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PREFACE 

This study is concerned with managerial behavior in 

Oklahoma hospitals. The primary objective is to provide a 

more thorough understanding of selected facets of managerial 

behavior in hospitals. Results presented are based on an 

analysis of empirical data gathered in selected Oklahoma 

hospitals .. 
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CHAPTER I 

INTRODUCTION 

• 
The Nature and Significance of the Problem 

The rapidly increasing costs of hospiti;J.l care have 

brought attention to the efficien.cy with which hospital care 

is provided. Authors such as Evers and Wallace (13) have 

criticized hospitals for their inefficiency. Others such as 

Kaitz (31) have suggested that there is a lack of concern 

for efficiency or·production controls in hospitals. Irre­

spective of the truth of their statements, hospital manage­

ment is receiving a great deal of public attention. To a 

major extent the efficiency with which hospital care is pro.,.;. 

vided is dependent upon the administrators who manage the 

resources utilized in the provision of such care. 

Little has been written regarding the nature of various 

situational variables associated with and influencing the 

potential effectiveness of managers· in hospitals. Extensive 

research has been conducted in private industry to ascertain 

effective management techniques. Such research has yielded ·r 

fruitful results having implications for increased effi-

ciency. At the present time, no one seems to know what man­

agement styles are being utilized in the many different 

managerial positions existing within hospitals. Clearly the 

1 



organizational complexities in today's hospitals suggest 

that different types of managerial behavior may be required 

in different parts of the hospital. 
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Simply stated the problem is that the efficiency with 

which hospital care is provided is receiving considerable 

attention; however, little is known of the administration of 

the organizations providing this care, managers responsible 

for the provision of it, the demands of their positions, or 

how they might improve their efficiency and effectiveness. 

Research that will contribute to a better understanding of 

the similarities and differences of the managerial behavior 

in hospitals will significantly. improve· managerial effec­

tiveness in the health care industry. 

Objectives of the Study 

The objective of this study is to gain a more thorough 

understanding of managerial behavior in selected Oklahoma 

hospitals than has previously existed. To accomplish this 

objective, the following five subobjectives will be dealt 

with in detail. 

(1) To describe the management styles of managers in 

Oklahoma hospitals. 

(2) To determine how Oklahoma hospitals differ and 

which variables account for the significant differences 

among the hospitals. 

(3) To determine if managerial behavior in the hospi­

tals varies as a function of hospital size. 



(4) To determine if managerial behavior varies among 

the different management positions. 
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(5) To discuss relationships among the variables which 

are useful in explaining the behavior of managers. 

Of course, it should be recognized that the above are objec­

tives and that conclusive determinations can seldom, if ever, 

be obtained from a single research study. 

Research Methodology 

The research methodology first involved a review of the 

literature on leadership and hospital managerial behavior. 

A theoretical model incorporating the most relevant aspects 

of leadership and hospital managerial behavior was developed. 

The purpose of this theoretical model was to provide a frame­

work useful for analyzing the selected dimensions of manage­

rial behavior in hospitals which the literature review 

revealed to be the most important. The model was composed 

of the following seven basic dimensions: (1) background 

data, (2) task orientation (which indicates the extent to 

which the manager directs his subordinate's efforts toward 

goal attainment in his present job), (3) relationships orien­

tation (the extent to which a manager has personal job rela­

tionships with subordinates on the job he now holds), 

(4) organizational climate, (5) tension and stress, (6) co­

ordination and communication effectiveness, and (7) results 

of the Management Style Diagnosis Test (which is designed to 

provide a description of leadership styles). Each dimension 



was represented by several variables. Expected relation­

ships among the dimensions of the theoretical model and 

expected results from the Management Style Diagnosis Test 

will be discussed. 
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After the theoretical model was developed, the next 

major steps in the research were the selection of hospitals 

and the selection of managers within these hospitals to par­

ticipate in the research. 

The state of Oklahoma has 162 hospitals of which 131 are 

counnunity hospitals. A counnunity hospital is of a non­

specialized nature and open to the general public. The cate­

gory includes: municipal, nonprofit and volunteer hospitals 

and sometimes proprietary hospitals. Only connnunity hospi­

tals were included in the population of the research because 

it was felt it would be unrealistic to include other hospi­

tals such as psychiatric or tuberculosis which are likely to 

have divergent characteristics. From Oklahoma's 131 commu:­

nity hospitals, selections for the research were made based 

on the following two criteria: (1) only hospitals which 

officials of the Oklahoma Hospital Association suggested, on 

the basis of their past experience, would be likely to par­

ticipate in a research project such as this were considered; 

and (2) only hospitals within a 150 mile radius of Oklahoma 

State University were considered. Approximately 80-90% of 

the bed capacity in the state was within this 150 mile radius. 

Total bed capacity of connnunity hospitals in the state 

is approximately 11,050. The seventeen hospitals ultimately 
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included in the research had a bed capacity of approximately 

3,800 beds. Six of the twenty-three hospitals contacted 

were unable to participate for various reasons. Although 

over one-third of the population, in terms of bed size, was 

included in the sample, a random sample was admittedly not 

obtained. Also, it is possible that the sample was biased 

in the sense that it may have included a high proportion of 

"progressive" hospitals and a small proportion of "less pro­

gressive" hospitals. This is assuming that "less progres­

sive" hospitals would be less likely to participate in a 

study such as this; and that more "progressive" hospitals 

would be more likely to participate. 

Since a statistically random sample was not obtained, 

obviously no statistically valid generalizations about the 

hospital industry as a whole can be inferred from the find­

ings. However, useful insights and a basis upon which fur­

ther research may build can be obtained. 

Of the seventeen hospitals participating in the study, 

six had between 50-149 beds, six had between 150-249 beds, 

and five had more than 250 beds. In order to include a 

large percentage of the hospital bed capacity of the state 

in the sample, approximately 14 percent of the community 

hospitals with less than 150 beds and approximately 43 per­

cent of the connnunity hospitals with more than 150 beds were 

included in the sample. 

An average of eighteen respondents from each hospital 

completed the research instruments. Only department heads 
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and those holding recognized administrative positions, such 

as administrator, personnel manager, or comptroller were 

invited to part;:icipate. Permission to gather data and the 

actual data gathering procedure were accomplished by the fol­

lowing four steps: 

(1) sending an introductory letter to the administrator 

of each hospital (see Appendix A); 

(2) telephoning the administrator of each hospital; 

(3) making a personal visit to each hospital to discuss 

the project with its administrator; and, 

(4) making another visit to each hospital for the actual 

data collection. 

The purpose of the first three steps was to explain. what the 

research involved and to solicit the administrator's permis­

sion to gather data in his hospital. The researcher person­

ally visited each of the seventeen hospitals included in the 

research, spending one day at each of the hospitals adminis­

tering the research instruments. 

The research instruments utilized were: the Management 

Style Diagnosis Test designed by Reddin (SO), and a nine-page 

questionnaire developed by the researcher.· ·Both research 

instruments were field tested in a pilot study at a local 

hospital. The Management Style Diagnosis Test is designed 

to provide the following information: a measure of task 

orientation, a measure of relationships orientation, a meas­

ure of effectiveness, a management style profile, and domi­

nant and supporting management styles. When task orientation, 
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relationships orientation and effectiveness measures are com­

bined, the respondent is placed in one of eight different 

style categories. The first four are regarded as less effec­

tive and the last four as effective. The eight styles are: 

deserter, missionary, autocrat, compromiser, bureaucrat, 

developer, benevolent autocrat and executive. A less effec­

tive style indicates that a manager's leadership style does 

not match the demands of the five major elements of his situ­

ation. ·· That is, his leadership style does not match the 

demands of his superiors, coworkers, subordinates, technol­

ogy, and organizational climate as described by him when 

answering the test questions. Scores for each of the eight 

styles comprise the respondent's style profile. A score of 

eleven or above indicates a dominant style; a score of ten 

indicates a supporting style. 

A nine-page questionnaire, designed by the res.earcher, 

was utilized to obtain independent measures of the five vari­

ables theorized by Reddin to result in particular leader.ship 

styles and to obtain additional information relating to the 

other dimensions of the theoretical model. A copy of the 

questionnaire is included as Appendi.x B. The questionnaire 

was designed to obtain information regarding the foll;owing 

six areas: (1) background information, (2) technology of 

the respondent's job, (3) organizational climate, (4) coor­

dination and connnunication, (5) the influence of the medical 

staff, . and (6) task ,orientation and relationships ·orienta-. 

tion. 



Background information was gathered regarding the 

respondent's age, education, years worked in present posi­

tion, years worked in the hospital, years worked in the 

health services industry, and number of subordinates. 

8 

Measures of the influence of technology (the type of 

work the manager's subordinates perform) on the respondent's 

managerial behavior were obtained using 20 questions devel-

oped by W. J. Reddin (50). 

Measures of organizational climate of the hospital and 

the respondent's department were obtained using a 10-question 

group climate measurement device developed by Fiedler (14). 

Coordination and communication measures were obtai.ned 

by the use of four questions referring to the hospital and 

the respondent's department's coordination and communication 

effectiveness.-

Measures of the influence of the medical staff were. 

obtained by four variables relating to the perceived and 

desired influence of the medical staff on the hospital and 

on the respondent's department. 

Measures of task orientatio.n and relationships orienta­

tion of the respondent's superiors, coworkers, and subordi­

nates were obtained by using twenty questions from the 

Leader Behavior Description Questio.nnaire (23), published by 

Ohio State University which was designed to measure these 

dimensions. 

Programs from the "Statistical Analysis System" by A. J. 

Barr and J. H. Goodnight in A.Users Guide to the Statistical ---------
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Analysis System (54), were used to analyze the data. The 

analysis and interpretation of the data was divided into the 

following parts: Management Style Diagnosis Test results, 

differences among hospitals, differences of hospital size, 

differences among the various managerial positions in the 

hospitals, and relationships among the variables. 

The Management Style Diagnosis Test results were used 

to provide a descriptive analysis of respondents in general 

and also of respondents in selected managerial positions. 

One dominant "more effective" style of "developer" was found 

and one dominant "less effective" style of "missionary" was 

found. Results from the test indicated that the respondents 

were well above average in terms of effectiveness and con­

siderably more relationships oriented than task oriented. A 

statistical analysis relating independent measures of situa­

tional elements basic to Reddin's theory of leadership styles 

with the results from the Management Style Diagnosis Test 

was made. Results from this analysis were disappointing, 

indicating that the test did not adequately discriminate 

among the respondents, 

In order to obtain a better understanding of how the 

seventeen hospitals in the study differed, mean averages 

were computed for each hospital for each variable. Then tak­

ing each variable individually, the seventeen mean averages, 

one for each hospital, were compared using analysis of vari­

ance techniques (47) to determine which variables differed 

significantly among the hospitals. 
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The hospitals were placed into four size categories 

ranging from small to large, depending on their bed size and 

number of full-time equivalent employees. A statistical 

analysis was performed to see which variables differed sig­

nificantly across the size categories. 

Respondents from the various hospitals were placed into 

sixteen different managerial positions existing within the 

hospitals. The positions ranged from administrator to 

department heads such as housekeeping, laboratory, and nurs­

ing. The smallest number of re$pondents in any managerial 

position was nine. After the respondents were placed into 

the various managerial categories, a statistical analysis 

was performed to see how the positions differed and what 

variables differed significantly among them. A brief analy­

sis of each of the managerial positions, discussing their 

particular characteristics, ,was provided. 

Spearman rank o·rder correlations were performed between 

selected variables among the mean averages of the hospitals 

on each of these variables. · For example: using the hospital 

as the unit of analysis, a statistical technique was employed 

to determine if those hospitals having greater hospital 

tension and stress also tended to be the same hospitals that 

had warmer or colder hospital atmospheres. Findings of the 

correlational analysis among hospitals were: (1) those 

hospitals with a higher task orientation tended to be the 

same hospitals with greater tension and stress, poorer 

coordination and connnunication effectiveness and a colder 
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atmosphere; and (2) those hospitals with a higher relation­

ships orientation tended to be the same hospitals with less 

tension and stress, more effective coordination and communi-

cation effectiveness, and a warmer atmosphere. Implications 

of this analysis were that the hospital, when viewed as an 

organization, should rely somewhat more heavily on a rela­

tionships orientation than a task orientation. 

Organization of the Study 

The second chapter of the study contains a review of 
\ 

the literature pertinent to leadership and hospital manage~ 

rial behavior. Also included in the chapter is a theoretical 

model, based on the literature review, which was developed 

as a framework for analyzing hospital managerial behavior. 

The third chapter describes how the data was obtained, 

research instruments utilized and how the data was quanti-

fied for subsequent analysis. 

A descriptive and interpretative analysis of the data 

collected from the hospitals in the study is presented in 

Chapter IV, Chapter V presents a summary of the results of 

the research, important findings and their significance, and 

recommendations for further research in this area. 



CHAPTER II 

REVIEW OF THE LITERATURE AND THE 

THEORETICAL MODEL 

Introduction 

This chapter presents a brief review of previous 

research relating to leadership and to hospital management. 

First, there is an analysis of the various different ap,7 -.,. 

proaches which have been taken in the study of leadership. 

Next, a summary of Reddin's (49) 3-D Theory of managerial 

effectiveness and leadership styles is given. The next major 

section of the chaµter deals with previous research in the 

area of hospital management. 

The final section of the chapter presents a theoretical 

model of managerial behavior in hospitals. Expected rela­

tionships of variables in the model and expected results from 

the Management Style Diagnosis Test are discussed. The chap­

ter was not intended to be an exhaustive exploration of pre­

vious research conducted in the areas of leadership and 

hospital management. Instead, the objective of the chapter 

was to disclose major concepts of leadership and relevant 

variables relating to hospital management and then to inte­

grate these into a theoretical model with which to analyze 

managerial behavior in hospitals. 

12 



Prior Research of Leadership and Previous 

Approaches to the Study of Leadership 

Introduction 
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Certainly the field of leadership has not suffered from 

a lack of research. It is estimated that over 1000 studies 

dealing with leadership have been conducted since the 1930's. 

Many of these studies have provided useful insights into 

small group procedures and the effectiveness of various lead­

ership approaches. However, such studies have often led to 

contradictory results. Very little research attempting to 

integrate the various findings has been conducted. It 

appears that no single style or type of leadership can be 

established as "best" for most situations. There is wide 

recognition of the need for the selection and training of 

leaders but few clear-cut procedures for explaining or imple­

menting the concept of leadership. 

Frequently, the complexity of leadership has been dealt 

with in one of two ways. The first approach has been to 

describe leadership as an art which is quite subjective. The 

second approach has been to conduct r~search which is some­

what more objective but quite limited in scope. 

It is perhaps unfortunate that the great majority of 

leadership research has been restricted to small groups or 

quite limited segments of larger organizations. Hypotheses 

which do not apply to two or more levels of a social system 

have little generality. Many sociological analyses 
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involving various organizational levels have been completed, 

yet few studies of leadership involving various organiza-

tional levels have been completed. 

This research involves 16 different managerial positions 

in 17 different organizations (hospitals). It should con-

siderably further our understanding of how leadership varies 

among different organizational levels. 

The following statement by Lipham (36) lends additional 

support to the need for additional research on leadership in 

complex organizations: 

In view of the multitude of studies which have been 
concerned with leadership, it seems somewhat anoma­
lous to suggest that our knowledge in the area is 
still limited. Of the completed investigations, 
however, only a limited number have been concerned 
with leadership in complex organizational settings. 

Perhaps the most significant research of leadership was 

conducted at Ohio State University during the 19SO's. 

Attempts were made to isolate dimensions that would indicate 

leadership behavior as perceived by both the leader and his 

subordinates. Two behavioral dimensions were isolated, 

initiating structure and consideration. The Leader Behavior 

Description Questionnaire and the Leadership Opinion Ques­

tionnaire were developed to measure these dimensions (23). 

Subsequently, a large number of studies have been carried 

out utilizing these instruments to "measure" leader behavior 

and relate it to organizational effectiveness. 

Many other authors have also indicated the need for 

sound leadership theory. The following quotation from 

Stouffer, et al,, (61, p. 6) gives some indication of this: 



There are few practical problems facing social sci­
ence more urgent than that of studying leadership 
experimentally and developing some tested hypothe­
ses to replace the copybook maxims that now fill 
most manuals on leadership, whether written for the 
Army, for industry, or for organizations like the 
YMCA. 

15 

Also, Browne and Cohen (5, V) have stated that the great 

majority of leadership literature: 

would have little organization; it would evidence 
little in the way of common a~s,umptions and hypoth­
eses, it would vary widely in theoretical and meth­
odological approaches. To a great extent, therefore, 
leadership literature is a mass of content without 
any coagulating substances to bring it together as 
to produce coordination and point out interrelation­
ships. 

A lack of consensus of the scholars in the field of 

leadership is perhaps a strong indication of the need for 

and importance of further research in the field of leader-

ship. Also, it should be noted that we have not established 

verifiable criteria for selecting leaders or potential lead­

ers for the organizations to which we belong and to an extent 

control. More often than not, choices are subjectively made 

or else rely heavily on subjective evaluations developed by 

others. Frequently, evaluations of potential leaders or 

supervisors are based on past job performances that bear lit-

tle resemblance to the job ability required for the leader­

ship position for which the individual is being selected. 

Certainly there are individuals who can perform well in 

many job situations, however, such individuals are rare, and 

in this age of increasing specialization are becoming more 

rare. The point is that subjective criteria and past per-

formance are only as accurate as the perceptions of ~he, 
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individuals using them as selection tools. Thus, more objec­

tive selection criteria are needed. 

There appears to be little doubt as to the consensus 

among researchers as to the need for a more useful leader­

ship theory which can be utilized for testing various past 

studies and to guide attempts in future studies. 

Previous approaches to the study of leadership may 

roughly be placed in the following six categories: the trait 

approach, the group approach, the leader types approach, the 

situational approach, the task versus relationships approach 

and a leader skills approach. These will now be discussed. 

The Trait,}\pproach 

Perhaps the oldest and most commonly accepted method of 

determining aspects of leadership is the study of the char­

acteristics and behavior of existing leaders. Use of such 

an approach assumes that leadership is an inherent charac­

teristic which is possessed only by certain individuals 

regardless of the environment in which they may be found. 

This approach eventually resulted in such a great number of 

traits and characteristics that its usefulness became quite 

limited. 

In the light of current research and particularly a 

review of the literature carried out by Stogdill, the trait 

approach appears to have suffered considerably over the past 

two decades. After examining 124 studies on the relation­

ship of personality factors to leadership, Stogdill (56, 



p. 69) concluded that: 

A person does not become a leader by virtue of the 
possession of some combination of traits, but the 
pattern of personal characteristics, activities, 
and goals of the followers. Thus leadership must 
be conceived in terms of the interaction of varia­
bles which are in constant flux and change. 

17 

Gouldner (19) has also pointed out the inadequacies in 

the methodology of investigating only personality traits 

when studying leadership. He indicated that the traits usu­

ally referred to in these studies are not ranked in any 

order of relative importance, that they are usually inter­

dependent and that a false assumption may be made when the 

researchers indicate that traits for achieving leadership 

are presumed to be the same as those for maintaining leader-

ship. He also suggested that the same traits will manifest 

themselves differently in personalities which are different. 

Although it seems quite logical to suppose that one's 

personality would affect his leadership, little conclusive 

research appears to have been conducted in this area. One 

can only conclude that, at the present time, the idea of 

personality is yet ambiguous enough that conclusions based 

on personality differences appear to serve only as a "catch­

all" explanation for areas in the behavioral field which 

cannot be explained otherwise. 

The Group Approach 

As the process of leadership inevitably requires that 

there be followers, it seems only logical to study leader­

ship in terms of requirements imposed on leaders by their 
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followers. This is to say that particular groups may well 

impose distinct demands on those who lead the group. In 

this sense, leadership is a function of emerging and dynamic 

group structures rather than a particular set of personality 

characteristics. This rationale implies that in order to 

understand the problem of leadership effectiveness, one must 

study the group and its characteristics. 

