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Between June and August, 1983, a postal survey was 

conducted to gather information on industrial mental health 

programs in mid-sized corporations in the Dallas-Fort Worth 

Metroplex. The sample included all companies listed in 

Standard and Poor's Register of Corporations, Directors, 

and Executives (1982) with an employee population of 500 

to 2,000. Approximately 27% of the responding corporations 

indicated that they had formal existing industrial mental 

health programs. The responses indicated that the majority 

of formal industrial mental health programs were located 

in banking, insurance, high technology, media, and pro-

fessional enterprises. The relationship between the size 

of companies and the provision of services was curvilinear. 

Respondents that had programs tended to view them 

as cost-effective. Respondents identified marital/family 

difficulties and alcoholism as the most serious employee 

problems. Respondents of the companies that had industrial 

mental health programs reported that they tended to be 

intervention-oriented. Prevention services were reported 
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to be offered by companies, including both those companies 

that had industrial mental health programs and those that 

did not. Company respondents indicated that they did 

training or wanted to provide training for supervisory 

identification of problem employees, communication 

effectiveness, skill development in decision-making and 

problem-solving. 

Recommendations were made by the investigator for 

training counselors in an interdisciplinary approach, 

utilizing both business and counseling principles. Areas 

of future research with industrial mental health programs 

were also suggested. 
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CHAPTER I 

INTRODUCTION 

Mayo and his associates (1933), in the landmark 

Hawthorne studies, concluded that the two major functions 

of an industrial enterprise are economic and social. 

Because these two functions are closely intertwined, it 

is critical that industry balance them in order to achieve 

maximum effectiveness. For example, economic viability 

is dependent upon production, a social function, which, 

in turn, is greatly affected by the mental health of the 

employees. Mental health intervention that deals with 

employees' reaction to stress or that enhances personal 

adjustment is, therefore, a necessary link to efficient 

production (Miller and Form, 1951). 

Additional support for the relationship between 

employees' psychological needs and industry's social 

function was provided by Peterson and Tracy (1979), who 

concluded that if management concerns itself with the 

social and psychological needs of employees, both parties 

will benefit by an increase in productivity. From a purely 

economic perspective, it seems that profit-minded corpo-

rations can no longer ignore the expensive stress-related 



costs of employee tardiness, absenteeism, poor decisions, 

terminations, dissention in workgroups, lost sales, lowered 

worker morale, overtime costs, disciplinary actions, and 

grievances. 

According to Schneider (1979), the most efficient 

and cost-effective manner to deal with declining performance 

caused by personal problems is to offer employees the option 

of mental health services. The provision of industrial 

mental health services is not a new or innovative concept. 

Although Sherman (1927) cited psychiatric involvement in 

industry as early as 1915, it was not until the early 1970's 

that a substantial number of programs were established 

nationwide. A growing number of corporations have recog-

nized the need to enhance the social function of their 

business by serving as mental health care providers for 

their employees (Manuso, 1981). 

Viewed in the broadest possible perspective, the role 

of industrial mental health provider includes both clinical 

and preventive activities. Clinical or problem-oriented 

approaches primarily involve diagnosis and treatment or 

referral of the identified employee. Preventive approaches 

include education, training, research, and policy 

consultation on leisure, recreation, retirement, stress 

management, and effective communication. Witte and Cannon 

(1979) stated that a combination of both the clinical and 



preventative approaches enhances corporate social responsi-

bility and cost-effectiveness. 

Purpose of the Study 

Although descriptive information which justifies the 

need for mental health programs was available, this 

investigator's review of library holdings, the computerized 

"dialogue" systems, and appropriate journals yielded sparse 

data pertaining to the incidence of currently existing 

mental health programs on a regional level. Neither Shain 

and Groeneveld's (1980) description of the components of 

employee assistance programs nor Wrich's (1980) overview 

of occupational alcoholism programs contained current data 

on the number of industrial mental health programs. The 

most recent information located was a description of 600 

programs by Roman in 1974 and a statement by Sonnenstuhl 

and O'Donnel (1980) that approximately 2,000 programs were 

developed between 1972 and 1978. This investigator found 

no data to indicate that there has been a systematic attempt 

to gather information on either the number or the components 

of industrial mental health programs in the Dallas-Fort 

Worth area. 

Traditionally, counselors have been trained to provide 

services in schools, agencies, and private settings. If 

counseling is being offered in the business setting, it 

would seem appropriate for Counselor Education Programs 



to become involved in the training of counselors for in-

dustry. Before any training for industrial counselors 

is initiated, it seemed appropriate to collect data on 

the number of businesses that offer such services, their 

perceived needs, and their future plans. This study was 

an attempt to gather this information and to suggest 

possible directions for training counselors. 

Research Questions 

The following research questions were utilized for 

data collection. 

1. What is the reported incidence of operating 

industrial mental health programs and the extent of employee 

participation in mid-sized corporations in the Dallas-Fort 

Worth Metroplex? 

2. What is the reported orientation of existing mental 

health programs: (1) problem/intervention, (2) educational/ 

prevention, or, (3) combination/broad-brush approach? 

3. What are the reported components of industrial 

mental health programs already in existence? 

4. What is the perceived level of satisfaction of 

the different intervention methods of existing industrial 

mental health programs? 

5. What is the rated relative need for adding new 

components to existing industrial mental health programs? 



6. What is the reported estimated degree of seri-

ousness of employee mental health problems? 

7. What is the perceived cost-effectiveness of having 

or initiating industrial mental health programs? 

8. What program components were identified as having 

the most potential value by corporation respondents that 

do not have industrial mental health programs but perceive 

them as being cost-effective? 

9. What is the reported relationship between a 

corporation's size and type of business and the existence 

of an industrial mental health program? 

Synthesis of Related Literature 

Historical Review 

Sherman's Review of Industrial Psychiatry (1927) gave 

a historical perspective of psychiatric involvement in 

industry. He cited C.C. Burlingame's work in 1915 with 

the Chaney Silk Company, E.E. Southard's investigation 

of emotional problems for the Engineering Foundation of 

New York in 1919, and a mental health service at the R.H. 

Macy Store in 1924. Sherman (1927) concluded that an 

evaluation of the total situation, which includes the 

worker's incentives, motivation, and immediate difficulties 

on the job, was the most successful method for intervention. 

Prior to the 1940's, the characteristic response of 

industry to the problem employee's alcohol abuse was denial 



of the problem coupled with the dismissal of those workers 

whose acohol abuse was most flagrant (Habbe, 1969). Dupont 

and Eastman-Kodak appear to have been the first American 

companies to reflect concern that the problems of alcohol-

related disorders was of a great enough magnitude to warrant 

the establishment of programs in the industrial setting 

to treat alcoholism (D'Alonzo, 1961; Norris, 1969; Presnall, 

1967). These programs became known as Occupational Alcoholism 

Programs and were the forerunners of industrial mental 

health programs. Following World War II, many mental health 

specialists began focusing on specific problems such as 

psychosomatic reactions, alcoholism, accidents, the aging 

worker, the executive and his emotional problems, techniques 

of management education, and the structure of the work 

environment (Manuso, 1981). In spite of the humanitarian 

and economic benefits, industrial mental health programs 

did not proliferate rapidly (Habbe, 1969; Norris, 1969). 

The Application of Psychiatry to Industry, a 1951 

paper on the American Psychiatric Association, stated that 

there were only six psychiatrists employed by industry 

or labor on a full-time basis in the early 1950's. Of 

the approximately 1,500,000 companies in the United States 

in 1959, there were only about 50 viable industrial mental 

health programs and these were designed primarily to treat 

alcoholism (Presnall, 1967). Roman (1974) reported that 

the number of these programs was around 600 in 1973, with 



one-half having been implemented since 1971. The number 

of industrial mental health programs continued to increase, 

paralleling the growth in industry (Manuso, 1981). Between 

1972 and 1978, U.S. businesses implemented approximately 

2,000 industrial mental health programs in response to 

a variety of individual emotional and social needs 

(Sonnenstuhl and O'Donnel, 1980). 

Incidence and Cost of Mental Health 
Related Problems 

The President's Commission on Mental Health (1978) 

reported that 25% of all Americans were suffering severe 

emotional stress and that one-third to one-half of all 

general medical practice patients presented stress-related 

problems. The Commission stated further that a majority 

of Americans are dying from stress-related disorders, which 

included heart attacks, associated hypertension, and 

coronary artery disease. 

In addition to stress-related disease, alcoholism 

continued to present a major problem for employees. The 

Comptroller General of the United States in 1979 estimated 

a 1.5% prevalence of alcoholism among workers in light 

industry and a 10% prevalence in heavy industry. The 

National Institute of Alcohol Abuse and Alcoholism (Goldberg, 

1978) estimated that 25% of the employed alcoholics were 

white collar workers, 30% were manual workers, and 45% 

were professional and/or managerial. Trice and Beyer (1977) 
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found that diagnosed alcoholics were found more frequently 

in low-status job situations. Kornhauser (1965) had earlier 

reported the same type of finding in a study of automobile 

workers, with employees in occupations which require greater 

skill and associated attributes having better mental health. 

