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Abstract 

Research on communication of illness in friendships is fundamental to understanding 

biopsychosocial implications of disease. The goal of this study was to determine how 

disclosure of Hashimoto’s disease impacts individuals’ psychological and social well-

being in friendships. This qualitative study used Communication Privacy Management 

Theory and Social Penetration Theory theoretical frameworks to examine disclosure 

decisions, processes, and relational implications of disclosure. Participants (n = 12), all 

female, engaged in semi-structured interviews to share their experiences of disclosing 

Hashimoto’s disease in close friendships. Results revealed that women with Hashimoto’s 

disease encounter positive and negative experiences when disclosing their illness to a 

close friend. For some, the decision to disclose was effortless, while others engaged in a 

more involved decision making process for how to initially disclose, and how much to 

disclose all together. During the disclosure, having an invisible disease with inconsistent 

symptoms added an additional element in navigating the disclosure conversation. Some 

women navigated the process easily, as their friend provided the response they needed, 

whether this was emotional support, physical support, or simply being there to listen. 

Other women had more challenging disclosures to navigate when their friends reacted in 

ways unanticipated, such as being unsupportive and unreceptive. Results showed that 

disclosures of Hashimoto’s disease continued across time as the time after being 

diagnosed progressed. Some friendships were strengthened after disclosing Hashimoto’s 

disease to a close friend, while others decreased in closeness or even resolved. 

Disclosures for many lead to increased social support, which may contribute towards 

increased health benefits. In the future, research on this topic can be expanded through 



xi 
 

studying disclosures to various relationships as well as expanding on other implications 

of the illness. 

Keywords: Hashimoto’s disease, thyroid disease, chronic disease, illness, invisible 

illness, health, relationships, close friendships, friends, disclosure, Social 

Penetration Theory, Communication Privacy Management 
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Chapter 1 

Introduction 

According to the Center for Disease Control (2018), over half of Americans live 

with one or more chronic diseases. One chronic disease that affects roughly 1 to 2 percent 

of the United States population is Hashimoto’s disease (HD) (Genetics Home Reference, 

2018). Hashimoto’s disease is an autoimmune thyroid disease, where the body’s own 

immune system attacks its thyroid (National Institute of Diabetes and Digestive and 

Kidney Diseases, 2017; Genetics Home Reference, 2018). Chronic diseases, like 

Hashimoto’s disease, lead to not only physical changes, but can also convey complex, 

psychological, and social health challenges (Bianchi et al., 2004). 

After being diagnosed with a chronic disease, like Hashimoto’s disease, an 

individual’s entire world can change as they try to navigate the biopsychosocial aspects 

of the disease. The biopsychosocial model of health is used in understanding how health 

is affected from both a medical and psychosocial standpoint (Suls & Rothman, 2004). An 

important consideration in the social domain of health is disclosure to close others. 

Individuals must make choices such as whether or not to disclosure their illness to their 

peers, how much to disclose, when to disclose, and who to disclose to (Samens, 2017). 

Because of lifestyle alterations, physical and psychological changes, and everyday 

challenges, it may become necessary to disclose information with those close to the 

individual.  

Close friends are important to study as they provide many psychological and 

social benefits to one’s health and well-being (Deci, La Guardia, Moller, Scheiner, & 
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Ryan, 2007). The role of friendship is important across the lifespan, but friendship 

experiences may differ in important ways as one ages as well (Pecchioni, Wright, & 

Nussbaum, 2005). Therefore as an exploratory study of the effects of disclosing 

Hashimoto’s disease to a close friend, all age ranges of participants were be considered 

and explored through a life-span lens (Oktay & Walter, 1991; Pecchioni, Wright, & 

Nussbaum, 2005). 

In order to receive support for Hashimoto’s disease, individuals must partake in 

the disclosure process to some degree. Decisions about disclosure of a disease are critical 

due to the impact that disclosing health information can have on the quality of life and 

relational health (Samens, 2017). In order to understand this phenomenon, this study 

utilizes two theories: Communication Privacy Management theory and Social Penetration 

Theory. Communication Privacy Management theory explores how health privacy issues 

are managed in relationships (Petronio, 2013). This theory states that private information, 

such as health information, is managed through using rules and boundaries. When rules 

are broken or boundaries are pushed, relationships can be harmed as a result. Therefore, 

disclosure comes as a double edged sword, sometimes drawing people closer and other 

times distancing. Social Penetration Theory focuses on the development of relationships 

and the role that disclosure of information plays in the process, while arguing that 

revealing personal information is crucial to further develop relationships (Altman & 

Taylor, 1973). However, disclosure of health information can be a more difficult 

disclosure, as it may be surrounded with stigma (Charmaz, 1983) and feelings of 

vulnerability (Afifi & Olson, 2005). Studies show that health disclosures can challenge 

disclosure norms (Samens, 2017; Greene, 2009). Communication Privacy Management 
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paired with Social Penetration Theory is helpful for understanding reasoning behind 

disclosure of health conditions and the outcomes of close friendships.  

Through individual semi-structured interviews, this study examined the process 

and outcomes of disclosing Hashimoto’s disease in close friendships. Although 

Hashimoto’s disease is discussed in medical publications, to my knowledge only one 

autoethnography has been published regarding the psychological and social aspect of the 

disease (Clemens, 2018). This study aimed to fill that gap in the literature and allow 

readers to better understand the psychosocial challenges someone with Hashimoto’s 

disease faces and how friendships can be affected because of it, while also being able to 

relate disclosure of this disease to other illnesses. The following rationale will explore 

chronic disease and Hashimoto’s disease, while also looking at the biopsychosocial 

nature of chronic illness. Previous research will also explain the nature of close 

friendships, look at health disclosures and the role of friendships in coping with chronic 

disease, and delve into the benefits and potential consequences of disclosing health 

information in friendships, in hopes that this literature is able to extend to the knowledge 

of specifically Hashimoto’s disease disclosures in close friendships. From here, my 

rational explores the theoretical considerations regarding Communication Privacy 

Management theory and Social Penetration Theory.  
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Chapter 2 

Chronic Disease 

The Center for Disease Control (2018) defines chronic diseases as “conditions 

that last one year or more and require ongoing medical attention or limit activities of 

daily living or both.” There are many different ways chronic diseases can be categorized. 

Some chronic diseases such as certain types/degrees of cancers, stroke, and chronic lung 

disease are causes for mortality (Mokdad, Marks, Stroup, & Gerberding, 2004; Thacker 

et al., 2006), while other diseases are chronic but do not lead to mortality, however, still 

may adversely lower people’s quality of life (Megari, 2013). The term “quality of life” is 

a term used frequently in health research. The World Health Organization (2020) defines 

Quality of Life as:  

An individual's perception of their position in life in the context of the culture and 
value systems in which they live and in relation to their goals, expectations, 
standards, and concerns. It is a broad ranging concept affected in a complex way 
by the person's physical health, psychological state, personal beliefs, social 
relationships and their relationship to salient features of their environment.  
 

Chronic diseases not only lower one’s quality of life due to the physical health 

complications, but they may also cause mental health problems and social health 

impairments, lowering quality of life (Cella et al., 2010). According to the severity of the 

disease and each individual, quality of life may be affected in different ways, however, 

even mild impairments in any one of these categories can affect lives significantly and 

possibly lead to further disability.  
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Hashimoto’s Disease 

Hashimoto’s disease, also known as Hashimoto’s thyroiditis, chronic lymphocytic 

thyroiditis, or autoimmune thyroiditis, is a chronic autoimmune disease where one’s own 

immune system proteins (antibodies) attack the thyroid gland (National Institute of 

Diabetes and Digestive and Kidney Diseases, 2017; Genetics Home Reference, 2018). 

When the thyroid gland is attacked, it reduces the ability to produce hormones, which 

regulate body temperature, heart rate, weight, and menstrual cycles (in females) (Mincer 

& Jialal, 2019). With a slow progressive nature, the thyroid deteriorates overtime causing 

symptoms to worsen and/or change throughout the lifetime (Thyroid Foundation, 2018).  

Hashimoto’s disease is not a commonly known disease, though it affects 1 to 2 

percent of people in the United States as of 2018 (Genetics Home Reference, 2018), most 

of which are women, as women around 10-15 times more likely to develop Hashimoto’s 

disease than men (Lee, Nagelberg, Odeke, & Griffing, 2020). The incidence rate per year 

is estimated at 1.3 out of every 5000 children between the ages of 11-18 years old, 3.5 out 

of every 1,000 women (18+) and 0.8 out of every 1,000 men (18+) in the United States 

(Lee, Nagelberg, Odeke, & Griffing, 2020). In the Appalachian region, incidence has 

been found to be as high as 6% of the population. Although it can affect people of all 

ages, most women are diagnosed between the ages of 30 to 50 and men 10-15 years later 

(Lee, Nagelberg, Odeke, & Griffing, 2020).  

Hashimoto’s disease is likely to lead to hypothyroidism (National Institute of 

Diabetes and Digestive and Kidney Diseases, 2017), making it the most common cause 

of hypothyroidism (Mincer & Jialal, 2019). However many people with hypothyroidism 

are not tested for Hashimoto’s disease, as most conventional doctors only run a Thyroid 
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Stimulating Hormone (TSH) test, without being accompanied by Anti-Thyroid 

Antibodies (ATA) test that distinguished hypothyroidism from Hashimoto’s disease 

(Myers MD, 2019). Therefore, more of the population could have Hashimoto’s disease 

than realized, which is why it is important to raise awareness for this disease as well.  

Like any disease, Hashimoto’s diseases comes with a variety of symptoms 

ranging from mild to severe. Early non-specific symptoms which may be subtle signs of 

Hashimoto’s disease include fatigue, constipation, dry skin, and weight gain (Lee, 

Nagelberg, Odeke, & Griffing, 2020). Symptoms of Hashimoto’s disease are often 

inconsistent and may include fatigue, weight gain, joint and muscle pain, depression, 

memory problems, slow heart rate, digestive problems, sensitivity to cold, dry skin, 

infertility (American Thyroid Association, 2019), anxiety (Carta et al., 2005), vitamin 

deficiencies (Kostiukow et al., 2018), hair loss, menstrual irregularities, sleep apnea, 

daytime somnolence, decreased sweating, voice hoarseness, peripheral neuropathy, and 

mild nerve deafness (Lee, Nagelberg, Odeke, & Griffing, 2020). These individuals are 

more likely to develop thyroid cancer, goiters, and other auto-immune diseases such as 

type-1 diabetes, rheumatoid arthritis, Celiac disease, pernicious anemia, and lupus (U.S. 

Department of Health and Human Services, 2018).  

Hashimoto’s disease may affect other areas of well-being besides simply physical 

aspects. Thyroid disorders were found to affect role limitation – physical and emotional, 

general health, and social functioning (Bianchi et al., 2004). A study conducted by Nexø 

and colleagues (2014) found that hyper- hypothyroidism affected individuals work and 

daily lives. Thyroid disease made individuals feel shame and loss of identity and control 

over their physical and mental states, which included feelings of restlessness, drain, loss 
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of bodily intentionality, and disconnect between mind and body. The intertwining nature 

of biological, psychological, and socio-environmental influences on health and disease is 

referred to as the biopsychosocial model of health (BPS) (Engel, 1977). The 

biopsychosocial model of health is largely studied in health psychology and is being used 

to understand the affiliation between medical and psychosocial research in health (Suls & 

Rothman, 2004). Thus, emphasizing the importance of not only physical health, but also 

psychosocial variables of health.   

Hashimoto’s Disease & the Biopsychosocial Nature of Chronic Illness 

The components of the biopsychosocial model are important to recognize 

individually to understand how they interact. The biological dynamic of BPS embodies 

the “physical elements of the body that affect and determine health” (Lehman, David, & 

Gruber, 2017, p. 2). “Psychological dynamics include cognitive, emotional, motivational, 

attitudinal, and behavioral systems that affect health” (Lehman, David, & Gruber, 2017, 

p. 3). These elements aid health researchers understanding of  mental health. 

“Interpersonal dynamics include the effects of actual or perceived social contacts on 

health. As elaborated using Bronfenbrenner's (1979, 1986) typology, interpersonal 

dynamics include direct contacts with others, as well the reverberating consequences of 

others' actions” (Lehman, David, & Gruber, 2017, p. 3). Although many interpersonal 

relationships and interactions may be influenced by biopsychosocial areas of health, close 

relationships are the focus of this study. Since chronic diseases are shown to affect all 

areas health – physical, mental, and social (Cella et al., 2010), it is important to 

understand that when even one area of the biopsychosocial model is lacking health, 

defined by the World Health Organization (1948) as “a state of complete physical, 
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mental, and social well-being and not merely the absence of disease or infirmity,” the 

entire model of health is unbalanced. 

Chronic illness can cause biographical disruption, defined by Bury (1982) in 

Green, Todd, Pevalin (2007, p. 524) as “a concept that is derived from narrative analyses 

examining how people make sense of their illness in the context of their lives.” The 

physical disruption Hashimoto’s disease causes on individuals’ lives has clearly been 

outlined above; however, there are also psychological challenges to illness worth 

researching, which is one of the gaps in research. Chronic illness disrupts the previous 

psychological image of oneself, making it hard to adapt to the shift in identity (Kralik, 

Koch, Price, & Howard, 2004) or “new identity” (Corbin & Strauss, 1988). As people 

transition through illness, they undergo identity shifts due to the way in which illness 

affects who they used to be, thus maintaining former identities takes a significant amount 

of effort (Charmaz, 1994). Identity dilemmas that individuals face may include a change 

of role, relationships, social circles, and activities and result from losing previous 

qualities one may have had before i.e. physical functions, valued attributes, and social 

roles.  

In a study by Charmaz (1994) regarding chronically ill men, identity dilemmas 

were found as a consequence of feelings of vulnerability from illness and men felt like 

they lost their “masculine” identity once they became ill, as they perceived illness to be a 

stigmatized identity. Goffman describes stigma as “an attribute that discredits an 

individual or a group, diminishes them ad renders them tainted and discounted, abject and 

inferior” (Goffman, 1963 as cited in Balfe, Brugha, O’Connell, McGee, O’Donovan, & 

Vaughan, 2010, p. 132).  Stigma can cause people to be “discredited,” meaning they are 
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different than others, thereby treated differently because of it (Goffman, 1963). 

Stigmatized identities are caused by society (Kleinman, 1988) and communication 

(Goffman, 1963), but family, friends, and caregivers can play large roles in self-

acceptance (Kleinman, 1988). Various chronic illnesses and symptoms have 

stigmatizations that may include feelings of shamefulness, socially unacceptability 

(Bunting, 1996), skepticism Schaefer (1995), and fragility (Rains, 2014). The overall 

effects of stigma are disruptive to coping with chronic illness. In women, these 

stigmatizations may be increased, since women as a group in society are a minority group 

and face discrimination because of it (Asbring & Narvanen, 2002). The biographical 

disruptions illness causes may result in a change in self-perception (Asbring, 2001) and 

social life (Ware & Kleinman, 1992).  

Not only does chronic illness cause identity dilemmas (Charmaz, 1994) and 

feelings of shame from stigma (Goffman, 1963), but chronic illness may also affect social 

well-being (Bayliss, Steiner, Fernald, Crane, & Main, 2003). Illness causes individuals to 

make many lifestyle such as diet, activity, living environments (Newman, Steed & 

Mulligan, 2004). Feeling a sense of social isolation and emotional isolation are frequent 

in those with chronic illness (Royer, 1998). Social exchanges may differ after developing 

a chronic illness as stress on the mind and body, and the time and energy is takes to 

manage chronic illness may take over social ability norms, leaving them with only their 

most loyal friends and family members. Increased severity of illness usually comes with 

increased feelings of isolation because of the sufferer withdrawing from social contact or 

the friends and family withdrawing from the one who is ill for a variety of different 

reasons. If psychosocial disruptions are unexpected to come with disease, then these 
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lifestyle changes may be more difficult to cope with than the expected physical effects of 

the disease (Michigan Medicine, 2012). 

According to the biopsychosocial model of health, social relationships are a key 

mechanism for coping with disease (Cohen & Wills, 1985). Social relationships help with 

coping of disease as they provide social support. Although there are many definitions of 

social support, Cobb (1976) defines it as “information leading the subject to believe that 

he is cared for and loved, esteemed, and a member of a network of mutual obligations” 

(p. 300). When social support is effective, it can promote positive health behaviors 

(Thoits, 2011), buffer and reduce stress (Cohen & Wills, 1985), and enhance coping 

resources. Social support can be received from various relationships in one’s life. There 

are many different kinds of relationships studied within health communication. 

Friendships are studied significantly less than family and romantic relationships, leaving 

a gap in health and wellness research (Hartup & Stevens, 1999). Friendships and even 

more specifically, close friendships are an important area of health communication to 

study as they provide crucial support to those diagnosed with disease. Research available 

on friendships and health advocates that friendships positively affect health and well-

being. Close relationships have been found to promote higher levels of happiness, well-

being, promote healthier behavior, and lower incidence of chronic illnesses (Holt-

Lunstad, Smith, & Layton, 2010). In a longitudinal life-span study, friendships found to 

be a source of strain had respondents who reported more chronic illnesses, but when 

friendships were a source of support, they reported less chronic illness and more 

happiness (Chopik, 2017).  
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Close Friendships & Chronic Disease 

Relationships play a significant role in health outcomes (Cohen & McKay, 1984). 

Social support among friends and family are important to distinguish from one another. 