It would seem that if group characteristics could be 

clearly defined they would vary to the same extent that 

individual characteristics vary possibly producing the same 

conclusions which have generally been accepted regarding 

}ndividual leadership traits. This implies that the success­

ful development of group leadership structures would not 

necessarily insure the development of successful leadership 

structures if the group were moved to a different organiza­

tional setting. This idea, irrespective of its degree of 

validity, has a broader application to informal groups than 

to those formal organizations to which most people are 

attached and through which they earn their means of subsis­

tence, Ordinarily, structures are pre-existing within formal 

organizations which would preclude any "natural" development 

of leadership structure. Or, if not, it must develop infor­

mally within a preestablished framework. 

Even if the concept of leadership as a function of the 

group could be substantiated, it would probably gain very 

slow acceptance in our role-oriented society. As Katz and 

Kahn (29, p. 300) have pointed out: 



There is an almost universal assumption that even a 
small subpart of an organization can operate suc­
cessfully only if some person has been formally des­
ignated as leader. Difficult assignments are often 
awarded with the injunction to 'make it work,' a 
kind of implicit recognition that something more 
than the formal prescriptions of organization is 
required for the system to function successfully. 
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Apparently even though the idea of leadership as a func-

tion of the group has contributed to our understanding of 

leadership, it still leaves much to be desired. 

The Leader Types Approach 

For the most part, current leadership literature has 

avoided the classification of leaders per~ recognizing 

that a wide variety of personality types hold similar posi­

tions and that there is little evidence supporting the idea 

that types of leader behavior and effectiveness are constant 

from situation to situation. However, there is a tendency 

to bipolarize both the individual leader and situational 

variables. This bipolarization has led to the classifica­

tion of individuals and system functions roughly into a task 

orientation and relationships orientation--task orientation 

referring to a primary concern for production, and relation-

ships orientation referring to a primary concern for warm 

interpersonal relationships with the employees. 

Parsons and Bales (43) have theorized that all social 

systems tend to differentiate four subsystems, each of which 

is oriented to one of the following systems problems: 

(1) adaptation, (2) goal attainment, (3) integration, and 

(4) pattern maintenance and tension management. The first 



20 

two subsystems are similar to a task orientation; the latter 

two to a relationships orientation. 

Williams (66) has suggested that this theory roughly 

corresponds to Etzioni's categorization of four leadership 

types associated with the differentiation of roles based on 

the functional problems of the social system. Etzioni (12) 

appears to support the bipolarization idea by suggesting 

that task oriented groups within formal organizations need 

two types of leaders, an instrumental (task oriented) and an 

experience (social-emotional) leader. He has also indicated 

that the qualities found in one type of leader are not usu­

ally found in the other. This is not surprising as addi­

tional emphasis on task goals could easily detract from the 

satisfaction of social-emotional goals and vice versa. 

Support of the dichotomization of leader types is wide­

spread and may be found in the writings and studies of such 

recognized authors as McGregor (39) in his Theory X and 

Theory Y, Blake and Mouton (2) in their human versus produc­

tion needs management styles, Likert's (35) emphasis on 

democratic versus autocratic types of group leadership, 

Fiedler's (14) emphasis on leadership satisfaction in terms 

of human relationships versus task accomplishment, and 

finally, The Ohio State studies which isolated leadership 

into task and relationship dimensions. All of these 

researchers have tended to dichotomize leadership into two 

distinct dimensions. 
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A considerable amount of controversy has existed as to 

whether one type of management is more effective than any 

other type. That is, should a relationships orientation and 

perhaps participatory management be used or would a task 

oriented autocratic type of management be preferable? 

Research conducted by Coch and French (8) indicates 

that the performance of production workers is enhanced when 

participative management is used. Subsequent research con­

ducted by French (16), Vroom (65), and Tannenbaum (62) indi­

cates that the participative style of management should be 

utilized only on those individuals who desire it. 

One could easily conclude that approaches, such as 

"autocratic" versus "democratic," "di rec ti ve" versus "non­

direc ti ve" and "boss-centered" versus "employee-centered," 

do not adequately distinguish between leader behavior. A 

few studies, such as those conducted by Dunteman and B'ass 

(11), Patchen (44) and Sales (53), suggest that a relation­

ships orientation and/or participative management can even 

be less effective than a task oriented autocratic type of 

supervision. 

Research conducted by Fleishman and Peters (15) indi­

cates that whether a manager exhibits great concern for 

structure or consideration has no association with the man­

ager's rated effectiveness. In 1966, Korman (34) reviewed 

twenty-five leadership studies concluding that a manager's 

effectiveness could not be predfcted by the amount of con­

sideration or structure he used. 
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Thus it may be concluded that there is no "one" effec-

tive leadership style, nor is one type of leadership style 

necessarily better than any other. Additional situational 

elements must be taken into consideration. 

The Situational Approach 

The situational approach to the study of leadership is 

based on the assumption that the "correct" leadership style 

to be used is directly contingent upon the situation. This 

implies that as situations change or differ from one to 

another, persons who are leaders in one situation may not be 

leaders in another. In terms of leadership or organizational 

effectiveness, the idea of situational determinants is impor-

tant in that the situation must be well enough defined that 

reasonable ~ffectiveness criteria for evaluation can be 

established for the particular group under consideration. 

Various authors have indicated the importance of taking 

into consideration situational variables when studying lead­

ership. Such is implicit in the following definition of 

leadership by Katz and Kahn (29j p. 301): 

•.. leadership is a rational concept implying two 
terms: the influencing agent and the persons influ­
enced. Without followers there can be no leader. 
Hence, leadership conceived as an ability is a slip­
pery concept, since it depends too much on proper­
ties of the situation and of the people to be 'led.' 

Dolan (10, pp. 2-4) has also emphasized the importance 

of the situation in the process of leadership. He indicated 

that leadership is the function of four major variables: 

personality, competence, the social system and the situation; 
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the personality theoretically contributing the ~ersonal. 

qualities essential for maximum effectiveness in leadership 

situations, and competence referring to one's knowledge and 

understanding of the social system. Dolan refers to the 

situation as those factors inherent within any social system 

that are subject to change over time. 

The following quotation by Ross and Hendry (52, p. 37) 

lends support to the hypothesis that the process of leader-

ship must vary from situation to situation: 

Perhaps the best we can say at this point is that 
any comprehensive theory of leadership must take 
into account the fact that roles in groups tend to 
be structured, and that the leadership role is 
probably related to personality factors, to the 
attitudes and needs of "followers" at a particular 
time, to the structure of the group, and to the 
situation as defined above. Leadership is probably 
a function of the interaction of such variables, 
and these undoubtedly provide for role differen­
tiation which leads to the designation of a "cen­
tral figure" or leader, without prohibiting other 
members in the group from performing leadership 
functions in various ways, and at various times, 
in the life of the group. 

Fiedler's (14) Leadership Contingency Model programs 

leadership effectivene·ss to be a function of the extent to 

which the '.Style matches the ·situation. The situation theo­

retically .is composed of the following three variables: 

(1) position power of the leader (the degree to which the 

·position possesses the powe·r to obtain subordinate compli­

ance); (2) structure of task (the extent to which the leader 

is allowed to control his group members by progrannning 

tasks); and (:3) leader member relations (the degree to which 

leader member relations are good}. 
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Most modern approaches to the study of group or organi­

zational effectiveness, particularly the general systems 

approach, have begun to take into account the above mentioned 

variables. Leadership theory in terms of organizational 

effectiveness is faced with the same problem; that is, there 

are many more variables to take into consideration than were 

at first supposed. 

It appears that there is wide recognition of the impor­

tance of thoroughly taking into consideration situational 

variables before arriving at any operational understanding 

of leadership. 

The Task Orientation and Rela­

tionships Orientation Approach 

As previously mentioned, The Ohio State research has 

indicated that two basic dimensions of leadership exist. 

These are the task orientation and relationships orientation 

dimensions. The task orientation represents the extent to 

which the manager shows concern with production and actual 

task accomplishment. The relationships orientation repre­

sents the extent to which the manager has personal job rela­

tionships; characterized by mutual trust, respect for 

subordinates' ideas and consideration of their feelings. 

The Managerial Grid developed by Blake and Mouton (2) 

is based on these two dimensions. A manager with a low task 

and low relationships orientation is characterized as inef­

fective. A manager with a high task orientation and a high 
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relationships orientation is characterized as the most 

effective. Unless scores on both dimensions are high it is 

hypothesized that the manager is not as effective as he 

could be. The demands which particular situational elements 

might make are largely ignored. 

A test designed to measure the extent to which individ­

uals are task oriented and relationships oriented, using 

Blake and Mouton's Managerial Grid, has been developed by 

Hall, Harvey and Williams (22). 

The Leader Skills Approach 

Several authors, such as Katz and Mann have theorized 

that leaders possess certain skills which they must have in 

order to be effective. 

Katz (32) proposed that effective administration rests 

on three basic skills: (1) technical skill, "an understand­

ing of, and proficiency in, a specific kind of activity," 

(2) human skill, "the ability· to work effectively as a group 

member/' and (3) conceptual skill, "the ability to see the 

enterprise as a whole." The relative importance of these 

skills varies according to the individual manager's position 

in the organizational hierarchy. That is, according to the 

requirements of his job. 

Mann (37) has hypothesized that a leader must have 

three essential skills: (1) administrative competence (the 

ability to coordinate organizational activities), (2) human 

relations competence (the ability to integrate organizational 
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objectives with individual member needs), and (3) techh1cal 

competence (the ability to accomplish one's assigned tasks 

and technical duties. He suggests that the relative impor­

tance of these skills would vary according to the individual 

manager's position in the organization. 

Reddin's Theoretical Model of 

Leadership Styles 

A rather unique integration of the situational approach 

with the task and relationships orientation approach to the 

study of leadership has been proposed by Reddin (49) in his 

3-D Theory of Managerial Effectiveness. Like many others, 

he has hypothesized that two basic dimensions of leadership 

exist, the task orientation and the relationships orientation 

dimensions. 

As may be seen in Figure 1, these dimensions may be 

combined in four different manners indicating four different 

types of leader behavior. Reddin has designated these types 

as integrated, dedicated, related and separated. The inte­

grated type of behavior is so named because it describes 

behavior which combines both a high task and a high relation­

ships orientation. The dedicated type represents behavior 

with a high task and low relationships orientation. The 

related type represents behavior with a high relationship 

and low task orientation. The separated type encompasses 

both a low task orientation and a low relationships 

orientation. 
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Reddin has theorized that depending on one's level of 

effectiveness, these four types of behavior result in eight 

styles of management. The eight styles of management are 

defined as follows: 

EXECUTIVE--A manager who is using a high Task Orien­
tation and a high Relationships Orienta­
tion in a situation where such behavior 
is appropriate and who is therefore more 
effective. Seen as a good motivator who 
sets high standards, who treats everyone 
somewhat differently and who prefers 
team management. 

COMPROMISER--A manager who is using a high Task 
Orientation and a high Relationships 
Orientat,ion in a situation that requires 
a high orientation to only one or 
neither and who is therefore less 
effective. Seen as being a poor deci­
sion maker and as one who allows various 
pressures in the situation to influence 
him too much. Seen as minimizing imme­
diate pressures and problems rather than 
maximizing long term production. 

BENEVOLENT AUTOCRAT--A manager who is using a high 
Task Orientation and a low Relationships 
Orientation in a situation where such 
behavior is appropriate and who is 
therefore more effective. Seen as 



knowing what he wants, and knowing how 
to get it without creating resentment. 

AUTOCRAT--A manager who is using a high Task Orien­
tation and a low Relationships Orienta­
tion in a situation where such behavior 
is inappropriate and who is therefore 
less effective. Seen as having no con­
fidence in others, as unpleasant, and as 
being interested only in the immediate 
job. 

28 

DEVELOPER--A manager who is using a high Relation­
ships Orientation and a low·Task Orien­
tation in a situation where such behavior 
is appropriate and who is therefore more 
effective. Seen as having implicit trust 
in people and as being primarily con­
cerned with developing them as individuals. 

MISSIONARY--A manager who is using a high Relation­
ships Orientation and a low Task Orien­
tation in a situation where such behavior 
is inappropriate and who is therefore 
less eftective. Seen as being primarily 
interested in harmony. 

BUREAUCRAT-·A manager who is using a low Task Orien­
tation and a low Relationships Orienta­
tion in a situation where such behavior 
is appropriate and who is therefore more 
effective. Seen as being primarily 
interested in rules and procedures for 
their own sake, and as wanting to main­
tain and control the situation by their 
own use. Often seen as conscientious, 

DESERTER--A manager who is using a low Task Orien­
tation and low Relationships Orientation 
in a situation where such behavior is 
inappropriate and who is therefore less 
effective. Seen as uninvolved and 
passive. 

Relationships between the previously mentioned four 

types of leader behavior and resulting eight different man­

agerial styles are shown in Figure 2. 

It may be observed that one who manages in an integrated 

manner with a high degree of effectiveness, Reddin labels an 
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executive. One who manages in an integrated manner with a 

low degree of effectiveness, Reddin labels a compromisor. 

One who manages in a related manner with a high degree 

of effectiveness is called a developer. One who manages in 

a related manner with a low degree of effectiveness is called 

a missionary. 

One who manages in a dedicated manner with a high degree 

of effectiveness is called a benevolent autocrat. One who 

manages in a dedicated manner with a low degree of effective­

ness is called an autocrat, 

One who manages in a separated manner with a high degree 

of effectiveness is called a bureaucrat. One who manages in 

a separated manner with a low degree of effectiveness is 

called a deserter. The relationship between basic managerial 

types and more effective and less effective styles is shown 

in Table I. 

More Effective 
Managerial Style 

Executive 

Benevolent 
Autocrat 

Developer 

Bureaucrat 

TABLE I 

LEADERSHIP STYLES 

Basic 
Style 

Integrated 

Dedicated 

Related 

Separated 

Less Effective 
Managerial Style 

Compromisor 

Autocrat 

Missionary 

Deserter 
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Reddin believes an effective manager must possess three 

skills: situational sensitivity (the ability to "read" a 

situation), situational management skill (the skill to change 

the situation, if necessary), and style flexibility (the use 

of a variety of styles to match a variety of situations). 

In short, effectiveness depends on using behavior appropriate 

to match the situation. 

He has indicated that the situation may be characterized 

by five variables. The variables are: one's superiors, 

one's coworkers, one's subordinates, the technology of one's 

job and the organizational climate. Figure 3 provides a 

visual representation of this concept. 

Superior 

Organization 

Coworkers ] .... -.._,.. r Manager 

Technology 

Subordinate 

Figure 3. Reddin's Five Basic Situational 
Elements 

Presumably superiors, coworkers, or subordinates with a 

high relationships orientation would exert an influence on a 

manager to also use a high relationships orientation and 

thus influence one to use particular leadership styles. 

Likewise, a high task orientation existing among these 
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individuals would influence one to use a high task orienta­

tion and thus use a leadership style such as an autocrat or 

benevolent autocrat. 

A "warm" organizational climate as contrasted with a 

"cold" organizational climate would presumably influence the 

manager to use a higher relationships orientation and thus 

exert pressure to ma~age with certain styles. 

Reddin's theory suggests that the technology (the type 

of work being performed and the demands it makes on the 

worker) of the work a manager's subordinates perform can 

effect the manager's leadership. His theory categorizes 

technology into four types: integrated, related, dedicated 

and separated •. Each of these types of technology would pre­

sumably exert an influence to manage in an integrated, 

related, dedicated or separated manner. This, of course, 

exerts an influence to use certain leadership styles. 

To further clarify these concepts, let .us suppose that 

the technology of one's job requires a related type of 

behavior, one's superiors, coworkers and subordinates are 

above average in relationships orientation and the organiza-

tional climate is "warm;" then we would expect a relation­

ships oriented type of leader such as a "developer." In 

this instance, if a task oriented type of style such as an 

"autocrat"''"or "benevolent autecrat". were used we would 

expect the manager to experience difficulty and be less 

effective an autocrat than he otherwise could be. 
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Certainly the theory and concepts put forth by Reddin 

are logical and appealing. However, it should be recognized 

that his ideas are theoretical in nature and have not yet 

gained general acceptance by behavioral scientists. 

Prior Research on Hospital Administration 

The general area of hospital administration has been 

discussed by many authors with a majority of the research 

relating to general administrative duties and problems in 

hospital administration. Works such as Modern Hospital 

Administration by Owen (42) and Principles of Hospital Admin­

istration by McGibony (38) are typical. 

It appears that a large amount of the literature has 

been generated from a small base of empirical research. Per­

haps the most comprehensive and thorough work which was sol­

idly based on empirical research is that of Georgopoulos and 

Mann (18) in The Community General Hospital. They made a 

rather thorough analysis of the community general hospital, 

including management, communications and coordination in 

hospitals. As a part of their research, the Leadership 

Behavior Description Questionnaire was used to obtain meas­

ures of managerial behavior. From this data, an analysis of 

technical skill, administrative skill and human relations 

skill was made for various organizational levels. Figure 4 

offers a visual representation of their findings regarding 

these skills at various organizational levels. 
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Certainly the work of Georgopoulos and Mann has added 

much to our understanding of how hospitals function and of 

managerial behavior within them. 
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Organizational Research on Health Institutions edited 

by Basil Georgopoulos (1972) (17) is probably the most cur­

rent comprehensive work dealing with the organization and 

management of hospitals. It deals with the organizational 

structure of hospitals, the social control of hospitbls, the 

quality of patient care, organizational effectiveness and 

various other topics. 

Smalley (SS), in Hospital Industrial Engineering, con­

sidered the application of industrial engineering techniques 

in hospitals in some detail but largely neglected managerial 

problems. As is frequently the case in the literature of 

hospital administration, a majority of his research was not 

primary but drawn from other sources. 

Oakland and Fleishman (41) studied the relationship 

between styles of leadership and organizational stress in 

hospital settings. Organizational stress being character­

ized by interpersonal conflicts, hostility and non­

cooperative relationships among organizational members. They 

hypothesized that supervisors ~o scored higher in considera­

tion (a relationships orientation) would have lower levels of 

stress in their departments. Also, they hypothesized that 

supervisors who scored higher in structure would have lower 

levels of stress between units. Structure is defined as the 

extent to which the manager defines what is to be done and 
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emphasizes overt attempts to achieve organization goals. 

Stress within departments was found to have a negative cor.­

re lation with the perceived amount of consideration existing 

within each department. No relationship was found between 

the amount of consideration existing within each department 

and the amount of stress between departments. Stress between 

departments was found to be negatively related to the empha­

sis of"a production orientation in the voluntary hospital but 

not in the government hospital studied. With these incon­

sistent results in mind, Oaklander and Fleishman concluded 

that the patterns of relationships which are effective may 

be more of a function of the type of organization than of 

the type of supervisory job involved: i.e., the actual 

duties to be performed. Presumably, the government hospital 

was already more fully structured than the voluntary hospital 

and thus increased amounts of structure would have a more 

significant effect in the voluntary hospital than in the 

government hospital. They suggested that further research 

should be directed toward isolating the influence of organi­

zational variables which effect the leadership process in 

hospitals. The present research has attempted to isolate 

these variables. 

Survey programs such as that conducted by Holloway and 

Lonergan (26) have contributed significantly to our under­

standing of hospitals, Their research compared the 

responses of more than 2,100 hospital administrators and 

supervisors and over 9,000 other hospital employees with 
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those of more than 28,000 industrial employees. Data was 

gathered regarding work operations, work output, communica­

tions and performance evaluations. The responses from indus­

try were compared to those from hospitals with the following 

results: hospital employees perceived communications and 

financial incentives as significantly poorer than did indus­

trial employees; hospital employees responded more favorably 

than industrial employees in work operations, work output 

and administrative practices. Horizontal communications and 

interdepartment communication appeared to be significantly 

weaker in hospitals. This implies that further attention 

should be given to managerial communication in hospitals. 

Other studies, such as that conducted by Jain (27), 

have also dealt with communication patterns in hospitals. 

Jain compared the frequency and amount of communication with 

employee communication satisfaction and supervisory perform­

ance. His research indicated that: (1) the more favorable 

the supervisory communication behavior was perceived to be, 

the more favorable the supervisory performance ratings were; 

(2) the greater the frequency and amount of job related com­

munication between the supervisor and his subordinates, the 

more favorable were the supervisory performance ratings; and 

(3) the greater the communication satisfaction of employees, 

the more favorable were the supervisory performance ratings. 

The most recent research found relating directly to 

managerial behavior in hospitals was that conducted by Casey 

(7) in 1972. His research attempted to identify the 
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philosophy and styles of hospital administrators·and gradu­

ate students in hospital administration. The study was 

descriptive in nature and did not take into consideration 

organizational and situational elements which might have had 

a strong impact on the particular styles observed. 