Although the data is not conclusive as to which job category 

has the greatest percentage of problems, the information 

provided does substantiate the existence of a serious problem 

among employees. 

A survey conducted by Slotkins, Levy, Wetmore, and 

Rush (1971) of companies in metropolitan Chicago, found 

that 72% reported having alcoholic employees. Trice and 

Roman (1978) estimated that between 3% and 4% of an average 

workforce will be deviant drinkers at any point in time. 

In addition to alcoholism problems, Manuso (1981) indicated 

the majority of the problems seen in an industrial mental 

health program located in an insurance company presented 

personal, situational, or interpersonal problems. Of the 

500 people seen, 13% of the total corporation's population, 

the problems were classified as: anxiety disorders, 25%; 

depression, 20%; stress-related disorders, 15%; substance 

abuse, 15%; situational problems, 10%; all others, 15%. 

Although past research does not provide definitive 

evidence to establish the causes of mental health problems 

in the workplace, a wide range of conditions has been pro-

posed as contributing factors. Burlingame (1948) stated 



that the causes of emotional disturbances were primarily 

the result of an individual's home, or non-work social 

setting surrounding the job situation, rather than the 

job situation itself. Filiopwicz (1979) concurred with 

this conclusion when she stated that although the en-

vironment may trigger, exacerbate, or magnify pre-existing 

pathology, the work environment is a neutral ground. Work 

does not necessarily cause problems; people at work have 

problems. The U.S. Health, Education, and Welfare Special 

Task Force on Work (1973) stated that non-supportive jobs, 

work addition, occupational obsolescence, role stress, 

and unstructured environments, particularly for certain 

personality types, appeared to cause the kind of anxiety 

that may lead to or aggravate alcohol or drug abuse and 

addiction. 

The work-based costs of employees with mental health 

problems have been classified into three types: (a) those 

stemming directly fromt he employee's work behavior; (b) 

the impact of the problem employee on other employees; 

and, (c) the cost of providing services for the employee 

(Trice and Roman, 1978). Information on the costs directly 

related to the employee's work behavior suggest that employee 

mental health problems are extremely costly for businesses. 

Employees with emotional problems cost U.S. businesses 

approximately $17-$25 billion annually (Goldberg, 1978). 

According to the Industrial Alcoholism Institute (cited 



10 

in "More Help," 1979), problem drinkers alone accounted 

for $5-$15 billion of these costs or the equivalent of 

one-fourth of the worker's salary. These costs stem from 

higher absenteeism and tardiness, an accident rate two 

to four times greater than non-drinkers, three times as 

many medical benefits, and early retirement. 

Components of Industrial Mental 
Health Problems 

Employers who recognize the need to respond to their 

employee's mental health needs are faced with the challenge 

to develop an orderly, systematic, and competent approach. 

According to Prien, Jones, Miller, Galkin, and Sutherland 

(1979), constructive intervention includes actions designed 

to: (a) prevent the occurrence of problem behaviors; (b) 

provide crisis intervention and remediation at the time 

of failure; and/or, (c) treatment intervention to facilitate 

recovery following failure. Treatment intervention, a 

more recent phenomenon, requires an identification of 

behaviors which result in failure and/or those conditions 

which cause failure. Preventive intervention is designed 

for all members of an organization by providing information 

and education on the determinants of personal adjustment/ 

failure. 

Treatment-based industrial mental health programs 

generally deal with personal-emotional problems. These 

include, although not exclusively, alcoholism, substance 
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abuse, depression, marital/family conflicts, and other 

mental health problems. The results of these problems 

can be observed in the work environment through decreased 

productivity, increased asbsenteeism, aggressiveness towards 

co-workers and supervisors, increased accidents, and 

intoxication on the job. In the preventive approach, 

professional counselors offer information through training, 

seminars, and employee publications. These areas may include, 

but are not limited to, leisure programs/counseling, financial 

and legal counseling, educational training, stress management 

seminars, interpersonal communication training, retirement 

planning, and information seminars on family, marriage, 

and other life-enhancing topics. The most recently evolved 

system for the provision of industrial mental health services 

is referred to as Employee Assistance Programs (EAP). In 

general, EAP1s include policies and procedures adopted 

by employers in order to identify problem employees as 

manifested by deteriorating job performance (Shain and 

Groeneveld, 1980) and to refer or encourage them to get 

assistance before poor job performance results in termination 

(Wrich, 1980). The contribution of EAP's as described 

by Sonnenstuhl and O'Donnel (1980) has been to provide 

a formal structure that assists employees in receiving 

counseling and clinical services for their personal problems. 

This structure complements the corporate system and other 
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personnel programs by providing a method for disentangling 

employee problems from routine personnel problems. 

A description of industrial mental health programs 

by Wrich (1980) suggested that they may be located in medical 

or personnel departments or in the office of a senior 

executive. The programs include either part-time outside 

consultants, full-time staff, or a combination of both. 

The size of program and type of services offered was 

generally influenced by the size of the corporation and 

the financial support available. 

Although existing programs were diverse in the provision 

of services, the basic components of Employee Assistance 

Programs, according to Shain and Groeneveld (1980), were 

1. Policy and procedure—These guidelines identified 

the responsibilities of the company and the employees 

concerning mental health problems that have an adverse 

impact on job performance; 

2. Employee education programs—Education and 

prevention programs taught employees to take responsibility 

for their emotional well-being, to recognize early signs 

of a problem, and to refer themselves for help before the 

problem becomes a crisis for the individual and the organi-

zation ; 

3. Supervisory training—Instruction of supervisors 

included information on the utilization of the complex 

process of performance appraisal to focus on the 
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communication between employee and supervisor. Managers 

learned how to penetrate employee denial of a problem by 

effectively using job performance and documentation to 

identify and refer the employee for assistance before the 

problem reached the point of termination; 

4. Counseling--This component included a confidential 

diagnosis of the problem, treatment and/or referral either 

through corporate programs or community networks. 

Effectiveness and Rationale 

One of the reasons for companies to become involved 

in delivering mental health services is that there has 

been a demonstrated improvement in the employee's level 

of functioning following intervention. In a study of war-

time industry, Burlingame (1948) stated, without giving 

specific data, that minimum on-the-job treatment resulted 

in conspicuous on-the-job improvement. Schneider (1979) 

stated that a well-run program with appropriate treatment 

and aftercare facilities can anticipate a minimum success 

rate of 70%-75%. 

Additional contemporary studies supported this reported 

level of effectiveness of services. Among benefits reported 

were improved attendance, job performance, and job satis-

faction, as well as lower costs for indemnity, sickness, 

accidents, and medical expenses (Cunnich and Marchesin, 

1977; Dunne, 1977; "Employee Counseling," 1978; Jones, 
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1977; Manuso, 1981; Reiss, 1967). Stesson (1977) also 

reported a decrease in disciplinary actions and grievances. 

If employees were viewed as a financial investment, 

it would seem to be beneficial for the company to protect 

that investment by reducing deterrents to good performance 

and productivity. Prien, et al. (1979) stated that 

corporate-initiated mental health services were designed 

primarily to protect a company investment and are not the 

manifestation of a social consciousness. 

In addition to financial reasons, other factors have 

led employers to develop industrial mental health services. 

First of all, the workplace is a logical arena to provide 

mental health services because, as Pockrass (1968) stated, 

counseling takes place constantly in the work environment. 

Additionally, corporations are increasingly viewing them-

selves as health care providers and have begun to offer 

mental health services as well as physical health programs 

(Manuso, 1981). Social responsibility was also given as 

a reason for initiating services. Manuso (1981) stated 

that employers have responded to a demand from a "new breed" 

of employees who are younger, more politically and socially 

sensitive, and more insistent on corporate responsibility 

and its associated services. 

While the employer has served as a provider of mental 

health treatment services, increased public sophistication 

has resulted in an increased demand for clinically trained 
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specialists to extend their services beyond just the 

treatment of mental health problems (Slotkin, et al., 1971). 

Moreover, the employment setting may provide the advantage 

of early problem identification through the documentation 

of deteriorating job performance. Such identification 

would enable treatment to be provided before the employee 

progresses to a stage at which the probability of successful 

intervention is decreased. 

In summary, industrial mental health programs have 

grown in the past decade (Toomer, 1983). There appears 

to be adequate data to conclude that mental health related 

problems result in a huge cost to industry. This cost 

is reflected in actual dollars due to lost time on the 

job, poor quality of performance, and the cost of inter-

vention with both medical and counseling activities. These 

can be extended to include human costs such as the effects 

on the individual, family, and community. The reporting 

of the rate of mental health problems in industry varied, 

but most reports indicated there was an incidence of mental 

health problems in the industrial setting. Cairo (1983) 

went beyond monetary issues and argued that because employees 

spend roughly one-third of their lives working, managers 

have a social responsibility for the mental health of their 

organizations and employees. 