Overall both family and friends have been found to offer more positive influences than 

negative influences on chronic disease management (Gallant, Spitze, & Prohaska, 2007), 

but each relationship provides different kinds of support (Litwak, 1985). However, 

Gallant, Spitze, and Prohaska (2007) found that family members were more likely to 

contribute to negative influences on chronic illness than friends were. The authors 

suspect this because friendships are more voluntary, thus fragile, than family 

relationships, therefore friends who are not a source of support may not last.  

The Nature of Close Friendships 

Giddens (1991) defines a friend as “someone with whom one has a relationship 

unprompted by anything other than the rewards that that relationship provides” (p. 91). 

Wright (1984) calls this type of friend a superficial friend, but also discussed how more 

developed friendships are based on the concern of one another’s well-being and cherishes 

each other’s personal attributes, and are the most self-sustaining. Friendships are a unique 

type of relationship consisting of three intertwined characteristics: voluntariness, 

intimacy, and fragility (Wiseman, 1986). To further explain, because friendships are not 

institutionally or genetically recognized relationships like marriage or family (Wiseman, 

1986), they have less interdependence (Berscheid, Snyder, & Omoto, 1989), and 

significantly more freedom and voluntariness to be in and out lives, therefore resulting in 

fragility (Wiseman, 1986). On the contrary, research by Becker, Johnson, Craig, 

Gilchrist, Haigh, and Lane (2009) suggests that the voluntariness of friendships allows 
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for closeness to vary over time in the friendship in order to sustain the relationship. Even 

though research on fragility of friendships differs, it is clear to see among all types of 

friendship research that friendships must work to be maintained in a way that differs, at 

least slightly, from familiar and marital relationships (Bryant & Marmo, 2010). 

Although friendship can be discussed in a general sense, there are different levels 

of friendships consisting of different levels of bounding. Hays (1984) conducted a 

longitudinal study on the development of friendships, examining behavioral exchanges 

and stages of development. He found significant differences in disclosure results between 

“acquaintances,” “casual friends,” and “close/best friends.” Intimacy scores were higher 

according to an increase of friendship intensity. Both the breadth and depth of the 

discussions were positively correlated with friendship intensity at all stages.  Close 

relationships have a high level of interdependence (Kelley et al., 1983). Kelley and 

colleagues’ (1983) study found the following: 

A high degree of interdependence between two people is revealed in four 

properties of their interconnected activities: (1) the individuals have frequent 

impact on each other; (2) the degree of impact per each occurrence is strong; (3) 

the impact involves diverse kinds of activities for each person; and (4) all of these 

properties characterize the interconnected activity series for a relatively long 

duration of time. (p. 13)  

Similarly to Hays’ (1984) categories of friendships, scholars Rose and Serafica 

(1986) discuss there being three levels of friendships, best, close, and casual. Best friends 

were found to be the most self-maintaining, dependent on affection, the least vulnerable 

to decreasing contact with one another, and the least affected by time and distance spent 



13 
 

 

apart (Rose & Serafica, 1986; Wright, 1984; Altman & Taylor, 1973). Close friends were 

found to be more dependent on affection and less affected by relational proximity than 

casual friends, and casual friends needing less affection, but more affected by vicinity 

(Rose & Serafica, 1986). Although some difference, the distinction between best and 

close friends is hard to distinguish in actual friendships; therefore, in this research study, 

best and close friends are being studied, but the two are not differentiated from one 

another. 

Friendships Across the Lifespan 

 Friendships were found to be equally, if not more important, than family 

relationships, to successful adaptation to changes across the lifespan (Nussbaum, 

Pecchioni, Robinson, & Thompson, 2000). The role of friendships may differ 

significantly across the lifespan (Pecchioni, Wright, & Nussbaum, 2005). Patterson and 

Bettini (1993) found a positive correlation between age and friendship strength scores. 

However, another study by Patterson (1995) found that young adults have more 

communication with friends than family and the reverse is true of older adults. During 

different times of the lifespan, friendships and family may play different roles due to 

availability, whether due to geographical distance or lifestyle (Pecchioni, Wright, & 

Nussbaum, 2005). For example, Noller, Fenney, and Peterson (2001) report that intimacy 

levels of friendships in young adulthood decrease due to marriage, parenting, and career-

development. Similarly, middle adulthood is where individuals typically have careers, 

thus influencing maintenance of friendships (Pecchioni, Wright, & Nussbaum, 2005). 

With this said, age-related variation may allow for differences in disclosure processes and 

outcomes.  
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Close Friendships & Social Support 

 A close friend is defined by Rawlins (1992) as “someone to talk to, depend on and 

rely on for help, support, and caring, and to have fun and enjoy doing things with” (p. 

271). They provide many benefits to psychological health and well-being (Deci, La 

Guardia, Moller, Scheiner, & Ryan, 2006) and are made up of high levels of intimacy, 

interdependence, interaction, involvement, and self-disclosure (Kelley et al., 1983; Sillars 

& Scott; 1983). They fulfill the needs of inclusion, (Baumeister & Leary, 1995), affection 

(Floyd, Hess, Mizco, Halone, Mikkelson, & Tusing, 2005), and identity affirmation – 

which recognizes important and valuable self-attributes (Wright, 1984). Close friends 

also offer large amounts of happiness (Wright, 1984) and social/emotional support which 

affects psychological and physical well-being (Nussbaum, 1994).  

Social support meets individuals’ basic social needs (affection, esteem or 

approval, belonging, identity, and security) (Kaplan, Cassel, & Gore, 1997). There are 

four types of social support: emotional support, appraisal support, informational support, 

and instrumental support (Babrow, Hines, & Kasch, 2000). Emotional support provides 

people with the ability to voice concerns, share feelings, and feel comfort and safety. 

Appraisal support reinforces people’s self-worth and promotes feelings of acceptance. 

Informational support provides people with resources of knowledge and information that 

they might not have already had. Instrumental support offers physical support such as 

help with housework, driving someone to the doctor, etc. Each of these types of support, 

in some combination and at some level, make up social support. The variation and level 

of support received depends on the needs of the friend receiving support and the type of 

friendship they have.  
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In order for friends to provide a high level of support for someone with 

Hashimoto’s disease, or any disease, disclosure of the illness must occur. Hashimoto’s 

disease is typically an invisible/concealable illness, meaning, the illness is not noticeable 

by others (Vickers, 1997). Individuals with an invisible illness may appear to be healthy, 

but undergo many difficulties with their health every day (Henriksson & Burkhardt, 

1996). The discreteness of the illness can be both a blessing and a curse to those 

suffering. It can cause many problems with social support, social roles and 

responsibilities, and credibility (Armentor, 2017). Research by Schaefer (1995) found 

that individuals with fibromyalgia often had to convince friends and others in their social 

network that they had the illness because symptoms were unable to be seen. However, 

disclosures of Hashimoto’s disease specifically may differ from previous knowledge on 

disclosures of illness as the disease is not commonly known by many, potentially 

complicating the disclosure. 

Health Disclosures & the Role of Friendships in Coping with Chronic Disease 

Because Hashimoto’s disease is an invisible illness, it is a disease which must be 

disclosed in order for someone to know they have the condition, or even health problems 

in general. Disclosure of disease is vital to access social support for the illness (Caughlin 

et al., 2009). Disclosure is the act of revealing personal and/or private information 

unknown by the person one is communicating with (Jourard, 1971). Researchers Miller 

and Steinberg (1975) believe in order for personal information to be considered a 

disclosure, the information disclosed must be private, with a fear of negative 

consequences likely to occur if the information were to be revealed to a large amount of 

people.  
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Disclosure of Personal Information 

Disclosing personal information is often a difficult decision, as disclosing 

information, especially health information, makes people feel vulnerable, risk losing 

positive face, and can adversely affect their relationship by decreasing relational 

closeness (Samens, 2017). Additionally, Rains (2014) explained the fear of relational 

change, being perceived as incapable, fragile, and different, makes people keep some or 

all information private. Other factors of non-disclosure include protecting the other 

person, concern for losing respect, privacy, superficial relationship, self-blame/low self-

esteem, dissimilarity, putting the relationship at risk, and thinking that since the other 

person cannot help, then why share (Derlega, Winstead, Matthews, & Braitman, 2008). If 

the perceived risks are greater than the perceived rewards, individuals may choose to 

conceal their private information.  

Health Disclosures in Close Friendships 

 Reviewing literature of disease disclosures, specific to close friendships, confirms 

that there is little known regarding this subject. The research conducted on health 

disclosures in close friendships is mainly in relation to HIV/AIDS disclosures (Hsin, 

2011), suicidal disclosures (Eskin, 1999), disclosure of sexual orientation (Baiocco, 

Laghi, Di Pomponio, & Nigito, 2012). Although also difficult topics to disclose, these 

types of disclosures may have a different outcome than Hashimoto’s disease may have. 

Hashimoto’s disease is a disease unknown by many, therefore further explanations during 

this disclosure may occur in comparison to other disclosures. The invisible nature of the 

illness as well as the inconsistent and wide variety of symptoms may further complicate 

the disclosure process as well. Research on disclosure of Cystic Fibrosis in friendships 
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suggests comfort in disclosures of chronic disease, and a key avenue for receiving social 

support, as well as important for social functioning and self-efficacy (Borschuk, Everhart, 

Eakin, Rand-Giovannetti, Borrelli, & Riekert, 2016).  

Choosing to Disclose Illness to Close Friends 

Despite the risks, in many instances people do choose to disclose information 

about their chronic illness. When people decide to disclosure, they go through many 

decision processes and choose to disclose for many reasons. The characteristic of 

messages have an impact on the disclosure experience (Afifi, Caughlin, & Afifi, 2007). 

Disclosures are on a continuum from full to partial (Greenberg & Stone, 1992). If 

someone foresees negative reactions or feels too vulnerable disclosing completely, they 

may choose to only disclose partially. Miyata, Takahashi, Saito, Tachimori, and Kai 

(2004) describe partial disclosure of a health condition as disclosing a diagnosis in a 

general nature but not in detail. They define full disclosure as giving all information 

regarding the diagnosis.  

Whether a full or partial disclosure, there are various reasons why one chooses to 

disclose. Samens (2017) found the two most common reasons for disclosing health 

information as duty to inform and closeness of relationship. Derlega, Winstead, 

Matthews, and Braitman’s (2008) findings agree with Samen’s that one of the most 

common reasons to disclose is the duty to inform, but also found seeking help to be the 

other significant reason for disclosing. Since friendships are built by disclosure (Altman 

& Taylor, 1973) and a key relationship for receiving support (Hays, 1984) and providing 

well-being (Deci, La Guardia, Moller, Scheiner, & Ryan, 2006), people often disclose 

illness in friendships. Other attributes for disclosure include, trust, similarity, availability, 
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other person asked (typically when the disease shows physically), other person involved, 

catharsis, to educate, self-clarification, and to increase intimacy/closeness. Because new 

information is being conveyed and this information is very personal, disclosure is a key 

element in forming and increasing a close relationship with a friend (Altman & Taylor, 

1973). Disclosure, by nature, allows friendships to establish and maintain intimacy by 

allowing each other to share personal information and deepen the understanding of the 

lives of each other (Collins & Miller, 1994) and giving opportunity to provide support 

(Tardy & Dindia, 2006). However, these are not the only motivating factor behind 

disclosure.  

Benefits & Potential Consequences of Disclosing Health Information in Close 

Friendships 

Although various people conceal health information from friends in fear of 

relational change post-disclosure, many factors motivate the decision to disclose health 

problems to close friends. To start, disclosure comes with many health benefits 

(Frattatoli, 2006), such as the absence of psychological stressors caused by the 

concealment of information (Smart & Wegner, 1999) and guilt from keeping the 

information private (Derlega, Metts, Petronio, & Margulis, 1993). Other benefits of 

disclosure are that it allows people to free their minds, regulate emotions, as well as 

improve physical health, psychological health, overall functioning of well-being 

(Frattaroli, 2006) and a higher sense of acceptance and support, resulting in higher self-

esteem (Chaudoir & Quinn, 2010). Since friendships provide a vast number of 

biopsychosocial benefits (Cohen & McKay, 1984), disclosure of disease paves a way for 

setting boundaries, as well as opening up for more social support (Vooijs, Leensen, 
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Hoving, Wind, & Frings-Dresen, 2017). “Being able to talk openly facilitates support 

exchanges which may promote relational health” (Gotcher, 1993 in Fisher, Wolf, Fowler, 

Canzona, 2017, p. 1878). 

Scholars recognize that social support is extremely important during times of 

stress, uncertainty, and loss of control, which are all suspected to take place during times 

of illness (Geist-Martin, Ray, & Sharf, 2003). In some cases, social support is able to 

reduce uncertainty if the support is coming from someone who has been through a similar 

experience. In other cases, social support may not be able to reduce uncertaiUncertainty 

can be managed by the ability to properly evaluate the situation and the type of support 

received. By disclosing illness and receiving social support, people are able to better 

maintain physical and mental health due to friends’ ability to provide support for stressful 

events and situations.  

Not only do friends increase other’s mental health when they provide support, but 

they also may provide help to physical health from decreasing stress and possibly sharing 

information that may help physical health such as health care providers, support groups, 

and advice (Sias & Bartoo, 2007). Increase in physical health may also come from 

encouraging positive health practice (Cohen, 1988) or assisting with positive health 

behaviors by providing instrumental support, i.e. driving friend to doctor’s appointment 

(Babrow, Hines, & Kasch, 2000).  

Lepore, Ragan, and Jones (2000) suggest that benefits only come from disclosure 

when responses from recipients are positive and supportive. When reactions come with 

rejection or blame, disclosure can be detrimental and will have no psychological benefit 

(Ahrens, Campbell, Ternier, Thames, Wasco, & Sefl, 2007). It may cause individuals to 
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never disclose again in the future (Ahrens, 2006), never knowing if someone else may 

react in a positive way. 

 Although disclosure comes with many biopsychosocial benefits, research must 

not be dismissive of the fact that disclosure also comes with psychosocial challenges 

(Quinn, 2006). Disclosure of illness identity can potentially lead to an array of 

psychological, health, and behavioral outcomes due to a changes in relationship 

(Chaudoir & Fisher, 2010) as mentioned previously e.g. identity dilemmas (Charmaz, 

1994). In reference to close friendship disclosures, one can assume less risk in close 

friendships due to the nature of interdependence and intimacy in their friendship (Kelley 

et al., 1983). However, with identity shifts may come a potential risk to changes in one’s 

relationship with even the closest of friends (Charmaz, 1994). Because even strong ties 

pose relational risks, disclosure of private information is a very multifaceted process. 

There are many communication theories that assist us with the understanding of 

complexities that exist within communicating with others.  

Theoretical Considerations: Deepening Understanding of Disclosing Hashimoto’s 

Disease in Close Friendships 

Narratives allow individuals to make sense of their health experiences (Charon, 

2007), as well as provide a way to analyze illness experience from a first-hand 

psychosocial perspective (Schneider & Conrad, 1983). Allowing individuals to express 

their illness experience through narration provides an avenue to reflect (Charon, 2001) 

and “give voice to the concerns of people who are usually not heard because of the 

stigma” (Geist-Martin, Ray, and Sharf, 2003, p. 42). Therefore, narratives (provided by 

interviews in this study) of Hashimoto’s disease disclosures are a primary means for 
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understanding the nature of disclosures and relational health. Specific theories used in 

this research to analyze Hashimoto’s disease disclosures in close friendships are 

Communication Privacy Management and Social Penetration Theory. 

Communication Privacy Management theory (CPM) is used to explore how health 

privacy issues are managed in relationships (Petronio, 2013). It can be used to analyze the 

choices of disclosure as well as the confidentiality and control over the ownership of 

information. Petronio, the theorist of CPM, expanded Altman’s (Social Penetration 

Theory) dialectical conceptualization of privacy, to show how partners rely on rules to 

control, own, and co-own private information and form boundaries. Therefore, through 

the lens of CPM, discoveries can be made on the disclosure process and maintenance of 

relationships within disclosures. 

Social Penetration Theory (SPT) explores the development of interpersonal 

relationships (Altman & Taylor, 1973). SPT can be used to analyze the progression and 

digression of relationships. As relationships fluctuate through the exchange of 

information, disclosure is a central part of relationships. 

Communication Privacy Management 

Communication Privacy Management theory (CPM) is a lens through which 

disclosure will be viewed. Communication Privacy Management theory is a 

communication theory that helps researchers to understand why and how people reveal 

and conceal information during the process of disclosure (Petronio & Durham, 2015). A 

goal of CPM is to advance research in a way to provide solutions to areas of critical need 

(Petronio, 2007), thus this research is using this theory in hopes of decreasing the 
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challenges of Hashimoto’s disease disclosures in friendships. CPM is an affective 

framework used in analyzing how individuals manage private information (Sanderson, 

Snyder, Hull, & Gramlich, 2015). Through CPM theory, disclosures are said to engage 

people in mental friction, as they balance the push and pull of wanting to reveal and 

conceal information (Petronio & Durham, 2015). Privacy disclosures are dialectical as 

choices to disclose or conceal are being made based on personal needs (Petronio, 2002). 

 This theory argues that individuals follow a rule-based management system in 

order to set boundaries when disclosing private information (Petronio, 1991, 2000a, 

2002). The rules for privacy management are not rigid, but instead they are viewed with 

the ability to change according to what the relationship is calling for at the time being 

(Petronio & Durham, 2015). The privacy rules that are developed by each individual are 

described to use at least five criteria such as: cultural criteria, gendered criteria, 

motivational criteria, contextual criteria, and risk-benefit ratio criteria (Petronio, 2002). 