Casey used the "Styles of Management Inventory" develi,, · ... 

oped by Hall, Harvey and Williams (22) to categorize the 

respondents on the "Managerial Grid" developed by Blake and 

Mouton (2). His findings were that both practicing managers 

and graduate students had a 9/9 style. That is, both groups 

exhibited a strong relationship orientation and a strong 

task orientation. The 1/9 style was exhibited by both groups 

as a supporting style. That is, the supporting style had a 

high relationships orientation but little concern for pro­

duction. This implies that it might well be worthwhile to 

emphasize additional training for a production or task orien­

tation in the hospital. 

Casey has indicated that personnel in hospitals appear 

to be excessively "people oriented." This is probably due 

to the very nature of hospital duties which are primarily 

that of patient care. Due to the fact that Casey's re~earch 

was restricted to hospitals in one city, Birmingham, Alabama, 

and that situational elements were not taken into considera­

tion, it would be unwise to make generalizations about mana­

gerial styles in hospitals on the basis of his researcb,f 

alone. However, his research has provided valuable concepts 

which were incorporated in the present study. 
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In summary, apparently little research has been con­

ducted exploring the "types" of managerial behavior in hos­

pitals. Also, the effect of organizational and situational 

elements on managerial behavior in hospitals appears to be 

only vaguely known and a fruitful area for research. 

The Theoretical Model 

Introduction 

A theoretical model was designed in order to provide a 

framework with which to analyze managerial behavior. Iso­

lated variables are of little use in predicting or under­

standing managerial behavior until they have been integrated 

in such a fashion that their full meaning may be understood. 

The model presented here attempts to integrate the most 

widely accepted dimensions of leadership previously dis­

cussed, and also dimensions of hospital management which the 

literature review revealed to be significant. 

Scope of the Theoretical Model 

Various dimensions of managerial behavior, Reddin's 

"Management Style Diagnosis Test," and additional background 

data were utilized in the proposed theoretical model. Sev­

eral variables were used for each dimension of behavior in 

order to better account for the complexity of the dimensions. 

The following dimensions of managerial behavior were 

utilized: 



task orientation 

relationships orientation 

organizational climate 

technology 

influence of the medical staff 

tension and stress 

coordination and communication 

background data 

the Management Style Diagnosis Test (MSDT). 
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Before the above dimensions of behavior are further 

clarified and put in the form of a model, a distinction must 

be made between th~ MSDT and the other dimensions of behav­

ior. All of the above dimensions, including the MSDT, may 

be regarded as measures or indicators of behavior. All of 

the dimensions could be regarded as causal in nature, that 

is, contributing to managerial behavior, with the exception 

of the MSDT which was included only as a descriptive tool 

and not as a factor influencing managerial behavior. 

A visual representation of the model is provided in 

Figure 5. As many of the above dimensions of behavior are 

overgeneralized or should refer to more specific groups, a 

more detailed analysis of these dimensions and why they were 

included in the model is now in order. 

Background data relating to the respondents were 

included for the following areas: age, education, years in 

present position, years in hospital, years in health serv­

ices and number of subordinates in order to obtain a more 
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thorough understanding of those participating in the 

study. 

42 

Task orientation and relationships orientation were 

included in the model because they are widely accepted dimen­

sions of leader behavior (34). The task orientation dimen­

sion was expanded to consider separately the perceived task 

orientation of superiors, coworkers and subordinates. Like­

wise, the relationships orientation was expanded to include 

separate measures of superiors, coworkers and subordinates 

relationships orientations. 

Authors such as Fiedler (14) and Reddin (49) have indi­

cated that organizational climate could have a strong influ­

ence on the type of leadership which will be used. Thus, 

organizational climate was included in the model. It was 

divided into two dimensions: department climate and hospital 

climate. 

Technology was included in the model due to the impor­

tance attributed to it by recognized authors such as Likert 

(36), Blauner (3), and Reddin (49). They suggest that the 

type of technology existing will exert an influence on man­

agerial behavior. The technology dimension was differenti­

ated into four types of technology: separated, related, 

dedicated and integrated. Reddin (49) has theorized that 

each of the types of technology will exert an influence to 

utilize certain leadership styles. 

The perceived influence of the medical staff was 

included as a part of the model due to a recommendation of 
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officials of the American College of Hospital Administrators. 

This dimension was composed of four variables: the perceived 

influence of the organized medical staff on the hospital, 

desired influence on the hospital, perceived influence on 

the respondent's department and desired influence on the 

respondent's department. 

The dimension of tension and stress was included in the 

model because of research conducted by Oaklander and 

Fleishman (41) indicating that these variables were quite 

important in understanding managerial behavior in hospitals. 

The dimension was composed of four variables: perceived 

hospital tension and stress, anticipated normal hospital 

tension and stress, perceived department (the respondent's) 

tension and stress and anticipated normal department tension 

and stress. 

Coordination and communication were included as dimen­

sions in the model due to emphasis placed on these dimensions 

by authors such as Holloway and Lonergan (26). Their 

research suggests that hospitals experience more difficulty 

with these dimensions than does private industry. Jain (27) 

has conducted research which indicates that, in hospitals, 

communication effectiveness is clearly related to ratings of 

supervisory performance. The dimensions of coordination and 

communication were composed of four variables: hospital 

coordination effectiveness, department (the respondent's) 

coordination effectiveness, hospital communication effective­

ness and the respondent's department communication effective­

ness. 
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The Management Style Diagnosis Test was used, not as a 

dimension of managerial behavior but as an independent meas­

ure of it. The test has been rather widely used in business, 

government and universities. Over 100,000 people have taken 

it. 

Expected Relationships in the Model 

Due to the fact that the nature of the work in hospitals 

varies tremendously we would expect to find the relative 

amounts of task orientation and relationships orientation 

varying accordingly. Bauner (3) has indicated that where 

the work to be performed is of an unskilled or semi-skilled 

nature one would expect to find a Theory X type management. 

That is, a task oriented type management. In hospitals, 

work of this nature would most likely exist in housekeeping, 

engineering, food service and to some extent in accounting. 

Thus, we would expect to find above average levels of task 

orientation in these areas of the hospital. Bass (11) has 

suggested that engineers exhibit above average levels of 

task orientation. Thus, one might expect the hospital engi­

neer to exhibit the same characteristic. Reddin (49) has 

hypothesized that one would expect to find a high level of 

relationships orientation existing among those holding jobs 

requiring a high degree of interpersonal contact. Accord­

ingly, we would expect to find a high level of relationships 

orientation existing in areas such as administrators, asso­

ciate and assistant administrators. 
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Several researchers have studied the effect of organi­

zational "climate" (in this study the hospital and group 

climate) on managerial behavior. Fiedler (14) has suggested 

that the "warmth" of group climate would normally correlate 

negatively with the amount of stress perceived to exist. 

As the technology of the hospital as an organization 

fits Thompson's (63, p. 16) "mediating" type of technology 

very closely, we would expect to find an above average level 

of relationships orientation existing for the hospital as a 

whole. It is generally acknowledged that tasks which are of 

a simple routine, repetitive nature will exert an influence 

to manage in a task oriented manner. Jobs involving skills 

which are non-routine, with many exceptions, will ordinarily 

require a higher degree of relationships orientation. Thus, 

among positions exhibiting related and integrated technology 

types, we would expect to find an above average degree of 

relationships orientation. Moore (40, p. 12) has suggested 

that among positions exhibiting separated and dedicated 

technology types, we would expect to find above average 

amounts of task oriented behavior. 

Expected correlations of the influence of the medical 

staff with other variables are somewhat obscure. Georg­

opoulos and Mann (18, p. 574) have indicated that they would 

expect the perceived influence of the organized medical staff 

on the hospital to approximate the desired influence of the 

organized medical staff on the hospital. Georgopoulos (17, 

p. 290) has suggested that power in the hospital is shared 
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among the board of trustees, the medical staff and the 

administrator in approximately equal amounts. Thus, we would 

expect to find that the medical staff has a substantial 
.~ 

influence on hospital operations. 

Oaklander and Fleishman (41) have studied the relation­

ship of tension and stress with other variables in hospitals. 

They indicated that in voluntary hospitals consideration (a 

relationships orientation) was positively associated with 

less intradepartmental stress. Other findings were that con­

sideration was unrelated to interdepartmental stress. How­

ever, the amount of structure existing among departments had 

a strong negative correlation with stress. Thus, we would 

expect to find departments with a higher relationships orien­

tation to have less stress. Also we would expect to find 

slight or nonexistent associations between relationships 

orientation and stress among departments. 

Georgopoulos and Mann (18, p. 536) have indicated that 

coordination and communication can be expected to have a 

positive correlation among hospitals. It was found that in 

nursing communication eff~ctiveness had a strong negative 

correlation with tension and stress. In adpition, super­

visory ratings were found to be positively correlated with 

communication effectiveness (18, p. 520). Jain (27) also 

found a positive correlation between communication effec-· 

tiveness and supervisory ratings. 

Background data was gathered primarily to obtain a bet­

ter understanding of the respondent's past history. Several 



of the variables such as age, years in present position, 

years in hospital, and years worked in the health services 

would be expected to show strong positive correlations. 

Expected Results from the Management 

Style Diagnosis Test 
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This test has provided measures of task orientation, 

relationships orientation and effectiveness and placed the 

respondents into different managerial styles. As Reddin has 

hypothesized that managerial styles are a resultant function 

of five situational elements, we would expect independent 

measures of these five situational elements to behave as his 

theory predicts they would. The five variables are: one's 

superiors, one's coworkers, one's subordinates, the technol­

ogy of one's job, and the prevailing organizational climate. 

In accordance with Reddin 's .the~;y, we would expect that 

those individuals labeled "deserter" to exhibit low task and 

relationships orientations, a separated type of technology 

and probably a "colder" organizational climate. 

We would expect those individuals labeled "developer" to 

exhibit a high relationships orientation and a low t·ask 

orientation for superiors, coworkers and subordinates, a 

related type of technology and a "warm" organizational cli­

mate. Likewise, we would expect the remaining individuals 

labeled "mission.ary," "autocrat," "compromisor," "benevolent 

autocrat" and "executive" to exhibit respective amounts of 

the five situational variables as his theory indicates they 
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will. In short, this is to say that we would expect the 

five major situational elements proposed by Reddin to result 

in the particular management styles as his theory predicts 

they will. 

Summary 

Although prior research has been extensive and a great 

amount of information regarding leadership has been obtained, 

little has been done to integrate the various findings into 

a useful theory. Few, if any, of the hypotheses may be 

applied usefully under varying circumstances. 

Various past and p~esent approaches to the study of 

leadership are: the trait approach, the group approach, the 

leader types approach, the situational approach, the task 

and relationships orientation approach and the leader skills 

approach. 

The trait approach was based on the assumption that 

leaders have observable traits which distinguish them from 

other individuals. The number of traits soon became so large 

as to restrict severely the usefulness of this method for 

understanding the nature of leadership. 

The group approach to the study of leadership was based 

on the assumption that characteristics of the group members 

would exert a strong influence on the most appropriate 

leadership style to be used. This approach does have con­

siderable empirical support but would be more useful if it 

could be incorporated into broader dimensions. 



The leader types approach, such as that indicated by 

McGregor's Theory X and Theory Y type managers, has gained 

wide support by modern theorists such as Likert, Blake and 

Mouton. A weakness of this theory is its polarization of 

managers into two types. In actuality, managers are not 

entirely one type nor are they entirely another type, but 

instead some combination of the two. 
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The situational approach is based on the assumption 

that leadership is a function of the situation in which it 

is exercised. This is to say that situational elements such 

as organizational climate and the technology existing would 

have an effect on the most appropriate style of leadership 

to be used. The validity of this approach can hardly be 

denied. The present need is that of isolating and identify-

ing the impact of the most important situational variables. 

The task and relationships orientation approach is based 

on the assumption that leadership can be analyzed in terms of 

these two well substantiated basic dimensions of leadership. 

The leader skills approach to leadership is based on 

the simple assumption that an effective leader will possess 

certain "leadership" skills. After these approaches to the 

study of leadership were considered, Reddin's 3-D Theory of 

~-~~nagerial Effectiveness and Leadership Styles (which inte­

grated situational elements with the task and relationships 

dimensions of leadership) was discussed. 
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Previous research in hospitals was briefly surveyed in 

the chapter and then a theoretical model with which to 

analy~e managerial behavior in hospitals was developed. 

The final part of the chapter contains a discussion of 

expected relationships in the model. 



CHAPTER III 

THE EMPIRICAL.MODEL 

Introduction 

This chapter offers a general outline of how the previ­

ously proposed theoretical model was tested. Data gathering 

procedures and the r-esearch instruments utilized to gather 

data are discussed at some length. A general methodological 

framework with which the data was analyzed is developed. 

The Data Gathering Procedure 

Introduction 

The data gathering procedure was composed .. ef feur · basic 

steps: (1) the selection of hospitals to be studied, (2) the 

selection of positions within hospitals, (3) the obtaining of 

permission to gather data at each hospital, and (4) the 

actual collection of. the fc!ata. 
' 

A pilot study of the research instruments was made at a 

local hospital. Minor but appropriate modifications of the 

research instruments were made before they were subsequently 

utilized. 
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Selection of Hospitals 

The state of Oklahoma has 162 hospitals of which 131 are 

community hospitals. A community hospital is defined as a 

"nonfederal short-term general or other special hospital 

whose facilities and services are available to the entire 

community" (1, p. 5). 

The community hospital category includes the municipal 

hospital, the proprietary short-term hospital, and the vol­

untary, nonprofit organization found in most communities. 

Only community hospitals were included in the population 

because it was felt that it would be unrealistic to include 

"non community" hospitals such as psychiatric or tuberculo­

sis hospitals which exhibit widely differing characteristics. 

From Oklahoma's 131 community hospitals, 23 hospitals were 

selected. These 23 hospitals were selected on the basis of 

suggestions from officials of the Oklahoma Hospital Associa­

tion and on the hospital's location. Officials of the 

Oklahoma Hospital Association on the basis of their past 

experience were asked to indicate which hospitals would be 

most likely to participate in a research project of this 

nature. Hospitals located further than 150 miles from 

Oklahoma State University were not considered due to time 

and financial constraints. However, approximately 80-90% of 

the hospital bed capacity in the state was within the 150 

mile radius. 

Total bed capacity of community hospitals in ~he state 

is approximately 11,050 beds. The seventeen hospitals 
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ultimately participating in the project had a total bed 

capacity of approximately 3,800 beds. Six of the twenty­

three hospitals initially contacted were unable to partici­

pate for various reasons or simply were not interested. 

Although over one-third of the population, in terms of 

bed size, was included in the sample, a random sample was 

admittedly not obtained. It is possible that the sample was 

biased in the sense that it may have included a high propor­

tion of "progressive" hospitals and a low proportion of less 

"progressive" hospitals. This is based on the assumption 

that the more progressive hospitals would have the time and . 
be more willing to participate than hospitals faced with 

more immediate crises, perhaps in part due to bad management. 

A breakdown by bed size of the seventeen hospitals 

studied is given in Table II. The great majority of commu­

nity hospitals in Oklahoma have less than 150 beds, but the 

largest amount of bed capacity is in hospitals having over 

150 beds. As may be seen in Table II, a consider~bly smaller 

percentage of hospitals with less than 150 beds than those 

with more than 150 beds was included in the sample. This 

was done in order that a substantial proportion of the bed 

capacity in the state could be included in the study and 

also because of the much larger number of smaller hospitals. 

·Selection of Respondents in Hospitals 

Individuals from each of the following positions in 

each of the hospitals were invited to participate: 
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TABLE II 

A COMPARISON OF HOSPITAL BED SIZE WITH NUMBER 
OF HOSPITALS INCLUDED IN THE STUDY 

Number of Number of Hospitals 
Hospital Hospitals Included as a% of 
Bed Size Included Hospitals in Each 

Size Category 

50 - 149 6 14% 

150 - 249 6 43% 

250 + 5 45% 



administrator 

associate and assistant administrators 

comptroller or chief accountant 

personnel manager 

director of nursing 

director of respiratory therapy 

director of physical therapy 

director of the laboratory 

director of the x-ray department 

director of drugs and pharmacy 

director of housekeeping and laundry 

director of engineering and maintenance 

director of food service 

director of volunteers 

director of purchasing 

director of medical records. 
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These 16 positions were selected due to the fact that 

they were in all hospitals and thus would be useful in mak­

ing comparisons. In any particular hospital, not all per­

sonnel were available to participate. Some were ill, some 

were involved with emergencies, etc. The smallest number of 

respondents in any of the above listed groups was nine indi­

viduals, each from a different hospital. Thus, it was felt 

that a sufficiently large number of respondents to give an 

indication of the nature of the type of person holding each 

position was obtained. 
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The average number of respondents from each of the 

seventeen hospitals surveyed was approximately 18. With the 

exception of one hospital supplying only five respondents, 

the smallest number of respondents from any one hospital was 

10, the largest number from any one hospital was 33. A few 

hospitals such as the one providing 33 respondents were 

large and fully committed to the project. In such instances, 

a few of the respondents participating fit neatly into any 

of the 16 managerial positions considered and were therefore 

dropped from that part of the study. In all instances, 

respondents participating in the study had two or more sub­

ordinates. For these reasons it was felt that a sufficiently 

large number of respondents was obtained from each hospital 

to provide a fair indication of each hospital's managerial 

characterictics. 

Obtaining of Permission to Gather Data 

and Scheduling of Data Gathering 

Permission to gather data and the data collection was 

obtained by means of the following four steps: 

(1) sending an introductory letter to the administrator 

of each hospital; 

(2) telephoning the administrator of each hospital; 

(3) making a personal visit to each hospital to discuss 

the project with its administrator; 

(4) making a visit to each hospital for the actual data 

collection. 
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The introductory letter sent to each administrator pro­

vided a brief description of what the project would involve, 

the value of the project and the purpose of the project. It 

was indicated in the letter that the researcher would tele-

phpne the administrator in the near future to answer any 
' 

questions he might have regarding the research and to deter­

mine his interest in participating. A copy of the letter is 

included as Appendix A. 

It was determined that the scope of the research proj­

ect could not be adequately explained over the telephone. 

Because of this, the telephone call was used primarily to 

determine the administrator's interest in the project and to 

arrange a date for the researcher to discuss personally the 

project with the administrator at his hospital. 

The main objective of the personal interview with each 

administrator was to solicit his permission to gather data. 
' C' 

During the interview a copy of the research instruments to 

be utilized was provided •. A copy of the questionnaire may 

be found in Appendix B. The Management Style Diagnosis Test 

was not included because it is copyrighted. 

During the interview, a convenient ¢ate and time was 

arranged for the actual administering of the research 

instruments. 

The Actual Data Gathering Procedure 

The researcher personally visited each of the seventeen 

hospitals to collect the data, spending one 'day at each 
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hospital. Previous to the scheduled meeting date, respond­

ents had been informed of the pending research and asked to 

participate in one of two 1groups. One group was scheduled 

in the morning and the other in the afternoon. It was 

strongly emphasized to each group of respondents that the 

project was part of an Oklahoma State University doctoral 

dissertation, and not a hospital study. Also, it was 

stressed that the respondent's replies and test scores would 

be kept strictly confidential. It was explained that only 

summary results of the group as a whole would be revealed to 

their superiors in the hospital administration. When pos­

sible, this explanation was made in the presence of the 

administrator in order to further reassure the respondents 

that their individual answers would remain confidential. 

Also, at the beginning of each session, the researcher 

clearly explained to the respondents the purpose of the 

research and what it would involve on their part. As an 

incentive, it was explained that normative data of other 

participants from different hospitals with similar duites 

would be compiled and mailed back to the respondents in 

order that they could compare their behavior with what others 

in a similar position were doing. The respondents were quite 

enthusiastic about this. opportunity. 

The respondents were asked first to complete the basic 

questionnaire, this, requiring about 30 minutes, and then to 

complete the Management Style Diagnosis Test, this requiring 

another 30 minutes. Immediately after all respondents had 
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completed the test and questionnaire, the test was scored by 

the respondents with the help of the researcher. A brief 

explanation of the meaning of the test and what it was 

designed to measure was given by the researcher at this time, 

Research Instruments Utilized 

Introduction 

Two research instruments were utilized to obtain the 

necessary data. The Management Style Diagnosis Test (SO) 

developed by Reddin was used to obtain an indication of the 

respondents' management styles. Although the MSDT was pri­

marily designed to be used as a development technique, Reddin 

has also indicated that it may be used as an assessment 

device. 

