB-FLS scores; Model 1) and 
disease-related measures (presence/absence 
of a given condition, disease duration and 
comorbidity; model 2), respectively. Only 
main terms were entered in these models. 
Fit was assessed through Akaike’s informa-
tion criterion (AIC). Finally, χ2 tests were 
run to identify response patterns in DD-re-
lated outcomes.

n	 RESULTS 

In this cross-sectional survey, we retrieved a 
total of 250 questionnaires completed by ac-
tively working rheumatic patients. The ma-
jority of them reported suffering from rheu-
matoid arthritis (36.4%), fibromyalgia 
(28.4%), both in primary or secondary form, 
and psoriatic arthritis (12%). Diagnoses of 
juvenile idiopathic arthritis, Sjögren syn-
drome, ankylosing spondylitis, systemic 
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sclerosis, systemic lupus erythematosus, os-
teoporosis, osteoarthritis, mixed disease, 
Behçet’s syndrome, Paget’s disease and vas-
culitis were also represented in the sample.
The vast majority of the sample was com-
posed of women (n=228); 68.8% of the par-
ticipants were in a relationship, 46.8% had 
a high school education, and 82.8% were 
employees. The participants had a mean 
age of 45.47 years (±10.82) and a mean dis-
ease duration of 13.93 years (±10.86). So-
cio-demographic and clinical measures are 
summarized in Table I.
The majority of respondents (81.2%) dis-
closed their RMD in the workplace. 24.8% 
of those who enacted DD-W felt “quite 
comfortable”; on the other hand, 26.8.% re-
ported feeling “quite uncomfortable” when 
disclosing their disease in the workplace.
The topic respondents mostly talk about 
when disclosing their disease in the work-
place relates to RMD’s symptoms (49.6%). 
The prevalence of the RMD-related topics 
disclosed by patients when enacting DD-W 
is shown in Figure 1. 
The majority of the respondents (51.2%) 
perceives that after disclosing their RMD in 
the workplace their personal relationship 
with the DD-W’s receivers has not changed. 
The fear of being labeled as “sick” is the 
perceived barrier to DD-W that conveys the 
highest agreement among the respondents 
(33.2%), while the presence of a trustful re-
lationship with the DD-W’s receiver is the 
perceived facilitator to DD-W conveying 
the highest agreement among the respond-
ents (35.2%). Participants’ socio-demo-
graphic, clinical, and psychological meas-
ures are summarized in a comparison be-
tween groups (DD-W and no DD-W) in 
Table II.
Model 1 (AIC=198.68) yielded significant 
predictors of DD-W: perceived disease vis-
ibility [χ2(2)=9.75; p=0.008], work type 
[χ2(1)=5.21; p=0.022], general DD 
[χ2(1)=29.62; p<0.001] and MSPSS-family 
scores [χ2(1)=5.16; p=0.023]. At Bonferro-
ni-adjusted post-hoc comparisons, patients 
stating that their condition was “some-
times” visible reported significantly 
(p=0.012) higher probabilities of DD-W 
(M=0.92; SE=0.03) when compared to 

Table I - Participants’ demographic and clinical 
measures.

% (n)

Sex 

Female 91.2 (228)

Male 8.8 (22)

M (SD)

Age (years) 45.47±10.82 (20-77)

Education, % (n)

Primary/middle school 14.0 (35)

High school 46.8 (117)

University 31.6 (79)

Master or PhD 7.6 (19)

Relationship status, % (n)

Single 31.2 (78)

In a relationship 68.8 (172)

Member of a patients’ association, % (n)

Yes 63.2 (158)

No 36.8 (92)

DD-W, % (n)

Yes 81.2 (203)

No 18.8 (47)

Work Type, % (n)

Employee 82.8 (207)

Self-employee 17.2 (43)

Rheumatic diagnosis (both primary or secondary)

Rheumatoid arthritis 36.4 (91)

Fibromyalgia 28.4 (71)

Psoriatic arthritis 12.0 (30)

Ankylosing spondylitis 10.4 (26)

Rheumatic comorbidity

Yes 31.2 (78)

No 68.8 (172)

Perceived disease visibility

Yes 9.6 (24)

No 49.6 8124)

Sometimes 40.8 (102)

Psychological support 

Yes 34.4 (86)

No 65.6 (164)

M (SD)

Disease duration (years) 11.93±10.86 (0-45)

SD, standard deviation; DD-W, disease disclosure in the work-
place.
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Figure 1 - Prevalence of discussed disease disclosure in the workplace’s topics in the study population. 
DD-W, disease disclosure in the workplace; RMD, rheumatic musculoskeletal diseases.