Cultural criteria explains how privacy rules may be shaped on cultural norms and their 

tendencies for openness. Gender criteria plays a large role in developing privacy rules as 

men and women differ in revealing and concealing. “Women need to feel confident in 

their targets, whereas men need to feel confident that the situation is appropriate” 

(Petronio, 2002 in Petronio & Durham, 2015, p. 312) Privacy rules are also shaped by 

motivation to disclose or conceal information, as well as contextual criteria for how the 

relationship is and how comfortable one is with sharing in the relationship and trusting 

the recipient to manage the information outside of the relationship. Lastly, people 

calculate the risks and benefits to disclosing information, which may lead to not 

disclosing at all or partial disclosures.  
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Once these rules are presumably established in the relationship, there are three 

assumptions of communication management guide how people feel their private 

disclosures are being controlled. Individuals who disclose believe they are the primary 

owner of their information, despite the fact they have shared the information, and they 

believe they control the flow of information. The last assumption is that information can 

be unsuccessfully managed, which results in management break down, it is at this point 

that the disclose gets to decide how they will deal with a privacy “rule” being broken.  

Once privacy rules are assessed and information is disclosed, boundaries of 

information change, as there is no longer a “sole” owner of the information, and now a 

co-owner of the disclosure that creates mutual boundaries in which the information 

should be managed within (Petronio, 2002, 2013). Boundary coordination occurs 

between the discloser and recipient of the information. “Boundary coordination 

operations refer to how individuals co-own and co-manage private information” 

(Petronio, 2002 in Petronio & Durham, 2015, p. 314). Once information is disclosed, 

boundaries are coordinated through rules in order to manage the information in the 

relationship. The three areas of boundary coordination are boundary linkages, boundary 

ownership rights, and boundary permeability. Boundary linkages occur when an 

individual discloses to someone, whether directly or indirectly (i.e. overhearing a 

conversation). Boundary ownership rights consists of the responsibilities that come with 

knowing the private information and the rights and privileges of knowing it. The last area 

of boundary coordination, boundary permeability, “refers to the amount of access or 

openness within a privacy boundary. As access to private information increases, 

boundaries become more permeable (Petronio, 2002 in Petronio & Durham, 2015, p. 314) 
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These boundaries have to be collectively managed in order to have a smooth disclosure 

and positive relational outcome.  

CPM in Disclosure of Hashimoto’s Disease in Close Friendships 

 As stated previously, disclosure of private information encompasses a push and 

pull to maintain boundaries, yet also disclose information. This is especially tricky with 

health information, since the topic itself is private and often stigmatized (Charmaz, 

1983). When disclosing a stigmatized disease (in this case Hashimoto’s), there may be 

hesitation because of the fear of being ostracized or discriminated against (Green, 2003). 

Individuals with stigmatized identities like Hashimoto’s disease may also want to conceal 

information due to negative self-images or low self-esteem (Katz et al., 2013). The 

individual may also be trying to navigate how much information is too much to disclose, 

therefore concealing and or withholding pieces of information regarding their disease 

(Asbring & Narvanen, 2002).  

CPM describes setting rules when disclosing private information (Petronio, 2002). 

This may also be difficult for people with Hashimoto’s disease as they are unsure how 

their friend will manage the co-owned information. This is where friction due to 

disclosure may take place in friendships. Although the discloser trusted the recipient 

enough to reveal the private/vulnerable information to their friend, their 

conceptualizations of how the co-managed information should be handled may be 

different. If the individual it trying to keep the information from most people in their 

lives, allowing someone to co-own private information is a risk because once information 

is co-owned, friends may break the boundary rules and share the information. 
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Communication Privacy Management takes both the discloser (individual with 

Hashimoto’s) and recipient (close friend) into account when discussing the 

communication process (Petronio & Reierson, 2009). By using CPM as a model to base 

my study off of, this allows me to access how the discloser felt about sharing private 

information, as well as how the discloser felt the disclosure recipient felt. Although my 

study analyzes only one side of the communication exchange, the discloser’s side, this is 

enough information to assess how the disclosure affected the relationship, because I only 

need to focus on the perceptions of the disclosure from the discloser’s eyes. Since the 

discloser is the one with health implications that I am accessing, the way they perceive 

the disclosure to have affected their friendship is the perspective in which will affect their 

physical and mental health, despite the fact that the recipient’s perceptions may be 

different. 

 When first looking at Hashimoto’s disease disclosures, knowledge of factors that 

influence choosing to disclose to a close friend need to be analyzed due to its challenges 

with inconsistent symptoms, invisible nature, and being uncommonly known. Analysis 

for pre-disclosure can be looked at through the lens of Communication Privacy 

Management theory. To explore this the following research question is posited: 

RQ1: How do people initially decide to disclose Hashimoto’s Disease to a 

close friend? 

 The next aspect of disclosure needing to be explored is what takes place in the 

friendships during the time of disclosure. Conversations may be difficult to have, leaving 

the discloser with many internal-self or external-relational challenges. During the 

disclosure conversation, individuals disclosing must manage personal privacy boundaries 
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(Petronio, 2002). Privacy and disclosure are both important during disclosure 

conversations. Communication Privacy Management theory provides a lens for criteria to 

discover important contextual knowledge to discover of Hashimoto’s disease disclosures 

in close friendships. The following question helps to contextualize and deepen our 

understanding of the disclosure process, therefore the following research question is 

proposed: 

RQ2: How do people with Hashimoto’s disease navigate the disclosure 

process with a close friend?  

Social Penetration Theory 

Social Penetration Theory is also being used as a framework for accessing 

Hashimoto’s disease disclosures in close friendships. Because new information is being 

conveyed and this information is very personal, disclosure is a key element in forming 

and increasing a close relationship (Altman & Taylor, 1973). In the case of this study, the 

relationship is already formed, therefore an increase in the friendship may take place due 

to disclosures. 

Based on Altman and Taylor’s (1973) Social Penetration Theory, relationships are 

said to develop and progress through the process of sharing personal information. When 

people first meet, they start at a low level of disclosure and information gathering, called 

communication breadth, where a wide range of information is discussed on a shallow 

level. When a relationship progresses, people not only build a larger breadth of 

information about one another, but they also gain depth to information that the other 

person shares. When depth of a relationship is developed, people disclose personal 
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attributes about themselves, which may include low intimacy (descriptive in nature) or 

high intimacy (evaluative in nature) topics (Altman & Taylor, 1973; Ayres, 1979). 

Disclosure depth usually depends on the type of relationship already established.  

 Social Penetration Theory comes in four stages: relationship development, 

exploratory affective exchange, and stable exchange (Altman & Taylor, 1973). In the 

orientation level – called relationship development, people share the outermost layer 

about themselves, being cautious not to disclose too much information or negative and 

potentially damaging information (Taylor & Altman, 1987). In the exploratory affective 

exchange stage of Social Penetration Theory, people start disclosing information in a less 

cautious manner and further beyond the surface level. The breadth of topic grow, 

however individuals still maintain their public selves. Affective exchange stage is the 

third stage, in which people start to reveal more private and intimate information from 

deeper layers. Information is disclosed in a casual manner and may be private and 

intimate. In this stage, interactions are comfortable and involve further commitment. In 

the final stage of Social Penetration Theory, known as stable exchange, the most intimate 

information is disclosed. Conversations have the deepest amount of breadth, openness, 

and depth. This stage has the highest amount of honesty and intimacy because 

discussions consist of thoughts, feelings, and behaviors. Examples of interactions in this 

stage would be romantic relationships, close friends, and close family members.  

 Social Penetration theory argues that following interactions are both evaluations 

or the interaction and forecasts of future interactions (Altman & Taylor, 1973). When 

evaluating the interaction, the question of satisfaction occurs, this means the reward was 

higher than the cost of revealing the information. Based on the outcome of the evaluation, 
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individuals forecast whether they see future interactions as being favorable, unfavorable, 

or uncertain. When both the evaluation and the forecast are seen as potentially 

rewarding/favorable, development or maintenance of a relationship continues, thus 

leading to future disclosures.  

Social Penetration Theory and Disclosure of Hashimoto’s Disease in Close 

Friendships 

Relationship development occurs on a continuum, meaning the perception of 

relational closeness can fluctuate as disclosures are made (Taylor & Altman, 1987). 

According to Knapp (1978), friends may cycle through stages of the social penetration 

process. Through this cycle they may remain constant in a relationship development 

stage, but they may also follow a linear progression.  

Morry (2005) found the more someone disclosed to a friend, the closer the 

relationship was, which aligns with Altman and Taylor’s (1973) argument that 

disclosures are key to furthering intimacy in relationships. An individual may disclose 

Hashimoto’s disease to their close friend in order to further intimacy/closeness in their 

relationship. However, disclosure could do more harm to a relationship than good. The 

reason relationship development is a cyclical process is due to the process of de-

penetration/de-escalation/dissolution. This is part of Social Penetration Theory that is not 

considered as a stage, yet should be strongly recognized (Taylor & Altman, 1987). This 

could happen gradually or abruptly. For example, individuals receiving the information 

(close friend) may not cope well with the information disclosed (health disclosure) 

(Greene, Derlega, Yep, & Petronio, 2003). For this study, de-penetration may also be 

observed, as it could be a consequence of disclosure. Another reason de-penetration may 
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occur is due to co-management of private information as discussed by Communication 

Privacy Management theory. 

The final area of exploration sought in this study is analyzing friendships post-

disclosure. Social Penetration theory provides a framework of analysis to evaluate how 

disclosure of Hashimoto’s disease shapes relational health in close friendships. This will 

provide an insight as to what kind and amount of social support people disclosing 

Hashimoto’s disease receive. Therefore, the following question is poised in order to 

explore the post-disclosure experience of close friendships: 

RQ3: How do disclosures of Hashimoto’s disease shape perceptions of close 

friendships post-disclosure? 

 Together, Social Penetration theory and Communication Privacy Management 

theory provide me with the proper framework needed to analyze disclosures of 

Hashimoto’s disease in close friendships. Hashimoto’s disease disclosures are important 

to study because this is an area of communication and health that has never been studied 

before. With 1 to 2 percent of people in the United States with this illness (Genetic Home 

Reference, 2018), it is important that the healthcare field knows the disclosure 

experiences that Hashimoto’s disease patients are having in reference to social support. In 

the medical field, doctors typically focus on the biomedical aspects of caring for disease, 

but not the psychological, social, and cultural aspects of illness (Turner & Kelly, 2000). 

This in turn leaves many emotional dimensions of illness overlooked, despite the fact that 

they adversely affect the patient. Hashimoto’s disease disclosures need to be analyzed, 

for the first time, in a way that allows researchers and healthcare providers to see the 

impact that disclosing a disease with inconsistent invisible symptoms has on people with 
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this disease in order to know how to provide better care for the patient, and in turn, 

increase health outcomes. 
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Chapter 3 

Methodology 

 This research aimed to capture the disclosure experience associated with 

individuals disclosing Hashimoto’s disease to a close friend. This was accomplished 

using qualitative research in order to understand the full narrative of the disclosure 

process taking place in friendships. A qualitative approach is well-suited to uncover 

contextual experiences that inform the “why,” “how,” and “what,” of thoughts, feelings 

and behavior (Hesse-Bieber & Leavy, 2011). Conducting qualitative research for this 

study allowed me “to understand and represent the experiences and actions of people as 

they encounter, engage, and live through situations” (Elliott, Fischer, & Rennie, 1999, p. 

38). Qualitative research allows researchers the ability to understand the perceptions of 

what is happening in individuals’ lives and communicate about these experiences (Daly, 

2007). Because (to my knowledge) the biopsychosocial aspect of Hashimoto’s disease 

has never been researched, studies need to be conducted using a wide lens to see what 

individuals with this disease go through and build understanding of this complex topic at 

a foundational level.   

Recruitment 

 Approval was obtained through the Wake Forest University Institutional Review 

Board (IRB). Following IRB approval, participants were gathered through social media 

outreach on Hashimoto’s disease and autoimmune disease support pages on Facebook. 

The following groups were used to gain participants: Hashimoto’s Support Group for 
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Young Adults, Hashimoto's, Thyroid, and Autoimmune Support Group for Beginners, and 

Living with Hashimoto’s disease.  

The recruitment message read as followed:  

I am a Master’s student in the Department of Communication at Wake Forest 

University. I am conducting a study in order to better understand the process 

adults with Hashimoto’s Disease go through when disclosing their disease to a 

close friend at the time. This may be someone who is still in your life or not. As 

someone with Hashimoto’s disease myself, I understand the complexities of this 

disease and the ways in which lives can be changed because of it. Therefore, I am 

interested in studying this topic in order to produce research that will help those 

who have this disease. If you are over the age of 18 and have been diagnosed with 

Hashimoto’s Disease within the past 5 years, have verbally disclosed (face-to-

face, video chat, phone call) your condition to a close friend, had the disclosure 

conversation at 18+ years of age, and are willing to share your experience, I 

would greatly appreciate your participation in my study. If interested in 

participating, you will be interviewed over the phone (by me) regarding your 

experience of disclosing this disease to someone you consider/ed a close friend. 

Please direct message me, comment on this post, or email me at 

locksj18@wfu.edu if you are interested in more information or participating in 

this study. I understand that this may be a sensitive topic for some, but I assure 

you that all participants will remain anonymous in the writing of this research 

and my research was approved through the International Review Board (IRB) 

#IRB00023691 and has received ethics clearance. Thanks so much for your time! 
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Once participants expressed interest in the study by either sending me a private Facebook 

message, commenting, or emailing me, I sent a Facebook message to gather their email 

address and then emailed inquiring participants more information regarding the study, a 

Qualtrics link with the consent form, and the writing prompt, then once participants filled 

out the writing prompt, an interview was scheduled. Recruitment materials contained the 

following information:  

Hello and thank you so much for your interest in my research. My name is Sarah 

Locke and I am a Master’s student working under the supervision of Dr. Mollie 

Canzona at Wake Forest University. I am contacting you in regards to your 

recent interest in my communication study regarding the disclosure experience of 

Hashimoto’s disease to a close friend at the time. This may be someone who is 

currently in your life, or not. I am seeking volunteers to participate in an over-

the-phone informational interview regarding experiences with Hashimoto’s 

disclosures. If you are over the age of 18 and have been diagnosed with 

Hashimoto’s Disease within the past 5 years, have verbally disclosed (face-to-

face, video chat, phone call) your condition to a close friend, had the disclosure 

conversation at 18+ years of age, and are willing to share your experience, then I 

am seeking your participation for this study. I would like to assure you that this 

study has been approved by the Wake Forest University International Review 

Board (IRB) #IRB00023691 and has received ethics clearance. All participants 

will remain anonymous in the writing of the research, and the only person 

knowing your name will be me. However, the final decision to participate is 

yours. If you do meet the qualifications of participation and would like to 
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participate, please reply back to this message with your interest and your email 

address in order for me to send you more information and a consent form. I would 

love to schedule an interview at the most convenient time. Feel free to message 

me with any further questions you may have. Thank you for your interest in this 

study!  

Sample  

 This study used purposive sampling to select participants who are 1) over the age 

of 18 when diagnosed, 2) diagnosed with Hashimoto’s disease within the past 5 years, 

and 3) disclosed their diagnosis to a close friend. I recognize three potential issues 

regarding the sample of this study: disclosure experiences and perspectives may differ 

across the lifespan in important ways (Pecchioni, Wright, & Nussbaum, 2005), people’s 

recall and perspective may differ based on the time since the diagnosis and disclosure 

conversation, and participants who have just had this conversation recently may not be 

able to accurately assess the impacts that the conversation had on their friendship (Daly, 

2007). Therefore this study stratified results by age of the person during the time of the 

disclosure (young adulthood 18-39, middle adulthood 40-59, and older adulthood 60 and 

above; Oktay & Walter, 1991), as well as timing of experiencing symptoms of 

Hashimoto’s disease in accordance to timing of friendship (knowing friend before or after 

symptoms). 

Procedures 

Qualitative data collection for this study began by taking a Critical Incident 

Technique (CIT) approach as the framework for data collection. CIT is frequently used in 
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qualitative health research (FitzGerald, Seale, Kerins, & McElvaney, 2008) and can be 

used to explore the thoughts and views of individuals experiencing health problems 

(Peltola, Isotalus, & Åstedt-Kurki, 2018). By using CIT, researchers were able to explore 

various components of experiences in order to discover the perceptions of benefits and 

drawbacks of the experience (Butterfield, Maglio, Borgen, & Amundson, 2009). During 

the collection of data, CIT was used to elicit participant’s memories of an important 

incident (Butterfield et al., 2005), in this case specifically disclosure events. CIT was 

used in this study to prompt pre-interview narrative writing and inform participants’ 

interviews (Flanagan, 1954). Prior to participant’s interviews, each individual interested 

in the study was asked to provide written narrative reflections regarding their experience 

with disclosure of Hashimoto’s disease to a close friend. The writing prompt was helpful 

in order to allow researchers to understand participants’ narratives prior to interviewing 

(Connelly & Clandinin, 1990). Participants were asked to write about the time they 

disclosed their disease to a close friend, noting: setting, relationship with the person 

involved, emotions, reactions, feelings, etc. See Appendix A for writing prompt. Written 

narrative reflections were submitted to the researcher prior to participants’ interviews. 