Current: research has indicated a high degree of 

effectiveness in corporations with between 5,000 and 20,000 
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employees. The available data primarily used cost-

effectiveness of the intervention programs as the basis 

for the conclusion. Assessment of the effectiveness of 

prevention activities appeared to be more difficult to 

conduct. There have been some conclusions drawn that suggest 

an increase in employee morale, loyalty to the company, 

and early interventions as a result of prevention programs. 

Counselor Training 

Counseling appears to have a foundation of available 

expert technology from which to draw for both intervention 

and prevention activities in industrial mental health pro-

grams. Osipow (1983) cited counselors' abilities to intervene 

at the individual, group, and systems level in organizations. 

Osipow (1983) further elaborated that there was a generally 

growing agreement that mental health issues correlated 

with, reflected, and are related to career issues in adults. 

Kornhauser's (1965) book, Mental Health of the Industrial 

Worker, defined mental health as those behaviors, per-

ceptions, and feelings that determine a worker's overall 

level of personal effectiveness, success, happiness, and 

excellence of functioning as a person. It would seem that 

industrial mental health programs are one way to facilitate 

workers' behavior, perceptions, and feelings through both 

intervention and prevention activities. 
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Recently, attention has been given to counseling in 

industrial settings. Toomer (1983), Osipow (1983), and 

Stern (1983) addressed the counselor as a consultant in 

business. Gavin (1983) stated that counselors shoudl have 

a knowledge of the context of the business environment 

and such complex issues as organizational power, politics, 

and profitability. Wilbur and Vermilyea (1983) suggested 

specific business courses that would cover budgets, staffing, 

and resource management for managers of industrial mental 

health programs. Curriculum that included theories in 

leadership, motivation, general systems theory, the 

application of these theories in organizations, and per-

formance development intervention has been suggested by 

Stark and Roman (1983). Stern (1982) suggested an inter-

disciplinary approach in the counseling area about 

individual, interpersonal, group, intergroup development 

and change. Business area courses would include human 

resources information systems, finance, management de-

velopment, productivity, communications, media, and computer 

technology. Lacy (1983) suggested an interdisciplinary 

approach grounded xn individual and small group diagnostic 

skills whereby counselors would build effective relationships 

with line managers, understand business strategy and daily 

operational activities, and be able to converse in the 

language of business. Osipow (1983) suggested both an 

interdisciplinary and minor track approach to training. 
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Areas such as organizational development, consultation, 

prevention through system changes, stress management, general, 

personal family counseling, and industrial/organizational 

psychology would be included in the cirriculum. Toomer 

(1983) recommended that the areas to be studied include 

retirement programs, supervisory communication skills, 

team effectiveness, managerial working, performance 

appraisal, creative problem solving, and the application 

of learning theory to the business environment. Stark 

and Roman (1983), Toomer (1983), and Osipow (1983) all 

strongly emphasized practicums and internships in business 

settings. 
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CHAPTER II 

METHODOLOGY 

In this survey, the investigator utilized a descriptive 

survey questionnaire designed to identify and collect data 

on the incidence and components of industrial mental health 

programs. It was directed at an operationally defined 

finite population within a distinct geographical area. 

The procedure included an initial mailing with follow-up 

that involved a second mailing and telephoning non-

respondents . 

According to Silvey (1975), the primary objective 

of a descriptive survey is to clarify the incidence of 

some facet of social life or activity in a population. 

Collection of information through a postal survey is 

appropriate when the population is small, below 200, 

(Maclean and Genn, 1979) and the information desired is 

simple, factual, and straightforward (Moser, 1958; Silvey, 

1975). Moser (1958) further stated that a mailed question-

naire is most effective with an educated sample of the 

population that has an interest in the expressed topic. 

A postal survey was used in this study because the 

population was relatively small and the respondents were 
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assumed to be educated and interested in industrial mental 

health services. As suggested by Weisberg and Bowen (1977), 

the design included follow-up after the initial mailing 

to ensure the highest possible return rate. 

Population 

The survey population of mid-sized corporations in 

the Dallas-Fort Worth Metroplex was defined for this study 

as companies employing 500 to 2,000 people. The Standard 

and Poor's Register of Corporations, Directors, and 

Executives, Volume 3, (1982) was utilized as the reference 

source to identify the corporations and appropriate personnel 

Because the population was small, the entire population 

was surveyed. One hundred forty-one mid-sized corporations 

were identified within the Dallas-Fort Worth Metroplex. 

The original identified population of 141 companies that 

received surveys was ultimately reduced to 117 corporations. 

Eight of the original companies identified had discontinued 

business; two companies had merged with larger companies 

and did not meet the size criterion; four companies had 

a population which was too small to be included; and eight 

companies returned letters refusing to participate. In 

addition, two companies were wholly owned subsidiaries 

managed by two other companies within the population, further 

reducing the population by two corporations. 
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Standard and Poor's Register of Corporations, Directors, 

and Executives, Volume 3, (1982) listed the name of the 

corporation, the address, the number of employees, the 

type of business(es), and the names of executives. Companies 

were operationally defined as being in the Dallas-Fort 

Worth Metroplex if the mailing address was in one of the 

following locales: Arlington, Bedford, Carrollton, Dallas, 

DeSoto, Duncanville, Euless, Farmer's Branch, Fort Worth, 

Garland, Grand Prairie, Hurst, Irving, Lancaster, Lewisville, 

Mesquite, Piano, or Richardson. Dallas had an original 

listing of 85 corporations, Fort Worth had 35, and the 

other cities combined had 21. 

Instrument 

The questionnaire was based on information from a 

pilot project conducted in EDSS 611, a doctoral course 

in career development in the Counselor Education Department 

at North Texas State University. The original questionnaire 

(Appendix B) was mailed to the top 100 corporations in 

Dallas and Fort Worth, as determined by 1980 revenues. It 

was utilized to collect data about Human Resource Development 

Programs and Employee Assistance Programs. This survey 

had a return rate of 25%. There was an initial mail-out 

and no follow-up. 

The questionnaire (Appendix C) utilized in this study 

was revised from the original instrument. The questionnaire 
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was designed to gather descriptive information about the 

incidence and components of industrial mental health 

services, the perceived seriousness of a broad category 

of mental health problems, and the existing policies for 

dealing with these problems. Areas in the original survey 

that addressed themselves to subjects other than industrial 

mental health were not included. The areas deleted were: 

educational development, career vocational development, 

and career incentives. Five Likert scales were added to 

this questionnaire. The number of general questions was 

reduced from 26 to 14. Questions were revised in order 

to educate the respondents and enable them to give an 

accurate response. 

To establish face validity, the questionnaire was 

submitted to two judges who were experts in the survey 

method of research (see Appendix C). In addition, the 

instrument was reviewed for adequacy by the investigator's 

Doctoral Committee. 

Demographic data included the company name, the name 

of the respondent, the company address, and the type of 

business in which they were engaged. These were coded 

to insure confidentiality of information. The respondent 

was able to indicate if he/she would like to receive a 

copy of the survey results upon completion of the analysis. 
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Procedures for Data Collection 

The design for the collection of data was based on 

a synthesis of information provided by the following authors 

and their relevant publications: M. Maclean and H. Genn, 

Methodological Issues in Social Surveys, (1979); S. Nowak, 

Methodology of Sociological Research, (1977); J. Silvey, 

Deciphering Data, The Analysis of Social Surveys, (1975); 

and H. Weisberg and B. Bowen, An Introduction to Survey 

Research, (1977). 

Cover letters (see Appendix D) were on North Texas 

State University letterhead. They were factual, explanatory, 

educational, and succinct. In addition, the letter insured 

confidentiality. The mailing included a self-addressed, 

stamped envelope for return of the survey. 

The questionnaire was mailed to the directors of the 

personnel or the human resources department as listed in 

tlie Standard and Poor Register of Corporations, Directors, 

and Executives, Volume 3, (1982). When those names and 

positions were not listed, the questionnaire was mailed 

to the highest ranking corporate officer listed, such as 

the president or chief executive officer, with a request 

to forward the survey to the appropriate person. The time 

framework and design for conducting the survey and follow-up 

were as follows: 
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Week 1: 

Week 3: 

Week 4: 

Week 6: 

Week 7: 

Week 10: 

Mail the survey. 

Receive completed surveys. 

Mail the follow-up surveys. 

Receive completed surveys. 

Contact non-respondents by telephone. They 

were offered the option of completing the 

questionnaire personally or by telephone 

interview. A new survey was mailed when 

requested. 

No surveys were received after this date. 
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CHAPTER III 

RESULTS 

There were 59 respondents which translated to a return 

rate of 50.4%. There were 25 respondents from personnel/ 

human resources departments. Eight of those were vice-

presidents, 12 were directors, 3 were managers, and 2 were 

assistants. There were 5 respondents from the employee 

benefits department, 2 administrators, and 3 coordinators. 