In addition to the MSDT, a questionnaire designed by 

the researcher was utilized to obtain independent measures 

of the variables measured by the test and other additional 

information. A copy of the questionnaire is included in 

Appendix B. 

The Management Style 

Diagnosis Test (MSDT) 

The MSDT was developed by Reddin in 1970 to assess a 

manager's leadership style. If is a forced-choice type test 

consisting of 64 pairs of statements. The respondent is 

asked to select from each pair of statements the statement 

which he feels best describes his behavior in his present 



job. Respondents normally complete the test in less than 

thirty minutes. 

The test is designed to provide the following 

information: 

a measure of task orientation 

a measure of relationships orientation 

a measure of effectiveness 

a style profile 

dominant and supporting management styles. 

The relationships orientation score indicates the 

extent to which a manager has personal job relationships 

with subordinates on the job he ,now holds. 

60 

The task orientation indicates the extent to which the 

manager directs his subordinates' efforts toward goal attain­

ment in his present job. 

When these measures are combined, the respondent is 

placed in one of eight different style categories. The first 

four are regarded as less effective and the last four as 

effective. The eight styles are: deserter, missionary, 

autocrat, compromiser, bureaucrat, developer, benevolent 

autocrat and executive. A less effective style indicates 

that a manager's leadership style does not match the demands 

of the five major elements of his situation. That is, his 

leadership style does not match the demands of his superi­

ors, coworkers, subordinates, technology and organizational 

climate as described by him when answering the test 

questions. 



Scores for each of the eight styles comprise the respond­

ent's style profile. A score of eleven or above indicates a dom­

inant style, a score of ten indicates a supporting style. 

The Questionnaire 

Introduction. A nine page questionnaire designed by 

the researcher was utilized to obtain independent measures 

of the five variables theorized by Reddin to result in par­

ticular leadership styles, and to obtain additional informa­

tion which other sources indicated would be relevant. A 

copy is included in Appendix B. 

Likert type scales were used for all questions except 

those requiring general background information such as age 

or number of subordinates. Questions were typically asked 

in the following manner: 

Using the scale provided, please indicate the extent 
to which you feel each of the following statements 
apply. 

Not at all = 1 

Slightly = 2 

Moderately = 3 

Considerably = 4 

To a great extent= 5 

Occasionally a respondent was responsible for managing sev­

eral different groups of subordinates; and in such instances, 

only his primary group could be considered. 

Measures of the Influence of Technology. Technology 

was categorized into four types: separated, related, 
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dedicated, and integrated (49, p. 69). The meaning of these 

types was explained·in Chapter II. Twenty questions were 

utilized to obtain some indication of the type of technQlogy 

each individual's job contained. This indication was 

obtained via the respondent's descriptions of their subordi­

nate's work. Respondents were asked to indicate, using a 

scale provided, the extent to which they felt each of the 

following statements applied to their subordinates. 

The following five questions were asked as separated 

technology indicators: 

1. The subordinates are required to think rather than 
to act. 

2. The subordinates' work and work method follow 
established procedures. 

3. The subordinates' work is in and of itself inter­
esting, motivating, or attractive. 

4. Subordinates are required to be personally committed 
to their own individual tasks to achieve effective­
ness standards. 

5. The subordinates' tasks are simple to perform. 

An above average score for the sum of these first 

responses would presumably indicate that the job is exerting 

an influence on the manager to manage in a separated manner. 

A low score would indicate the opposite. 

The following five questions were asked as related tech­

nology1 indicators: 

1. The position makes high skill or judgment demands 
on the individual subordinate. 

2. Each subordinate has discretion over his own 
effectiveness standards. 



3. Each subordinate can select the method, tools, 
or approach he wishes to use. 

4. Substandard work by an individual subordinate 
is not immediately detected. 

5. Each subordinate must develop new methods and 
ideas to perform his own work. 
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An above average score for the sum of these five 

responses would indicate that the job is exerting an influ­

ence on the manager to manage in a related manner. A low 

score would indicate the opposite. 

The following five questions were asked as dedicated 

technology indicators: 

1. The degree to which the subordinates are required 
to use physical effort. 

2. The subordinates know less about the task than 
does the manager. 

3. Unplanned and unanticipated events might occur 
which require corrective action by the manager. 

4. The subordinates frequently need to be given 
directions. 

S. The subordinate's performance is measurable, 
and the impact of remedial actions taken by 
the manager can be evaluated. 

An above average score for the sum of these five 

responses would indicate that the job is exerting an influ­

ence to manage in a dedicated manner .. A low score would 

indicate the opposite. 

The following five questions were asked as integrated 

technology indicators: 

1. The subordinates must talk with each other to 
complete their tasks. 

2. The subordinates must depend on each other in 
meeting their own effectiveness standards. 



3. Subordinates as a group set their own pace or 
level of involvement. 

4. More than one effective solution is possible; 
the relative effectiveness of these solutions 
is difficult to measure but improved by inter­
action. 

5. The manager must talk with subordinates as a 
group for them to complete their tasks. 
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An above average score for the sum of t~~se five 

responses would indicate that the job is exerting an influ­

ence to manage in an integrated manner. A low score would 

indicate the opposite. 

Measures of Hospital and Department Climate. To obtain 

an indication of the hospital climate, respondents were asked 

to rate their hospital on each of the following eleven 

questions: 

1. Friendly . . . . -· . 
• • a • • • --------

2. Accepting . . . . . . . 
Q • • • • • • --------

3. Frustrating G • • • e e . . . . . . --------
4. Ineffective . . . . . . . . --------
5. Unenthusiastic: : : : : : : --------
6. Productive . . . . 

0 • • • --------
7. Warm . . . . . . . . . . --------
8. Uncooperative . . . : . : : - . - . - . - - . - - -
9. Supportive . . . . . . . 

- . - . - . - . - . - . - . -
10. Interesting . . . . . . . 

- . - . - . - . - . - . - . -
11. Unsuccessful . : . . . : : . . . . - - - - - - - -

Unfriendly 

Rejecting 

Satisfying 

Effective 

Enthusiastic 

Nonproductive 

Cold 

Cooperative 

Hostile 

Boring 

Successful 

As may be observed, the order of several of the ques­

tions was reversed in order to insure that each question 
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would be individually considered. Ten of the eleven ques­

tions were developed by Fiedler (14) as a measure of group 

atmosphere. Question number four was added to obtain some 

indication of perceived effectiveness. Taking into consid­

eration that the responses had to be assigned numeric val­

ues and the order of some responses reversed, responses from 

the eleven questions were summed to obtain a measure of 

group atmosphere. 

To obtain an indication of department climate, the 

respondents were asked to rate their department on a sepa­

rate list of the same eleven questions utilized as a measure 

of hospital climate. The questions were from the same source 

and handled in the same manner, the only difference being 

that this time they were asked in reference to the respond­

ent's department rather than his hospital. 

Measures of Superior's, Coworker's and Subordinate's 

Task Orientation and Relationships Orientation. Questions 

relating to two dimensions of the Leader Behavior Descrip­

tion Questionnaire, published by Ohio State University (23), 

were used to obtain a measure of the task and relationships 

orientation of the respondent's superiors, coworkers and 

subordinates. Twenty questions were used; ten as a measure 

of task orientation and ten as a measure of relationships 

orientation. Respondents were first asked to answer the 

questions in regard to their superiors, then to answer the 

questions in regard to their coworkers, and finally, in 

regard to their subordinates. The questions were 
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interspersed in order that it would not be obvious exactly 

what they were designed to measure. Responses were summed 

for each group for each dimension in order to obtain a meas­

ure of these dimensions for each of the three groups. 

Other Variables Considered. Questions relating to the 

perceived and desired influence of the medical staff on the 

hospital and on the respondent's department were asked in 

order to obtain a measure of these variables. Also included 

were questions relating to the perceived effectiveness of 

coordination and connnunication in the hospital and the 

respondent's department. 

The Framework of Data Analysis 

The framework of the data analysis may be best under­

stood by viewing the data as composed of the following five 

categories: 

respondents (1-301) 

hospitals (1-17) 

different managerial positions 
in the hospitals (1-16) 

variables, i.e., measures of 
managerial behavior (1-32) 

Management Style Diagnosis Test 
measures of management style (1-11). 

Objectives of the data analysis were: (1) t;o describe 

managerial behavior in the hospitals; (2) to discover mean­

ingful interrelationships among the variables; (3) to; deter-. 

mine the extent to which managerial behavior varied among 
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the different positions in the hospitals; and (4) to deter­

mine if managerial behavior varied as a function of hospital 

size. 

An intital data matrix, 301 x 43, was obtained. That 

is, for each of the 301 respondents, data regarding each of 

43 different variables was obtained. The 43 variables 

included the 11 MSDT measures of style. 

In this form, the data was of limited value in satisfy­

ing the above described objectives. In order to better 

understand this data matrix and the five categories of data 

previously mentioned, one should refer to Figure 6. 

Figure 6-(a) allows one to visually compare, for each 

of the 32 variables, differences among respondents. Also, 

for each respondent, management styles with responses on 

each of the 32 variables may be compared. 

Figure 6-(b) allows us to visually compar~ for each of 

the 32 variables, differences among hospitals. Also, for 

each hospital we can compare averages of MSDT information 

with average values of each of the 32 variables. 

Figure 6-(c) allows us to visually compare average 

responses of those from each of 16 different managerial 

positions on each variable. Also, for each of the 16 posi­

tions we can compare average MSDT style results, and compare 

average MSDT style results with average responses. 

~or any of the three data cubes given in Figure 6, one 

of the three dimensions may easily be col lapsed', and compari­

sons made among the remaining two dimensions. ·· 
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6- (a) 

6-(b) 

6- (c) 
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The descriptive and statistical tools used included the 

use of mean averages, measures of rank correlation and anal­

ysis of variance techniques. Rank order correlations are 
': ...... 

obtained by means of the following steps: (1) rank ordering 

the sets of data, (2) assigning ranks to the observations 

within each set of data, and (3) then obtaining a measure of 

correlation, using the ranks, between the sets of ranked 

data. This technique is well suited to behavioral research 

because it does not require a thorough knowledge of the 

nature of the data utilized. 

Analysis of variance may be used to determine whether 

the data from two or more samples are sufficiently homogene­

ous that we may reasonably conclude that the samples could 

have all been drawn from a single population. Using this 

technique the significance of differences between sample 

means is tested using the ratio of the variance between the 

independent samples to the variance within those samples. 

This technique is, in many respects, ideal for this research 

because in order to accomplish the purposes of this research 

the 301 respondents must be divided into many smaller groups 

of respondents such as those from particular hospitals or 

particular managerial positions. 

Sunnnary 

This chapter has described the various stages of the 

data gathering procedure and offered a rather thorough anal­

.y~is of the research instruments utilized. Methods of 
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quantifying the variables were considered. The final part 

of the chapter offers a basic framework useful for visualiz­

ing and analyzing the data and a brief description of the 

statistical techniques to be utilized. 
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CHAPTER IV 

ANALYSIS AND INTERPRETATION OF THE DATA 

Introduction 

This chapter offers a descriptive analysis of the data 

along with an interpretation of the significance of the rela­

tionships observed. The dimensions of the theoretical model 

were independently considered to determine which dimensions 

of the model were most useful in explaining managerial behav­

ior in the hospitals. 

Results from the Management Style Diagnosis Test were 

used to obtain an indication of the management style of the 

following groups: (1) all respondents, (2) respondents in 

particular hospitals, (3) respondents in various managerial 

positions, and (4) respondents from hospitals of particular 

size groups. 

Responses from respondents comprising particular man­

agement styles were compared among the various styies to 

determine if the styles did adequately discriminate among the 

respondents. Also, the five major situational elements of 

RE!:dd,fn' s theoretical model were compared across styles to 

see if they behaved in the manner his theory suggested they 

would. 
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Hospitals were considered bpth as a group and also as 

distinct entities in order to better understand their behav­

ior. Statistical tests were conducted to determine which 

variables deviated significantly among hospitals and to 

determine which hospitals were significantly above or below 

the mean of all hospitals on each variable. 

Hospitals were placed in various size categories to 

determine if size had an influence on their managerial behav­

ior and, if so, in what ~anner. 

Sixteen distinct managerial positions existing in each 

hospital were individually considered in some detail. A 

statistical analysis was made to determine which variables 

differed significantly among the positdons. Also, an analy­

sis was made to determine which managerial positions exhib­

ited significantly high or significantly low amounts of each 

variable. 

A major part of the chapter was devoted to an analysis 

of relationships and correlations among the variables. A 

better understanding was obtained of how the variables were 

interrelated and which variables were interrelated. Rank 

correlations were made among the variables using the seven­

teen hospitals as entities. This provided an indication of 

which variables tended to increase or decrease together from 

hospital to hospital. Other authors, such as Georgopolus 

and Mann (17) and also Stogdill and Shartle (59) have used a 

similar procedure. 
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The "Statistical Analysis System" developed by A. J. 

Barr and J. H. Goodnight in A User's Guide to the Statistical 

Analysis System (54) was used to perform the analytical 

processing and statistical analysis of the data. Two basic 

statistical techniques were used: analysis of variance and 

Spearman rank order correlations. Analysis of variance was 

used to determine if the mean averages of the various cate­

gories and classifications of data varied signif~cantly. It 

was felt that a sufficiently large number of respondents were 

included in the study that analysis of variance, which is a 

parametric statistical technique, could justifiably be used. 

Spearn\an rank order correlations we;re used to obtain an indi­

cation of whiAh variables were significantly interrelated 

and the manner tn which they were interrelated. 

The Management Style Diagnosis Test Results 

Introduction 

The Management Style Diagnosis Test (MSDT) was primarily 

used to describe the management styles of respondents. The 

descriptive analysis in this part of the chapter has taken 

the form of a description of all respondents, respondents in 

each of the various managerial positions, and differences 

among the hospitals in general. An additional analysis was 

made to determine the extent to which the test actually dis­

criminated among the respondents. That is, to determine in 

what respects respondents placed in the various styles dif­

fered in terms of the variables independently measured. The 



key elements of Reddin's theory of leadership styles were 

considered to determine if they varied among the different 

leadership styles in the manner his theory suggests they 

would. 

Management Style Diagnosis Test 

Results of all Respondents 

Not surprisingly, the respondent's test results dif­

fered somewhat from previous test results of other occupa­

tional groups taking the test. The test was designed to 

74 

obtain an average score of two on task orientation, relation­

ships orientation, and effectiveness. The respondents' 

average scores on these variables were 1. 75, 2.54 and i.35 .. 
respectively. This indicates that managers in hospitals, 

compared with managers in general, are below average in task 

orientation, considerably above average in relationships 

orientation and somewhat above average in terms of "measured" 

effectiveness. The below average task orientation and above 

average relationships orientation are not surprising when 

one considers that the "product" being "processed" in hospi­

tals is an actual human being rather than an object or other 

impersonal resource. The effectiveness score of 2.35 is 

considerably above the expected score of 2.0, indicating 

that the managers participating in this study could be 

judged as being quite competent. The extent to which task 

orientation, relationships orientation and effectiveness 

varied among the different hospitals may be seen in 
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Figure 7, Figure 8 and Figure 9. The basic style profile of 

all respondents taking the test is provided in Figure 10. 

After taking into consideration that this profile represents 

the average of over 300 respondents, we would expect it to 

approximate rather closely, for each style, the average 

score, of e,i.-ght which it was designed to obtain. As may be 

observed, the profile obtained shows scores both above and 

below the expected score of eight. The respondents' score 

of 6.2 for deserter is considerably below the expected score 

of eight. This is in accordance with the researcher's obser­

vation that the respondents exhibited a great amount of pride 

in and loyalty to their particular hospitals. The styles of 

missionary and developer were both considerably above the 

expected value of eight. This is not surprising when one 

considers that both are relationships oriented management 

styles which would logically be appropriate for work in 

hospitals. 

The percent of respondents falling into each style may 

be seen in Figure 11. The MSDT was designed such that each 

style would have an equally likely ch~nce of occurring. 

Since there are eight styles, we would expect that approxi­

mately twelve and one-half percent of the respondents would 

fall in each style. However, this was not the case, as one 

may observe. A predominant style of developer including 

over 30% of the respondents was found. Among the less 

effective styles, the largest number of respondents fell in 

the missionary category. After considering the objectives 
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of hospitals; i.e., patient care, it is not surprising to 

find many managers excessively concerned with warm relation­

ships at the expense of managerial effectiveness; i.e., 

missionaries. 

The percent of managers with dominant styles may be 

seen in Figure 12. Over 30% of the respondents used a domi­

nant style of developer, probably because of the nature of 

patient care and warm relationships existing within hospi.:_;. 

tals. Of the less effective styles, missionary and compro­

miser were the most common dominant styles used. It is 

quite possible that these less effective styles exist because 

of a reluctance on the part of the respondents to lower their 

relationships orientation even though they have obtained a 

managerial position which requires a lower relationships 

orientation. The very small percentage of dominant styles 

of deserter might be expected because almost all of the 

respondents appeared to be fully committed to their jobs and 

their hospitals. Why such a small percentage of the respond­

ents displayed a dominant style of executive is uncertain. 

Responses from the sixteen managerial positions which 

were considered individually in this analysis varied consid-

erably. Prqfiles af e~ch of the managerial positions are 
' .. 

included in Appendix C. 

Task orientation, relationships orientation and meas-

ured effectiveness of the various positions differed consid-

erably indicating that considerable differences exist within 

the hospitals for these variables. It is apparent· that while 
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the different positions possessed roughly the same style 

profiles, they did vary in terms of specific styles, task 

orientation and measured effectiveness. A more thorough 

analysis of differences among the managerial positions is 

provided later in this chapter. 
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Although results from the MSDT did differ among the 

seventeen hospitals surveyed, most of the hospitals exhibited 

somewhat similar profiles. However, four of the seventeen 

hospitals had distinctive profiles. Two of these four hos­

pitals placed a heavy influence on the developer type man­

agement style. One of the hospitals placed a heavy emphasis 

on the bureaucrat style and one was comprised largely of 

compromisers. A more thorough analysis of differences among 

the hospitals is provided later in the chapter. 

A Comparison of Situational Elements 

with the Test Results 

This research presented a rather unique opportunity to 

determine if the major situational elements of Reddin's 

theory of leadership styles behaved in the manner and were 

associated with the styles of leadership which his theory 

suggests. Independent measures of the situational elements 

comprising Reddin's theory were obtained in the question­

naire used. A comparison of the Management Style Diagnosis 

Test results was made with the independently gathered meas­

ures of the situational elements basic to his theory. 
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Before systematically analyzing relationships among the 

situational elements and leadership styles, a statistical 

analysis was made to determine if the MSDT, by placing the 

respondents in various leadership styles, adequately discrim­

inated among the respondents. That is, did the various 

styles represent distinct types of managers in the terms of 

the variables considered? It is recognized that deserters, 

missionaries, autocrats and compromisers may not be distinct 

groups of respondents in terms of the variables measured. 

All that Reddin's theory tells us about these individuals is 

that they are using a style which is inappropriate to the 

situation. It does not tell us what that situation is. How­

ever, we would clearly expect the four effective styles, 

bureaucrat, developer, benevolent autocrat and executive, to 

exhibit different values on the variables basic to Reddin's 

theory. This is so because his theory suggests that these 

managers are effectively managing with different styles 

because differing amounts of the situational elements exist 

in their positions. 

An analysis of variance was made comparing differences 

among means of the eight management styles on each variable. 

Table III shows the means of each style on all variables 

considered and the significance of differences among the 

means of the various styles for each variable. 

Significant differences among the eight leadership 

styles were found for only two of the 32 variables consicf­

ered. The two variables differing significantly among styles 
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TABLE. III 

MEANS OF LEADERSHIP STYLES ON EACH 
OF THE 32 VARIABLES 

Signif. of Significance of 
Differences Differences 

s t :r: 1 e S Amon.a Means Between 

IS If IS~ IS t .. g ... Ir 
IS ir ~ r .. e mo rni,oo :n ... j! .. t :g ~5 ~ .. ...... 