Written narratives were not analyzed in this study, but were used as a way of encouraging 

participants to think back on the time they disclosed prior to the interview and decide if 

they were able to/wanted to think and discuss this topic in an interview setting. They 

were also used as a priming tool with both the participant and the researcher. 

Interviews were the most appropriate tool of execution for this study as they 

allowed non-threatening questions to be asked that permit research to assess events from 

the interviewees’ perspective (Duff & Phelps, 1981). Cohen, Manion, and Morison 
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(2007) discussed how interviews are “a valuable method for exploring the construction 

and negotiation of meanings in a natural setting” (p. 29). Interviews are able to uncover 

powerful narratives in order to examine individuals’ views at great depth (Kvale, 2003).  

All participants’ interviews were audio-recorded and transcribed verbatim, with 

approximately 92 pages of transcribed data. Names and identifying locations were 

removed from final data. Individual interviews were conducted over the phone, using a 

semi-structured interview script with open-ended interview questions. Open-ended, non-

leading questions were used to minimize bias by allowing for a full range of response 

options (Schuman & Presser, 1979). Semi-structured interviews allow for consistency 

across interviews and flexibility to capture emerging insights (Strauss & Corbin, 1998). 

Interview questions consisted of topics including: life changes after the diagnosis 

of Hashimoto’s, effect of disease on daily life, friendship changes after diagnosis, 

decisions regarding the disclosure of Hashimoto’s to a close friend, the disclosure 

experience, and perception of friendship post-disclosure. Interview questions regarding 

these topics allowed me to explore the areas of the disclosure process, understand the 

ways in which the disease affects that specific person, the relationship they have with 

their close friend, the decisions leading up to disclosure, the event of the disclosure itself, 

and the perception of how the disclosure shaped their friendship moving forward. See 

Appendix B for the interview script.  During these interviews, probing techniques were 

used (pauses, verbal encouragement such as “mm” and “uhh huh,” and follow-up 

questions) in order to show active listening and make meaning out of what is being said 

(Given, 2008). Follow-up questions consisted of non-leading language and were used to 

maximize and clarify responses to reduce bias (Creswell, 2007). Silent probing 
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minimizes intrusion and allowed the interviewee to talk about what is meaningful to 

them. Probes for further information provided clarification to the topic being discussed. 

Follow up questions allowed the interviewer to point out prior topics and expand to new 

topic areas or elaboration.  

Data analysis ran concurrently with interviews in order to adapt the semi-

structured interview script if needed (Strauss & Corbin, 1998). As insights from the 

interviews emerge, slight adaptations were made throughout the interview collection and 

served as a verification strategy. This allowed for investigator responsiveness and 

reflexivity in the midst of interviews to support developing ideas, identify new areas for 

insight (Morse, Barrett, Mayan, Olson, & Spiers, 2002). This strategy enabled me to 

pursue salience for future participants in order to increase validity and reliability (Owen, 

1984). 

Analytical Process 

I conducted three separate thematic analyses in order to answer my three research 

questions, using the constant comparative method (Charmaz, 2006). First, I immerse 

myself in the data I collected by reading transcriptions, listening to recordings, and 

thinking about important aspects mentioned by my participants (Creswell, 2007). Next, I 

examined all of my data and assigning descriptive codes to text that answered my 

research questions (Tracy, 2013). When coding the data I made note of recurrence, 

repetition, and forcefulness/salience (Owen, 1984). In the next step, I transformed those 

codes by identifying overarching themes and their dimensions. To do this, I used the 

constant comparative method to continuously compare the data associated with each 

reoccurring theme and dimensions and constantly alter definitions to fit new data or 
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separate them to create new themes and/or dimensions (Charmaz, 2006). This process 

continued until themes and their dimensions were easily distinguishable and concise 

(Boyatzis, 1998; Glaser & Strauss, 1967). 

After themes were developed, secondary analysis was conducted for research 

question 3 after discovering a potential theme. Participants were categorized into whether 

they knew the close friend they disclosed to prior to experiencing symptoms of 

Hashimoto’s disease or after developing symptoms. Participants’ perceptions of 

disclosure outcomes were sorted into categories of positive, negative, or neutral. By 

perception of disclosure outcomes, this research is referring to whether participants 

perceived the disclosure to have a positive or negative overall effect on their friendships. 

Positive or negative outcomes were determined by whether participants perceived their 

friendships to be overall affected positively or negatively by the disclosure, for example, 

how they felt about their friendships post-disclosure, how their friendship changed with 

their friend knowing they have Hashimoto’s disease, and the status of their friendship 

today. Once sorted, disease symptoms and friendship timing(knowing the friend before of 

after experiencing symptoms) and evaluations of positive, negative, or neutral valence 

disclosures impact on friendships were tallied. Following this analysis, a third analysis 

was conducted to review the data through a life-span theoretical lens in order to uncover 

if individuals’ illness experiences and expectations may differ throughout the lifespan 

(Fisher, 2010, 2014; Pecchioni, Wright, & Nussbaum, 2005). Data associated with 

participants was stratified using Oktay & Walter’s (1991) developmental groups. From 

here, data gathered for research questions 1, 2, and 3, were analyzed to see if there was a 

difference in disclosure experiences because of age. 
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Verification Strategies 

I recognize as an author participating in the data collection and analysis process, 

personal bias, experiences, and assumptions must be considered (Gerhard, Moore, & 

Hobbs, 2001). I have personal experiences with Hashimoto’s disease and the disclosure 

experience of this condition. Therefore, as outlined above, it is important to reduce bias 

and protect the validity of the research.  

The following strategies proposed by Creswell (2014) were conducted in order to 

assure validity and reliability. These verification strategies ensure rigor during qualitative 

inquiry (Morse et al. 2002, p. 19) and “as Kvale (1989) states, to validate is to 

investigate, to check, to question, and to theorize.” Themes in research were discovered 

by triangulating different data sources in order to gather information from a variety 

sources and comparing written narratives to interview results (Owen, 1984). Creation of 

themes and properties were conducted by analyzing and reanalyzing transcripts line by 

line in order to assure themes and properties would properly reflect what the participant 

explained. Findings were conveyed by using rich, thick descriptions in order to allow for 

readers to understand the setting and experience that took place. Researcher bias was 

clarified in order to create an honest and open narrative for the readers. Negative and 

discrepant information was included in the discussion of the themes discovered. Peer 

debriefing was used as the accuracy of this study was reviewed by three Ph.D. scholars, 

who checked steps in data collection and analysis to make sure data and interpretation of 

the data was methodologically sound and reflected participant viewpoints.. Prolonged 

time has been spent studying this subject, interviewing participants, and 

analyzing/reanalyzing data. Extended amounts of time spent studying this subject, 
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interviewing, reviewing recordings, transcribing the data, and analysis. Semi-structured 

interviews was a strategy used for verification that allowed for consistency across 

interviews and emerging insights (Strauss & Corbin, 1998).  
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Chapter 4 

Results 

 This study consisted of 12 women participants ranging from ages 21 to 51 at the 

time of the interview (m = 37). Exactly half the participants consisted of young adulthood 

(n = 6) and the other half middle adulthood (n = 6). Participants year of diagnosis ranged 

from 6 months ago to 4 years ago (m = 2). Out of the 13 disclosures shared, 11 

disclosures were to friends of the same sex and 2 disclosures were to friends of the 

opposite sex. Eight participants reported knowing the friend they disclosed to prior to 

Hashimoto’s disease symptoms and 5 participants reported not knowing the friend they 

disclosed to until after developing Hashimoto’s disease symptoms. Overall, 7 positively 

perceived disclosure outcomes were reported, 4 negatively perceived disclosure outcomes 

were reported, and 2 neutral disclosure outcomes. For more sociodemographic 

information, see Table 1.  

Three aspects of disclosure of Hashimoto’s disease to a close friend were the 

focus of analysis: (1) initial decisions to disclose (RQ1), (2) navigation of the disclosure 

process (RQ2), and (3) perception of friendship post-disclosure (RQ3).  

Research Question 1: Initial decisions to disclose HD to a close friend 

 Six themes emerged regarding motivation behind initial disclosure of 

Hashimoto’s disease: (1) existing relational history of openness, (2) explaining symptoms 

of HD to facilitate mutual understanding, (3) friend inquiry lead to disclosure, and (4) 

disclosing because friend has thyroid problem/similar symptoms (see Table 2). 

Participants may provide more than one reason behind disclosure decisions. 
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Existing relational history of openness. Women reported their decision to 

disclose Hashimoto’s disease to a close friend was informed by the existing relational 

history of openness they previously share. Women suggested telling their close friend 

about their condition because: (1) they tell each other everything and (2) they have trust 

in their friend (n = 5). 

With a friendship history of openness, it made the decision to disclose seamless 

for some participants. Women described their friendship as a place where they “tell each 

other everything, therefore their diagnosis was just one of those things. One participant 

described her decision to disclose: “We tell each other, we just get everything.”  

 Other participants described having trust in their friend. This trust made it easier 

to disclose vulnerable information, like a medical diagnosis. One response was: 

I guess mostly because she usually has been there for me in the past about certain 
other issues I've had. Whether it was relationship or emotional type things that, I 
knew that she is a supportive friends so I felt comfortable enough to tell her that.   

 

Explain symptoms of HD to facilitate mutual understanding. Many women 

explained the need to have their friends understand what they were going through. Some 

participants shared being sick for a long time without knowing what was going on. Not 

only are the participants often confused about their symptoms, but many had friends 

seeing their shift in health from an outsider’s perspective. Others described needing to tell 

their friend since the illness is invisible. Women with Hashimoto’s disease wanted to 

provide their friend with their medical diagnosis in order to give: (1) an explanation for 

being sick, (2) an explanation to protect the friendship, (3) an explanation of the illness in 
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order to increase relational bond, and (4) an explanation of diagnosis to prevent distress 

(n = 6).  

One participant described explaining why she was sick to her friend because the 

friend was convinced it was “just menopause:”  

It was funny because when I started getting sick I said to my friend, ‘Hey, maybe 
this is my thyroid, my mom had thyroid issues.’ I would discuss things and she’d 
be like “You have to be hitting menopause. Have you had your period lately?”  

Protecting friendship was a fairly common concern among women with 

Hashimoto’s disease. Providing an explanation for symptoms was a way of explaining to 

the friend their actions. One woman described: 

She had spoken to me many, many times where I was not feeling well. And there 
have been many occasions where I canceled or had to back out of seeing her 
because I didn't feel well. So I felt like after my kids, I really needed her to know. 
(BZ) 

Another participant explained how she felt her friend needed to understand her 

illness in order to increase their relational bond: 

We were friends, but I was like, she needs to understand all of this because I 
would like her to be a lifelong friend and I don't want to just be the lady who's 
fine sometimes and then not the next. I just felt like I should just tell her all of it.  

Since many friends are alongside their sick friend for the process of the “unknown” 

before diagnosis, distress can be caused for both parties. One participant told her friend 

about her diagnosis in order to prevent her friend from distress. She described: 

She was really worried about me. So she, yeah, so she was really worried about 
me. She knew I was going to the doctors and I hadn't really told her everything 
like I did to the doctor, “Hey, I think I'm losing my mind. Something is wrong.” 
But she knew something was wrong.  

Friend inquiry lead to disclosure. For some participants, the decision to disclose 

their condition came from their friend inquiring about doctor’s appointments and 
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symptoms. These participants felt the need to disclose when asked by their friends, 

although they were not obligated to disclose. Reasoning for disclosing upon their friend 

requiring stemmed from: (1) the friend being concerned how to help her, (2) wanting to 

vent about her condition once asked, (3) knowing her friend was waiting for a phone call 

with the results, and (4) providing an opportunity to disclose (n = 4). 

One friend inquired about her illness after overhearing her tell a group of fellow 

moms she had Hashimoto’s disease. Being concerned for her friend and inquiring about 

the illness gave the friend a reason to speak about her condition:  

Also part of it was she really, she asked, she knew I had Hashimoto's cause I had 
mentioned it. And then one day we were just talking, and I was in a flare and we 
were at her house, the girls were playing, and she was like, "Tell me how it feels? 
What does it do to you?" She was like, "cause I just need, I need to understand 
how to help you." And so really she's the one who, she brought it up.  

 

Another participant described using her friend’s question about her doctor’s 

appointment as an opportunity to vent about her negative experience with her doctor. She 

explained the conversation with her friend as the following: 

She inquired that doctor's appointment and I was telling her about it. I think it was 
actually specifically right after that doctor's appointment with my endocrinologist 
where I went in and saying, “Hey, I'm exhausted. I don't feel good. I sleep 12 
hours a day, you know, blah, blah, blah” and they were like, “well, your blood 
work's fine, so we'll see you in 6 months.” So at that point I was very, I guess 
probably frustrated more than anything, I feel like a sense of helplessness because 
if your doctor doesn't take it seriously, then what do you do? And so it was 
probably just me honestly complaining about that. You know how people get the 
sympathetic nod going on when you're telling them a story? Yeah, it was 
definitely that.  
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One participant discussed her friend asking her to call after her appointment, 

therefore she knew she had to call her friend and update her on the news. She shared:  

She told me to call her after I got out of the doctor before I even got my diagnosis. 
So she was already expecting me to call her regardless if they said it was 
something or nothing at all. So I think that's why I didn't really think about it. 
“Oh, my friend told me I needed to call her,” so I called her.  

Bringing up one’s medical condition can be hard for numerous reasons. One 

participant described wanting to tell her friend about her diagnosis, but now knowing 

when to disclose it. She explained how her friend inquiring lead for an opportunity to 

disclose: 

She’d kind of like dug it out of mem so I told her right away. . . . I'm generally a 
pretty optimistic person, I just didn't want to lead with that. And so she asked 
about it and I was like, okay, well this is my segue here, I guess. 

Disclosing because friend has thyroid problem/similar symptoms. Women 

disclosed for various reasons revolving around having a friend with the same disease or 

having similar symptoms, feeling like this could help them relate to one another. 

Disclosure was made because participants: (1) knew their friend had a thyroid problem 

and disclosed to seek information, (2) friend brought up having a similar symptom, and 

(3) friend disclosed getting a thyroid biopsy (n = 3).  

One participant knew her friend had a thyroid condition and wanted to disclose to 

her friend as a way of seeking information. She was hoping her and her friend could bond 

over their conditions and help each other. She described her reasoning to disclose as, “I 

guess I thought maybe I would have someone to be able to maybe give me some advice 

or try to figure things out together, whether it be like diet or finding a good doctor, things 

like that.”  
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Another participant had a friend bring up similar symptoms, therefore leading to 

disclosure and discovering they both had Hashimoto’s disease. The initial conversation 

shared was:  

I was out in the garden and we were talking about, she was walking with a friend 
and she was talking about weight loss. Well, she was trying to lose some pounds 
walking around neighborhood. And I mentioned I was trying to lose weight of 
course. I’ve gained so much weight since I was diagnosed with Hashimoto's. And 
she said, “Oh, I have Hashimoto's too.” So that's how we got onto that 
conversation.  

 

Another disclosure of Hashimoto’s disease occurred for a participant after her 

friend disclosed getting her thyroid tested and having Hashimoto’s disease. Once 

discovering her friend was getting a thyroid biopsy, shocked, this woman decided to tell 

her friend she had Hashimoto’s disease. The conversation was recalled as:  

I think it came up because she was having to get a thyroid biopsy or she was 
getting tests for her thyroid. I said, "You're getting a test on your thyroid?" and 
she said "Yes." And I said, “Well, I have Hashimoto's. I've had that; I've had to 
have the ultrasound and all that because I have thyroid issues, I have 
Hashimoto's.”  

 

Research Question 2: Navigation of the disclosure process of HD to a close friend 

 Navigating the disclosure process came both difficult and easy for some 

participants. These navigations included initial disclosures and disclosures across time. 

Participants navigated the disclosure process by managing privacy rules and boundaries, 

becoming both more and less permeable. Three themes emerged when women discussed 

how and why they disclosed the information they did: (1) disclosing across time, (2) 

meeting emotional needs of disclosure, (3) navigating tensions by purposeful partial 
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disclosures, and (4) providing detailed disclosures (See Table 3). Participants may 

provide more than one technique for navigating the disclosure process. 

Disclosing across time. Although it may seem as though information disclosed 

over time was information held back at the time of the initial disclosure, this is not 

always the case. Participants described disclosure/non-disclosure across time for a variety 

of reasons. As the disease progresses or digresses, people with Hashimoto’s disease learn 

more and more about the condition they have. Women disclosed further information to 

their close friends as a way of: (1) updating friends about the status of their condition 

after doctor’s appointments, (2) updating friends on status of symptoms of condition, (3) 

disclosing lifestyle changes, (4) disclosing sensitive information, and (5) stopping further 

disclosures because friend was dismissive (n = 11).  

After going to doctors’ appointments, some women discussed updating their 

friends about the status of their condition. Women discussed friends inquiring about how 

the appointment went and also telling friends about their appointments without their 

friends asking. One woman explained:  

She's on my team, as far as like rallying with me and so I tell her every time I 
have an appointment. I tell her what that means, this is what we've done, just so 
she knows kind of where we are. I mean, I feel like, “Well, you stepped into this, 
so here we are.”  

Similarly, other participants discussed updating their friends on the status of the 

symptoms of their condition, whether this meant getting better or worse. One participant 

discussed disclosing more to her friend with hyperthyroidism:  

Yes [discussed disease since initial disclosure], I have because I did share more. 
Like I said, the fact that he had a hyperthyroid, made it a little more difficult in 
some ways to explain things or have him grasp them coming from the 
autoimmune perspective. It's interesting, for whatever reason that seems to mean 



48 
 

 

something to me that people understand that it's that and not just, “Hey, my 
thyroid is running slow because it feels like it.”  