Table II - Participants’ demographic, clinical and psychological measures: a comparison between groups 
[disease disclosure in the workplace (DD-W) and no DD-W].

No DD-W
% (n)

DD-W
% (n) p

Sex 0.222

Female 95.7 (45) 90.1 (183)

Male 4.3 (2) 9.9 (20)

Age (years) 46.21±13.13 (20-77) 45.30±10.24 (23-66) 0.114

Education 0.985

Primary/middle school 14.9 (7) 13.8 (28)

High school 44.7 (21) 47.3 (96)

University 31.9 (15) 31.5 (64) 

Master or PhD 8.5 (4) 7.4 (15)

Relationship status 0.062

Single 42.6 (20) 28.6 (58)

In a relationship 57.4 (27) 71.4 (145)

Member of a patients’ association 0.149

Yes 72.3 (34) 61.1 (124)

No 27.7 (13) 38.9 (79)

General DD <0.001

Always 2.1 (1) 1.9 (4)

Very often 2.1 (1) 20.1 (41)

Sometimes 59.5 (28) 74.3 (151)

Never 36.1 (17) 3.4 (7)

Work type 0.035

Employee 72.3 (34) 85.2 (173)

Self-employee 27.7 (13) 14.8 (30)

Continue >>>
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No DD-W
% (n)

DD-W
% (n) p

Rheumatic comorbidity 0.561

Yes 72.3 (34) 68.0 (138)

No 27.7 (13) 32.0 (65)

Perceived disease visibility 0.001

Yes 12.8 (6) 8.9 (18)

No 70.2 (33) 44.8 (91)

Sometimes 17.0 (8) 46.3 (94)

Psychological support 0.460

Yes 29.8 (14) 35.5 (72)

No 70.2 (33) 64.5 (131)

Perceived general health status 0.818

Very good 4.3 (2) 5.4 (11)

Good 42.6 (20) 32.5 (66)

Fair 31.9 (15) 37.4 (76)

Poor 21.3 (10) 24.6 (50)

M (SD) M (SD)

Disease duration (years) 16.55±12.07 (2-47) 13.33±10.49 (2-46) 0.236

CIASS

Total scale 2.34±0.93 (1-4.75) 2.16±0.90 (1-4.83) 0.813

Friends and family subscale 2.06±1.23 (1-5) 1.90±1.07 (1-5) 0.223

Work colleagues subscale 2.93±1.40 (1-5) 2.61±1.34 (1-5) 0.968

Healthcare professionals subscale 2.04±1.09 (1-5) 1.96±1.00 (1-5) 0.636

MSPSS

Total scale 4.28±1.37 (1-6.5) 5.09±1.32 (1-7) 0.003

Significant other subscale 4.60±1.77 (1-7) 5.42±1.57 (1-7) 0.030

Family subscale 4.52±1.83 (1-7) 5.20±1.59 (1-7) 0.121

Friends subscale 3.71±1.65 (1-7) 4.65±1.59 (1-7) 0.009

PHE (%) 0.571

Blackout 12.8 (6) 13.3 (27)

Arousal 36.2 (17) 30.0 (61)

Adhesion 46.8 (22) 46.3 (94)

Eudaimonic project 4.3 (2) 10.3 (21)

PHQ-4 0.491

Total scale 4.51±3.15 (0-12) 4.18±2.83 (0-12)

WHB

INC subscale 3.08±0.54 (2-4) 3.11±0.54 (1-4.33) 0.787

FLS subscale 2.46±1.10 (1-5) 2.53 ±0.99 (1-5) 0.431

CIASS, Chronic Illness Anticipated Stigma Scale; MSPSS, Multidimensional Scale of Perceived Social Support; PHEs, Patient Health 
Engagement Scale; PHQ-4, Patient Health Questionnaire 4; WHBQ, Work Health Balance Questionnaire; DD-W, disease disclosure 
in the workplace; SD, standard deviation.