IS= '< .. ~ : 1r: .; ~ 
V a r i a b 1 e s .. .. 

I )l :. ~ ..... .. 
· I 11 ii . ~i I b :• r: 8 i "' : I; r ! ~ = ( :: r: li .. 11 w!i .. .. ..... 
~~ !:!~ ~'X Niii ... ~i W'< i~ n,. 

.i t ~ ""Iii ...... 3 C) ... Iii:: .:i .. 11 ... .. 
ii .. .. .. Iii .. :I .... : ~ ..... ..= a: ** ** ** 

..., 
BACKGRODND VABIABLES 

Age 47.5 40. 7 39.4 42.2 40.5 40.6 .39.1 41.2 41.2 I I s I I I 
Years in Present Position 6.5 6.4 4.9 4.8 4.8 4.9 6.0 4.5 5.3 I I s I I I 
Years in Hospital 9.5 7.3 8.2 7.6 7.5 7.2 7.4 6.2 7.4 I I I I I I 
Years in Health Services 13.8 12.3 ll.8 :u.1 12.1 12.6 12.S 10.9 12.4 I I I I I I 
Education 2.8 3.8 3.4 3.3 3.6 3. 7 3.3 3.4 3.5 I I I I I I 
Nllllber of Subordinates 22.4 20.1 22.9 19.9 34. 7 30.2 24.8 29.1 26.S I I I I I I 

'lECHNOLOGY VARIABLES 

Technology-Separated Type 18.9 18.4 18.2 18.S 18.3 18.7 19.3 18.6 18.6 I I I I s I 
Technology-Related Type 15.0 13.7"14.8 15.4 14.6 16.6 14.8 16.2 15.4 s s I s I I 
Technology-Dedicated Type 15.6 15.2 15.6 15.1 15.3 14.3 15 • .7 1s;1 15.o I I I I I I 
Technology-Integrated Type 14.6 14,7 14,115.2 14.9 15.S 14.2 15.4 15.0 I I I I I I 
Technol. Relaahpa. Orient. 29;6 28.4 28,8 30, 7 29.5 32.1 29.0 31.6 30.4 s s I s I I 
Technol. Task Orientation 30.2 29.9 29, 7 30.3 30.2 29.8 29.9 30.S 30.0 I I I I I I 

VARIABLES RELATING TO 'l'BE INFLU-
ENCE OF Till! MEDICAL STAFF 

Influence of Medical Staff 
4.2 3.9 4.2 4.1 4.0 4.0 4.1 4.1 4.0 I I I I I on Hospital I 

Influence of Medical Staff 3.4 3.2 3.1 3.4 3.2 3.0 2.6 3.1 3.1 I I I I I I on Department 
Desired Influ, of the Medical 

4.0 3.5 3.7 3.5 3.5 3.4 3.4 3.5 3.5 I I I I I I Staff on the Hospital 
Desired Influ. of the Medical 

3.4 3.0 2.6 3.0 3.1 2.8 2.5 2.8 2.9 I I I I I I Staff on llespdnt. 's Dept. 

VARIABLES RELATING TO 
ORGANIZATIONAL CLIMATE 

Hospital Atmosphere 72.3 72.4 75.0 75.2 74.S 74.S 74.7 74. 2 74.0 I I I I I I 
Group Atmosphere 73,4 77.8 76.9 80.3 76.S 77.6 77.S 78.1 77.5 I I I I I I 

VARIABLES RELATING TO 
TENSION AND STRESS 

Hospital Tension & Stress 3.1 3.1 3.1 3.1 2,9 3.1 3.2 3.1 3.1 I I I I I I 
Anticipated Normal Hospital 2.8 2.8 3.1 2.9 3.1 3.0 3.3 3.0 3.0 I I I I l 

Tension and Stress 
Dept. Tension and Stress 2.9 2.5 2.9 2.7 2.7 2.7 2.9 2.7 2. 7 · I I I I I 
Anticipated Normal Dept. 2.8 2.7 2.8 2.6 2.8 2.8 2.7 2.9 2.8 I I I I I I 

Tension and Stress 

VARIABLES RELATING TO 
COORDINATION & COMMUNICATION 

Dept. Coord. Effectiveness 3.6 3.8 3.6 4.0 4.0 3.8 3.9 3.9 3.8 I I I I I I 
Hosp. Coord. Effectiveness 3.3 3,3 3.2 3.4 3.5 3.3 3.7 3 .• 2 3.3 I s 1. I s I 
Dept. Commu. Effectiveness 3.6 3.8 3,4 3.9 3,9 3.6 3.8 3. 7 3.7 I I I I I I 
Hosp. Coamw, Effectiveness 3.0 3.1 3.2 3.1 3.2 3.0 3.2 3.1 3.1 I I I I I I 

TASK ORIENTATION VARIABLES 

Subordinate's Task Orient. 32.6 33.9 34.1 34. 7 33,9 33.6 35.9 36.4 34.3 I s I I I I 
Coworker's Task Orientation 32.3 31.9 32.2 33.6 32.2 32,1 33.1 34.2 32.6 I I I I I I 
Superior's Task Orientation 31.3 32.3 31.5 33.9 31.8 31.8 34.0 32.5 32.3 I I I I I I 

RELATIONSHIPS ORIENTATION 
VARIABLES 

Subordinate's Rela. Orient. 36.1 35.4 37.6 36.8 39.0 37.0 37.4 37.S 37.0 I I I I I I 
Coworker's Rela. Orientation 36.3 36.S 37.3 37.S 38.4 37.S 35.9 37;7 37.2 I I I I I I 
Superior's llela. Orientation 37.1 38.6 36,9 38.4 39. 7 38.8 38.6 38.S 38.S I I I I I I 

*Significantly different from the overall mean at the .05 level. 

**s denotes that the differences between the means was significantly different at the .OS level. I denotes 

that the differences between the means were not significant at the .OS level. 
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were: related technology and technology relationships orien­

tation. These results were somewhat disappointing as we 

would have expected the different categories of managers to 

differ considerably in terms of the variables measured. 

Another analysis of variance was made comparing differ­

ences among means of the four effective styles which accord­

ing to Reddin's theory should differ on at least the five 

major situational elements of his theory. This analysis 

indicated that four of the 32 variables differed signifi1 

cantly among the four effective styles. These four variables 

were: related technology, technology relationships orienta­

tion, hospital coordination effectiveness and subordinates 

task orientation. As was the case in the previous analysis, 

one can only conclude that the results are quite disappoint­

ing. 

Reddin's theory suggests that deserters and bureaucrats 

are managing in a separated manner; that missionaries and 

developers are managing in a related manner; that autocrats 

and benevolent autocrats are managing in a dedicated manner; 

and that compromisers and executives are managing in an inte­

grated manner. It also suggests that the first style of each 

of these four pairs of styles of management is less effective 

than the latter of each pair because situational elements are 

different within the pairs matching only the styles of the 

more effective manager in each pair. If this is ture, and 

the test is accurate, deserters and bureaucrats, missionaries 

and developers, autocrats and benevolent autocrats, and 
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compromisers and executives should display significantly dif­

ferent amounts of the situational elements. With this in 

mind, four additional computer runs were made comparing situ­

ational elements of each less effective style with situa7 

tional elements of its component more effective style. For 

example, scores of deserters on the variables were compared 

with scores of bureaucrats on the variables to see if these 

two groups of respondents described their situations signifi­

cantly differently. The results for each of these four com­

parisons were, again, quite disappointing. As may be seen 

in Table III, only random differences among the pairs of 

styles were observed. 

With these analyses in mind we can conclude only that 

little empirical support was found regarding the validity of 

the MSDT in this research project and thus its results should 

not be heavily relied on. 

Summary 

This section has presented a rather detailed descrip­

tive analysis of the results from the Management Style Diag­

nosis Test. Style profiles, the percentage of respondents 

falling into each style and the dominant styles of respond­

ents were discussed. Also, results from the various hospi­

tals and managerial positions were compared. 

Differences among the respondents placed in each of the 

managerial styles were compared to gain an indication of the 

extent to which the test discriminated among the respondents. 



88 

Various statistical analyses were made comparing the results 

from the Management $.t_yJ.e Diagnosis Test with measures of 

the situational elements basic to Reddin' s theoretical model. 

Little empirical support was found to substantiate the 

Management Style Diagnosis Test results. One can conclude 

only that, in this instance, the test did not adequately dis­

criminate among the respondents and in this research the 

test findings should not be heavily relied on. 

An Analysis of Mean Averages of All 

Respondents on the Variables 

Data from all of the respondents were averaged for each 

variable to obtain a general idea of how the respondents, in 

general, viewed various aspects of managerial behavior. The 

average value of all respondents on each variable may be 

found in Table IV under the notation "All Hospitals." Not 

all of the variables measured were discussed in the following 

analysis because before some of the variables could attain 

any meaning they must be compared between other groups or 

categories. 

It may be observed that the respondents would prefer 

for the medical staff to have less influence on the hospital 

than they perceived it to have. The perceived influence was 

4.0 while the desired influence was 3.5 on the following 

scale: 

1 = very little 

2 = some 



TABLE IV 

MEANS OF HOSPITALS ON EACH OF THE 32 VARIABLES 

V a r i a b 1 e s 

BACKGROUND VARIABLES 

Age 
Years in Present Position 
Years in Hospital 
Years in Health Services 
Education 
Number of Subordinates 

TECHNOLOGY VARIABLES 

Technology--Separated Type 
Technology--Related Type 
Technology~Dedicated Type 
Technology--Integrated Type 
Technology Relationships Orientation 
Technology Task Orientation 

VARIABLES RELATING TO THE INFLUENCE OF 
THE MEDICAL STAFF 

Influence of Medical Staff on Hospital 
Influence of Medical Staff on Department 
Desired Influ. of Med. Staff on Hospital 
Desired Influ. of Med. Staff on 

Respondent's Department 

VARIABLES RELATING TO ORGANIZATIONAL CLIMATE 

Hospital Atmosphere 
Group Atmosphere 

H o · s i t a 1 s All 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 Hospitals 

n=l3 n3 14 n•30 n•21 n=16 n=lO n=15 n•18 n • 5 n•26 n•20 n•25 n•15 n•l3 n•33 n•13 n•14 N • 301 

43.2 40.7 40.8 41.1 41.3 48.9 36.8 38.8 34.4 42.2 40.8 43.1 41.9 37.8 43.3 41.0 38.1 
6.6 4.0 4.9 7.2 4.9 8.4 6.3 6.0 4.6 5.4 5.1 5.1 3.2 3.2 5.6 4.0 4.1 
1.8 4.6 6.o 9.6 4.8 11.5"' 7.8 1.1 6.2 6.7 8.5 10.4 ·5.9 5.5 8.7 8.o 4.9 

12.6 10.4 9.113.0 8.8 13.3 11.4 13.5 13.0 13.0 13.9 17.8 9.9 10.2 14.8 10.6 10.2 
3.3 3.4 3.5 4.0 3.8 2.6"' 3.1 3.4 6.0* 3.7 3.4 3.6 2.5* 2.8 3.5 4.2 3.7 

24.5 39.4 24.3 21.3 26.4 15.3 42.9 27.6 6.4 14.2 23.7 42.0 17.3 40.3 29.9 25.5 12.4 

19.5 18.6 18.6 18.5 18.9 19.2 18.3 18.9 17.0 18.8 18.9 18.2 18.6 18.5 18.0 18.2 19.6 
15.115.4 14.4 16.0 15.4 15.7 15.5 13.7 18.0 15.8 13.9 17.115.314.116.115.3 15.7 
14.5 14.4 15.5 15.1 15.1 16.2 14.2 15.5 12.0 15.4 15.2 14.0 16.3 15.5 14.8 15.1 15.0 
13.8 14.6 13.8 16.0 15.9 14.9 14.8 14.3 17.4 15.7 15.116.115.6 12.1 14.8 15.0 15.9 
28.9 30.0 28.2 32.0 31.3 30.6 30.3 28.0 35.4*31.5 28.9 33.2 30.9 26.2*30.8 30.3 31.6 
28.4 28.9 29.3 31.1 31.4 31.1 29.0 29.8 29.4 31.1 30.2 30.2 31.9 27.5 29.6 30.1 30.9 

4.5 3.9 3.8 3.8 3.7 2.9* 4.6"' 3.9 3.8 4.2 4.3 4.2 4.1 4.4 4.2 4.4 3.9 
3.5 3.3 2.8 3.0 2.9 2.5 3.5 2.8 3.8 3.3 3.7 3.3 3.1 3.5 2.8 2.8 2.9 
4.0 3.5 3.5 3.6 3.3 2.5 3.7 3.3 3.8 3.3 3.8 3.3 3.8 3.8 3.5 3.5 3.6 

3.5 3.1 3.0 3.0 2.8 2.4 2.8 2.5 4.0 2.7 3.0 3.0 3.3 3.2 2.5 2.5 3.1 

67.8 68.9 81.6*69.6 71.1 78.6 74.9 77.3 60.8"'69.9 74.9 71.3 76.7 78.2 74.7 76.3 77.3 
78.5 72.9 81.1 74.7 76.4 77.8 78.8 77.2 65.r/'78.7 77.3 75.6 80.5 79.8 75.0 77.9 82.2 

41.2 
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12.4 
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15.4 
15.0 
15.0 
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4.0 
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Significance 
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Insignificant 
Insignificant 
Significant 
Insignificant 
Significant 
Insignificant 
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Insignificant 
Insignificant 
Insignificant 
Significant 
Insignificant 

Significant 
Insignificant 
Insignificant 

Insignificant 

Significant 
Significant 

00 
I.O 



V a r i a b 1 e s 

VARIABLES RELATED TO TENSION AND STRESS 

Hospital Tension and Stress 
Anticipated Normal Hospital Tension 

and Stress 
Department Tension and Stress 
Anticipated Normal Department Tension 

and Stress · 

VARIABLES RELATING TO COORDINATION AND 
COMMUNICATION 

Departmen.t Coordination ·Effectiveness 
Hospital Coordination Effectiveness 
Department Communications Effectiveness 
Hospital Communications Effectiveness 

TASK ORIENTATION VARIABLES 

Subordinate' s·. Task Orientation 
Coworker's Task Orientation 
Superior's Task Orientation 

RELATIONSHIPS ORIENTATION.VARIABLES 

Subordinate's Relationships Orientation 
Coworker's Relationships Orientation 
Superior's Relationships Orientation 

(Continued) 
... , -·-.~".""·--'"~·.'' .. 

H o s p i t a 1 s 
1 2 3 4 5 6 7 8 9 10, 11 12 13 14 15 16 17 

n•l3 n=l4 n•30 n•21 n=l6 n•lO n•15 n•l8 n • 5 n•26 n•20 n•25 n•lS n•13 n•33 n•l3 n•14 

3,2 2.9 2.7 3,4 3.8* 2,5* 2.9 3,2 3.8 3,0 2.7 3.4 2.s* 2.9 3.4 2~8 3.4 

2.7 3.3 3.2 3.0 3.3 2.4* 3,0 3.2 3,.2 2,7 2,7 3,2 2,9 3.4 2,9 3,0 2.9 

2.8 2.9 2.6 3,0 2.9 1.9 2,3 2,7 3,0 2,5 2,9 3,0 2,1 2.6 2,9 2.5 2.6 

2,7 3,2 3,1 2,9 2,9 2,1 2,7 2.6 2.6 2.3 3,0 2.8 2,5 2,9 2.9 2,7 2.6 

3.8 3.6 3.9 3.6 4,1 3.8 4.1 3.7 3,2 4.0 · 3,6 3.6 3.9 4.0 3.8 4,2 4~0 
3.0. 3,3 3,9* 2.9 3,3 3.S. 3.5 3.3 2.4* 3.3 3.2 3,2 3.7 3,2 3.4 3,7 3,1 
3,7 3,6 3,7 3,6 3,6 4.0 4,0 3,3 3.2 3,7 3,6 3,6 4.1 3,9 3.8 4.2 3.6 
2.6 2.9 3.3 2,8 3.2 3.1 3.3 3.0 ·2.4 2,9 3.1 3.1 3.5 3.1 3.3 3.4 2.9 

37,1 34.3 32,2 35.6 37,1 29.0*34.0 31.7 35,6 34.2 33.1 37.0 35.3 34.1 34.1 34.4 34.7 
35.0 29.9 31,4 33,6 33.2 28,4*31.8 31.4 34.4 31.2 33.0 35.1 33.1 31.3 33,7 31.7 33.9 
34.0 33;6 34.9 38.0 36.8 37.8 35.8 37.5 36.6 36.2 39,3 40,3 38,5 37.3 37.7 39.0 38.1 

33.0 36,0 35.5 34.3 35,9 38.5 36.6 37.4 35.6 35,3 35.4 39.8 39.9 41,0 38.2 41.4*36~9 
37.4*30.8 31.6 34.0 32.8 28.1*32.3 30.8 .32.6 30.5 31,0 35,1 33.6 30.6 32.1 31,7 33.7 
38.6 37.3 40.2 37.8 37.4 .38,0 37,3 37,9 37,0 36.0 36.8 39.8 42,3 3.8.8 39.2 38,5 40.0 

*Significantly different from the overall mean at the .os·ievel, 

**The .05 level of significance was used. 

All 
Hospitals 
N • 301 

3.1. 

3.0 

2.7 

2.8 

3,8 
3.3 
3.7 
3.1 

34;3 
32.6 
37.2 

37.0 
32.3 
38.5 

Significance 
of Differeni:S 
Among Means 

Significant 

Significant 

Insignificant 

Insignific~t 

Insignificant­
Signi:ficant 
Insignificant 
Insignificant 

Significant 
Significant 
Signifi,cant 

Significant 
Significant 
Insignificant 

\0 
0 



91 

3 = a moderate amount 

4 = a considerable amount 

5 = a great deal. 

Respondents regarded the medical staff as having considerabl~ 

less influence on their own departments than on their hospi-

tal. The perceived influence of the medical staff on the 

respondents' departments was 3.11 while the desired influence 

was 2.9. 

Hospital atmosphere and department atmosphere scores 

were 74.1 and 77.5 respectively on a scale of 11-88, indicat­

ing that the respondents :regarded-these variables rather 
. ""'t 

favorably. The higher department atmosphere probably indi­

cates a bias on the part of respondents to rate their depart­

ment higher than their hospital in general. Logically, the 

two atmospheres would be related since the hospital atmos­

phere could be regarded as composed of group atmospheres. 

Tension and stress in the hospital was regarded as mod­

erate, being 3.1 on the previously described scale, which 

was only slightly more than the amount they regarded as 

normal in hospitals. Tension and stress in the respondents' 

departments was 2.7 which is slightly less than the perceived 

.',Qormal tension and stress of 2.8 in their respective depart­

ments. These results are not surprising when one takes into 

consideration that a bias might exist on the part of most 

respondents to rate their department more favorably, i.e., 

as having less tension and stress, a warmer climate and bet­

ter coordination and communication than the hospital at 
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large. However, the smaller size of departments as compared 

with the hospital suggests that these perceptions may actu­

ally be quite accurate. 

Variables relating to coordination and communication 

effectiveness were rated using the following scale: 

1 = very poorly 

2 = poorly 

3 = normally 

4 = well 

5 = very well. 

The average values of 3.8 for department coordination effec­

tiveness and 3. 7 for department c·ommunication ef;fec tiveness 

indicates that the respondents were rea,onably well satis­

fied with the coordination and communication existing within 

their departments. Perceived hospital coordination was 3.3 

and perceived hospital communication was 3.1 indicating that 

coordination and communication within the hospital to be 

somewhat lower than within departments as would be expected. 

The fact that respondents perceived hospital coordination 

and communication as approximately normal, yet rated most 

other variables in the questionnair~ much more favorably 

could indicate that these areas in the hospital offer the 

greatest room for improvement. 

The task orientation and relationships orientation 

existing in the hospitals appeared to be distinctively dif­

ferent from what we would expect in many other industries. 

Possible points for each respondent on the variables ranged 
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from a low of 10 to a high of 50. Subordinates were rated 

34.3 on task orientation and 37.0 on relationships orienta­

tion. Coworkers were rated 32.6 and 37.2, respectively, and 

superiors were rated 32.3 and 38.5 respectively. Of course, 

these values represent an average for all respondents and 

when particular departments are considered, different values 

may be obtained. 