 One participant described sharing with her friend how her condition has been, but 

not sharing a lot because she does not want her to “have pity.” She described:  

I guess just periodically when I've seen her, I've told her how I've been doing 
lately, like my symptoms and stuff like that. She kind of feels bad, but that's the 
end of it. I don't want her to have pity on me either, so I don't really talk about it a 
lot.  

 Some participants discussed making further disclosures of lifestyle changes to 

their friends. All participants that mentioned providing lifestyle updates said they shared 

information on their new diet. Participants said:  

I had a change in medication and I disclosed that to her. And I think also after that 
conversation I started back up my gluten free diet and she knows about that as 
well.  

If I was having a bad day, I might just say, well, I'm a little more tired than 
normal today. I will say she was supportive of the diet. At first she was not, but 
then when she saw me making progress and how determined I was in her own 
way, she would offer recipes and things even though it was nothing I would really 
eat, but she was trying.  

Oh, the only thing I've updated him on is the new diet I'm on.  

Another disclosure took place across time due to waiting to disclose sensitive 

information until after the initial disclosure as a way of protecting the friendship. 

Hashimoto’s comes with fertility problems for many women. When bringing up fertility 

problems, this young woman was careful to disclose due to her friend experiencing 

similar fertility problems and having already coped with not being able to have children. 

She shared:  

[Background on disclosure] Yeah, I didn't tell her about the fertility stuff because 
she's had her own struggles and that's been really hard for her. So I did make the 
conscious choice to not tell her about that. And at that point I had had one 
miscarriage and some irregular stuff that I just kind of, that I don't know how to 
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handle it cause I know she gets really, really upset. She had her own struggles and 
then a divorce and kind of has had to come to her own identity. Cause she is 38, 
39. So she's kind of like someone who's always wanted a family, but now she's 
having this identity shift where she's not going to. And I didn't want to upset her I 
guess.  

Then went on to say: “Since then she knows what I've been through, but I was 

more delicate and thoughtful about how to disclose that part of it to her.” 

  Another property of partial disclosures were women stopping further disclosures 

due to friends being dismissive after disclosing their condition. One woman explained, 

“And so now we don't talk. It's been almost a year. It's weird because we were kind of 

close and then she just distanced herself from me.”  

Similarly a participant described not disclosing too often after her initial 

disclosure: 

I've come to realize like I don't even want to have to give that a thought, how she 
feels about it. I knew that she has enough of her own issues going on, not 
necessarily like medical stuff, but just issues of family, her own business. So I 
think sometimes it's hard for her to get centered enough to focus on it, you know, 
because normal her is an extremely empathic person [but not with discussing 
HD]. So yeah, I've kind of pulled back from really talking about it cause I feel 
like it's kind of pointless.  

 

Meeting emotional needs of disclosure. Women reported emotions as a driving 

force behind the process of navigating disclosing and the evaluation of how disclosures 

went. These emotions ranged from positive to negative, as some emotions allowed 

disclosures to continue as they easily navigated the disclosure conversation, others found 

that emotions made participants navigate the disclosure more difficultly, and some 

participants felt emotionless during the disclosure. Properties of meeting emotional needs 

of disclosures consisted of: (1) experiencing positive emotions while disclosing, (2) 
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shifting disclosure experience once disclosure was mutual, (3) experiencing difficulty 

disclosing because friend’s reaction was negative, (4) experiencing difficulty disclosing 

because of personal emotions, (5) navigating disclosure with caution in order to protect 

friendship, and (6) experiencing emotionless disclosure due to personal disconnect (n = 

10). 

Many participants found the disclosure process to be easy because of positive 

emotions they experienced while disclosing. When disclosures went well with close 

friends, they were able to continue disclosing and feel good about the information they 

shared. One participant described the disclosure experience with her friend as being 

different than others she has experienced: 

It was comfortable and I didn't feel like I had to over-explain cause some other 
people have explained it to, I feel like I have to almost over dramatize it, so they'll 
understand, like, no, it hurts really, really bad.  

 Another participant described her friend as being the “first person that I felt like got it for 

sure,”  

I think because that was the first person that I felt like got it for sure, instead of 
just concern or even just you know, compassion, it was talking with her, she knew 
exactly what that felt like. And so I didn't feel like I had to hide anything. The 
anger and the fear, the, you know, the apprehension of what this is going to look 
like. Because I said, she had gone through a really bad health scare the year 
before that and we had kind of watched through that together. And it was like, 
once it was reversed, she was like, I do understand exactly what that's like. I know 
what it's like to live with the uncertainty. 

While some participant felt like their friends understood, other participants’ 

disclosure experiences shifted when they discovered their friends also had Hashimoto’s 

disease. The situational conditions of disclosing shifted once disclosures of conditions 

turned into mutual disclosures, allowing for ease of conversation flow.  
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And then she said, that's what she had and how wonderful. We were both ecstatic 
that we both found a friend that has the same exact thing because in real life, I'm 
in all these sort of groups on Facebook, and in real life I don't know anybody that 
has it. So we bonded because we have some things in common, but that was our 
bond that we both have Hashimoto's and we've shared experiences with doctors 
procedures, medicine, all that. Everything we knew about it, we told each other.  

Participants who found the disclosure conversation to be difficult found the 

experience to be negative because of their friend’s unexpected negative reaction to the 

disclosure. One participant described: 

And I reached out. I sent her a little meme or something that said, "It's not that I 
don't love you, its..." ‘something about chronic disease or something.’ She didn't 
really say anything back. She's on my board of directors too and she just stopped 
doing everything. I ended up talking to her and explaining, "It's not that I don't 
want to hang out with you, I just really have not been well." And then I also felt a 
little sad because I'm like, “okay, even if she doesn't understand Hashimoto's, she 
still doesn't give a shit I don't feel good?” She would never say, “Oh, I'm sorry 
you don't feel good.” Or “Hey, how are you doing today?” I mean I do that with 
my friends, but everyone's different. So it was just like I'm never gonna get 
anything. And so now we don't talk. It's been almost a year, about a year. It's 
weird, you know, because we were kind of close and then she just distanced 
herself from me. Maybe she thought I distanced myself from her? I mean I wasn't 
trying to, I was having a hard time. I can't party. I can't stay up all night. But we 
can hang out for a couple hours. For her it was not the same, I guess.  

Participants share expectancy violations to their disclosures, not realizing disclosing their 

illness would not be a negative one. Another participant shared a similar story of feeling 

like their disclosure was dismissed:  

But what's interesting... I think a lot of times where I feel like maybe she's not 
being supportive or validating or something is like... she'll say something about, 
because I'm 51 and she could she's 54 she kind of links a lot of the symptoms 
back to menopause, like just menopause. So I find that's been interesting, at my 
age, you know what I mean? To be going through this and to have my best friend 
like many times be like, “Well that's probably menopause.” Inside, I'm like, “No, 
it's my f****** thyroid.” . . . . It left me just kind of baffled, like why wouldn't 
she be showing a little compassion? And then I thought, well maybe she doesn't 
really need to? I don’t know. But it's funny because I think have found when I 
bring it up it feels a little dismissed.”  
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Others found navigation of the disclosure to be difficult due to personal emotions. 

One woman reflected on the emotions behind her disclosure as being difficult due to just 

finding out she was diagnosed and calling her friend right after. She shared: 

The shock of course. I was scared. You know, when you're a little kid and either, 
let me just speak for me. I don't want to sensor myself. But when my parents 
would fight and have a marital spat, that's exactly how I felt. Not knowing what 
was coming in the future, like as a child, not knowing if they would be okay 
tomorrow and there would be more anger, more yelling. That's how I felt in that 
moment, that level of fear of just not knowing what the next day would bring. 
And I essentially felt like I was losing all types of control. I honestly genuinely 
felt disconnected from my body.  

Another woman mentioned her feelings during the disclosure as “I guess probably 

anxiety or not feeling sure. Like uhh... Should I even be telling you? Like do you care?”  

One disclosure driven by emotion was navigated in a cautious manner in order to 

hide emotions behind her illness. This was used as a mechanism to protect their 

friendship because her friend experienced health problems shortly before. This woman 

mentioned:  

So telling her about it, I was trying to be really careful and she kind of would look 
at me and she was like, “Are you scared?” How do you feel about that? What are 
you thinking? Tell me the truth of what you're thinking or what you're feeling. 
And it's not that, you know, I felt like I couldn't be honest with everyone else, but 
I felt like I had to put the best face on it to kind of keep them from being super 
worried the way that I was. I didn't want them to know, you know, how concerned 
I was or frustrated I was, because, you know, I just found out that I have 
something that's probably going to affect me for the rest of my life to some extent 
or another.  

Other disclosures were emotionless due to personal disconnect. One participant 

was trying to scientifically disclose the disease to avoid discussing feelings and the other 

participant felt like it’s “someone else’s story,”  

I've gotten to the point with Hashi's that I'm kinda clinical about it. Cause it's what 
I have. It's not, I mean, that's not going to change, like there's not a cure-cure, I 
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mean remission but not a real cure. And so I think, I mean I'm pretty matter of 
fact, I just kind of tell my story and people have asked, people have asked me and 
I told people. It's funny, I don't like to talk when I'm in a flare. I don't want to tell 
people, but I'm not shy about talking about Hashimoto's or that I have it. When I 
do it though, it's very much like, here's the story of how this happened. And I'm 
like, “blah, blah, blah, and there's information.” So it's kind of, not the past, but 
it's almost like it's someone else's story and I'm just telling it.  

Navigating tensions by purposeful partial disclosures. Several women described 

experiencing tensions while disclosing. Tensions caused participants to withhold 

information while disclosing in order to protect themselves. Properties of navigating 

tensions by purposefully disclosing partial information included: (1) shortening 

disclosure discussion because friend’s unexpected reaction to information, (2) 

withholding information perceived as private, (3) withholding sensitive information in 

order to protect friendship, (4) withholding information due to personal needs of being 

unready to disclose (n = 8). 

 Shortening disclosure discussion because of friend’s unexpected reaction to 

information disclosed. Women reported their friends reacting in unexpected negative 

manners. These reactions discouraged friends from further disclosing information 

regarding their condition. Because of this, participants shortened disclosures, therefore 

withholding information they would have told otherwise.  A young woman shared 

shortening her disclosure to a friend with a thyroid condition herself: 

I've really excessively researched things, so I've had all this information. I kind of 
wanted to say about diet or supplements, but I didn't end up talking about because 
it didn't seem like she was interested, so I just kept it to myself after the reaction.  

Similarly, another participant shared: 

So I was telling her about the doctor and cause she already knew the, I'd have to 
be ugly to the doctor, so they would even do what I needed to be done. And then 
she just kinda sits there and looks and it's like, "Well, what is that?" And I'm just 
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explained her and she's like, "Oh, well, okay, well at least it's not cancer. That's 
good." Yeah. . . . But it wasn't so much what she said or did. It would be lack of 
support.  

 

Other participants withheld information they perceived as private such as: 

decrease in sex drive, painful sex, digestive issues, and “graphic details” about 

menstruation (with her male friends/gender tendencies). “TMI” information a participant 

intentionally did not share with her friend was described as: “I think there's, I guess side 

effects that are TMI to just casually throw out there, like a decrease in sex drive, things 

like that. So I don't really like go around parading that one.”  

One participant explained that withholding sensitive information took place as an 

attempt to protect the friendship. She felt as though it was not appropriate to disclose to 

her friend at the time, but later disclosed. She shared: 

Yeah, I didn't tell her about the fertility stuff because she's had her own struggles 
and that's been really hard for her. So I did make the conscious choice to not tell 
her about that. And at that point I had had one miscarriage and some irregular 
stuff that I just kind of, that I don't know how to handle it cause I know she gets 
really, really upset. She had her own struggles and then a divorce and kind of has 
had to come to her own identity. Cause she is 38, 39. So she's someone who's 
always wanted a family, but now she's having this identity shift where she's not 
going to. And I didn't want to upset her I guess. Since then... So that was the 
initial time, since then she knows, what I've been through, but I was more delicate 
and thoughtful about how to disclose that part of it to her.  

 

Another reason participants withheld information did so for the personal needs of 

being unready to disclose. This participant discussed fearing the unknown of whether she 

was able to bear children or not, since many people with Hashimoto’s disease have 

fertility issues. This woman shared:   
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I think the only thing that I didn't tell her then, that we've talked about since then a 
few times is like I said, I'm single. I don't have kids. And the one thing that hit me 
pretty hard was because I do love kids. I am a teacher. Like I said, I have lots of 
nieces and nephews. I love my friend’s, his kids, I babysit. It's fun. The one thing 
that hit me pretty hard was the fact that there is potential for fertility issues and I 
understand more miscarriages. And so I was like, “Okay so the longer that I am 
not with someone and having kids, you know, that increases those risks as well. 
And now this increases risks.” So like what happens if I don't get married until 
I'm 35 and then I'm having kids late in life and I also have this increased risk? I 
think that's the one thing that I couldn't really talk through or process through at 
that time. It's still like, that's still hard to think about, you know? So it's hard not 
to jump to the worst case scenario because one of my sisters, she had fertility 
issues. It took her five years to have a baby I think that's kind of the one thing that 
I didn't really tell her because I wasn't really ready to talk about that at that point 
either.  

 

Providing detailed disclosures. Giving details of a medical condition is not 

always something people feel comfortable sharing. Few participants shared disclosing 

Hashimoto’s disease in a large amount of detail revealing physical, psychological, and 

social symptoms. Properties of providing detailed disclosures included: (1) providing 

detailed disclosures due to perception of friends’ interest and (2) providing detailed 

disclosures due to interests in friends knowing about Hashimoto’s disease (n =2).  

One woman shared how the experience with this friend was different than the 

norm, which lead to her sharing details of the illness. She said: 

I have told other people, and I mean a lot, but most people don't want to know all 
the stuff. And so that's why, I mean, she asked, so I was like, “yes, here, let me 
give you all the fun parts.”  

Another detailed disclosure took place, but for an entirely different reason. A 

middle-aged women described wanting her friends to know about Hashimoto’s disease. 

She mentioned going into more detail with her friends than with her young-adult 

children. She described this experience: 
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I wanted to make sure they had a firm understanding of what that encompassed. I 
feel like even with my kids, they're going to go Google stuff and they're going to 
come back and probably tell me what I need to know. And I feel the two friends, I 
had to be an educator. . . . I think it [Hashimoto’s disease] wasn't really on their 
radar, not something they already had any kind of knowledge about. As a matter 
of fact, my male was like “Hashimoto's… What the hell is that?” And meanwhile 
he has a thyroid issue. I feel like in his case like he's way less apt to probably will 
never actually Google, where my girlfriend will be on the computer and all day 
long, but you know, doing other things. But I don't think she would have actually 
looked up if she knew anything about it. So I feel like it was really important that 
my two closest friends knew what the diagnosis was and exactly what that meant, 
beyond just a word for it.  

 

Research Question 3: Perception of close friendship post HD disclosures 

 After disclosing Hashimoto’s disease to a close friend, participants perceived their 

relationship to their friend as changing. Shifts in friendships were perceived due to both 

the initial disclosure of their condition as well as their relationship across time in relation 

to the close friend knowing about their condition. Emergent themes for this research 

question found: (1) initial disclosures shaping perceptions of closeness, (2) initial 

disclosures shaping perceptions of support received, (3) experiencing supportive 

behavior shift overtime, and (4) experiencing no change in the friendship after the initial 

disclosure conversation (See Table 4). Participants may provide more than one 

perceptions of their friendship post-disclosure. 

Initial disclosures shaping perceptions of closeness. Initial disclosures of 

Hashimoto’s disease lead to positive and negative shifts in perceptions of closeness. Four 

participants shared they felt their disclosures lead to increased closeness and the same 

number of participants felt as though the disclosure of their condition lead to a decrease 

in closeness to their friend (n = 8). Properties of initial disclosures shaping the perception 

of closeness consisted of: (1) strengthening closeness due to mutual understanding of 
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both having Hashimoto’s disease/health problems, (2) strengthening closeness 

contributed to increased sharing of future personal topics, (3) reluctance to discuss 

symptoms for fear of receiving a negative/unhelpful response, (4) increasing feelings of 

social isolation due to feeling unable to relate, (5) avoiding conversation contributing to 

de-penetration of closeness. 

Disclosures strengthened friendship due to some participants experiencing mutual 

understanding of both (friend and participant) having Hashimoto’s Disease or both 

(friend and participant) experiencing health problems of some sort, but not every 

interaction of both friends with health conditions lead to mutual understanding. One 

participant shared her experience with her and her friend having Hashimoto’s disease. 

She said:  

Oh, this one was a positive experience because it was actually both of us, sharing 
and understanding, whereas usually I'm telling someone who doesn't have a clue 
and doesn't understand and they just don't get it. So it's like pointless for us to tell 
them.  

Other participants felt as though their disclosures strengthened their close 

friendships by increasing the amount they share personal information in the friendship. 

They described their deep disclosures of illness as being beneficial to having deeper 

conversations in their friendship, not just regarding illness, but about other things as well. 

A participant shared her disclosure with her friend: 

But I think that it's made our relationship stronger because there's more to it, a 
deeper relationship now that she knows the stuff that she shares stuff with me 
about her health and stuff too. So that was actually really neat. So I'm like, “Oh 
good. We're both together then.”  