Continue >>>
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those stating it was not visible (M=0.76; 
SE=0.05), with no other significant com-
parisons being found. As to work type, em-
ployees showed higher probabilities of 
DD-W (M=0.89; SE=0.03) when compared 
to self-employed workers (M=0.74; 
SE=0.08). When decomposing the main ef-
fects of continuous predictors via simple 
slope analyses at their mean, high (M+1 
SD) and low (M-1 SD) levels, patients with 
overall higher DD levels had higher proba-
bilities of DD-W (M=0.94; SE=0.02) when 
descriptively compared to those with mean 
(M=0.83; SE=0.04) or low levels (M=0.61; 
SE=0.07) of general DD. Similarly, higher 
scores of MSPSS-family were predictive of 
a higher probability of DD-W (M=0.88; 
SE=0.04) when descriptively compared to 
both mean (M=0.83; SE=0.04) and low lev-
els (M=0.77; SE=0.06) of the predictor.
As to Model 2 (AIC=232.89), only psoriat-
ic arthritis [χ2(1)=5.43; p=0.02], fibromyal-
gia  [χ2(1)=8.64; p=0.003] and disease dura-
tion [χ2(1)=4.52; p=0.036] yielded signifi-
cant effects. An opposite pattern was de-
tected for the above two conditions, with 
patients affected with psoriatic arthritis 
having higher probabilities of disclosing 
their disease in the workplace (M=0.93; 
SE=0.07) when compared to those with 
other conditions (M=0.76; SE=0.03), and 
patients with fibromyalgia having lower 
probabilities (M=0.76; SE=0.05) than those 
with other rheumatic disorders (M=0.92; 
SE=0.04). Moreover, lower disease dura-
tion corresponded to higher probabilities of 
DD-W (M=0.9; SE=0.04) when descrip-
tively compared to patients with middle 
(M=0.84; SE=0.04) and advanced disease 
duration (M=0.79; SE=0.05).

n	 DISCUSSION  
AND CONCLUSIONS

The PARE Youth Research Project has shed 
the first light on DD behaviors among Euro-
pean young RMD patients (aged 18-35), 
also targeting DD-W (30, 31): the research 
revealed that 43% of the participants prefer 
not to talk about their RMD during a job in-
terview, while 38% hide their condition at 
work. People living with an RMD may be 