It may be observed that subordinates were perceived to 

have a considerably lower task orientation than relationships 

orientation; that coworkers were perceived to have a consid­

erably lower task orientation than relationships orientation; 

and that superiors were perceived to have a considerably 

lower task orientation than relationships orientation. Thus, 

it should be apparent that a relationships orientation has a 

dominant influence on managerial behavior in hospitals. 

One may conclude that the respondents described their 

hospitals and their departments quite favorably. The fact 

that respondents perceived hospital coordination effective­

ness and hospital communication effectiveness as approxi­

mately normal while at the same time, most other variables 

were described quite favorable indicates that further atten­

tion should be directed to these areas. Also, a majority of 

the respondents would prefer that the medical staff have 

less influence on the hospital and on their department's 

activity. 
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Differences Among the Hospitals 

In order better to understand managerial behavior, an 

analysis was made to determine which characteristics hospi-

tals possessed that varied significantly among them. Table 

IV presents a visual analysis of each hospital's average 
I 

response on each variable. For instance, the average age of 

the 13 respondents in hospital number one was 43.2 years. 

Analysis of variance techniques were used to determine 

the significance of differences between the average scores 

of hospitals for each variable. Independent estimates of 

the variance due to differences between hospitals were 

obtained and tested for significance against within group 

variance using analysis of variance methods. Results of the 

analysis showing the level of significance (the probability 

that differences observed may be due to chance) are provided 

at the right-hand side of the table for each variable. The 

various dimensions of managerial behavior developed in the 

theoretical model were considered to obtain an indication of 

which groups of variables accounted for the majbr proportion 

of variation among the hospitals. 

Variables relating to background data were: age, years 

in present position, years in the respondent's hospital, 

years in the health services industry, education and number 

of subordinates. It did not seem likely that significant 

differences would be observed among most of these variables. 

However, significant differences among the hospitals were 

observed for the years spent in the hospital and education 



of the respondent$ in each hos'pital. A closJr analysis 
-­.. 
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reveals that the difference·existing for the number of years 

respondents had spent in their respective hospitals was 

related to hospital size wi'j:h respondents·from the largest 

hospitals having more years seniority in their respectiv~ 
' 

hospitals~ In general, the lower educational.levels were 

found in the-. ~IIUlllest hospitals. 

Variables relating to the technology existing in hospi­

tals were: separated technology, . related technology, , d~di~ 

cated technology, integrated·technology, technology task 

orientation and technology relati.onships orientation.· Wp.en 

making co.mparisons among hospitals , . one would not .expect 

these variables .to differ· significantly.· That is, when each 

hospital is.regarded as an entity, we would expeet it to 

roughly approximate the· technology of other hospitals. · With;. 

in the hospital$ one would expect significant differences to 

exist. among these variables. Among hospitals. only technol­

ogy relationships orientation varied significantly.· The.dif­

fert!p.ces in thi~ variable may largely be accounted for by an 

exceptio.nally high value for on~hospital with a small "n" 
././ 

size and an ex~eptionally low.- value for one h,e>spital which· 

had recently experienced a change in administration. · '.Thus 

it is probable that perceptions of this variable are of lim­

ited value when making comparisons among hospitals. 

Variables r~lating to thei:9,fluence of the medical staff 

were: its influence on·the hospital, its influence on the 

respondent's depa-r·tment, 'desired influence of the medical 
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staff on the hospital and desired influence of the medical 

staff on the respondent's department. 
\.. ' . . 

Perceived influence 

of the medical staff did vary significantly among the differ­

ent hospitals. This is not surprising as one would expect 

the medical staff to exert a stronger influence in some hos­

pitals than in others. Situational factors such·as ·tradition 

and the power of the board of trustees and the administrator 

could all affect the amount of influence the medical staff 

might have in each hospital.·· The remaining variables relat•. 

ing to the influence of the medical staff did not vary 

significantly. 

Variables relating to organizational climate were hos­

pital atmosphere and group atmosphere. Bothof these varia· 

bles varied significantly among the different hospitals.· 

The hospital which had a significantly high value. for hospi- ·. 

tal atmosphere was near1y as significantly high on group 

atmosphere. This hospital, for a continued period of t~me,. 

has made every effort to maintain an extr.emely warm atmos­

phere and has a reputation for such. Although,the variable· 

group atmosphere was intended to measure ·differences within 

the hospitals it is not surprising to find that .it is posi;.· 

tively associated with hospital atmosphere due to the £act 

that the hospital atmosphere could be regarded as .compos~d 
. . / 

of group atmospheres. The significantly colder hospital and 

group atmospheres were both found in the same hospital. This 

lends added support to the idea that the two variables are 

positively associated. 
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Variables relating to tension and stress were: tension 

and stress in the hospital, tension and stress in the 

respondent's department, anticipated normal tension and 

stress in the hospital, and anticipated normal tension and 

stress in the respondent's department. Hospital tension and 

stress and anticipated normal hospital tension and stress 

varied significantly among the diff~rent hospitals. The two 
I I 

hospitals exhibiting significantly ~owtell,sion and stress 

were both small hospitals in isolatedconmunities. · The one 

hospital exhibiting significantly high tension and stress had 

been involved with major cost cutti~g programs over the past 

four years, Probably this resulted in the high tension and 

stress in this hospital. Nine of the seventeen hospitals· 

surveyed had a lower score for-anticipated normal tension 

and stress than was perceived to exist within their own hos­

pital. Seven of these nine hospitals had above average lev­

els.of stress indicating that most respondents were correct 

in their perceptions of above average tension and stress. 

Anticipated normal tension and stress varied significantly 

among the hospitals and was closely related to existing ten­

sion and stress. This indicates. simply that the respondents· · 

used the perceived tension and stress existing·in their hos­

pitals as a partial indicator of what they would expect to 

exist in other hospitals. Tension and stress and·anticipated 

normal tension and stress variables referring to the r~spond-
11 

ent's aepartment were not intepded to measure differences 

among hospitals and did not differ significantly among.the 

hospitals .. 



98 

Variables relating to coordination and conununication 

were: hospital communication effectiveness, department com­

munication effectiveness, hospital coordination effective­

ness and department coordination effectiveness. Of these 

four variables only hospital coordination effectiveness var­

ied significantly among the hospitals. The one hospital 

with significantly high hospital coordination effectiveness 

was the same hospital with a significantly high hospital 

atmosphere, indicating that these variables could be inter­

related. The one hospital with significantly low hospital 

coordination effectiveness was the one hospital which also 

had significantly low hospital and group atmospheres, lend­

ing further support to the idea of a relationship among these 

variables. This leads one to suspect that hospital atmos­

phere and hospital coordination are positively associated. 

Interrelationships among these variables are dealt with in 

some detail later in this chapter. 

Variables relating to task orientation were: subord.i­

nate's task orientation, coworker's task orientation and 

superior's task orientation. In all hospitals subordinate's 

task orientation was perceived to be greater than coworker's 

task orientation and in most hospitals superior's task orien­

tation was perceived to be greater than either subordinate's 

or coworker's task orientation. In most hospitals s-uperior's 

relationships orientation was perceived as greater than the 

relationships orientation of either coworkers or subordinates 

with coworker's relationship usually the lowest. 
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Subordinate's and coworker's relationships orientation varied 

significantly among the hospitals. The perceived relation­

ships orientation of superior's did not vary significantly 

among hospitals. This indicates simply that the dimension of 

relationships orientation did vary significantly among the 

hospitals with subordinates and coworkers ·compromising the 

most important parts of the dimension. 

In conclusion, we may note that many of the variables 

observed did vary significantly ·among the hospitals. ·The · 

most significant differences existing among the hospitals 

were: the task and.relationships orientation dimension, 

organizational climate, tension and stress and a few isolated 

variables such as hospital coordination effectiveness, the 

influence of the medical staff on the hospital, years spent 

in the respondent's hospital and education. 

Differences of Hospital Size 

Hospitals of considerably varying size were deliber­

ately included in the project in order to obtain an indica­

tion of how managerial behavior in hospitals is related to 

hospital size. Hospitals surveyed ranged from approximately 

50 to 600 beds in size. The number of full-time equivalent 

personnel in these hospitals varied from approximately 100 

to 1800 persons. These large differences in bed capacity and 

the number of personnel employed presented a good opportunity 

to analyze differences of size as may be seen in Table V. 
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The seventeen hospitals were divided into the following four 

size categories: small, medium, medium large.and large. 

TABLE V 

VARIOUS SIZE GROUPS OF HOSPITALS STUDIED 

Approximate 
Number of 

.Beds* 

· Approximate Number 
Number of of Size 

Employe~s** · H;os.pitals 

Small . ' . ' ~ . 50 - 139 · · · · · .100 - 249 · · 

Medium 140 - 1.74 250 -·_399 ;, 

Medium Large 175 - 299 400 - 799 

Large 300 + 800 + 

* . ' An exact breakdown· ~of hed ·S·i·z-e . and- -number- 0£ · · 
employees was not made in orde-r to reta-in th~ 
confidentiality of the -participating he-spit~ls. · 

**Number of full-time equivalent employees.· 

5 

3 

5 

4 

As in the previous analysis of management. styles·and 

hospitals, an analysis of variance was made for each varia-

ble to determine which variables differed significantly 

among the various size categories. Table VI provides the 

results of this analysis. 

Among the background variables significant differences 

were found to exist for: years in hospital, years in health 

services, and edtl,cation. Age, years in present position and 
'i 

~umber of subordinates did not differ significantly among 

.... ~- ·- --·--· .. ~~- .... 

the size categories. Respondents'in the largest hospitals 

were found to have significantly more years experience in the 

hospital and health services industry than respondents ,in the 



TABLE VI 

MEANS OF HOSPITAL SIZES ON EACH 
OF THE- 32 VARIABLES 

s i z e s 
V a r i a b 1 e s Sm.all Medium M~iu:- Large 

n-6'.6 · n;z;8 n$4 n~ 

BACKGROUND VARIABLES 
Age 
Years in Present Position 
Years in Hospital 
Years in Health Services 
Education 
Number of Subordiantes 

TECHNOLOGY VARIABLES 
Technology--Separated Type 
Technology--Related Type 
Technology--Dedicated Type 
Technology--Integrated Type 
Technology Relationships Orientation 
Technology Task Orientation 

VARIABLES RELATING TO THE INFLUENCE OF 
THE MEDICAL STAFF . 

Influence of Medical Staff on Hospital 
· Influence of Medical Staff on 

Department 
Desired Influence of the Medical Staff 

on the Hospital 
Desired Influence of the Medical Staff 

on Respondent's Department 

VARIABLES RELATING TO ORGANIZATIONAL 
CLIMATE 

Hospital Atmosphere 
Group Atmosphere 

VARIABLES RELATING TO TENSION AND STRESS 
Hospital Tension and Stress 
Anticipated Normal Hospital Tension 

and Stress 
Department Tension and Stress 
Anticipated Normal Department Tension 

and Stress 

VARIABLES RELATING TO COORDINATION AND 
· COMMUNICATION 

42.4 
4.9 
6.7 

11.3 
· 2.6* 
27.6 

18.8 
15.1 
15.4 
14.3 
29.4 
29.6 

4.0 
3.2 

3.6 

3.2 

73.4 
77.9 

2.8* 
3.0 
2.5 
2.7 

Department Coordination Effectiveness 3.8 
Hospital Coordination Effectiveness 3.3 
Department Communications Effectiveness 3.9 
Hospital Communications Effectiveness 3.0 

TASK ORIENTATION VARIABLES 

39.2 
5.0 
5.7 

10.8 
3.6 

23.0 

19.1 
14.8 
15.4 
15.2 
30.0 
30.6 

3.9 
2.9 

3.3 

2.7 

76.1 
78.5 

3.4* 
3.2 
2.8 
2.7 

40. 7 
5.6 
7.4 

11.4 
3.7 

24.0 

18.5 
15.4 
15.1 
15.0 
30.4 
30.1 

4.1 
3.1 

3.5 

2.8 

74.6 
78.5 

3.0 
3.0 
2.6 
2.7 

3.9 3.9 
3.3* 3.5 
3.4 3.8 
3.0 3.1 

42.1 
5.3 
9.0 

15.4* 
3.6 

30.6 

18 .• 2 
16.0 
14.5 
15.4 
31.4 
29.9 

4.2 
3.2 

3.6 

2.9 

72.9 
75.2 

3.3 
3.0 
2.9 
2.9 

3.7 
3.2 
3.7 
3.1 

111. 
Sizes 
N~l 

41.2 
5.3 
7.4 

12.4 
3.5 

26.5 

18.6 
15.4 
15.0 
15.0 
30.4 
30.0 
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Significances 
of Differences 
Among Means** 

Insignificant 
Insignificant 
Significant 
Significant 
.Significant 
Insignificant 

Insignificant 
Insignificant 
Insignificant 
Insignificant 
Insignificant 
Insignificant 

4.0 Insignificant 
3.1 Insignificant 

3.5 Insignificant 

2.9 Insignificant 

74.1 
77. 5 

3.1 
3.0 
2.7 
2.8 

Insignificant 
Significant 

Significant 
Insignificant 
Significant 
Insignificant 

3.8 Insignificant 
3.3 Insignificant 
3.7 Significant 
3.1 Insignificant 

Subordinate's Task Orientation 
Coworker's Task Orientation 
Superior's Task Orientation 

34.2 
31.7 
32.3 

34.3 
31.6 
32.3 

33.9 
31.9 
32.0 

34.8 34.3 
34.1* 32.6 
32.8 32.3 

Insignificant 
Significant 
Insignificant 

RELATIONSHIPS ORIENTATION VARIABLES 
Subordinate's Relationships 

Orientation 
Coworker's Relationships Orientation 
Superior's Relationships Orientation 

37.9 36.5 
36.4 37.2 
39.3 38.1 

36.1 37.8 
36.5 38.8 
38.1 38.7 

. *Significantly different from the overall mean at the • Q5 level. 

**The .05 level of significance was used. 

37.0 Insignificant 
37.2 Significant 
38.5 Insignificant 
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other size categories. Respondents in the small hospitals 

had significantly less education than respondents in the 

other size categories which had very similar levels of edu­

cation. 

None of the six variables representing the technology 

dimension of behavior varied significantly among the differ­

ent size categories. This is not surprising-as we would not 

expect the type of work managers and their subordinates do 

to vary to any great extent among different size categories 

since all hospitals have roughly the same functions and 

departments such as: radiology,.food service; medical 

records, etc. 

Although the medical staff did appear to exert the 

strongest influence on respondents in the largest hospitals,. 

there were no significant differences among the size cate­

gories for variables belonging in this dimension. 

Organizational climate was measured by two variables, 

hospital atmosphere and department atmosphere. Surprisingly, 

group atmosphere varied among the sizes but hospital atmos­

phere did not. A closer analysis of the data reveals·that 

hospital atmosphere had a large standard deviation while 

department atmosphere had a small standard deviation. This 

apparently accounts for one variable deviating significantly 

and the other not. The two variables were closely associpted 

with medium sized hospitals exhibiting the "warmest" hospital 

and group atmosphere. As might be expected, the largest 

hospitals had the "coldest" hospital and group atmospheres. 
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This was probably due to the very size of the larger b,ospi-

tals resulting in more impersonal relations. 

The dimension of tension and stress was represented by 

the following four variables: (1) hospital tension and 

stress, (2) department tension and stress, (3) anticipated. 

normal hospital tension and stress, and (4) anticipated 

normal department tension and stress. Of the four variables, 

hospital tension and stress and anticipated normal hospital 

tension and stress differed significantly. Small hospitals 

exhibited significantly less tension and st"ress and had the 

lowest departmental tension and stress. Medium sized hospi­

tals displayed significantly high tension and stress and 

above average departmental tension and stress. It is appar- · 

ent that medium and large sized hospitals displayed the 

highest amount of tension and stress while small and medium­

large sized hospitals displayed the lowest amount of tension 

and stress . However,. it is likely that tens ion and stress 

increases as hospital size increases. The small sized hos­

pitals may have displayed less of this variable because of a 

more relationships oriented atmosphere existing in these 

hospitals. The high tension and stress in the medium sized 

hospitals was probably due to the fact that administrators 

from two of these three hospitals were quite concerned with 

efficiency and accountability throughout their hospitals. In 

one hospital efficiency contests and bonuses were regularly 

used. 
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The dimension of coordination andc0tmnunication effec­

tiveness was represented by the following four variables: 

hospital coordination effectiveness, hospital conununication 

effectiveness, department coordination effectiveness and 

department conununication effectiveness. Of the four varia­

bles, only departmental· connnunication. effectiveness varied. 

significantly. It was significantly low in the medium sized 

hospitals. It should be noted that medium sized hospitals 

also displayed significantly high tension and stress. This 

raises the question: "Are tension and stress causal factors 

of poor conununication or do they simply make managers more 

aware of communication difficulties?" At this time, the. 

answer to this question is uncertain but a more thorough 

analysis of the relationships between the two variables is 

offered later in this chapter. In general, this data sug­

gests that coordination and communication are not strongly 

related to hospital size. 

The dimensions of task and relationships orientation 

were represented by measures of subordinate's, coworker's 

and superior's relationships orientation and subordinate's 

coworker's and superior's task orientation. Of th'ese varia­

bles, the task orientation and relationships orientation of 

the respondent's coworkers varied significantly among the 

different size categories. It is not surprising to find 

that the largest hospitals exhibited a significantly higher 

task orientation but.it is surprising to find that they also 

had the highest relationships orientation which did vary 
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significantly among the size categor.ies. Frequently, a high 
I 

task orientation may be obtained only at the expense of a 

low relationships orientation or a high relationships orien­

tation may be obtained at the expense of a low task orienta­

tion. Both a high task orientation and a high relationships 

orientation are more difficult to obtain together but·proba­

bly would ind!,cate a more competent management since managers 

with these characteristics could presumably deal effectively 

with many different type.s o.f situations. 

In conclusion, we may say that hospitals of different 

size categories differ significantly in many respects. Sev­

eral background variables, such as years in the hospital, 

years in the health services industry, and education, dif­

fered significantly among the various size categories. 

Respondents from the largest hospitals had worked signifi­

cantly longer in their hospitals and the health services 

industry. Respondents from the smallest hospitals had the 

lowest education. 

Other variables differing significantly were: group 

atmosphere, hospital tension and stress, department tension 

and stress, department. coordination effectiveness and the 

task and relationships orientation of the respondent's 

coworkers. The coldest hospital and group atmospheres were 

found in the largest hospitals. Hospital tension and stress 

was significantly low in small hospitals and significantly 

high in the medium sized hospitals. The task and relation-

ships orientations of the respondent's coworkers were the 



highest in large hospitals. In summary,.this sect;i.on has 
I 

provided an analysis of which variables we may expect to 

vary as a function of hospital size and which variables 

appear to be unaffected by hospital size. 

Differences Among Managerial Positions 

Introduction 

As hospitals encompass·one of the most.complex and 
I 
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rapidly changing techriolog~es of any i~dustry it seems·likely 

that tremendously different demands.would be made on the 

hospital manager's behavior depending on what part of the 

hospital's technology they and their subordinates are 

involved in. The following analysis offers an indication of 

the different demands made on hospital managers and the dif­

ferent elements of management found in the various managerial 
\ 

positions exist~ng in hospitals. Sixteen distinct managerial 

positions which one would expect to find in hospitals were 

considered. The sixteen positions were: 

1. administrator 

2. associate and assistant administrator 

3. chief accountant 

4. personnel manager 

5. director and associate director of nursing 

6. director of respiratory therapy 

7. director of physical therapy 

8. director of the laboratory 

9. director of radiology 
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10. pharmacist 

11. director of housekeeping and laundry 

12. director of engineering and maintenance 

13. director of food service 

14. director of volunteers 

15. director of purchasing 

16. medical records. 

Of the 300 respondents participating in the research 

approximately 60 did not fit neatly into any of the above 

named positions and were therefore deleted from this part of 

the analysis. Examples of such positions are: Business 

Office Manager, Computer Center Manager and Public Relations 

Director. Analysis ~f variance was used to test for signifi-
! 

cant differences among the various classifications, i. e., 

managerial positions. Results of the analysis are presented 

in Table VII. 

A Discussion of the Variables and 

Significant Differences Among the. 