Five respondents were in the industrial relations department, 

one vice-president, and 4 managers. Four respondents were 

employee relations managers. Three directors of employee 

assistance programs responded. There were 2 presidents 

who responded. One president and chief-executive officer, 

one chairman of the executive committee, one chairman, 

one vice-president of administration, one director of 

training and development, one safety director, one regis-

tered nurse, and one controller were respondents. There 

was one respondent that left job title blank. 

The firms that responded to the survey ranged in size 

from 500 to 2,000 employees, with a total population of 

approximately 63,250 people. The number of people employed 

by the firms which had existing programs was approximately 
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16,179 or 25.6% of the total employed population represented 

by organizations that responded. The companies which were 

represented in the return sample were distributed throughout 

the Metroplex with 32 from Dallas, 19 from Fort Worth, and 

8 from suburban areas. 

Research question one asked for the reported incidence 

of industrial mental health programs. Of the 59 returns, 

68% (N=40) did not have formal industrial mental health 

programs, 5% (N=3) were planning to institute formal 

industrial mental health programs, 2% (N=l) had discontinued 

industrial mental health programs, and 25% (N=15) had 

existing formal industrial mental health programs. 

To answer research question two, the existing formal 

industrial mental health programs were determined to have 

either a prevention, intervention, or broad-brush orientation 

by totaling the number of prevention activities and totaling 

the number of intervention activities provided. A frequency 

distribution of the total number of prevention and inter-

vention activities revealed that 100% of the programs 

provided at least one intervention component while only 

40% provided prevention services. Figure 1 depicts the 

distribution of services provided in companies with and 

without formal industrial mental health programs. In 

addition to the services provided by the formal industrial 
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mental health programs, 23% of those respondents which 

did not have formal industrial mental health programs 

reported provision of some prevention services, and 77% 

of the respondents who did not identify themselves as having 

industrial mental health programs reported the provision 

of intervention services. 

One htindred percent of the programs provided confidenti-

ality of employee problems (see Figure 1). Eighty percent 

had written policies to define the procedures for dealing 

with alcoholism, emotional problems, or personal problems. 

Disciplinary procedures for employees who do not improve 

performance after intervention existed in 80 percent of 

the programs. 

The personnel department had administrative responsi-

bility for 87% of the industrial mental health programs. 

This administrative responsibility was shared with management 

in 33% of the industrial mental health programs, and with 

the medical department in 20% of the industrial mental 

health programs. Thirty three percent of the employee 

assistance programs shared administrative responsibilty 

with the personnel department. The employee assistance 

programs only accounted for 20% of the administrative 

responsibility for industrial mental health programs. 

Unions were not responsible for the operation of any of 

the programs in this study. Administrative and structural 

components are shown in Table 1. 
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TABLE 1 

ADMINISTRATIVE COMPONENTS OF FORMAL 
MENTAL HEALTH PROGRAMS (N=15)* 

Department Percentage (N) of 
Administering Companies with 
Program Component 

Personnel . . . . . 87% (13) 
Medical 20% (3) 
Management 33% (5) 
Union -0-
Other (Employee Assistance 

Program) 20% (3) 

Monitors 
Progress 

Immediate Supervisor 53% (8) 
Personnel Department 60% (9) 
Medical Department 33% (5) 
Self-Report 13% (2) 
Professional Opinion 33% (5) 
No Monitoring 7% (1) 
Other 27% (4) 

Methods 
for Employee 
Assistance 

Supervisory Referral 87% (13) 
Self-Recognition/ 

Self-Referral 60% (9) 
Program Publicity 87% (13) 
Employee Education 67% (10) 
0 t h e r 13% (2) 

*N is greater than 15 due to multiple responses 

Program publicity and supervisory referrals were used 

in 87% of the programs as a means of making employees aware 

of the choices available to them if they have problems 

which affect their performance and behavior at work. Employee 
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education is reported to be utilized in 67% of the industrial 

mental health programs and 60% use self-recognition and 

self-referral. 

Employee progress after intervention was monitored 

by the personnel department in 60% of the organizations. 

The immediate supervisor monitored progress in 53% of the 

firms. A medical department had responsibility in 33% 

of the industrial mental health programs. A professional 

opinion was utilized in 33% of the companies, and self-report 

was utilized in 13%. Monitoring was not done in 7% of 

the firms. 

Based on the percentage of employees involved in each 

of the components offered, the most highly utilized was 

out-patient treatment with up to 30% of the employees 

typically participating annually. In-patient treatment, 

in-house counseling and aftercare or follow-up were typically 

used by a maximum of 10% of the employees in a year. The 

"approximate average length of time" that employees spend 

in treatment ranged from one week to two years. In-patient 

treatment ranged from one to twelve weeks; in-house counseling 

lasted from one to eight weeks; and aftercare or follow-up 

was reported to have lasted up to two years. 

Assuming that an employee had completed an effective 

treatment program, the effect that participation in mental 

health services had on career advancement opportunities 

was reported to depend upon job progress in 53% of the 
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companies. No effect was reported in 7%, and 40% reported 

that it would have a positive effect upon career advancement 

opportunities. None of the companies having mental health 

programs reported a negative effect. 

Research question four asked for the level of satis-

faction with services. Overall, organizations were more 

satisfied than dissatisfied with all facets of mental health 

services. Table II shows the percentage and number of 

companies who were satisfied, dissatisfied, and didn't 

know/didn't: respond. Respective percentages of those 

reporting satisfaction were as follows: in-house counseling 

TABLE II 

SATISFACTION WITH METHODS OF TREATMENT (N=15) 

Method 

Level of 
Satis-
faction 

In-House 
Counsel-
ing 

Outside 
Agencies 

and 

Consultants 

Hospital 
Programs 

Alcoholism/ 
Drug 

Treatment 

Combin-
ation 
of In-
House 
Coun-
seling 
8c Refer-
rals 

Dissatisfied 
(N) -0- 71 (1) 7% (1) 7% (1) 7% (1) 

Satisfied 
(N) 33% (5) 80% (12) 33% (5) 67% (10) 47% (7) 

No Response./ 
Don't Know 

(N) 67% (10) 13% (2) 60% (9) 27% (4) 47% (7) 
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programs, 33%; outside agencies and consultants, 80%; hospital 

programs, 33%; alcoholism/drug rehabilitation centers, 

67%; and combination of in-house counseling and outside 

referrals, 47%. Dissatisfaction was reported by 7% of 

the firms for all the components except in-house counseling, 

for which there was no reported dissatisfaction. 

A chi-square test for independence X^(8, N=15)=13.037, 

ns, was performed with the level of satisfaction as the 

independent variable and method of treatment as the dependent 

variable. Because the respondents reported relatively 

little dissatisfaction on every method, it is logical that 

there would be no significant difference between methods. 

Responses to research question five, regarding 

priorities for expansion of intervention services are 

displayed in Table III. The intervention component which 

received the largest percentage, 40%, of medium to high 

priority ratings was in-house identification and referral 

to an outside resource. Providing education and/or training 

programs for employees on problem prevention was a medium/ 

high priority for 33% of the companies. In-house counseling 

was a medium/high priority for 20% of the programs, while 

both in-patient services and combining in-house identi-

fication/counseling with referral was a medium/high priority 

for 13% of the firms. 

Priorities for prevention components are shown in 

Table IV. Communication effectiveness training, 53%, and 
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TABLE III 

PRIORITIES FOR ADDITION OF INTERVENTION SERVICES 
IN COMPANIES WITH EXISTING PROGRAMS (N=15) 

Service Priority Level 

Currently 
Provide 

% (N) 

Medium/High 
Priority 
% (N) 

No/Low 
Priority 
% (N) 

Undecided/ 
Don't Know 

% (N) 

In-House 
Counseling 27% (4) 20% (3) 53% (8) -0-

In-House 
Identification 
and Referral 60% (9) 40% (6) -0- -0-

Combination of 
In-House and 
Referral 40% (6) 13% (2) 27% (4) 20% (3) 

Supervisory 
Training 100% (15) -0- -0- -0-

In-Patient 
Programs 7% (1) 14% (2) 60% (9) 20% (3) 

Employee 
Education on 
Mental Health 
Problems 60% (9) 33% (5) -0- 7% (1) 

skill development in decision-making and problem solving, 

47%, were the most frequently reported medium/high priorities 

as well as the most frequently provided. Retirement 

counseling/planning and recreational programs were rated 

as medium/high priorities by 40% of the programs. Inter-

personal relationship training received a medium/high rating, 

33%, and a no/low rating by 20%. Physical fitness programs 
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TABLE IV 

PRIORITIES FOR ADDITION OF PREVENTION SERVICES 
IN COMPANIES WITH EXISTING PROGRAMS (N=15) 

Service Priori Lty Level 

Currently 
Provide 

% (N) 

Medium/High 
Priority 
% (N) 

No/Low 
Priority 
% (N) 

Undecided/ 
Don't Know 

% (N) 

Legal Counseling 20% (3) 20% (3) 46% (7) 13% (2) 

Financial 
Counseling 20% (3) 27% (4) 20% (3) 33% (5) 

Retirement 
Counseling 27% (4) 40% (6) 27% (4) 7% (1) 

Physical Fitness 7% (1) 27% (4) 46% (7) 20% (3) 

Skill Develop-
ment in Prob-
lem -Solving 40% (6) 47% (7) -0- 13% (2) 

Communicat ion 
Effectiveness 40% (6) 53% (8) -0- 7% (1) 

Interpersonal 
Relationship 
Training 33% (5) 33% (5) 20% (3) 13% (2) 

Recreational 
Programs 11 (1) 40% (6) 40% (6) 13% (2) 

as well as financial counseling/planning were rated medium/ 

high priorities by 27% of the companies. Physical fitness 

programs were given a no/low priority rating by 46% of 

the companies and financial counseling by only 20%. 