Similarly, another participant said: 

It's not a superficial friendship. There's definitely very real, very scary things that 
we both have gone through and we're not afraid to talk about it. So I would say 
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we've grown definitely and been through a lot because we don't pull any punches 
when it comes to the good and the bad in our lives. I think we are pretty open, “so 
this happened today” or we'll text each other some of the stuff that I think that we 
wouldn't have texted about stuff that's that deep previously. We're more 
comfortable doing that like, “just found out today” or “Hey, this is what's 
happening” or “what do you think I should do about this situation?” or whatever 
the case may be.  

 Disclosures that were not perceived as going well lead to perceptions of decreased 

closeness, also called depenetation. One participant explained her reluctance to discuss 

symptoms due to her fear of receiving a negative/unhelpful response like she had 

received previously from her friend. She described:  

I'm a little less apt to talk about if I'm having a bad day, and that may mean that 
maybe I don't call it today or tomorrow where we normally try to talk often 
because maybe I'm not feeling too good and I just don't have it. Like, “Look, I'm 
feeling this, that whatever today.” And then again, possibly be disappointed with 
the response. [Prior negative responses included reluctance regarding symptoms]: 
“She kind of links a lot of the symptoms back to menopause, like just menopause. 
So I find that's been interesting at my age, you know what I mean? To be going 
through this and to have my best friend many times be like, “Well that's probably 
menopause,”  literally inside, I'm like, no, it's my f***ing thyroid.”  

Many women described generally feeling social isolation due to not being able to 

stay up as late, having the energy to go as many places, and dieting. When it came to 

discussing close friends, one participant shared increasing feelings of social isolation due 

to not feeling as close or relatable to her friend anymore “I don't feel as close. Well 

definitely ‘cause I haven't been able to hang out as much because of my illness, and 

maybe I just don't feel as relatable to her anymore, like I want to.”  

Similarly, another woman described losing a friendship as well. This loss of 

friendship was because of her friend avoiding the conversation when she brought up 

having Hashimoto’s disease. After 15 to 20 years of friendship, her close friend deciding 
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not to engage in her conversation of illness symptoms. This left her feeling confused and 

disappointed. She described:  

I almost feel like she's not my friend anymore. . . . The lack of communication or 
avoiding the conversation. I think that's, that's the worst part. I mean, you know, 
she could have just flat out said, “Hey, you're no fun no more and you know, I 
want to, I want to drink and hang out or you know, not hang out with you.” I think 
that would be more helpful than avoiding me all together.  

 One story of losing a friend was very unique and powerful. A young woman 

described her friend as being supportive in the beginning of learning about her diagnosis, 

but later support dwindled. She described part of the reason for her friendship declining 

as due to personal emotions. She shared:  

We are not friends. I think part of it has to do with one, I'm no longer working at 
that job and I think part of the reason why I left was because of how I was 
essentially processing things with the diagnosis and having it turnover into work. 
And I think I was just incredibly difficult to be around, not because I was being 
any certain type of way. It's just, I think seeing someone goes through these highs 
and lows every day and these crying fests and just, you know, moods and stuff. I 
mean I still am hard to be around I think. And that played a large part of just 
needing to have a break from me as a person. And essentially I feel like that just 
put kind of a stake in our friendship and pushed us apart. And then me leaving the 
position that was worked at, I think just essentially drove the nail in the head. So 
honestly, we don't talk anymore.  

 

Initial disclosure shaping perceptions of support received. Initial disclosures not 

only shaped perceptions of closeness, but also the amount of support participants were 

receiving from their close friends. Disclosing Hashimoto’s disease allowed for an 

opportunity for friends to show support, while other friends showed less support than 

before. Initial disclosures shaping perceptions of support received consisted of two 

properties: (1) feelings of caringness in the relationship and (2) feeling lack of support (n 

= 3).  
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A participant described her disclosure experiencing as allowing her friend to show 

she “genuinely cares about my well-being.” These feelings of caringness made the 

participant feel reassured and supported, through her actions as well as asking about her 

doctor’s appointments.  

I guess reassured would be the best thing, and then my supported, cause she's one 
of those people that you could tell just by her demeanor and  in her face that she 
genuinely cares about my well-being.  

I think it's definitely strengthened cause like I said there was just clear that she 
cared about me and that will be in and she asks about it on occasion. I had a 
doctor's appointment last Tuesday and she inquired about it, things like that. But 
definitely strengthened.  

For another participant, she felt the opposite, feeling lack of support from her friend. She 

described her closest friend as being dismissive regarding discussing her illness, but 

supportive in other areas of life. Her disclosure lead to perceiving a disconnect. This 

participant shared her experience of feeling lack of support from her closest friend of 14 

years: 

But also this person, we are very close, kind of like sister close, and there's 
nothing where we don't support each other. And I have had a few moments where 
I didn't really feel supported. And like everything else, even if we disagree, we're 
very clear to say I support you 100%, and to really mean that. So I found times 
when I have discussed it and it's kinda dismissive. What's interesting is I'll see her 
online and people with other autoimmune stuff and she's like, “Oh my God, did 
you see so and so? They're really suffering” like “OOOK.” I feel like there's 
sometimes a disconnect with this friend. And this is my closest friends, you 
know?  

 

Experiencing supportive behavior shift overtime. A participant discussed her 

friend being supportive during the initial disclosure, but later supportive behaviors shifted 

across time until they no longer had a friendship. Awhile after disclosing she felt: (1) 

shifting roles in the friendship leading to difficulty in the friendship, (2) feeling lessening 
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supportive behavior overtime, and (3) feeling unsupported overtime due to emotional 

response of having Hashimoto’s disease (n = 1). 

Shifting friendship roles caused difficulty in the friendship once the friend took on 

the caretaker role that was not wanted/needed:  

I feel like it really did change it and I'm not really sure if it was for the better. I 
feel like the roles that we played in the friendship shifted and it was more so that 
she felt like she had to take care of me -- in terms of making sure I didn't eat 
things that I wasn't intolerant to or make sure I stayed on top of like my medicine 
regimen. And essentially she took on a caretaker role when I guess I don't know if 
I really needed it. So that was really hard to have that like adjustment in our 
friendship.  

The same young woman described feeling less support overtime from her friend. She 
said:  

I feel like the understanding that she displayed in the beginning essentially 
dissipated and that support, I don't want to say went away, but it wasn't to the 
strength that it was.  

 She also explained how support began to dissipate and she noticed her friend 

rolling her eyes at emotions displayed while experiencing flare-ups: 

I feel like the understanding that she displayed in the beginning essentially 
dissipated and that support, I don't want to say went away, but it wasn't to the 
strength that it was. And when I would have these episodes where, you know, I 
just randomly burst out in tears for God knows what reason. I don't know. She 
would not roll her eyes, but just be like, "Oh my God again, like here's another 
episode." And things like that. So it started really strong, but it kind of went 
downhill.  

 

Experiencing no change in friendship after initial disclosure conversation. 

While some women were able to identify a change in their friendship post-disclosure, 

other women felt no change in their relationship after their close friends knew about their 

conditions. These included characteristics of: (1) no effect on friendship despite having a 

negative disclosure experience and (2) feeling strong as ever with no change (n = 2).  
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Even though the disclosure experience was negative, one participant said, “We 

still stayed friends.” When asked why this was the case she responded: “That’s just her 

personality,” accepting her friend as being who she is, although not being as supportive 

as she may have needed.  

The other participant who said her disclosure experience as having no change in 

her friendship described it as a positive experience. She responded saying, “I felt like it 

was as strong as it ever was. It didn't seem to change it positive or negative.”  

Disclosure Friendship Outcomes and Timing of Friendship 

After analyzing themes for research question 3, a separate layer of analysis was 

conducted to discover a connection between positively perceived disclosure friendship 

outcomes, negatively perceived disclosure friendship outcomes, and when the participant 

met their friend in relation to their Hashimoto’s disease symptoms. Results of research 

question 3 were analyzed for positive or negative valence of perceptions of disclosure 

outcomes. Evaluations of disclosure outcomes holding a positive valence are ones that 

increased closeness, caringness, or support, while negative evaluations of disclosure 

outcomes were ones that decreased closeness, caringness, support, or resulted in loss of 

friendship. Out of the 7 positive evaluations of disclosure outcomes, 3 participants 

reported knowing their friend prior to experiencing Hashimoto’s disease symptoms and 4 

reported not knowing their friend until after experiencing Hashimoto’s disease 

symptoms. All 4 participants who reported evaluations of negative disclosure outcomes 

knew their friend prior to experiencing Hashimoto’s disease symptoms. Two disclosures 

was perceived to have no effect on the overall relationship, one mentioning the friendship 

was “as strong as ever.” 
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Variation by Age 

No patterns were found to show variation between disclosure and age in research 

questions 1, 2, and 3. Although data did not reach saturation in order to make conclusions 

of patterns by age groups, there was contextual data showing some participants’ 

disclosure experiences may have been age specific such as: Young adult participants 

(under 40; Oktay & Walter, 1991) shared disclosing to friends their age in order to 

explain behaviors that were unusual for people their age, like poor health in general, 

extreme lethargy, and being uninterested in partaking in the same activities they used to 

be interested in. Women in young-adulthood talked about not sharing information about 

potential fertility issues. A middle-adulthood adult (ages 40-59; Oktay & Walter, 1991) 

discussed her friend thinking her symptoms were “menopause.”  
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Chapter 5 

Discussion 

The goal of this study was to examine the process of disclosing Hashimoto’s 

disease to a close friend and its short-term and long-term perceived effects on friendship. 

Since these disclosures effect biological, psychological, and social aspects of health, it is 

important to understand the processes and perceived evaluations of these disclosures. 

Although there is prior research on health disclosures and friendships (e.g. Schaefer, 

1995), there are few studies examining perceptions of the process of disclosure and 

evaluation of outcomes (Samens, 2017; Derlega, Winstead, Matthews, & Braitman, 

2008) and no published research regarding psychological or social implications of 

specifically Hashimoto’s disease. Disclosures of this illness may have similar qualities to 

other types of chronic invisible illnesses (i.e. fibromyalgia, multiple sclerosis, diabetes, 

Crone’s disease, etc), but it worth exploring due to its unique qualities of being not 

commonly known and inconsistent symptoms. This research fills a gap in the literature by 

exploring psychological and social elements of Hashimoto’s disease by discovering 

(RQ1) initial decisions to disclose, (RQ2) navigation of the disclosure process, and 

(RQ3) perception of friendships post-disclosure.  

 The following discussion explores contributions to research centered on 

psychosocial aspects of Hashimoto’s disease; The following discussion explores 

contributions of this research including insights in the following areas: disclosure and 

friendship fragility, criteria for disclosing Hashimoto’s Disease, emerging patterns 

relating to timing of disease in friendships, difficulties disclosing invisible illness, and 

life-span differences in disclosure. The discussion then explains its contribution towards 
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extending theory in health and interpersonal communication, specifically Communication 

Privacy Management, Social Penetration, and Relational Dialectics theory. Because of 

the lack of research in this subject area, it is important that the findings of this study can 

be translated to practical use. Thus, after discussing theory the discussion provides 

applied lessons for those disclosing Hashimoto’s disease and those being disclosed to for 

those with HD and friends. The discussion concludes with future direction for research 

and study limitations. 

Collectively, findings show both benefits and drawbacks of disclosure. 

Approaches to disclosure vary from person to person as they navigate a variety of 

emotions and challenges that come with disclosing their illness to their close friend. 

Patterns between research questions 2 and 3 revealed that disclosures difficult to navigate 

were predominately ones with negative perceptions of the friendship post-disclosure. 

Links between navigation of the disclosure process and perception of the friendship post-

disclosure were not surprising as navigation of the disclosure process was suspected to 

have an impact on the perception of the friendship after disclosing. 

Capturing Psychosocial Aspects of Hashimoto’s Disease  

Arguably one of the most important aspects of this study is its contribution to the 

literature on Hashimoto’s disease. When sharing experiences of disclosing Hashimoto’s 

disease to close friends, participants shared emotional burdens (e.g. feelings of 

disappointment, sadness, and frustration) and stressors (e.g. losing a friend, friendship 

uncertainty, isolation, and vulnerability) they had to overcome. Relational strain and 

feelings of disconnect, questioning whether they are cared about, and even feelings of 

isolation were some of the psychosocial hindrances shared. These findings reinforce 
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previous literature on how illnesses shape psychosocial experiences (Cella et al., 2010; 

Kralik, Koch, Price, & Howard, 2004; Royer, 1998). 

Participants also shared the joys of disclosing this illness to others. Disclosing 

helped with coping, allowed individuals to vent frustrations, and provided for an 

opportunity to receive support. It is extremely important for people with health problems 

to be able to have a support system for not only psychosocial well-being (Kaplan, Cassel, 

& Gore, 1997), but also physical well-being (Nussbaum, 1994). Stories of positive 

evaluations from disclosure were shared, suggesting disclosures of Hashimoto’s disease 

can very positive experiences for many. 

The Intersection of Hashimoto’s Disease, Disclosures, and Friendship 

 Illnesses come with many more elements than one may imagine. Not only do 

those with illness have to manage the physical elements of disease, but they experience 

psychological and social implications (Michigan Medicine, 2012) such as disclosure and 

navigation of friendships. Disclosures in close friendships can be different than 

disclosures in other relationships, which is why it was imperative to study these 

relationships separate from others (ex. Gallant, Spitze, and Prohaska, 2007).  

Disclosure and Friendship Fragility. This research adds on the literature 

regarding health disclosures and friendships. There is very little known on disclosing 

health problems to friends and information on disclosing Hashimoto’s disease is 

completely unknown. Friendships are more voluntary and fragile than family and marital 

relationships (Wiseman, 1986), but vital for overall well-being (Deci, La Guardia, 

Moller, Scheiner, & Ryan 2006) and coping with illness (Cohen & Wills, 1985). This 
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study demonstrated both the fragility and importance of friendships. Findings of this 

study uncovered fragility in friendships when Hashimoto’s disease outcomes resulted in 

negative experiences and resulted in decreased and/or loss of friendship, which contribute 

to feelings of social isolation. Some friendships ceased overtime after perceived support 

levels were not what participants needed. Although social support is important (Geist-

Martin, Ray, & Sharf, 2003), some participants in this study as well as previous research 

has found that not all support is helpful (Schaefer, Coyne, & Lazarus, 1981). Findings 

also suggest unwanted actions after disclosing, such as distancing and dismissiveness, are 

contributing factors towards relational de-penetration ending in being less close or even 

friendship loss. Loss of friendship and increased feelings of social isolation could 

increase the likelihood of depression (Bockting, Coleman, & Benner, 2007), and with 

depression already being a common symptom of Hashimoto’s disease, it may cause it to 

worsen. Loss of friendship may also increase feelings of anxiety (another common 

symptom of Hashimoto’s disease) as individual’s are distraught over the loss.  

Illness disclosures come with a new level of navigation, indicating friendship 

norms, such as traditional experiences with disclosures and evaluations of sharing private 

information, may be challenged when navigating disease disclosures (Armentor, 2017; 

Schaefer, 1995; Samens, 2017; Greene, 2009). Symptoms of hypothyroidism, invisible, 

ambiguous, and perceived as possibly shameful, may hinder people from disclosing 

(Nexø, Watt, Cleal, Hegedüs, Bonnema, Rasmussen, Feldt-Rasmussen, & Bjorner, 2015).  

Therefore, disclosures may seem to be risky in a friendship since they are voluntary 

(Wiseman, 1986), and fragile, yet incredibly beneficial for well-being (Deci, La Guardia, 

Moller, Scheiner, & Ryan 2006), researching why someone discloses, disclosure 
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evaluations, and subsequent maintenance behaviors in friendships is particularly 

important.  

Despite some participates experiencing negative disclosure incidents and 

outcomes, other participants shared positive disclosure experiences where their close 

friends were able to be used as support networks. These positive disclosure experiences 

may be different than other disclosures made, as participants described their friends as 

believing them, being validating and understanding, as well as feeling like they did not 

have to over-explain, implying that other disclosures may not have had these qualities. 

Disclosing the disease allows those with illness to be able to access more support from 

their support network (Caughlin et al., 2009). Because these participants disclosed and 

their friends reacted in a positive and helpful manner, participants became closer to their 

friend as they participated in venting, information gathering, were given assistance with 

daily tasks such as childcare, and facilitated mutual understanding. Thus, results showed 

that although friendships can be fragility, findings suggest many disclosures lead to 

consistent closeness or increased closeness in the relationship.  

Reason for Disclosure of Hashimoto’s Disease. Literature shows the importance 

of social support and illness (Cohen & Wills, 1985). Goals behind HIV disclosure are 

discussed by Caughlin and colleagues (2009), however, there is little information known 

on the actual process of why people disclose Hashimoto’s disease to their friend in the 

first place. Similarly to findings of previous literature (Samens, 2017; Derlega et al., 

2008), results of this study show women disclosed Hashimoto’s disease for a variety of 

reasons pertaining to: existing history of openness in their friendship, friends asking 

about doctors’ appointments first, and wanting to explain symptoms of their disease. The 
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latter may be one of the most interesting results as it suggests that since Hashimoto’s 

disease is an invisible disease, people feel the need to tell their friends in order to explain 

abnormal behavior, which could be a way of protecting the relationship. Without this 

disclosure, friends may not know what is going on with their friend/friendship, as nothing 

may appear to be wrong with their health (Henriksson & Burkhardt, 1996). It also 

suggests that disclosures of Hashimoto’s disease are similar to other disclosures made in 

friendships – being made without much thought because of having a history of support 

and closeness, viewing this disclosure as being similar to others.  