Managerial Positions 

Background variables relating to the respondents were: 

age, years in present position, years in the hospital, years 

in the health services industry, education, and number of 

subordinates. Of the variables, age, years in the health 

service industry, education and number of subordinates varied 

significantly among the different positions. Respondents 

from respiratory therapy were significantly younger than the 



TABLE. VIL 

MEANS OF DIFFERENT MANAGERIAL POSITIONS 
ON EACH OF THE 32 VARIABLES 

M a n a a e r i a 1 

Adminis- Associate Account- Personnel Respir- Phys-

V a r i a b 1 e s tr a tor & Asst. ant Manager Nursing atory ical 
Adminis- Therapy Ther-
trator apy 

n•·9 n•26 n•12 n'"ll n .. 34 n•8 n•9 

BACKGROUND VARIABLES 

Age 44.9 40.0 34.1 38.8 . 41.3 32.9* 33,7· 
Years in Present Position 7.2 4.8 3.5 3.1 s.o 2.6 4.4 
Years ·1n Hospital 8.9 6'.7 5.7 6.5 10.4 2.8 4.3 
Years in Health Services 17.8 11.3 7.3 9.3 19.6 8.3 9.Q 
Education 4.9* s.o* 4.0 3.9 3.3 3.8 4.2 
Number of Subordinates 9.6 6.5 16. 7 3.5 47.9 45.0 3.7 

TECHNOLOGY VARIABLES 
Technology--Separated Type 11.2 17.8 18.1 18.9 18.9 18.6 18.3 
Technology--Related Type 18.6* 18.2* 13.6 16.2 16.9 13.4 13.0* 
Technology--Dedicated Type 13.3 13.0* 14.1 13.6. 15.7 15.9 15.7 
Technology--Integrated Type 15.9 15.9 14.7 15.7 16.l 14.9 14.7 
Technol. Relashps. Orientation 34;4* 34.1 28.3 31.9 33.0 28.3 27.7 
Technology Task Orientation 29.2 28.9 28.8 29.4 31.8 30.8 30.3 

VARIABLES RELATING TO THE INFLU-
ENCE OF THE MEDICAL STAFF 

Influence of Medical Staff 
3.7 4.0 4.1 3.7 4.0 3.8 3.7 on Hospital 

Influence of Medical Staff 3.2 3.5 1.8* i.s* 3.6 3.3 2.6 on Departlllent 
Desired Influence of Medical Staff 4.0 3.5 3.5 2.8 3.3 4.0 3.2 on the Hospital 
~sired Influence of Medical Staff 3.3 3.3 1.s* 1.5* 3.1 4.1* 2.9 on Respondent's Department 

VARIABLES RELATING TO 
ORGANIZATIONAL CLIMATE 

Hospital Atmosphere 75.1 73.8 76.5 73.9 70.4 73.1 70.8 
Group Atmosphere 76.6 76.1 79.2 79.2 76.3 78.4 80.0 

VARIABLES ·REl.ATING TO 
TENSION AND STRESS 

Hospital Tension and Stress 3.2 3.2 3.4 3.4 3.6 2.8 3.2 
Anticipated Normal Hospital 3.1 3.2 3.3 2.8 2.9 2.9 2.9 Tension and Stress 
Department Tension and Stress 3.0 2.9 3.3 2.6 3.1 2.1 2.1 
Anticipated Normal Department 2.9 2.9 3.1 2.8 2,9 2.6 2.4 Tension and Stress 

VARIABLES RELATING TO 
COORDINATION AND COMMUNICATION 

Dept. Coordination Effectiveness 3.7 3.5 3.8 3.9 3.6 4.0 3.9 
Hospital Coordina. Effectiveness 3.0 3.2 3.5 3.5 3.2 3.8 3.0 
Dept. Co111nunica. Effectiveness 3.4 3.6 3.8 4.2 3.5 3.8 3.9 
Hosp. Communica. Effectiveness 3.0 3.0 3.2 2.8 2.8 3.5 2.4* 

TASK ORIENTATION VARIABLES 
Subordinate's Task Orientation 33.9 36.3 35.1 34.9 36.3 34.9 32.6 
Cowork~r's Task Orientation 32.6 34.6 33.3 33.J. 34.1 31.6 31.0 
Superior's Task O~ientation 32.2 33.1 34.6 32.7 33.7 34.3 ·30.7 

RELATIONSHIPS ORIENTATION VARIABLES 
Subordinate's.Relashps. Orienta. 36.2 · 37.2 34.0 36.0 37.1 37.1 34.1 
Coworker's Relashps. Orientation 36,9 38.2 35.3 34.3 37.7 35.4 36.9 
Superior's Relashps. Orientation 37.7 38.5 38.5 40.6 38.9 39.1 38.1 

*Significantly different from· the overall mean at the .05 level. 

**58 of the original 301 respondents were omitted from this analysis because they did not belong 
in any of the 16 groups considered here. 

***The .05 levei of significance was used. 
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TABLE VII 

(Continued) 

·p· ·c;· .. 11· i t i .. o .... Ii .. II . 
Significance 

Labora- Badi- Pharma- House- Engineer· Food Director Pur- Medical All of 
keeping and of Records & Differences tory ology cist Service chas- Posi-and Main ten- Volun- ing Librar- tions Among 
Laundry ance tee rs ian Means 

n•17 n•21 n•ll n•15 n•16 n•14 n•9 n•15 n•16 N-243** *** 

36.9 39.8 39.5 44.4 45.8 46.4 53.4* 44.8 38.4 41.0 Significant 
4.8 8.4 8.3 6.1 5.9 6.7 5.8 5.4 5.4 5.5 Insignificant 
5.7 10.1 8.9 6.9 9.4 7.5 7.7 8.3 6.1 7.7 Insignificant 

14.4 11.5 16.1 9.3 .10.3 11.9 8.1 13.7 9.8 13.0 Significant 
3.8 3.4 4.0 2.5* 2.4* 3.2 2.6* 2.7* 3.4 3.6 Significant 

22.4 21. 7 5.1 21.1 12.8 48.3 216.8* 7.9 9.8 28.1 Significant 

18.8 18.7 19.8 18.3 18.1 18.2 21.8* 18.5 18.9 18.6 Significant 
14.4 15.0 16.5 12.3* 15.1 13.9 14.2 15.1 14.9 15.4 Significant 
14.7 14.8 13.6 16.7 16.9* 16.1 16.7 16,6 13.8 15.0 Significant 
13.6 14.6 14.3 13.6 13.1 14,6 17.8* 15.7 13.2 14.9 Significant 
27.9 29.6 30.7 25.9* 28.2 28.6 32.0 30.8 28.1 30.3 Significant 
28.3 29.4 27,9 30.3 29,9 30.8 34.4* 32.3 26.9 30.0 Significant 

4,4 4,1 3.7 4.1 4.3 4.1 4.2 3.9 4.3 4.0 Insignificant 

3.9* 3.6 3.0 2.6 2.8 2.9 2.7 2.7 3.9* 3.1 Significant 

3.8 3.5 3.3 3,3 3.4 3.8 4.0 3.4 3.6 3.5 Insignificant 

3,4 3.0 3,0 2.7 2.5 3.0 3.0 2.3 3.4 2.9 Significant 

74.4 74.1 69.6 78.9 69.9 74,7 81.9 75.6 73.6 73,8 Insignificant 
75.9 76.5 79.8 77,1 73,9 77,4 114,3 74.7 78,4 77.2 Insignificant 

2,8 2,8 3.5 3.1 2.9 2.6 3.0 2.8 3.1 3.1 Insignificant 

2.7 2.9 3,1 2.9 2.8 2.9 3.3 3.1 3.2 3,0 Insignificant 

2.6 2.4 2.5 2.5 2.8 2.4 2.6 2.5 2.9 2.7 Insignificant 

2.9 2.5 2,4 2,3 2.9 2.6 2.7 2.9 3.1 2.8 Insignificant 

3.9 4.1 4.0 3.9 3.4 3,9 4,1 3.7 4.0 3,8 Insignificant 
3.5 3.6 3.0 3.2 3,3 3.1 3.9 3,3 3,3 3.3 Insignificant 
3.8 3,7 4.1 3,5 3.6 3,6 4.0 3.3 3,6 3,7 Insignificant 
3,2 3.2 2.8 3,5 3,1 3.4 3,6* 3.1 . 2, 7 3,1 Significant 

33.8 34.4 30.2 32,7 33.8 33.7 32.6 32.4 33.8 34.2 Insignificant 
33.0 32,7 30,3 31. 7 32,5 31.6 33,2 30,4 31,8 32.6 Insignificant 
31.5 32.6 32.9 32,5 32.3 32.6 32,7 28.6 32.1 32,5 Insignificant 

39.4 36.3 37,8 40.6 36.4 36,2 41.1 37,3 35,9 37,1 Insignificant 
37,5 38.3 38,5 38.5 35.9 36.1 40,0 37,4 37,3 37.3 Insignificant 
39,0 38.1 40.9 39.0 37,9 36,5 42.8 36.9 40.0 38,7 Insignificant 
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average respondent. The directors of volunteers were sig­

nificantly older than the average respondent. Administrators 

and those working as directors of radiology had significantly 

greater experience in the health services field. Those work­

ing as chief accountants had significantly less experience 

in the health services field. 

Administrators, associate and assistant administrators 

had significantly greater education than the average respond­

ent. Most respondents from these positions had at least 

some graduate training in addition to at least a B. A. degree. 

Respondents in housekeeping, engineering and maintenance, and 

purchasing had significantly less education than the average 

respondent. Although the average number of subordinates did 

vary significantly, · this variable should not be relied on 

heavily because it had an extremely large standard deviation. 

The dimension of technology was represented by the fol­

lowing variables: separated technology, related technology, 

dedicated technology, integrated technology, technology task 

orientation and technology relationships orientation. This 

dimension was used as an indicator of the type of demands a 

job makes on managerial behavior. As was explained in Chap­

ter II, a separated type of technology presumably exerts an 

influence to manage with both a low task orientation and a 

low relationships orientation. A related type presumably 

exerts an influence to manage with a high relationships 

orientation and a low task orientation. A dedicated type 

presumably exerts an influence to manage with a high task 
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and low relationships orientation; and an integrated type of 

technology presumably exerts an influence to manage.with 

both a high relationships and high task orientation.· The 

variable technology task orientation is composed of the dedi­

cated and integrated technology types combined. It proyides 

an indication of the task orientation influence of the job, 

The variable technology relationships orientation is composed 

of the related and integrated technology types combined. It 

provides an indication of the relationships·orientation of 

the job. 

The related technology was significantly high for admin­

istrators and associate and assistant administrators indicat­

ing that their type of work exerted an influence to use·a 

relationships orientation in their management .. The related 

technology was significantly low for physical therapy and 

housekeeping and laundry indicating that these jobs do not 

require a relationships oriented type of managerial behavior. 

The dedicated technology variable was significantly low 

for associate and assistant administrators and quite low for 

administrators indicating that these groups should not use a 

task oriented managerial behavior. This .variable was sig­

nificantly high for engineering and maintenance and next 

highest for housekeeping and the director·of volunteers indi­

cating that a high task orientation would be appropriate in 

these positions. 

The integrated technology variable was significantly 

high for the director of volunteers and quite low for 
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engineering and maintenance. It is difficult to understand 

how the director of volunteers could exhibit significantly 

high separated. and .integrate.d management styles. Apparently 

this individual must be a most unusual person. The low inte­

grated score for engineering and maintenance indicates-that 

this person should not attempt to useboth a high task and 

high relationships orientation but rather only a high task 

orientation as previously indicated. 

The technology relationships orientation was signifi­

cantly high for administrators and next highest for associate 

and assistant administrators indicating that these groups 

should use a high relationships orientation in their manage­

ment. This variable was significantly low for housekeeping 

and laundry indicating that these individuals should not use 

a high relationships orientation in their management. Tech­

nology task orientation was significantly high for the 

director of volunteers indicating that perhaps a task orien­

tation should be used in this unusual position. 

The dimension of the influence of the medical staff was 

represented by the following four variables: influence on 

the hospital, desired influence on the hospital, influence 

on the respondent's-department and desired influence on the 

respondent's department. Of the four variables, . the influ­

ence on the respondent's·department and the desired influence 

on the respondent's department varied significantly. The 

perceived influence of the medical staff on the accounting 

and personnel management departments was significantly low. 
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This was to be e~pected as the medical staff would logically 

have little interest in these areas. The perceived influ­

ence of the medical staff was significantly high in the lab­

oratory and medical records areas indicating that the medical 

staff exerted considerable influence on these departments. 

Managers of the respiratory therapy department indicated a 

significantly high desired influence of the medical staff on 

their department. The influence which the respondents·per­

ceived the medical staff to have on their department was 

indicated to be significantly greater by the laboratory 

managers. 

Perceptions of hospital atmosphere and group atmosphere 

did not vary significantly among the different managerial 

positions. 

Hospital tension and stress and department tension and 

stress did not vary signifi.cantly among the positions. Hos­

pital tension and stress was perceived highest by respondents 

from nursing and lowest by respondents from food service. 

Department tension and stress was highest in accounting fol­

lowed by those in nursing. The lowest department tension 

and stress was in the respiratory and physical therapy 

departments. 

The dimension of coordination and communication effec­

tiveness included the following variables: hospital coordi.­

nation and communication effectiveness and department coordi--­

nation and communication effectiveness. Of these four 

variables, only perceived hospital communication 
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effectiveness varied significantly among the different mana~ 

gerial groups. Physical therapy respondents perceived hos­

pital corrnnunication effectiveness significantly lower than 

did other groups. The director of volunteer13' evaluatio,n -0f 
J 

hospital corrnnunication effectiveness was significantly high. 

The dimension of task and relationships orientation did 

not vary significantly among the different managerial posi­

tions. However, it is important to riote that with only one 

exception each of the sixteen groups indicated that their 

subordinate's relationships orientation was greater than 

their subordinate's task orientation; that their coworker's 

relationships orientation was greater than their coworker's 

task orientation; and that their superior's relationships 
i 

orientation was &reater than their superior's task orienta-

tion. This indicates that throughout the entire hospital, a 

relationships orientation is quite prevalent. 

In conclusion, we should note that many significant dif­

ferences were found among the different managerial positions. 

The one dimension which varied significantly in all r~spects 

was technology. This indicates that the technology used in 

various departments to complete their task differs to such 

an extent that different types of managerial behavior are· 

required in the various departments. Other variables differ­

ing significantly among the various managerial positions 

were: years in the health service industry, education, num­

ber of subordinates, influence of the medical staff on the 

department, desired influence of the medical staff on the 



115 

department and perceived hospital communication effective­

ness. We may conclude that these variables of the 32 varia­

bles considered best explain differences among the sixteen 

managerial positions considered in this analysis. 

An Analysis of the Sixteen 

Managerial Positions 

Administrators, Associate and Assistast-Aaministrators. 

The positions of administrator, associate and assistant 

administrator displayed many elements in common. Respondents 

in these positions had significantly high levels of education 

and significantly high scores for a related type of technol­

ogy. Both of these positions appear to call for a high 

relationships orientation and a low task orientation in their 

managerial behavior. These respondents perceived above aver­

age levels of tension and stress to exist in the hospital. 

Also, they perceived normal hospital tension and stress to 

be somewhat greater than the average respondent did. They 

also perceived hospital coordination and communication effec­

tiveness to be lower than did the average respondent.. It is 

surprising to observe that administrators desired for the 

medical staff to exert a stronger influence on the·hospital 

and on their department than· they perceived to curren~ly 

exist. A slight qifference existing among the two groµps 

was that in most instances the administrator's perception of 

the task and relationships orientation of their superiors, 

coworkers and subordinates were average or below while the 
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associate and assistant administrator's perceptions of their . 

superiors, coworkers and subordinates task and relationships 

orientations were above the average values for these v~ria­

bles. Thus, in.most instances, associate and assistant 

administrators assumed that their superiors, coworkers and 

subordinates were both fri.endlier and harder working than 

did the administrator. 

Accounting. The position of chi~f accountant, .or comp­

troller, .differed from other positions in that respondents· 

from this position had significantly fewer years of experi­

ence in their prer;ent positiont in·their hospital and in the 

health service industry. The perceived and desired influence 

of the medical staff was significantly below theaverage in 
l 

this department. These respondents described their depart­

ment and the hospital as having significantly greater tension 

and stress than did the average respondent. Their percep­

tions of normal hospital tension and str,ess and normal 

department tension and stress were considerably higher th.in 

the average respondent's perceptions. Accountants were the 

only group of respondet1ts to describe the task orientation 

of their subordinates to be·greater than the relationships 

.orientation of their subordiantes. 

Personnel Manager. ,The position of personnel manager 

was distinctive in that respondents holding this position 

had spent considerably less years in their present positions, . 

years in their hospital and years in the health services 
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industry. These respondents'·perceptions of the inf:luence 
'1 
' and des ired infJ.uence of the llledical staff on · the.ir depart-

ment was significantly lower than other respondents: They 

perceived hospital tens·ion and f;ltress significantly higher 

than other respondents did and also considerably higher than 

what they believed normal tension and stress would ·be.· These 

individuals rated· their department higher on coordination 

effectiveness than did any other group of respondents, yet 

they perceived hospital communication effectiveness somewhat 

lower than other respondents ·. did. 

Director and Assistant Director ef Narsing. · The direc­

tor and assistant director of nursing differed from other 

respondents in the following respects: (1) they had spent 

considerably more years in the health services industry, 

(2) they perceived hospital.tension and stress as higher than 

any other group did, (3) their perception of tension and 

stress in their department was somewhat above the average 
.. 

value,. (4) they perceived their department's and the,hospi-

tal's coordination and communication effectiveness to be 

poorer than did the average respondent,.and (5) with only one 

exception they perceived the task and relationships orienta­

tions of their.subordinates, coworkers and superiors to be 

greater than did the average respondent. 

Respiratory Therapy .. Directors of the respiratory 

departments were significantly younger and had less experi­

ence. in the· hospital and health services industry than 
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respondents .from other positions. The amount of influence 

they desired for the medical staff to exert on their 1depart­

ment was significantly higher than any other group. These 

individuals perceived tension and stress in the hospital to 

be lower than did any other group. Hospital coordination 

and hospital coI11ID.unication effectiveness were perceived to 

be somewhat more effective by those in this dep~rtment than 

by the average respondent. 

Physical Therapy. Respondents from physical therapy 

differed from other respondents in the following respects: 

(1) they described a significantly low relationships oriented 

type of technology, (2) they perceived a considerably low 

influence of the medical staff on their department and on 

the hospital, (3) their perception of their department's 

tension and stress was significantly less than the average 

perceived influence, (4) hospital communication was rated 

significantly lower by this group than by other groups, and 

(5) their perception of their superior's, coworker's and 

subordinate's task and relationships orientations were all 

lower than that of the average respondent indicating that 

they considered others in the hospital to be less motivated 

and less friendly than did the average respondent. 

Laboratory/- Laboratory directors perceived the influ­

ence of the medical staff on the hospital to be greater than 

did any other group of respondents. Their perception of the 

medical staff's influence on their department was 
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significantly high. They perceived hospital tension and 

stress as somewhat lower than did most of the other depart-

ments. 

Radiology. The radiology department heads differed from 

other respondents in the following few respects: they per­

ceived the medical staff to have a quite strong influence on 

their department and desired this influence to be reduced 

rather than increased, hospital tension and stress in the 

department was considered to be somewhat lower than in most 

other groups~ and they described their department's coordina­

tion quite favorably. 

Pharmacy. Respondents from the pharmacy department 

described their work as involving a high separated type of 

technology indicating that a low task orientation and prob­

ably a low relationships type orientation should be used in 

managing their position. Also, these individuals perceived 

the medical staff as having a very low influence on the hos­

pital. This group of respondents, out of all respondents, 

had the. "coldest" perception of hospital atmosphere. Hospi­

tal coordination effectiveness was perceived as somewhat less 

effective by this group than by almost all other groups. 