Few obstacles for development of industrial mental 

health programs were identified. There were no obstacles 
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reported iri 53% of the programs. Financial problems were 

reported by 27%. Lack of qualified personnel, management 

indifference, and employee assistance were each reported 

by only one company, 7%. Obstacles reported by all companies 

are shown in Table V. 

TABLE V 

OBSTACLES TO DEVELOPMENT OF PROGRAMS IN COMPANIES WITH FORMAL 
PROGRAMS (N=15) AND COMPANIES WITHOUT FORMAL PROGRAMS (N=44) 

Obstacles Category of Company 
Companies with 

Programs (a) 
% (N) 

Companies Without 
Programs (a) 
% (N) 

Financial 27% (4) 50% (22) 

Lack of 
Qualified 
Personnel 7% (1) 43% (19) 

No Perceived 
Need -0- 41% (18) 

Management 
Indifference 7% (1) 11% (5) 

Employee 
Resistance 7% (1) 16% (7) 

No Obstacles 53% (8) 16% (7) 

(a) The total percentages are greater than 100% because 
some organizations identified more than one obstacle, 
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In response to research question six, organizations 

rated the seriousness of eight problems which related to 

employee mental health. The ratings on each of the problems 

for all organizations are shown in Table VI. A chi-square 

test of independence was performed with the seriousness 

of the problem as the independent variable. Since cell 

sizes were too small with a 10 cell design, the independent 

variable responses were combined into three categories: 

(1) no response/undecided, (2) no problem/small problem, 

and (3) medium/major problem, to produce a six-cell design. 

The ratings of seriousness on four of the problems 

were significantly different between the companies with 

programs and those without programs. Those problems which 

could be labeled individual-level problems--alcoholism, 

drug abuse, mental health problems, marital/family 

problems--were rated as significantly more serious by 

respondents with programs (see Table VII). Organizational 

level problems—absenteeism, tardiness, low productivity, 

low quality performance—were rated similarly with no sig-

nificant differences in ratings. 

In six of the chi-square tests, the expected cell 

frequency was less than five in over 20% of the cells. 

While this violates an assumption of the chi-square test, 

Roscoe and Byar (1971) found that this assumption resulted 

in extremely conservative tests. They found that an 
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acceptable .05 level was achieved with the average expected 

cell frequency as low as two. However, with departures 

from the uniform, the average expected cell frequency 

must be increased to six. The average expected cell 

frequency in each of the tests in this study was 9.8. 

Therefore, the chi-square statistic as given is assumed 

to be a valid test of independence. 

TABLE VII 

CHI-SQUARE TEST OF INDEPENDENCE FOR DIFFERENCES 
BETWEEN COMPANIES WITH AND WITHOUT PROGRAMS ON 
PERCEIVED DEGREE OF SERIOUSNESS AND EMPLOYEE 

PROBLEMS (N=59) 

Problem 

Chi-Square 
Statistic 

X2 

Degrees of 
Freedom 

Level of 
Significan< 

P 

Alcoholism 8.029 2 .05 

Drug Abuse 12.463 2 .01 

Mental Health 
Problems 9.803 2 .01 

Marital/Family 
Problems 8.547 2 .01 

Absenteeism .593 2 ns 

Tardiness 2.603 2 ns 

Low Productivity .216 2 ns 

Low Quality 
Performance .230 2 ns 
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Additionally, a linear regression was performed to 

determine if having a mental health program predicted the 

ratings of the seriousness of the problem. The independent 

variable (existence or non-existence) accounted for 15.8% 

of the variance on the rated seriousness of the problems, 

F(1,58)=4.13, p< .05. It appears, therefore, that 

organizations with programs are more likely to be aware 

of problems. 

For research question seven, to obtain the perceived 

cost-effectiveness of having programs, respondents were 

asked to rate the extent to which industrial mental health 

programs were considered cost-effective on a scale from 

not at all cost-effective" to "very cost-effective." 

Respondents for organizations with formal industrial mental 

health programs tended to view the services as cost-effective. 

Seventy-three percent reported that the programs were very 

cost-effective and 27% reported that they were undecided/ 

didn't know. Fewer respondents of companies without programs 

rated mental health services as cost-effective or very 

cost-effective, 13%, while a much larger percentage, 57%, 

reported that they were undecided/didn't know. The ratings 

of "not at all" and "seldom cost-effective" were given 

by 20% of the respondents without programs. 

A chi-square test of independence was performed with 

cost-effectiveness as the independent variable and the 

existence oi an industrial mental health program as the 
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dependent variable. There was a significant difference, 

X 2 ( 2 , N = 5 9 ) 2 0 . 3 7 , p < . 0 0 1 , between the ratings of companies 

with formal programs and those without programs. In addition, 

when a linear regression was performed, with the existence 

of a program as an independent variable and perceived 

cost-effectiveness as a dependent variable, there was a 

significant relationship ( F ( l , 5 8 ) - 7 . 9 7 , p < . 0 1 ) . 

Research question eight identified the program com-

ponents which were the highest priorities for addition 

of services by respondents that did not have industrial 

mental health programs but perceived them as cost-effective. 

The number of respondents in this analysis was so small 

(N=6) that the results were not assumed to represent any 

important findings regarding priorities for program de-

velopment. The priorities of all companies without programs 

are shown in Table VIII. 

Research question nine tested the relationship between 

demographic characteristics, size, and type of business, 

of the organizations and the existence of an industrial 

mental health program. The correlation, r=.13, between 

the existence of an industrial mental health program and 

the size of the program was not significant. The low 

correlation between existence of a program and size of 

the company is explained by the frequency distribution 

which indicates a relationship which was more curvilinear 

than linear. Size ranged from 5 0 0 to 2 , 0 0 0 employees and 
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was divided into 7 intervals. Eighty percent of the programs 

in existence were established by companies with a range of 

750 to 1,499 employees. No company with less than 750 

employees had a program, and the remaining 20% existed in 

corporations with between 1,750 and 2,000 employees. 

Organizations were classified by nature of business 

into eight categories. Eighty percent of the programs were 

evenly distributed between four of the categories: (1) 

financial/banking, (2) insurance, (3) media, and (4) 

computer/electronic business. Two categories, manufacturing 

firms and retail sales, did not have any industrial mental 

health programs in existence. Energy related industries 

had 13% of the current programs, while business service 

industries had 7%. Figure 2 depicts the percentage of 

programs and the percentage of respondents in each category. 

An analysis of variance which compared the types of businesses 

with the existence of a formal program revealed that a 

significant difference existed between groups (F(7,51) 

— 8.87, p <.001). Pairwise comparisons of the groups were 

conducted using Modified Fisher's Least Square Test of 

Comparisons. No significant (p< .05) differences were found 

between insurance, media, computer, or financial companies. 

Also, there were no differences between manufacturing, 

energy, retail/sales, or business services companies. 

There were significant differences between each of the 

four former companies and each of the four latter. This 
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Type of Business 

Insurance 

Media 

Computer/Electrical 

Financial/Banking 

Energy-Re1ated 

Business Services 

Manufacturing 

Retail/Sales 

Percentage 

/ / / / / / / / / /777T7I 20% 

5% 
/ / / / / / / / / //77T71 20% 

7% 
/ / / / / / / / / / /77T7"! 20% 

I 10% 
niinniiiiUT\ 20% 

12% 
//////////I 13% 

//////I 7% 
10% 

35% 

14% 

0 5 10 15 20 25 30 35 40 

Percentage of respondents 

/ / / / / 7" I Percentage of formal programs 

Figure 2--A comparison of type of business by the 
percentage of formal programs and respondents. 

suggests that four types of companies in this study-

insurance, media, computer, and financial—are more likely 

to have formal mental health programs than either energy-

related, manufacturing, business services, or retail/sales, 
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CHAPTER IV 

DISCUSSION 

Most of the current literature on industrial mental 

health programs has been based on studies of services pro-

vided in large corporations or on case studies of well-

developed programs. There is a lack of information on 

the existence of programs in mid-sized and small businesses. 

In addition, there appears to be limited knowledge of the 

types of services being offered, how programs are adminis-

tered, and the perceived value of providing mental health 

services in mid-sized corporations. This study was designed 

to provide information on (1) the incidence of and types 

of mental health services in mid-sized corporations, (2) 

the perceived nature of employee problems in mid-sized 

corporations, and (3) possible areas of training for 

counselors which would be consistent with the identified 

role for counselors in an industrial setting. 