reluctant to disclose their disease in the 
workplace because they feel it might 
change what work associates think of them; 
sometimes, there might be even fear of dis-
missal or demotion due to the RMD (18). 
Meanwhile, DD-W is necessary for the ef-
fective management of illness regimens at 
work and for access to various forms of 
support (e.g., ergonomic equipment, flexi-
ble working hours, sick leave) (32, 33).
The tension between these two opposite op-
tions – to disclose or not to disclose to super-
visors and colleagues – configures the act of 
DD-W as a possible dialectical dilemma 
(34), requiring targeted studies to observe its 
implications and the role played by possible 
DD-W predictors, such as self-advocacy 
skills, quality of the relationship with super-
visors and colleagues (33), anticipated stig-
ma at work, flexibility and support at work 
(27), duration, severity, and visibility of the 
disease. A recent study among young adults 
with RMDs found that those who enacted 
DD-W reported greater presenteeism when 
compared to those who did not; furthermore, 
in this study, greater disease severity was as-
sociated with DD-W (18).
To the best of our knowledge, only a few 
studies have examined the topic of DD-W 
in chronic patients, and, within it, most 
studies were conducted for individuals suf-
fering from HIV (32, 35), multiple sclero-
sis (36), cystic fibrosis (37), inflammatory 
bowel diseases (38), diabetes (39), cancer 
(40), mental illnesses (41), and autism 
(42). Expectations and previous experi-
ences of discrimination, fear of health-re-
lated stigma (43), satisfaction with previ-
ous DD-W, supporting work environment 
and social support (44), disease duration, 
severity and perceived visibility of the dis-
ease, and type of job profiles (33) are the 
main factors associated with the enactment 
or the avoidance of DD-W in chronic pa-
tients. Scientific literature exploring DD-W 
in individuals with RMDs is growing (7, 
18, 45-47) but further research is neverthe-
less needed to explore in depth this con-
struct and its correlates in this specific 
population.
To our knowledge, this is the first study ex-
ploring DD-W among Italian RMD patients. 
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The first aim of this study was to explore the 
attitudes and beliefs of RMD-working pa-
tients towards DD-W. We showed that the 
majority of the participants (81.2%) dis-
closed their RMD in the workplace; this re-
sult seems to be in line with the findings of 
previous studies dedicated to DD-W of peo-
ple with RMDs, which reported over 70% of 
the participants performing DD-W (18). 
The PARE Youth Research Project noted, 
on the other hand, a higher prevalence of 
RMD young patients (38%) not informing 
their supervisor about their RMD (30, 31). 
Since in our study no statistically significant 
difference in DD-W was observed based on 
age, a possible explanation for this discrep-
ancy could lie for example in the cultural 
differences among different European coun-
tries observed in the PARE Youth Research 
Project. Moreover, the study dates back to 
2014, and this could suggest – as a hypoth-
esis to be verified through targeted studies – 
an evolution in social sensitivity relating to 
DD-W in recent years.
Our results are in line with the findings of 
the study of Olesen et al. (2017) on diabe-
tes, where 23% of the sample had not dis-
closed their type 2 diabetes to their current 
employer (39). Our study observes, on the 
other hand, a higher percentage of DD-W in 
comparison to what was observed in the 
studies of Munir et al. (2005) and Gignac et 
al. (2021) on different chronic conditions 
where about half of the sample had dis-
closed their disability to their current em-
ployer (33, 44).
The topics respondents mostly revealed that 
DD-W relates to RMD’s symptoms (49.6%) 
and pharmacological therapy (35.2%), con-
sistent with the fact that both these factors 
might need to be disclosed in order to moti-
vate absences or to request accommoda-
tions (17, 18, 36). Nevertheless, only 5.6% 
of those who enact DD-W ask for help and 
support in the workplace, suggesting that 
revelation of the disease and the request of 
support represent two complex social com-
munication acts, which are not necessarily 
concomitant.
The majority of the sample (51.2%) reports 
that the relationship with the receivers has 
not changed after DD-W, undermining the 

assumption that disclosure systematically 
fosters the creation of intimate relationships 
(48). Of the sample, 13,6% reported that af-
ter DD-W the relationship with the receiv-
ers got worse, while 14,8% reported an im-
provement. In the sample, the most per-
ceived barrier to DD-W was the fear of un-
dergoing a labeling process (33.2%), sup-
porting the need to further investigate the 
role of health-related stigma for RMD pa-
tients in the unveiling of concealable stig-
matized identities in the workplace. This 
also reinforces the assumption that percep-
tions of stigma decrease the intention to dis-
close (16).
The second aim of this study was to explore 
socio-demographic, clinical, and psycho-
logical factors associated with DD-W in this 
specific population. No statistically signifi-
cant difference in DD-W was observed in 
the sample based on gender, age, perceived 
general health status, relationship status, or 
affiliation with patient associations.
We found an association between DD-W 
and work type, with employees showing 
higher probabilities of DD-W when com-
pared to self-employees, in line with what 
was observed by Munir et al. (2005) (33). 
This behavior can be motivated by the 
greater flexibility characterizing self-em-
ployed work, which facilitates the RMD’s 
management without the need for DD-W, 
whereas in the context of dependent work, 
coordinating one’s activities with col-
leagues and superiors and notifying absenc-
es due to illness or illness management 
might require disclosure. We found that 
those who perceived their RMD as visible 
to others (always or sometimes) tended to 
carry out more frequently DD-W behaviors, 
confirming how greater perceived symp-
toms visibility, which tends to be associated 
with greater disease severity, increases in-
tentions of disclosure (16, 17). This aspect 
supports the idea that some patients post-
pone the enactment of DD until the per-
ceived visibility of their symptoms turns the 
act of DD itself into “an explanation more 
than a revelation” (36). Besides, this allows 
us to hypothesize that a specific influence 
on implementing DD-W is constituted by 
the intensification of one’s health needs, 
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driven by increasing disease severity under-
lying higher symptoms visibility (49). 
Meanwhile, in our sample we also observed 
no statistically significant difference in 
DD-W based on perceived general health 
status: this is a critical issue that needs to be 
further investigated and should suggest to 
think on the complex relational, contextual, 
and interactive nature of the DD-W con-
struct. We also observed that a general atti-
tude of more frequent DD across various 
life contexts (family, friends, partners, so-
cial media) is associated in the sample with 
higher DD-W, suggesting a tendency to im-
plement DD transversely to different life 
contexts.
Furthermore, in this study, we confirmed 
the key role of perceived social support, ob-
serving that it is a predictor of a higher 
probability of DD-W. This data outlines a 
dynamic and dialectical association be-
tween feeling more socially supported and 
feeling more effective in enacting DD (17).
Concerning clinical characteristics, we ob-
served that lower disease duration corre-
sponded to higher probabilities of DD-W. 
This interesting point should be further in-
vestigated and might be explained by the 
need to share information about the health 
status at work when facing a critical situa-
tion, such as RMD severe flares (18). Crisis 
situations can indeed frequently character-
ize the onset phases of the disease, due both 
to a lower level of disease activity control, 
and thus a higher need for support, and a 
lower level of consolidated self-manage-
ment skills. We also observed that patients 
affected with psoriatic arthritis had signifi-
cantly higher probabilities of disclosing 
their disease in the workplace when com-
pared to those with other conditions, where-
as patients with fibromyalgia had lower 
probabilities. This observation deserves to 
be investigated in the future, starting from 
some preliminary hypotheses drawn also 
upon the findings of this research on the 
crucial role of the perceived (in)visibility of 
the RMD in the enactment of DD, with vis-
ibility of symptoms tending to be associat-
ed with increased intentions of disclosure 
(16). Psoriatic arthritis might indeed pre-
sent visible cutaneous manifestations that 