Identity and Hashimoto’s Disease Disclosures. Research shows illnesses shape 

new perceptions of identity (Charmaz, 1994; Kralik, Koch, Price, & Howard, 2004; 

Corbin & Strauss, 1988). Participants in this study expressed many elements of their 

illness identity including loss of identity through feeling body disconnect, feeling like 

someone else, mutual identity with friend, and an identity of being sick. Some 

participants disclosed because of a friend with the same or a similar health condition. 

This promoted the bond of a “mutual” identity they could share. Although, another 

participant felt she and her friend could both relate over thyroid problems, but later 

realized her friend was “in denial” about the root problem of their similar condition.  

Many participants shared taking on a new identity of being sick. They described 

stories of their disclosing to explain being sick to their friends. Although their friends 

knew about many symptoms, once receiving a diagnosis, friends wanted to disclose their 

new identity of having Hashimoto’s disease, an explanation for their declining health. 

Other participants said they wanted to disclose to their friend so they knew more about 
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who they were, indicating their invisible identity of having Hashimoto’s disease needed 

to be explained and known. 

Emerging Patterns Relating to Timing of Disease and Friendship. A finding 

of this study showed timing of experiencing Hashimoto’s symptoms and establishment of 

friendship may have a connection. Friendships established before Hashimoto’s disease 

symptoms arose consisted of eight positive perceptions of disclosure outcomes and four 

negative perceptions of disclosure outcomes, while friendships established after 

Hashimoto’s symptoms arose consisted of four positive disclosure outcomes and no 

negative disclosure outcomes. Perceptions of disclosure outcomes came from analyzing 

results from RQ3 disclosure themes and categorized into positive or negative perceptions 

of disclosure outcomes. Perceptions of disclosure outcomes can be found in results 

above. These results demonstrate outcomes of disclosing Hashimoto’s disease may have 

a positive or negative impact on friendships established before the development of 

Hashimoto’s disease, while outcomes of friendships established after the development of 

Hashimoto’s disease lead to only positive outcomes in friendships.  

While the survey sample of this study is relatively small, these findings are worth 

exploring in a larger sample size. These findings may suggest that disclosures of 

Hashimoto’s disease are more easily received and adapted to by those who did not know 

the individual prior to their disease symptoms. This may be due to the effect of stressors 

of illness, not only the one with the illness faces, but also the friend as they manage 

communal coping (Lyons, Mickelson, Sullivan, & Coyne, 1998) or perhaps friends 

longing their “old friend” before the illness. A friend who came into the friendship after 

their friend was experiencing symptoms would not have an opportunity to long the 
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former person their friend was before their illness because they never knew their friend 

then, therefore actions would be perceived as normal rather than “different than before 

their illness.” 

Difficulties Disclosing an Invisible Illness 

 My research fills a gap in literature on psychosocial aspects of invisible illnesses 

as these disclosure experiences may be able to relate to disclosing other invisible illnesses 

as well. Individuals with Hashimoto’s disease are a part of a community silenced by the 

nature of invisible illnesses being hidden and not discussed often. Some literature exists 

on the psychosocial aspect of invisible illnesses (e.g. Thomas & Hamilton, 2014; 

Longdon & Read, 2017; Kleinman, 1991; Ware, 1992), autoimmune diseases (e.g. 

Fitzcharles, Perrot & Häuser; Brennan & Creaven, 2016; Jain & Murrell, 2018; Poh, He, 

Chan, Lee, Lahiri, Mak, & Cheung, 2017), and a few studies exploring diagnosis and 

treatment of hypothyroidism (Milliken & Northcott, 1996) and experiences of those 

living with hypo- and hyperthyroidism (Nexø, et al., 2015). However, this research 

focuses on a relatively unknown invisible illness, providing an extra challenge for 

disclosing since many people have never heard of this illness.  

Previously discussed were the complexities behind disclosing a disease that is 

understudied and not commonly known. An added element towards the intricate nature of 

this illness is that most symptoms are invisible, making it to be considered an invisible 

illness (Nexø, et al., 2014). Another study found that those with fibromyalgia having to 

convince their friends of their illness since symptoms cannot be seen (Schaefer, 1995), 

similar to Hashimoto’s disease. Invisible illnesses, especially ones that are understudied 

and not commonly known, may add an additional obstacle to navigate when trying to 
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create mutual understanding. Without mutual understanding, participants in this study 

shared experiencing feelings of isolation and disconnect in their friendships, which may 

contribute to depression or anxiety (a common symptoms of Hashimoto’s disease). This 

makes the disclosure decision making process even more important as most individuals 

are not disclosing because of a noticeable side-effect of being sick. Individuals disclosing 

Hashimoto’s disease can say as little or as much about how Hashimoto’s disease affects 

them as they would like, since physical health abnormalities are usually not present, 

therefore able to be noticed.  

The invisible nature of this illness was discussed by multiple participants who 

explained it being hard to live and disclose the illness as they “looked fine,” but really 

were sick. This may contribute to what participants described as friends being unable to 

“understand” or “believe” they their friend is really experiencing poor health. Findings of 

this study show when reactions to disclosure are negative, participants may shut down 

and discontinue disclosure with their friend. 

Life-Span Differences in Disclosure 

Results did not show consistent patterns in disclosures of people in certain age 

groups resulting in specific ways. Although data did not reach saturation in order to make 

conclusions of patterns by age groups, there was contextual data showing some 

participants’ disclosure experiences may have been age specific. Using a life-span 

theoretical lens shows how individuals experiencing illness may differ in experiences 

throughout the lifespan (Fisher, 2010, 2014; Pecchioni, Wright, & Nussbaum, 2005). 

Looking at Hashimoto’s disease through a life-span lens can help researchers to better 

understand disclosure experiences. Young adult participants (under 40; Oktay & Walter, 
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1991) discussed disclosing to friends their own age in order to explain unusual actions for 

someone their age. This may have been used as a way to protect their friendship. It is 

important to recognize that these disclosure experiences may be different, as social 

expectations for young adults (under 40) are different than social expectations for middle-

adulthood adults (ages 40-59; Oktay & Walter, 1991), or those in older adulthood (ages 

60+; Oktay & Walter, 1991) – although none contained in this study sample. Some 

participants who were middle adulthood (ages 40-59) described disclosing to friends they 

have known for many years and having already dealt with difficulties of life together. For 

some this meant having already experienced health problems such as fertility issues or 

cancer in their friendship. Results suggest disclosing Hashimoto’s disease as being more 

difficult for some as they navigated how to disclose to a friend experiencing health 

problems, and other easier as this was not the first time they discussed health problems in 

their relationship. Discussion of symptoms being “menopause” and fertility issues also 

vary due to age of participant.  

Contribution Towards Extending Theory in Health and Interpersonal 

Communication 

 This study expanded the body of literature on Communication Privacy 

Management theory (Petronio, 1991) and Social Penetration Theory (Altman & Taylor, 

1973). Both theories were extended by providing a lens to study health communication in 

the Hashimoto’s disease context. By studying health communication disclosures this 

study explored the utility of these theories for explaining how health disclosures may 

differ from non-health disclosures and their connections to relational closeness.  

Communication Privacy Management Theory. CPM explains how and why 

individuals manage private information and private disclosures (Petronio, 1991). It 
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explores how individuals are torn between wanting to share and wanting to conceal 

information. This study adds to the CPM literature by exploring the decision-making 

processes, navigation of disclosures, and their boundaries among people with 

Hashimoto’s disease.  

Overall, results showed the decision making process to initially disclose, as 

relatively natural and facile. Focusing on disclosures in close friendships, by nature, 

potentially increases the desire and ease of disclosure. However, once the disclosure was 

taking place, some disclosures were not so easy. Participants were faced with new 

disclosure decisions to manage the permeability of their boundaries, meaning they 

decided to share more or less information. Health disclosures may add an extra element, 

especially since the disease itself is mostly invisible (Armentor, 2017) and relatively 

unknown. 

CPM explained the push and pull of boundary management while disclosing. 

Findings suggest participants evaluated the cost verses rewards consciously or 

subconsciously in order to decide whether to disclose further or not (Petronio, 1991). 

Participants shared that once disclosing, navigation of the disclosure and boundaries 

could be tricky. Baxter and Montgomery (1996) describe dialectical tensions in 

Relational Dialectics theory as viewpoints that contradict one another and may cause 

tension in the relationship. Relational Dialectics theory emerged when looking at how 

individuals managed privacy boundaries while disclosing. Disclosures showed that 

boundaries were pushed when disclosure reactions were perceived as negative, this made 

many participants stop disclosing all together after experiencing dialectics tensions 

between privacy and openness. These tensions included perceptions of friends as being 
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dismissive, unsupportive, providing the wrong kind of support, and ceasing sharing 

information due to personal needs of being unready to disclose further.  

Conversely, when disclosures were positive and dialectical tensions did not occur, 

participants discussed sharing more information without shortening the disclosure. 

Disclosing for some was an ongoing process throughout time. Once the initial disclosure 

interaction was perceived as positive, participants shared more private information with 

their friends after going to doctor’s appointments, learning more about their illness, and 

making lifestyle changes.  

Social Penetration Theory. This study expands the norms of existing literature 

of disclosure and Social Penetration Theory. Disclosures are said to lead to feelings of 

closeness and can lead to deeper disclosures in the future (Altman & Taylor 1973). This 

theory is discussed in terms of general disclosures, not specifically health related. Results 

showed disclosures of Hashimoto’s disease led to deepening the closeness of friendships, 

but in other cases has caused depenetration, also known as the gradual withdrawal in 

relationships (Altman & Taylor, 1973) in friendships. Depenetration could mean the 

friendship became less close or that the friendship eventually ceased. 

Being able to understand how disease disclosures differ from general disclosures 

can open up a whole new area of interpersonal health communication to help those with 

illness feel more comfort in disclosing. Many participants shared disclosing because they 

disclose everything to their close friend. This implies they are on one of the deepest 

levels of SPT. Interestingly enough, some participants became closer, while others started 

the depenetration process after disclosing due to their friends reacting in a negative way. 

Reactions from friends that lead to depenetration were being skeptical about the illness, 
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disregarding the conversation, providing support perceived as unnecessary, and 

avoidance of the participant after the disclosure was made. Results suggest depenetration 

may occur at any moment of a friendship, even those experiencing high levels of 

closeness. This is important to recognize when thinking about disease diagnoses. People 

with illness are experiencing identity shifts as they are losing the healthy self they once 

were, but they also may be experiencing social identity shifts as they lose friends as a 

result of illness (Charmaz, 1994).  

When it comes to depenetration after disclosures of Hashimoto’s disease, findings 

may suggest the intricacy of health disclosures and complexities of Hashimoto’s disease 

itself comes with various challenges that could potentially lead to depenetration. For 

example, disclosing Hashimoto’s disease lead to feelings of misunderstanding and 

disconnect when friends did not understand the extreme lethargy, chronic pain, brain 

fog/memory problems, and mental health fluctuations the disease may cause. Individuals 

also experience misunderstanding and disconnect for not being the person they used to be 

due to lifestyle changes, such as staying in more and dietary changes. 

Surprisingly, some participants disclosed Hashimoto’s disease and discovered the 

person they disclosed to also has the same or a similar illness. Altman and Taylor’s 

Social Penetration Theory (1973) explain how mutual disclosure lead to penetration of 

levels of intimacy. These disclosures created mutual understanding which allowed 

individuals to increase the closeness in their friendship as they hit a new level of 

intimacy. Aside from expanding theory, this study contains many important findings for 

application in society, which is ultimately the reason expanding theory is so imperative. 
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Applied Lessons when Disclosing Hashimoto’s Disease for Those with HD and 

Friends of Those with HD 

 This study offers several translational insights that can be applied for supporting 

the communication between those with Hashimoto’s disease and their friends, which 

ideally could improve the lives of those living with this disease and other chronic 

illnesses. This study has shown the importance of being both the sender and the receiver 

of information. Disclosure experiences and evaluations of outcomes affect both the 

individual with the illness as well as the one receiving the new information (Pingree, 

2007). Applied lessons may not work in every scenario and with every individual, but 

recommendations taken from the data collected from my sample in this study. I have 

proposed lessons for disclosing for both the discloser and recipient of disclosure in order 

to improve communication within these disclosures and after the disclosures. 

Lessons for Those Disclosing Chronic Illness. Participants described needing 

emotional and physical support, while some described receiving unwanted support, or no 

support at all. Before disclosing, it may be helpful for individuals to reflect on what they 

need out of the disclosure. think about what is needed out of making the disclosure. 

Babrow, Hines, and Kasch (2000) describe the kinds of social support as emotional 

support, appraisal support, informational support, and instrumental support. Reflection on 

reason behind disclosing and communicating this with the recipient of disclosure may 

decrease miscommunication and increase the chances of receiving the correct kind of 

support.  

A common theme of communicating Hashimoto’s disease that participants 

mentioned were people not understanding the illness. One reason in particular for this 



78 
 

 

challenge may be because Hashimoto’s disease is not a commonly known disease. In 

order to help people understand the illness while disclosing, in may be useful to start by 

explaining what an autoimmune disease is, then illustrate how Hashimoto’s disease 

differs from hypothyroidism without the autoimmune aspect. Since hypothyroidism is 

well known, participants mentioned people viewing Hashimoto’s disease simplistically, 

as simply thyroid disease and disregarding or not understanding the autoimmune element.  

Participants shared disclosing to explain symptoms. For some this was the first 

time disclosing, for others they had explained health concerns along the way. Like many 

chronic illnesses, Hashimoto’s disease comes with an array of symptoms of various 

severities. Because the illness can be both invisible and discrete, without reaching out, it 

may cause social support and credibility issues (Armentor, 2017).  With a complex 

invisible disease, is hard for someone to know exactly how this disease affects an 

individual’s life. In addition, symptoms can also change overtime. Participants described 

symptoms to be worse during “flare-ups,” when their medication is off, when they eat 

certain foods they are sensitive to, etc. Best practice would be to not just communicate 

having the illness, but also how it affects the specific individual’s life. Based on these 

findings, reaching out and explaining how the symptoms affect the individual personally 

may be helpful in protecting one’s friendship.  

Another helpful lesson may be to make disclosures across time as more 

information is known about the illness. Participants shared disclosing soon after diagnosis 

and not realizing the connection the disease had to all of their poor health experiences. 

Therefore, it may be helpful to disclose information as learned. The first disclosure may 

be basic, as the individual may have just been diagnosed and do not understand 
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everything that is existing within the illness, however, as time goes on, they may learn 

more about how the disease effects them. Some participants shared positive evaluation of 

friendship outcomes when they talked to their friend after every appointment and were 

able to talk through the new information they gained, which created mutual 

understanding, as well as could be used as for sense-making and support seeking. 

Lessons for Friends/Recipients of Chronic Illness Disclosures. Using data 

gathered from my research questions, as well as an interview question asking, “What 

advice participants would give to someone having a friend disclose Hashimoto’s disease 

to them?” participants shared an array of advice to improve disclosure experiences, which 

ultimately may improve friendship outcomes. Participants explained how friends should 

show sympathy and empathy when being disclosed to. Disclosures of illness come with 

an assortment of emotions. Showing sympathy and empathy may allow the discloser to 

feel more comfortable speaking and ease anxious thoughts or feelings.  

Individuals with hypothyroidism experienced difficulties validating their 

ambiguous and array of symptoms until receiving a medical diagnosis to explain 

symptoms (Milliken & Northcott, 1996). As previously mentioned, those with 

Hashimoto’s disease struggle to find understanding individuals. It is important for those 

being disclosed to try to understand what their loved one is experiencing, whether this is 

pre- or post-diagnosis. Symptoms and lifestyle changes may be directly asked by the 

discloser, but may not, therefore needing to be asked by the disclosure recipient. 

According to participants, discovering how the disease affects that specific individual, 

researching the illness on one’s own, and believing the individual when they explain what 

they are experiencing may allow for a friend to be a better support system.  
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Another way of showing support is through asking the friend how to help them. 

Participants shared stories of friends offering assistance in their lives after learning about 

their illness and discussed how appreciative they were. When asking if there is anything 

one can do to help, this is a way of showing support, understanding, and concern for the 

friend. Individuals experiencing health problems may not want help, in which case this is 

a great way to be able to communicate what is needed at the time.  

Participants explained the importance of feeling validated and believed. 

Hashimoto’s disease, like other forms of thyroid disease (Nexø, et al., 2014) can lack 

intersubjective validity, resulting in ambiguity, shame, and cause participants to suffer in 

silence, minimize discussion of symptoms, or hide signs all together. It is vital for friends 

to acknowledge the existence of this illness and what their friend is going through. 

Supporting friends by validating and believing what they are going through may 

positively impact the individuals’ physical, mental, and social well-being.  

Limitations 

 Several limitations exist in this study. The population was interviewed were 

exclusively women. Significantly more women have this illness than men, which does 

complicate the recruitment process. Twelve individuals were interviewed for this study in 

order to start a foundation for this area of study. Given more time and more participants, 

different themes may have been developed or saturation may have been reached. More 

participants could have also allowed for further understanding of Hashimoto’s disease 

disclosures differ throughout the life-span.  
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Arguably the largest limitation was that this study relied on retrospective data. 