The results of this study indicate that mid-sized 

companies that offer mental health services are generally 

not the service provider. The scope of programs in these 

companies is limited to less costly services which can 

be tailored to meet employees' needs and purchased from 

50 
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external sources. Since the number of employees is fairly 

small, referral to outside agencies and consultants is 

probably more cost-effective. 

Wrich (1980) concluded that the size of a corporation 

influenced the provision of mental health services. The 

results of this study do not support this conclusion and 

suggest that the type of business, rather than size, is 

more closely related to the existence of formal mental 

health programs in mid-sized corporations. Other factors 

such as the loss of a valued employee, cost and time required 

to replace employees, and a proactive view about the quality 

of life for employees may also be major considerations 

for smaller firms that have programs. Since a large 

percentage of programs was offered in traditional white-

collar, professional, and technical businesses, the employees 

may be in positions that are difficult and costly to replace. 

The employer may conclude that it is better to provide 

mental health services than pay the costs associated with 

replacing personnel. Companies that did not provide programs 

were primarily involved in manufacturing, production, and 

retail sales. From the corporate viewpoint, the effect 

of poor performance by an employee involved in manufacturing, 

production, or retail sales may not be as costly as that 

of a technical or professional employee. It may also be 

less costly to replace these employees than to rehabilitate 

them. Additionally, employees in these organizations may 
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not demand, nor have the organizational power to demand 

programs which address individual problems or general quality 

of life issues. 

According to Shain and Groeneveld (1980), there are 

four distinct segments of formal industrial mental health 

programs. They labeled these components (1) policy and 

procedures, (2) supervisory training, (3) counseling, and 

(4) employee education. The data from the current study 

suggests that these categories are appropriate for describing 

program components. All of the formal programs in this 

sample contain some elements in each of these four segments. 

Policy and Procedures 

Policies and procedures appear to be a well-developed 

component of industrial mental health programs. All of 

the identified formal programs in this survey had a policy 

regarding confidentiality of employee problems. Most of 

the programs had written procedures for dealing with employee 

problems and disciplinary procedures for employees who 

do not improve after intervention. Firms with identified 

programs appear to have an awareness of the organizational 

policies of industrial mental health programs that promote 

employee involvement in treatment, safeguard rights of 

the employees, and protect the company from potential legal 

problems. 
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Supervisory Training 

The perceived importance of incorporating supervisory 

training for identification and referral of employees with 

problems that affect job performance is apparent. One 

hundred percent of companies that have formal industrial 

mental health programs provided it. Supervisors are generally 

the people responsible for initiating intervention with 

employees regarding a possible problem and referral. There-

fore, people who provide supervisory training should be 

knowledgeable abdut how problems can be identified through 

job performance and social interactions and how to teach 

supervisors to effectively confront an employee with a 

suspected problem. 

Counseling 

Counseling services are primarily provided by outside 

agencies and consultants. Mid-sized corporations apparently 

do not view themselves as direct providers of counseling 

services, but support their employees in receiving services. 

It may be that these companies view referring employees 

for services as cost-effective because identification, 

referral, and training can be provided in the existing 

framework of the organization. Payment for outside agencies 

and consultants is generally based on utilization and, 

therefore, firms do not incur ongoing expenses for staff 

and administration. 
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Aftercare and follow-up are used to a minimal extent. 

Companies may be limiting their long-term cost-effectiveness 

because these components can be useful in reducing the 

recurrence of problems. 

Companies who have formal programs generally reported 

a high level of satisfaction with intervention services, 

such as agencies, consultants, and drug and treatment 

programs. Additionally, company respondents perceived 

these services as cost-effective. These results could 

indicate that the utilization of industrial mental health 

services will become more widespread in mid-sized corpo-

rations . 

Employee Education 

A high percentage of companies with and without formal 

programs provide employee education. These services are 

primarily aimed at activities that seem to have a direct 

benefit for the company. They include assisting employees 

with skill development in the areas of decision-making, 

communication effectiveness, and interpersonal relationships. 

Providing skill development in these areas may be cost-

effective for companies because the training could improve 

job performance and can be performed by presently existing 

departments without creating an increased financial obligation, 

Lack of financial resources was the most frequently 

identified obstacle to adding components to programs and 
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additional, specialized staff or facilities would be required 

to provide retirement, legal and financial counseling, 

and recreational/fitness programs. Therefore, it is assumed 

that monetary considerations are the primary reason for 

the low utilization of these services. In order to provide 

these services which are more costly, mid-sized corporations 

may need to explore other options, such as cooperative 

ventures with other companies. 

Respondents rated the seriousness of eight employee 

problems in their organizations. These problems were 

classified as individual and organizational level problems. 

Individual level problems included alcoholism, drug abuse, 

mental health problems, and marital/family difficulties. 

Organizational level problems included absenteeism, tardiness, 

low productivity, and low quality performance. 

Individual level problems were rated significantly 

more serious among companies that had formal programs than 

among those companies without programs. Having a program 

seems to predict a higher identification of individual 

level problems. This could be related to the greater inci-

dence of training supervisors for problem identification. 

This may create an awareness of existing problems and result 

in increased identification. Seemingly, companies that 

are interested in providing services could benefit from 

information that goes beyond describing the seriousness 
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of the problem(s) to information on how to recognize 

problems, and how these problems are exhibited in the work 

environment:. 

There was not a significant difference between ratings 

of the two groups on organizational level problems. Organi-

zational problems were given less seriousness ratings than 

individual problems by both groups. These differences 

could be attributed to the format of the questionnaire. 

Respondents were asked to rate the seriousness of organi-

zational level problems for the company rather than for 

employees with problems. Also, respondents may not be 

as familiar with individual level behaviors as they are 

with the utilization of mental health services. 

The largest obstacle identified in implementing 

industrial mental health programs was lack of financial 

resources. Awareness of the level of satisfaction and 

information on the cost-effectiveness of industrial mental 

health programs through human resources accounting could 

encourage companies to allocate resources for these services. 

Appropriate records could provide information regarding 

the costs of employee problems and services and the benefits 

of effective intervention and prevention. Some of the 

costs may include lost work time and poor performance due 

to individual level problems, training, and treatment costs. 
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Benefits may include improved individual level performance, 

reduced medical/insurance expenses, and lower absenteeism 

and tardiness rates. 

Counselor Training 

Results of this study indicate that the primary responsi-

bilities of a counselor in mid-sized companies would include 

provision of services, employee education and training, 

and administration/record-keeping. These duties could 

be performed as a consultant or as an employee of the organi-

zation. With appropriate training, the mental health 

counselor could be effective in either of these roles. 

A counselor in mid-sized corporations should have 

expertise in both counseling and business areas. One way 

of producing the availability of this knowledge could be 

an interdisciplinary approach with a combined counseling/ 

business program of study and internship. 

Counselors could benefit from knowledge about the 

policies and procedures needed for the administration of 

industrial mental health programs. Areas such as business 

policy, staffing, resource management, and financing of 

these programs could be of benefit in instituting or 

improving industrial mental health programs. The majority 

of programs were provided by personnel departments. There-

fore, knowledge of personnel theory and administration, 

career development, needs assessment, and personnel testing 
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may also be important. Skills in measuring the effective-

ness of industrial mental health programs would be needed 

by an industrial counselor. Although the study did not 

directly approach the methods of determining cost-

effectiveness, human resource accounting is strongly implied 

as a necessity in determining the benefits of counseling 

in industry. Effectiveness could be measured in two ways, 

one by the improvement (or non-improvement) of the identified 

employee and, secondly, by measuring the cost-effectiveness 

of the intervention. Outcomes of interventions seem to 

be amenable to measurement by traditional counseling tech-

niques. Measurement of cost-effectiveness would include 

utilizing such information as the cost of the intervention, 

the reduced cost to the company of such things as absenteeism, 

tardiness, poor quality and/or quantity of performance, 

and increased quality and/or quantity performance, and 

reduced medical benefits claims. 

Training supervisors in identification of problems 

was a high priority among respondents. Counselors should, 

therefore, have skills that would assist them in training, 

such as an ability to use video-taping systems, role playing, 

and other instructional techniques. Knowledge about the 

symptoms or behaviors exhibited by drug and alcohol abusers 

and information about the differences in diverse cultural 

and ethnic groups should be included in training. Individual 

patterns of production, performance, absenteeism, and 
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tardiness that correlate with employee problems can be 

included in the job performance appraisal system. Training 

in confrontation, intervention, and referral by the supervisor 

or personnel department should also be included. 

There appears to be a trend to include education for 

the prevention of employee problems. Knowledge of training 

and the technologies available in providing training to 

both small and large groups appears to be vital. Communi-

cation effectiveness, problem-solving, and decision-making 

are areas of knowledge that should be incorporated in 

counselor training. To provide personal and family en-

richment, prevention activities could teach interpersonal 

skill development, career development, and retirement planning, 

Education on the relationship between stress and physical 

symptomatology and the importance of physical fitness may 

assist in producing a general holistic wellness approach. 