could elicit greater DD-W; fibromyalgia, on 
the contrary, presents itself as an invisible 
pathology. 
This study presents some limitations. First 
of all, the population under study is not rep-
resentative of the working population living 
with RMDs in Italy: as an open web-based 
survey promoted by a patients’ association, 
the research incurs a specific self-selection 
bias, the volunteer effect (50). Moreover, 
geographic differences were not consid-
ered, and this severely limits the possibility 
of capturing important aspects such as dis-
parity in access to care or the patients’ jour-
neys. Secondly, we used a cross-sectional 
approach, structurally unable to longitudi-
nally account for the unfolding over time of 
DD-W behaviors. Third, the study observed 
the presence/absence of DD-W, but not its 
depth, underlying motivations, or interac-
tion patterns. Qualitative research, integrat-
ing also the DD-W’s receivers’ perspective, 
is necessary to deepen these issues. A fur-
ther limitation of our study consists in not 
having observed a series of potentially rel-
evant aspects for the purposes of an in-
depth study of DD-W, including the targets 
(managers versus coworkers) and the tim-
ing of DD-W.
In conclusion, this preliminary study, part 
of the growing literature dedicated to DD-
W, sketches a range of possible further re-
search directions aiming at exploring 
DD-W as a complex dialectical, multifac-
eted socially relevant act through new com-
binations of methods, and at better identify-
ing predictors and characteristics of DD-W 
in the working rheumatic population.
Further research on the subject is needed in 
order to provide better support to RMD 
working patients, helping them navigate the 
complex dialectic dilemmas underlying 
DD-W, with a particular focus on detecting 
and managing stigmatizing contexts, miti-
gating possible risks related to DD-W, eval-
uating logistics and timing of DD-W, and 
promoting self-advocacy skills. This could 
foster more and more integrated, flexible, 
conscious DD-W decision-making process-
es, that might generate positive conse-
quences not only for the well-being of the 
individual but also for the work organiza-
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tion (51). The findings of this study might 
be relevant to clinicians, psychologists, 
nurses, social workers, and patients’ asso-
ciations in effectively supporting those suf-
fering from RMDs throughout their – some-
times complex – DD-W journey. This could 
be accomplished also through the tuning of 
targeted training, campaigns, services, re-
sources, and toolkits (52), aimed at improv-
ing DD-W processes in those living with 
RMDs, with the broader goal of stimulating 
increasingly inclusive policies based on so-
cio-ecological, participative, supportive 
perspectives and of promoting a better qual-
ity of life for those living with (in)visible 
chronic conditions such as RMDs.
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