This was recognized before the start of the study, which is why all participants 

interviewed engaged in a Critical Incident Technique writing sample, which draws on 

memory and sense-making (FitzGerald, Seale, Kerins, & McElvaney, 2008; Butterfield et 

al., 2005). However, some participants still struggled to remember many details of their 

disclosures. Emotional experiences are also easier to remember than non-emotional, and 

emotions can affect ways in which events are remembered (e.g. Holland & Kensinger, 

2010; Rimmele et al., 2011), therefore those who experienced high emotions, both 

positive and negative, during their disclosures may have provided more detailed 

interviews than those who did not experienced high emotional disclosures. Lastly, even 

though verification strategies were used to remain objective, as someone with this 

disease, my experiences of this illness may be a limitation to gathering and analyzing 

information on this subject, from the research questions I formulated to the interview 

questions and follow-up questions. 

Future Direction 

 The potential for future direction with this topic is extremely exciting as this topic 

is just now being developed. Disclosing Hashimoto’s disease to a close friend produced a 

small area of literature in an otherwise limitless topic for future research. Looking at a 

different kind of relationship may be beneficial for studying this topic. Close friendships 

are an important area of research, but so are other types of relationships. Many 

participants mentioned disclosures going well and also not well with various others in 

their lives. Replicating this study for dating, marital, familiar, or work relationships may 

lead to different, yet interesting results.  
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 Studying relational impacts of disclosure may be benefit from dyadic interviews. 

By interviewing the individual with Hashimoto’s and their friend/significant other, etc., 

this study may be viewed from two separate angles. This may help form a better 

understanding of the experience of disclosure and how this process can be helped in the 

future. 

Besides looking at different kinds of relationships and dyads, future studies ma 

benefit from a larger sample. More participants would allow research to be stratified by 

age and biological sex. Age differences may allow for greater exploration on challenges 

across the lifespan with this illness. In this study, during the time of recruitment only 

women volunteered to be interviewed. In the future, it would be interesting to gather both 

male and female participants and look for psychosocial differences from this illness. 

Individuals with Hashimoto’s disease are affected physically, psychologically, and 

socially. Participants shared the social frustrations as they experienced identity shift and 

life-style changes. Social frustrations and identity changes could be explored to discover 

how this illness affects various parts of one’s life. Participants also shared psychological 

hardships they dealt with, for example, pre-diagnosis and beyond, life-style changes, 

depression and anxiety, and physical hardships that affected participants psychologically. 

This may be best studied using mixed methods in order to look for at psychological and 

social elements of Hashimoto’s diseases by conducting a quantitative study, then conduct 

turning-point analysis interviews with participants to see when these psychosocial 

challenges took place.  

Since Hashimoto’s disease is chronic, progressive, and forever changing, this 

subject may be studied by looking at longitudinal data through a turning point analysis. 
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This could allow researchers to understand the challenges someone with Hashimoto’s 

disease faces throughout their lifetime and how as biological elements of the disease 

progress, if psychosocial elements do as well. A longitudinal study may also show life-

span changes from the illness.   

 Through this research, dialectical tensions such as: dismissal of disclosure, shift in 

friendship roles, and lack of support, resulting in decreased closeness or loss of friendship 

overall were revealed. This topic may benefit from using Relational Dialectics Theory as 

a lens (Baxter & Montgomery, 1996). As this theory emerged in the research, it allowed 

for a deeper look into the tensions aspect of disease. Further studies could gain from 

using this theory in order to discover all the dialectical tensions disease causes, not just 

the tensions behind disclosure. 

 By continuing studies on this area of literature, hundreds of thousands of people 

world-wide could benefit. Illnesses are extremely complex and go beyond simply the 

physical nature of the illness. It is important for this area of literature to be further 

developed in order to better understand what individuals with Hashimoto’s disease 

experience and how to better help the lives of those with this chronic disease. 
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Appendix A 

CIT Writing Prompt 

Think about a time when you verbally disclosed (face-to-face, video chat, or over a phone 
call) Hashimoto’s disease to someone you consider/ed a close friend. This may be 
someone who is in your life at this time, or not. This does not have to be the first time 
you disclosed your condition to a friend – just a memorable, important, or instance that 
stands out for any reason. Please tell me the story of that moment. Please attempt to 
include the following information when telling your story: 

• The context of the moment (setting and time period) 

• Why you decided to disclose 

• A basic description of what happened, including what you and your friend 
said/did, what you were thinking/feeling, what you think your friend was 
thinking/feeling,  

• How you managed your private information 

• The relationship you had with this friend prior to the disclosure 
• The relationship you have to this individual after the disclosure 

Feel free to view this as an opportunity to help researchers understand your, physical, 
emotional, and relational experience of having Hashimoto’s disease. Any information 
you believe is relevant is important to this research. 
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Appendix B 
 

Hashimoto’s Disease Disclosure Interview Script 

Introduction:  

Thank you so much for agreeing to talk to me today. I am going to be asking you 

questions on your experience of disclosing Hashimoto’s disease to a close friend at the 

time of the disclosure. This may be someone who is currently in your life, or not. Our 

discussion will last roughly one hour, but we can talk longer or shorter if you’d like. I 

will be audio recording this interview because we will talk much faster than I can write 

and I don’t want to miss anything you say. All identifying information such as names and 

places will be removed so that nothing you say can be connected back to you. Your 

recorded interview, writing prompt, and consent forms will be kept in a password 

protected database accessible to only the researchers in this study. During this interview, 

it’s important to know there are no right or wrong answers. You are the expert on your 

own experiences and I’m just looking to learn as much from you as I can from you. I 

understand that some topics being discussed may feel emotional. I want you to know you 

are in control of your participation at all times. You can choose to decline to answer any 

individual question or to discontinue this interview at any time you wish. During our 

conversation, please do not hesitate to pause and reflect. These conversations may have 

taken place a while ago and it is perfectly natural if you don’t recall everything or need 

time to jog your memory. Often, the more we talk the more we remember. 

 It is my goal to learn as much about what it is like to disclose Hashimoto’s disease to a 

close friend and understand how these conversations may influence your friendship and 

affect your life. The ultimate goal of this study is to create resources to help people living 

with Hashimoto’s disease and help their friends communicate more effectively in order to 

improve the lives of people with Hashimoto’s disease. Anything you can tell me would be 

enormously helpful in helping me reach this goal. Do you have any questions before we 

get started? 

Great. First, I’m going to ask you a few demographic questions. 

Demographics: 

When were you diagnosed with HD? 

1. Think about your life before your HD diagnosis and now. Tell me a bit about 

what your life was like in each time period. 

Follow-ups: 

• How has your life changed since being diagnosed with Hashimoto’s 
disease? 

o How has Hashimoto’s disease impact you physically? 

Psychologically? Socially? 

• How do these changes affect your daily life? 

• What has been the most important change/challenge regarding this 
disease? 
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2. Let’s talk a little more about the social aspects of this. Tell me about your 

friendships before HD diagnosis and now. 

Follow-ups: 

• How have your friendships changed since diagnosis? 

• How have changes to these friendships affected your daily life? 

• Who was the first person you disclosed your disease to? Why? 

 

3. Thank you for writing the reflection about disclosing HD to your close 

friend. I’m going to draw your attention throughout the rest of our 

conversation to several aspects of what you wrote. 

Follow-ups: 

• Why did you choose this friend and this disclosure conversation to write 
about? 

• How long have you been friends? 
• How does this disclosure compare to other HD disclosures that you made? 

 
4. How did you decide to tell your friend you have HD? 

Follow-ups: 

• What were you thinking and feeling when trying to make that decision? 
• What issues or factors were you weighing when trying to decide if you 

should tell them? 
• Of these factors, which were the most important factor in your decision-

making process?  
• Did you plan exactly what you were going to say to your friend before the 

conversation? If no, why? If yes, what did you plan to say?  
 

5. Tell me everything you remember about your disclosure conversation with 

your friend? 

 

Follow-ups: 

 

• What did you say? 
• How did you feel while making the disclosure? 
• What do you think your friend was thinking and feeling? How do you 

know? 
• How did your friend react to your disclosure? What did they do or say? 
• Are there any aspects of your experience with Hashimoto’s disease that 

you intentionally did not tell your friend in that conversation?  
o If so, what are they and why did you make the decision to hold 

back that information? (partial disclosures) 
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• What was the most helpful thing your friend said or did in that 
conversation and why? 

• What was the most unhelpful thing your friend said or did in that 
conversation and why? 

• Had you discussed symptoms of Hashimoto’s disease in pervious 
conversations before disclosing that you were diagnosed with Hashimoto’s 
disease to your friend? 
 

6. How do you feel about your friendship after your disclosure conversation? 

Why did you feel this way? 

Follow-ups: 

• What effect did your disclosure of HD have on you and your friendship? 
• How do you think your relationship has been affected by your friend 

knowing you have HD? 
• How is your relationship with this person today? 
• Have you disclosed to this friend anything more about HD since your 

initial conversation? What and why? 

 

7. Was there another time that you wanted to tell someone about your HD, but 

didn’t? And why didn’t you? 

 

8. What advice would you give someone who has a friend disclosing HD to 

them? 

 

9. Is there anything important for me to know that we haven’t covered or I may 

have missed?  

Closing: 

Thank you so much for your interview today and contribution to the field of health 

communication research. If you have any questions about your interview or this research, 

please do not hesitate to reach out to me via email. Again, this research is incredibly 

important in understanding the experiences of people diagnosed with HD. If you know 

anyone else who may be interested in participating in this study, please feel free to have 

them email me. Would you be interested in participating in a post-study where I email 

you a month from now regarding results? I would ask you to review the document and 

provide with me your thoughts on these results. Is this something you might be interested 

in? Thank you for taking the time to participate in this research and help to better the 

lives of others navigating this disease. 
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Table 1 

   Participant and Close Friend 
Demographic Data 

     

Gender of 

Participant 

Age 

during 

study 

Age at 

Diagnosis 

Length of 

Diagnosis 

Length of 

Diagnosis 

when 

disclosed 

Gender 

of 

Close 

Friend 

Age of 

Close 

friend at 

time of 

disclosur

e 

When did 

conversation 

take place? 

+ or – 

perceived 

disclosure 

outcome 

Friends 

before 

experien

cing HD 

related 

symptom

s 

Length of 

friendship when 

disclosing 

F 50 46 4 years 1 year or 

less 

F 50 4 years + No 1 year 

F 42 41 1 year 2 weeks F 32 1 year - Yes 15-20 yrs 

F 28 27 7 months 1 day F 33 7 months + Yes 2 years 

F 21 20 1 year 2 weeks M 19 1 year + Yes 2 years 

F 43 39 4 years 3 years F 38 6 months + No 1 ½ yrs 

F 26 26 6 months 3 months F 27 3 months - Yes 8 years 

F 41 37 4 years 3 years F 38 5 months (Neutral 

outcome) 

No < 1 year 

F 37 36 9 months 1 month F 37 8 months + Yes 6 years 
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F 23 21 2 years >1 year F 42 3 months + No 3 months 

F 56 54 2 ½  yrs 6 months F 51 2 years  (Neutral 

outcome) 

No 1 year 

F 31 28 3 years 6 months F 29 2 ½ years + Yes 10 years 

F 51 50 8 months < 1 

month 

F 52 8 months - Yes 15 years 

F 

(Same 

participant; 

2 close 

friend 

disclosures 

shared) 

51 50 8 months < 1 

month 

M 64 8 months + Yes 15 years 
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Table 2 

Initial Decisions to Disclose HD to a Close Friend 

This percentage 

of participants 

describe these decisions 

to disclose 

which are characterized by the following dimension(s). 

 (n = 6, or 50% ) Explained Symptoms of 
HD to Facilitate Mutual 
Understanding 

Explain diagnosis to prevent distress; Explain sickness; Explanation of 
illness in order to increase relational bond; Explanation protect friendship 

 (n = 5, or 42%) Existing relational history 
of openness. 

Tell each other everything; Trust in friend 

(n = 4, or 33%) Friend Inquiring Lead to 
Disclosure 

Disclosed because friend asked and wanted to know how to help her; Friend 
said to call after appointment therefore she knew she needed to call and tell 
her; Friend inquired about previous doctor’s appt. and told her as a method 
of venting; Friend inquiring lead to opportunity to disclose 

(n = 3, or 25%) Friend with Thyroid 
Problem/Similar 
Symptoms 

Knew friend had thyroid problems and disclosed to seek info; Friend 
brought up similar symptoms; Friend disclosed HD; Friend disclosed 
thyroid biopsy 
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Table 3 

Navigation of the Disclosure Process of HD to a Close Friend 

This percentage 

of participants 

describe navigation 

of the disclosure 

process 

which are characterized by the following dimension(s). 

 (n = 11, or 
92%) 

Disclosures Across 
Time 

Disclosing sensitive information after initial disclosure; Stopping further 
disclosures because friend was dismissive; Updating friends about the status of 
their condition after doctor’s appointments; Updating friends on status of 
symptoms of condition; Disclosing lifestyle changes 

(n = 10, or 
83%) 

Meeting Needs of 
Disclosure 

Experiencing positive emotions while disclosing; Experiencing difficulty 
disclosing because friend’s unexpected negative reaction; Experiencing difficultly 
disclosing because of personal emotions; Shifting disclosure experience once 
disclosure was mutual (Situational condition – friend also has HD); Navigating 
disclosure with caution in order to protect friendship; Experiencing emotionless 
disclosure due to personal disconnect 

 (n = 8, or 67%) Navigating Tensions 
by Purposeful Partial 
Disclosures 

Withholding info due to personal needs of being unready to disclose; Withheld 
information perceived as private; Withholding sensitive information in order to 
protect friendship; Shortening disclosure discussion because of friend’s 
unexpected reaction to information 

 (n = 2, or 17%) 

 
Providing Detailed 
Disclosures 

Proving detailed disclosures due to perception of friends’ interest; Providing 
detailed disclosures due to interest in friends knowing about Hashimoto’s disease 
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Table 4 

Perception of Close Friendship Post-Disclosure 

This 

percentage of 

participants 

describe perceptions of 

friendship post-disclosure 

which are characterized by the following dimension(s). 

 (n = 8, or 
67%) 

Initial Disclosures 
Shaping Perceptions of 
Closeness 

Strengthening closeness due to mutual understanding of both having 
HD/health problems; Strengthening closeness contributed to increased 
sharing of future personal topics; Reluctance to discuss symptoms for fear of 
receiving a negative/unhelpful response; Increasing feelings of social 
isolation due to feeling unable to relate; Avoiding conversation contributing 
to de-penetration of closeness; Declining friendship due to personal emotions 

(n = 3, or 25%) Initial Disclosures 
Shaping Perceptions of 
Support Received 

Feelings of caringness in the relationship; Feeling lack of support 

 (n = 1, or 8%) Supportive Behavior and 
Perceptions of Closeness 
Shifted Across Time 

Shifting roles in friendship lead to difficulty in friendship; Feeling lessening 
supportive behavior overtime; Feeling unsupported overtime due to 
emotional response of HD 

 (n = 2, or 
17%) 

 

Experiencing No Change 
in the Friendship After the 
Initial Disclosure 
Conversation 

No effect on friendship despite negative disclosure experience; Feelings of 
friendship being strong as ever 
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grocery shopping-related stress in parents (in press) 
 

National Communication Association Conference, Surviving Life – Post 
Community College (November 2019) 

International Communication Association Conference, Take a deep 
breath: The effects of television exposure & family communication on child-
accompanied grocery shopping-related stress in parents (May 2019) 
 

State Farm Newsroom, Classroom café: A recipe for success, (August 
2017)  
 

State Farm Newsroom, Hack Week yields pothole protection, (August 
2017)  

 

Illinois Country Living Magazine, Jump into action – Column, (August 
2017)  
Bunnies and hatchets and whip-purs, oh my! – Feature (September 2016)  
Curtis Orchard and Pumpkin Patch - Secondary Feature (August 2016)  
Creating the best of friends and future leaders - Column (August 2016) 
 

LEADERSHIP EXPERIENCE  

Lambda Pi Eta Chapter President/Secretary – ISU      
Fall 2016 - Spring 2018 

• National Communication Honors Society 

• Started ISU’s Communication transfer student mentorship program 

• Ran weekly meetings to discuss leadership opportunities 

• Organized panel for students interested in ISU’s communication 
graduate program 

• Hosted paper proofreading paper fundraiser 
 

Student Leadership Conference Committee – ISU                                       
Spring 2018 

• Organized Speakers for conference 

• Discussed different leadership needs of students 
 

College Academic Standards Committee – Lake Land College    
Fall 2015 - Spring 2016 
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Student Government President/Secretary - Lake Land College                
Fall 2014 - Spring 2016 
 
Organized and taught High School Leadership Camp (2 times)                        
Fall 2014 - 2015 

• Taught lesson on Communication in Leadership and Followership 

 
COLLEGIATE HONORS 

• Richter International Research Scholarship Recipient, Spring 2019 

• Lake Land College Student Success Story, 2018  

o https://www.lakelandcollege.edu/wp-content/uploads/2019/02/Sarah-
Locke.pdf 

• Who's Who Among Students in American Universities and Colleges, 
2016-Present 

• National Honors Society - Phi Theta Kappa, 2015-Present                     

• National Glenn English Cooperative Leadership Scholarship, 2016 & 
2017 

• ICCTA Paul Simon Community College Essay, 2015    
   

• Lake Land College Student Life Leadership Scholarship, 2015                                      

 