Industrial mental health counselors could be utilized 

in a variety of ways for the referral of employees who 

have been identified as having problems. At an adminis-

trative level, counselors would be involved in establishing 

a network of referral resources for companies. In order 

to make appropriate referrals, counselors need to be competent 

in diagnosis. Therefore, skills in diagnostic interviewing 

and/or testing would be valuable. 

Alternatively, the industrial counselor could be the 

referral source for a company. This would require the 
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counselor to have knowledge about treatment, to be aware 

of the counselor's limitations in providing treatment, 

and to be aware of resources for referrals of those problems 

beyond his/her expertise. The results from this study 

seem to indicate generally that industrial counselors should 

have compentency in intervention with drug and alcohol 

problems, marital and family problems, and individual mental 

health problems. Understanding small group involvement, 

the dynamics of groups, and an ability to use group treatment 

in intervening with some of these problems is also needed. 

One of the implicit assumptions which guides the 

operation of counselor training is that counselors should 

be trained to provide services which meet the needs of 

the community. While there will inevitably be a time lag 

between the emergence of a social problem and the provision 

of services, it is desirable to minimize its duration. 

Thus, it is important for counselor training programs to 

be well-informed and aware of the community needs. This 

study defined the service recipients as employees of mid-

sized companies. To adequately meet the needs of this 

population, it appears that counselor training programs 

have a responsibility to modify their programs to offer 

counselors a multidisciplinary course of study. 
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Future Research 

This study, because of its descriptive nature, creates 

several questions about counseling in an industrial setting. 

Job performance measures, cost-effectiveness, outcome of 

interventions, present provision of services, the organi-

zational structure of the companies involved, and the quality 

of life of employees are areas that are suited for more 

in-depth research with industrial mental health programs. 

The following are potential research questions in each 

of these areas. 

Job performance: What types of problems are manifested 

in lowered job performance? Can the prevalence of alcohol 

and drug abuse be best ascertained by job performance 

evaluations, observation by a skilled observer, or a 

combination of the two approaches? Do marital or family 

difficulties produce negative effects on job performance? 

Do people become more involved in their jobs if they are 

having marital or family problems? How similar are the 

effects of alcohol/ drug abuse to those produced by marital/ 

family problems? 

Cost-effectiveness: Can systematic standardized 

measures be developed for use by businesses to determine 

the cost-effectiveness of industrial mental health programs? 

What factors can be standardized to determine cost-

effectiveness? What factors can be individualized for 

each corporation in determining cost-effectiveness? Can 



62 

human resource accounting techniques be adapted to measure 

or serve as a base for a new measure of cost-effectiveness? 

Outcome: Do standardized criteria to measure outcomes 

in an industrial mental health program need to be established? 

Should outcomes be measured solely from a business perspective? 

Is the intervention effective when the employee's job per-

formance improves but his/her personal life does not? 

Is the intervention effective when the employee's personal 

life improves and his/her performance stays the same or 

he/she leaves the company? 

Services: Does the person providing the services 

in mid-sized corporations have any specific training in 

identification or intervention? What is the background 

of people providing services? 

Organizational structure: Are specific problems related 

to the type of organization? Does the sex or marital status 

of those employed relate to the type or incidence of problems? 

Does an organization's awareness of problems produce problems 

or were the problems already in existence? 

Quality of life: How does the corporation's involvement 

in the personal problems of its employees affect the 

employee's perception of the quality of his/her life? 

Does the perception of the quality of life improve after 

an effective intervention? Do prevention components add 

to the quality of life? 
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This study provided information about industrial mental 

health activities in mid-sized corporations. The survey 

was descriptive in nature and did not attempt to provide 

an in-depth analysis. It did reveal that a sizeable number 

of companies provide mental health services, are satisfied 

with them, and view them as cost-effective. This suggests 

that counselors will serve an important role as providers 

of mental health services in mid-sized corporations. Since 

companies are interested in providing both prevention and 

intervention services, counselors will need broad-based 

training to develop diverse skills. Therefore, with 

traditional counselor education as a foundation, the addition 

of supplementary knowledge and skills specifically related 

to the business environment will prepare the counselor 

for a role in industrial mental health. The counselor 

who chooses to become involved in industrial counseling 

may be on the crest of a movement to enhance the quality 

of life in the workplace. 
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APPENDIX A 
SURVEY INSTRUMENT 



INDUSTRIAL MENTAL HEALTH SERVICES STUDY 

YOUR NAME 
JOB TITLE" 
COMPANY 
ADDRESS 

The following questions are designed to obtain information 
regarding the status of Industrial Mental Health Services 
in the Dallas/Fort Worth Metroplex. Each question is self-
explanatory. If you currently have a Mental Health Assistance 
Program, choose the response for each question which most 
closely describes the services and/or problems in your 
organization. If your company does not have an operating 
program, choose the response which most closely describes 
the services of an Assistance Program which would be a 
model for your organization. 

1. Industrial Mental Health Assistance Programs may include 
occupational alcoholism programs, employee assistance 
programs, and/or employee wellness programs. Does 
your company have a formal Industrial Mental Health 
Assistance Program which provides any or all of these 
services? 

Yes No 

Discontinued the Program Are Planning 
to institute 
a Program 

66 
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2. What obstacles has/would your organization encountered 
in the development of an Industrial Mental Health 
Assistance Program? Check all that apply. 

Financial 

Lack of Qualified Personnel 

No Perceived Need 

Management Indifference 

Employee 
Resistance 

No Obstacles 

Other 
(Please 
specify) 

3. Some employers consider it cost-effective to attract 
employees into a Mental Health Assistance Program 
before problems on the job become apparent. Indicate 
the extent to which your company considers it cost-
effective by circling the appropriate number on the 
following scale. 

Not At All 
Cost-
Effective 

2 3 
Seldom Undecided or 
Cost- Don't Know 
Effective 

Cost- Very 
Effective Cost-

Effect ive 

4. The following problems are frequently found among 
employees. Using the scale below, write the number 
from 1 to 5 which most closely describes the seriousness 
of each of these problems in your organization. 

No Problem Small 
Problem 

Undecided or 
Don't Know 

4 
Medium 

5 
Major 

Alcoholism 
Drug Abuse 
Mental Health Problems 
Marital/Family Problems 

Problem Problem 

Absenteeism 
Tardiness 
Low Productivity 
Low Quality 
Performance 
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The following components might be included in an 
Intervention Mental Health Treatment Program. Using 
the following scale, indicate the priority which your 
company does/would place on providing each of these 
services. 

1 2 3 4 5 6 
No Low Undecided or Medium High Currently 
Priority Priority Don't Know Priority Priority Provided 

In-House Counseling Program 
In-House Identification and Referral to an Outside 
Resource 
Combination of In-House Identification, Counseling, 
and Referral 
Supervisory Training for Identification and Referral 
of Problem Employees 
In-Patient Programs 
Employee Education/Training Programs for Mental 
Health 
Other (Specify) 

The following list includes components which might 
be included in a Preventive Mental Health Program, 
Using the following scale, indicate the priority which 
your company does/would place on providing each of 
these services. 

_1 2 3 4 5 6 
No Low Undecided or Medium High Currently 
Priority Priority Don't Know Priority Priority Provided 

Legal Counseling 
Financial Counseling/ 
Planning 
Retirement Counseling/ 
Planning 
Physical Fitness 
Programs 
Recreational Programs 

Skill Development 
in Decision-Making 
and Problem-Solving 
Communication 
Effectiveness 
Interpersonal 
Relationship Training 
Other 
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7. Which of the following components are/would be included 
in your Mental Health Program? Check all that apply. 

Written policy that defines the procedures for 
dealing with alcoholism, emotional problems, 
and personal problems. 

Supervisor training for the identification and 
referral of problem employees. 

Educational and/or training programs for problem 
prevention of employees. 

Disciplinary procedures for employees who do 
not improve performance after intervention. 

Confidentiality of employee problems. 

8. Using the following scale, rate your present level 
of satisfaction with each of the components below. 
If you do not have a program, indicate your expected 
level of satisfaction. 

1 2 3 4 5 
Very Dis- Dissat- Undecided or Satisfied Very 
satisfied isfied Don't Know Satisfied 

In-House Counseling Alcoholism/Drug 
Programs Rehabilitation 
Outside Agencies, Centers 
Consultants Combination of 
Hospital Programs In-House Counseling 

and Outside Referrals 
Other (Specify) 

9. What department(s) or components of your organization 
are/would be responsible for administering your company's 
program? Check all that apply. 

Personnel Union 
Medical Other (Specify) 
Management 
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10. How are/would employees made aware of choices available 
to them if they have problems which affect their 
performance or behavior at work? Check all that apply. 

Supervisory Referral 
Self-Recognition and Self-Referral 
Program Publicity 
Employee Education 
Other (Specify) 

11. Who does/would monitor the progress of an employee 
after intervention? Check all that apply. 

Immediate Supervisor Professional Opinion 
Personnel Department No Monitoring 
Medical Department Other (Specify) 
Self-Report 

12. At any given time, approximately what percentage of 
your employees are/would be typically involved in 
the following: 

7o In-Patient Treatment 
% Out-Patient Treatment 
7o In-House Counseling 
% Aftercare, Follow-up 
% Other (Specify) 

13. What is the approximate average length of time (in 
weeks) that employees spend in the various treatments? 

In-Patient Treatment 
Out-Patient Treatment 
In-House Counseling 
Aftercare, Follow-up 
Other (Specify) 
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14. Assuming that an employee completed a successful 
treatment program, what effect, if any, will partici-
pation have on the career advancement opportunities 
for the employee. Check only one. 

Positive 
Negative 
Depends Upon His/Her Progress Over Time 
None 
Other (Specify) 

15. Would you like to receive a report of the general 
findings from this survey? 

Yes 
No 

Thank you for your cooperation in completing this survey, 



APPENDIX B 
QUESTIONNAIRE 

EDSS 611 



METKOPLEX EMPLOYER HUMAN RESOURCE DEVELOPMENT 
EMPLOYEE ASSISTANCE SURVEY 

I. CENSUS DATA 

In this section provide the appropriate information in 
the space provided. 

1. Company Name 

Address 

2. Name of Survey Respondent 

Title Telephone_ 

3. Will the information recorded here pertain to 
(Check one) 

(1 ) The company as a whole 

(2 ) Metroplex branch/division 

4. What is your best estimate of the number of 
employees in each of the following categories: 

(1 ) Salaried (3) Hourly 

(2 ) Combination (4) Other 
Salaried-Commission 
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II. EMPLOYEE HUMAN RESOURCE DEVELOPMENT PROGRAMS 

5. Which of the following programs does your company 
offer employees: (Check all programs/services 
that apply to each category of employee) 

a. Personal Development 

Salaried Commission Hourly 

Stress Management 

Personal & Family 
Counseling 

Skill Development 
in Decision-Making 
& Problem-Solving 

Physical Recreation 
Facilities 

Personal Financial 
Planning 

Other (Specify) 

b. Interpersonal/Social Development 

Communication 
Effectiveness 

Interpersonal 
Relationship 
Training 

Leadership Training 

Assertiveness Training 

Team Recreation 
Program 

Other (Specify) 
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c. Organizational Support for Educational Development 

Salaried Commission Hourly 

Financial Support 
of Tuition, Fees, 
and/or Books 

Sabatical Leave 
for Formal Education 

Other (Specify) 

d. Career-Vocational Development 

Career Counseling 

Leisure Counseling 

Career Assessment 

Workshops/Conferences 

e. Career Incentives 

Career Out-Placement 
Counseling 

Other (Specify) 

Incremental 
Financial Rewards 

Bonus & Profit 
Sharing 

Stock Options 

Seniority Promotions 

Performance Promotions 

Recognition Awards 

In-House Career 
Information System 
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Salaried Commission Hourly 

Alternative Work 
Schedule/Job Sharing 
Flex-time, Part-time 

Company Sponsored 
Child Care 

Other (Specify) 

f:. Retirement Program 

Counseling During 
Final Year of Employment 

Counseling for 
Post-Retirement 
Years 

Financial Planning 
Assistance 

Other (Specify) 

III. EMPLOYEE ASSISTANCE PROGRAMS FOR ADDRESSING PROBLEMS 

6. On a scale from 1 (no problem) to 5 (serious 
problem), rate each of the following problems 
in your organization. 

a. Alcoholism e. Absenteeism 

b. Drug Abuse f. Tardiness 

c. Mental Health 
Problem 

g- Low 
Productivity 

d. Marital/Family 
Problem 

h. Low Quality 
Performance 
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7. What practice, policy, or procedure governs the 
management of the following problems? (Circle 
the one category that best describes your company's 
policy for each problem). 

Problem Nothing 
Written 
Policy 

Time-
Honored 

Procedures 

Alcohol Abuse 1 2 3 

Mental Problem 1 2 3 

Employee's 
Family 

1 2 3 

Absenteeism 1 2 3 

Tardiness 1 2 3 

Low Productivity 1 2 3 

Low Quality 
Performance 

1 2 3 

9. Which department is/would be responsible for 
administering employee assistance programs? 
(Check one) 

(1) 

(2) 

(3) 

(4) 

(5) 

Personnel Department 

Medical Department 

Management 

Unions 

Other (Specify) 
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10. Who is responsible for the identification of 
problem employees? 

11. Who is responsible for confrontation and referral? 

12. What effect does a successful treatment referral 
have on the career of an employee whose work 
performance deteriorated as a result of drinking, 
drug abuse, or mental-health problems? 

13. When an employee returns from a treatment program, 
how, if at all, is his/her progress monitored? 

14. What type(s) of referral programs within your 
organization do you feel would be/are most 
acceptable? (Check all that apply) 

(1) Voluntary Self-referral 

(2) Supervisory Referral of Employee based 
on Unsatisfactory Job Performance 

(3) Union Representative Referral of Employee 
Directly into Rehabilitative Treatment 
Program 

(4) Medical Department 

(5) Other (Specify) 

15. Is confidentiality assured to the troubled employee? 

(1) Yes (2) No 
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16. If an^individual within your organization were 
identified as having alcoholism, drug dependence, 
or mental health problems, would he/she be: 
(Check one) 

(1) Continued in Employment With No Corrective 
Action Taken. 

(2) Continued in Employment Only If Receiving 
Rehabilitative Treatment. 

(3) Disciplined If His/Her Job Performance 

Was Continuously Unsatisfactory. 

(4) Fired Immediately. 

(5) Other (Specify) 

17. Does your organization consider £t worthwhile 
economically to attract employees into a "helping 
program" before problems on the job have become 
apparent (prevention)? 

(1) Yes (2) No 

18. If you could have more money for human resource 
development, how would you spend it? 

19. On a scale from 1 (excellent) to 5 (poor), evaluate 
the effectiveness of the treatment resources 
used by your organization. 

a- Agency d. Hospital In-Patient 

b. Private Consultants 

c- In-House e. Drug/Alcohol 
Rehabilitation 
Centers 
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20. Which of the following are used to determine 
the effectiveness of your firm's employee 
assistance/human resource development program? 
(Check one) 

(1) Supervisory Evaluation 

(2) Professional Evaluation 

(3) Co-worker's Evaluation 

(4) Employee's Self-Evaluation 

21. At any given time, how many people are typically 
in: 

a . Active In-Patient Treatment 

b . Active Out-Patient Treatment 

c . Alcoholics Anonymous 

d . Aftercare, Follow-up 

e . Other Treatment Modes 

22. What is the typical length of days of: 

a . In-Patient Treatment 

b . Out-Patient Treatment 

c . Aftercare, Follow-up 

23. Do you have special handling for management cases? 

(1) Yes (2) No 

If yes, specify 
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24. What proportion of the employees covered by the 
program would you estimate to be familiar with 
the program's operation? 

(1) 100% (4) 50% 

(2) 80% (5) 25% 

(3) 60% (6) None 

25. Do individuals responsible for the identification 
of troubled employees have any special skills 
or training to help them? 

(1) Yes (2) No 

If yes, specify 

26. How are employees made aware of choices available 
to them if they have problems which affect their 
performance or behavior at work? (Check all 
that apply) 

a . Self-Recognition 

b . Program Publicity 

c . Employee Education 

d . Supervisor's Suggestion 

e . Other (Specify) 

Would you like a general report of findings from this survey 
of the 100 top revenue generating Metroplex firms? 

Yes No 



APPENDIX C 
JUDGES OF FACE VALIDITY 



Donald H. Brush, Ph.D., Associate Professor, Organi-

zational Behavior, School of Management and Administrative 

Sciences, University of Texas at Dallas. 

Dennis Engels, Ph.D., Assistant Professor, Counselor 

Education, School of Education, North Texas State University. 
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APPENDIX D 
COVER LETTER 



Dear 

Your corporation has been selected, based on the number 
of employees and location, to participate in a survey which 
will attempt to determine the extent of industrial mental 
health services currently available in the Dallas-Fort 
Worth Metroplex. This information will be used to enhance 
the planning of coursework which will prepare counselors 
to provide mental health services. 

The questionnaire is easy to complete and requires 
you to rate items based on either your opinion or information 
which is easily obtained. Your participation will make 
a significant contribution to compiling accurate information. 
Responses will be completely confidential and will be used 
as collective rather than individual data. 

Would you, or your appropriate representative complete 
the questionnaire and return it in the enclosed self-addressed 
envelope by June 3 0 , 1 9 8 3 . 

Thank you for completing the survey and returning 
it promptly. If you have any questions, please contact 
me at 214/388-7425 or 214/348-6361. 

Respectfully, 

Don Strickler Robert Berg 
Doctoral Candidate Major Professor 
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