Housekeeping and Laundry. The directors of housekeeping 

and laundry differed from other respondents in one rather 

dominant respect. The technology variables indicated that a 
.I 

task oriieri;tation and not a relationships orientation should 

be used by managers in this position. Not surprisingly, this 
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was one of the two departments which was described by 

respondents·as having a colder climate than the hospital 

climate. It·is significant.to note that this group of' 

respondents described tension and stress to be normally lower 

in their department than did any other group of respond~nts; 

Engineering and Maintenanee.-· Respondents from engineer- -

ing and maintenance described t'neir position similar to that 

of respondents from·housekeepihg in at least two significant 

respects. The technology of both positions exerted a strong 

influence to manage in a task oriented manner. Also, indi- ·. 

viduals from housekeeping and this position had significantly 

low levels of education. Of the sixteen groups·of managers, 

the coldest perception of hospital atmosphere and department 

atmosphere was from respondents in engineering and matnten­

ance. The engineering.and maintenance·respondents·described 

their department's coordination as less effective than those 

from any other department did. Individuals in this position 

perceived their subordinates, coworkers and superiors to be 

both less task and less relationships oriented than did anJ 

other group of respondents. It appears that the director of'\ 

engineering and maintenance.· is somewhat separated. from the 

other groups,in the hospital; is somewhat more task oriented 

and has a less favorable.opinion of the hospital and its 

employees than most others. 

Food Service (Dietary). The food service department 

appears to require a task oriented type manager just as the 
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I 

housekeeping and engineering departments require. Respond-

ents from the dietary department described hospital tension 

and stress to be lower than did any other group. It is 

interesting to note that they described hospital communica­

tion effectiveness somewhat lower than others did but hospi­

tal coordination effectiveness somewhat higher than oth~r 

groups did. With the exception of their superior's·task 
\ 

orientation, respondents from the dietary department·:regarded 

their superiors, coworkers and subordinates.as·somewhat less 

task and relationships oriented than the average respondent 

described them. This indi·cates that, in general, respondents 

from the dietary department regarded others in the hospital 

as less concerned with their work or relationships than did 

the average respondent . 

.. Director of Volunteers·,· The director of volunteers· 

appears · to be a mo,st unusual person who is significantly dif­

ferent from others in managerial positions in many respects. 
I 

It should be noted that all nine of the re'spondents holding 

this title were of the same sex; .female. The director of· 

volunteers was significantly older, had significantly less 

education, and had a significantly larger number of subordi­

nates than other respondents. ·These individuals described 

their technology as significantly high on both the·separated 

and integrated types. Management theory indicates that bath 

technologies should not occur in the same job. All one may 

conclude about this contradiction is·that the job presents 

very conflicting demands on the respondent's managerial 
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behavior. These respondents scored well above the average 

for technology task orientation and technology relationships 

orientation. This indicates that both types of behavior are 

required at times in this position. The director of volun­

teers' desired for the medical staff to have a considerable 

influence on the hospital and for it.to have a stronger 

influence on their department than it presently had., .. Also,. 

the directors of volunteers were unique in that they· 

described the hospital atmosphere and their department atmos­

phere more favorably, i. e. , warmer, . than·· did any other . 

department. They perceive normal hospital tension and stress 

to be higher than did any other department. Respondents·in 

this department rated their department's and the,hospital's 

coordination effectiveness higher than any other group did. 

They also perceived hospital connnunication effectiveness to 

be significantly better than any other group did. Respond-

ents in this position viewed their superiors, coworkers and 

subordinates to have a·higher relationships orientation than 

did any other group. · It is interesting to note that the 

director of volunteers' description of their subordinate's 

task orientation was below the average but their description 

of the task orientation of their supervisors and coworkers 
I 

was al;>ove average. Considering that they manage volunteers, 

this might be expected. In conclusion, it appears that the 

director of volunteers is a very dedicated, enthusiastic, 

involved individual with a unique managerial position in the 

hospital. 
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Purchasing. In most respects respondents from purchas­

ing did not differ signific~ntly from other respondents. The 

only significant difference between this group and oth,ers 

was that its members had significantly less education ... Con­

trary to respondents from other departments, .. those from pur­

chasing perceived their group atmosphe.re as slightly "colper" 

than the hospital atmosphere. They also described their-· 

department communications as less effective than did any 

other group. 

Medical Records;. Respondents from the medical-·records 

area varied in several-respects-from those on.other depart-· 

ments. Their perception of the influence-of the medical 

staff of the department was significantly high and consider­

ably above average for its influence on the· hospital.·._ This 

is not surprising because employees in this department. do 

have considerable. contact with the doctors i Like respond-· 

ents from most·other departments they would prefer for the 

medical staff to have less influence on their department. 

Descriptions of the technology in their positions indicate 

that a separated type of behavior would be most appropriate. 

That is, a person who uses both a low task and low-relation­

ships orientation and simply follows the rules would be pre­

ferred here. Respondents have indicated that above average 

levels of tension and stress would be expected in this 

department. One last characteristic of respondents from the 

medical records department was that they perceived hospital 
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communication effectiveness t.o be considerably poorer than 

most other respondents did. 

I , 

Summary 

In conclusion, we may say that managerial behavior. did 

vary tremendously as a function of the type of work the man­

ager and his subordinates performed. Some positions. su.ch as 

administrator, associate and assistant administrators appear 

to require a heavily relationships-oriented type of behayior 

while other positions such as housekeeping, engineering and 

food·service exerted a strong influence to manage in a task­

oriented manner. Perceptions of the influence and desired 

influence of the medical·staff on the hospital and on the 

respondent's own department varied considerably. Some 

departments such as accounting exhibited high tension and 

stress, others such as respiratory and physical therapy 

exhibited very little. Differences in perceptions of the 

hospitals' coordination and communication effectiveness were 

found,to exist. One can only conclude that a hospital is not 

simply a distinct entity but rather is co~posed of distinct 

subgroups, each with their own characteristics and 

expectations. 

Relationships Among the Variables 

Introduction 

A statistical analysis of relationships among the vari­

ables was performed in order to gain a better understanding 
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of how and to what extent the variables were interrelated. 

A more thorough understanding of how the variables are 

related to one another will provide· information useful in 

improving the managerial effectiveness of Oklahoma hospitals.· 

For instance,. if it is found that coordinat·ion and cotmnunica­

tion effectiveness are positively associated with·a relation­

ships orientation arid negatively associated with a task 

orientation among most hospitals, then a hospital exp~r.ienc­

ing difficulties in these areas might rely more heavily.on a 

relationships orientation.• 
I 

As the major dimensions of the theoretical model related 

to characteristics of a group or organization rather than to 

characteristics of an individual respondent, hospitals were 

used as the unit of analysis in this section. For instance, 

when correlating two variables such as hospital atmosphere 

and hospital coordination effectiveness we are testing: did 

those hospitals with a warmer atmosphere tend to exhibit more 

effective coordination? Using individuals as the unit of 

analysis, we weuld simply be asking: ·di-d ·those individuals 

who described a warmer hospital atmosphere also perceive 

more effective hospital coordination? Which is not the pur­

pose of this analysis. This implies we are not measuring 

the impact of variables such as hospital atmosphere, -supert­

or' s relationships orientation, etc., until the gro.up (in 

this case, the hospital) perceptions of that variable are 

utilized. The following quota,tion by Stogdill and Shartle 

(59, p. v) should further clarify the meaning of this concept: 



Thus, leadership is regarded as a relationship 
between persons rather than as a characteristic of 
the isolated individual. When the data for all the 
members of a group collected by these methods are 
combined and interrelated, they prCi>vide a means 0f 
studying leadership in terms of the stru.ct.ural. and 
functional dimensions of organization. 
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Georgopoulos and Mann (18) also used the hospital as the 

unit of analysis and made rank order correlations. acro.ss hos-

pitals in their study of The Gonnnunity General Hospital. For 

these ~easons correlations between the variables were made 

using hospitals as the unit of analysis rather than individi.. 

ual respondents. 

Using each hospital as the unit of analysis necessitated 

the calculation of 17 values for each variable. That is, for 

each variable an average value was calculated for each of the 

17 hospitals. ·Table IV, used in the previous analysis of 

differences among hospitals, contains all of the mean values 

used in the following analysis. 

Spearman rank order correlations (9, p. -245) were uti­

lized to obtain the following information for each pair of 

variables: (1) whether the variables were associated with 

or independent of each other; (2) the degree of relation-

ship, i.e., how closely the two variables were related; 

( 3) the significance of the relationship, i.e. , the proba­

bility of the relationship occurring by chance; and (4) the 

direction of the relationship, i.e. , was the relationship a 

positive or negative one? A positive relationship implies 

that as one variable increases the other variable also 



increases. A ne~ative relationship indicates that as one 

variable increases the other variable decreases. 
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As correlational coefficients were used in the. following 

analysis, a brief explanation is·now in order. Correlations 

are usually used as a convenient way of expressing in numer­

ical form the degree·of proportional relationship existing 

among two variables. Correlations vary between a +L 00 and 

a -1.00. They are usually between +1.00 or -1.00, very! sel­

dom at +1.00 or -1.00. A correlation g~ +1.00 indicates a 

perfect positive relationship; i.e., as• one variable 

increases the other variable increases in direct propor'tion 

to it. A correlation of -1. 00 indicates a perfect negative 

relationship; that is, as one variable increases the. other 

variable decreases in direct proportion to the in~rease in 

the first variable. A correlation of .00 indicates that the 

two variables are not related and are cotnpl'etely independent 

of each other. The closer a correlatioh is· to +l. 00 or -1. 00 

the stronger the degree of relationship existing among the 

two variables is and the more accurate one variable is as a 

predictor of the other. 

The following analysis offers the level of signi,ficance 

of the relationship found between the two variables, thus an 

explanation is needed. The closer the level of significance 

is to .00, the more confident we are in assuming the observed 

relationship was not due simply to chance. We would hope 

many of the relationships observed will have a "high" level 

of significance; i.e. , close to . 00. · This implies they are 
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quite unlikely to have occurred by random chance.· Usually a 

level of significance of . 05 or less, i.e., closer to ·. 00, 

is regarded as statistically signji..ficant. A level of sig­

nificance of .05 indicates simply the probability of making 

an error in assuming the observ~d relationship was not due 

to chance. 

It should be taken into consideration that while .. the 

existence of a correlation might imply causality it cer­

tainly does not prove it. The correlation shows o~y .. the 

extent to which two variables were found to be assoc.iated 

together. We may sometimes be describing associations among 

variables which may in part be due to the presence of other 

variables. For instance, a high negative correlation. between 
-

hospital atmosphere and hospital tension and stress might 

imply but does not "prove" that one·is caused by the other. 

Perhaps both variables are related to superior's task orien­

tation which effects both hospital atmosphere and hospital 

tension and stress. 

Correlations Among Hospitals· 

Simple rank order correlations across the hos.pitals 

showed that many of the variables were·highly and signifil­

cantly related to one another. Not all of the original 32 

variables considered earlier in this chapter were used in 

this analysis because.many of them should.not·differ across 

hospitals or it would simply be illogical to compare them. 

Background variables were omitted because they were designed 
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to obtain information to be used primarily on an individual, 

certainly not a hospital basis. Technology variables were 

omitted because, when regarded as organizations, the hospi­

tals should exhibit approximate1y the same type of work. 

Departmental measures were omitted because they were designed 

to obtain differences among departments not hospitals. For 

these reasons, those variables will not be found in the fol­

lowing disc,ussion of correlations between the variables, 

A positive correlation of .64, which was significant at 

the .01 level, was found between the perceived influence of 

the medical staff on the hospital and the desired influence 

of the medical staff on the hospital. This relationship 

might be interpreted to mean that respondents used the per­

ceived influence of the staff on the hospital as a basis from 

which to judge how much influence they felt should exist. 

However, there can be little question but that respondents 

from hospitals with a greater influence of the medical staff 

also desired for the medical staff to have a stronger influ­

ence than did other respondents. These two variables did 

not correlate significantly with other variables. 

Correlations of hospital atmosphere are provided in 

Table VIII. It may be observed that hospital atmosphere 

displayed a positive correlation with the following varia­

bles: superior's relationships orientation, hospital coor­

dination effectiveness and hospital communication 

effectiveness. That is, a warmer hospital atmosphere was 

associated with higher amounts of these variables. 



TABLE. VIII 

CORRELATIONS AMONG HOSPITALS OF HOSPITAL 
ATMOSPHERE WITH OTHER VARIABLES 
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Variable Correlation Level of 
Significance*. 

Superior's Relationships Orientation 

Subordinate's Relationships 
Orientation 

Hospital Coordination Effectiveness 

Hospital Communication Effectiveness 

Superior's Task Orientation 

Hospital Tension and Stress 

Subordinate's Task Orientation 

Coworker's Task Orientation 

+,57 .02 

+.48 .05 

+.47 .06 

+.46 .07 

-.60 .01 

-.52 .04 

-.39 .13 

-.38 .15 

*usually a significance level less than . 05, i.e., 
.07, is not regarded as statistically significant. 
A few correlations are provided which, although 
they are not statistically significant, it was 
believed would be of value in better understanding 
the relationships among the variables. 
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Superior's task orientation, hospital tension and 

stress, subordinate's task orientation and coworker's task 

orientation were all negatively related with hospital atmos­

phere. This indicates that as the hospital atmosphere 

becomes increasingly warmer, we would expect less superior's 

task orientation and less coworker's· task ori·entation. Of 

course, smaller amounts of task o~ientation might be result-

ing in the warmer climate. These relationships are what we 

would expect to find because higher levels of task orienta­

tion frequently result in greater organizational stress and 

a colder organizational climate. 

Correlations of hospital tension and stress with other 

variables are provided in Table IX. 

TABLE IX 

CORRELATIONS AMONG HOSPITALS OF HOSPITAL TENSION 
AND STRESS WITH OTHER VARIABLES 

Variable 

Coworker's Task Orientation-

Superior's Task Orientation 

Subordinate's Task Orientation 

Hospital Coordination Effectiveness 

Hospital Atmosphere 

Hospital Counnunication .Effectiveness 

Correlation 

+.57 

+.56 

+.48 

-.58 

-.52 

-.42 

Level of 
Significance 

• 02 

.02 

.05 

.02 

.04 

.10 
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The correlations of hospital tension and stress with 

other variables indicate that higher levels of hospital ten­

sion and stress are quite significantly associated wi.th 

higher levels of task orientation, It may also be observed 

that tension and stress in the hospital was significantly 

negatively associated with hospital coordination effective­

ness and hospital atmosphere and also negatively associated 

with hospital communication effectiveness. That is, higher 

amounts of tension and stress were associated with poorer 

coordination and communication and a colder climate in most 

hospitals. These results indicate that hospitals wi.th higher 

task orientation usually are experiencing poorer coordination 

and communication and perhaps a colder climate. Thus a high 

task orientation in hospitals might very well be und.esirable, 

Anticipated normal hospital tension and stress did not cor­

relate significantly with any of the other variables. 

Correlations of hospital coordination effectiveness with 

other variables are provided in Table X, These correlations 

indicate that hospital coordination effectiveness is posi­

tively and significantly associated with hospital communica­

tion effectiveness and hospital atmosphere and, also positively 

associated with a superior's relationship orientation. Thus 

we would expect better hospital coordination effectiveness to 

accompany both better hospital communication effectiveness 

and warmer hospital atmospheres. Hospital coordination 

effectiveness was also highly and significantly negatively 

related with hospital tension and stress. Superior's and 
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subordinate' s task orientations were also negatively associ-. 

ated with hospital coordination effectiveness, It may be 

concluded that, in general, better:hospital coordination 

effectiveness was found in those hospitals with less tension. 

and stress and lower task orientations. This indicates that 

a higher relationship orientation and lower task orientation 

contributes to better coordination in the hospital. 

TABLE X 

CORRELATIONS AMONG HOSPITALS OF HOSPITAL 
COORDINATION EFFECTIVENESS WITH 

OTHER VARIABLES 

Var.iable Correlation 
Level of 

··s:i.gnificance 

Hospital Communication Effectivanes-s +. 83 .oo* 

Hospital Atmosphere . .47 .06 

Superior's Relationship Orientation .. +. 42 .10 

Hospital Tension and Stress -.58 .02 

Coworker's Task Orientation -.48 .05 

Superior's Task Orientation -.43 .10 

Subordinate's Task Orientation -,39 .13 

*nie stated level of significance of . 00 does not nean that 
the observed relationship could not have occurred 
by chance but rather that a larger number was 
rounded to . 00, . in this instance, . 0002. 

Correlations of hospital cmmnunications effectiveness 

with other variables are provided in Table XI. These results 

suggest that hospital communication effectiveness is posi­

tively and quite significantly associated with hospital 
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coordination effectiveness and a superior's relationships 

orientation. That is, better hospital communications effec-

tiveness, with few exceptions, was found in the hospitals 

with better coordination effectiveness and a higher superi-

or's relationship orientation. Also, hospital communications 

effectiveness was positively associated with hospital 

atmosphere. 

TABLE XI 

CORRELATIONS AMONG HOSPITALS OF HOSPITAL 
COMMUNICATIONS EFFECTIVENESS WITH 

OTHER VARIABLES 

Variable Correlation Level of 
Significance 

Hospital Coordination Effectiveness +. 83 ,00 

Superior's Relationship Orientation +.60 .01 

Hospital Atmosphere +.46 ,07 

Hospital Tension and Stress -.42 .10 

A negative relationship was suggested between hospital 

communications effectiveness and hospital tension and stress. 

These results imply that better hospital communications 

effectiveness is associated with a higher superior's rela-

tionships orientation and less tension and stress. Of 

course, we would expect hospital communication and coordina-

tion effectiveness to be positively and closely related, 

which was found. 
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Correlations of superior's task orientation with other 

variables a~e provided in Table XII. These correlations 

· indicate that superior's, coworker's and subordinate' s task 

orientations are all positively and quite significantly 

related. Apparently, task orientation in a hospital is a 

function, not just of superiors but also of coworkers and 

subordinates whose task orientation closely approximates that 

of their superiors. 

TABLE XII 

CORRELATIONS AMONG HOSPITALS OF SUPERIOR'S 
TASK ORIENTATION WITH OTHER VARIABLES 

Level of Variable Correlation .. Significance 

Subordinate's Task Orientation +. 78 .oo 

Coworker's Task Orientation +.73 .oo 

Hospital Tension and Stress +.56 .02 

Hospital Atmosphere -.60 .01 

Hospital Coordination Effectiveness -.43 .10 

The strong positive.correlations of superior's task 

orientation 'with hospital tension and stress implies rather 

strongly that superior's task orientation frequently results 

in greater tension and stress in the hospital. The negative 

correlation of superior's· task -orientation .. with hospital 

atmosphere and hospital coordination effectiveness implies 

that increasing amounts of superior's task orientation 
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results in a colder hospital atmosphere. These relationships 

suggest that a strong task orientation in hospitals is not 

desirable. 

Correlations of coworker's task orientation with other 

variables are provided in Table XIII, 

TABLE XIII 

CORRELATIONS AMONG HOSPITALS OF COWORKER'S 
TASK ORIENTATION WITH OTHER VARIABLES 

Variable 

Subordinate' s Task 0-rienta-tion 

Superior's Task Orientation 

Hospital Tension and Stress 

Hospital Coordination Effectiveness 

Correlation 

+.93 

+. 73 

+.57 

-.48 

Level of 
Signifieance 

.oo 

.00 

.02 

.05 

As previous,ly mentioned, the task orientation of cowork-

ers is positively and significantly related to the task 

orientation of superiors and subordinates. This indicates 

simply that most of the hospitals which had a higher cowork­

er's task orientation also had higher superior's and subor­

dinate's task orientation. The positive and significant 

correlation of coworker's task orientation with hospital 

tension and stress again indicates that higher levels of 

task orientation are associated with higher levels of tension 

and stress. The negative correlation of coworker's task 

orientation with coordination effectiveness implies that 
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higher levels of task orientation are associated with poorer 

coordination effectiveness in the hospital. 

Correlations of subordinate's task orientation with 

other variables are provided in Table XIV. 

TABLE XIV 

CORRELATIONS AMONG HOSPITALS OF SUBORDINATE'S 
TASK ORIENTATION WITH OTHER VARIABLES 

Variable 
Level of Correlation· · · ·s ignifieanee 

Coworker's Task, Orientation +.93 .oo 

Superior's Task Orientation +. 78 • 00 

Hospital Tension and Stress +.48 .05 

Hospital Atmosphere -.39 .13 

Hospital Coordination Effectiveness -.39 .13 

As expected, subordinate's task orientation correlated 

positively and significantly with superior's and coworker's 

task orientation. Also, a high positive porrelation with 

tension and stress was found. This lends further support·to 

the idea that increased amounts of task orientation also 

increase tension and stress. Although the relationships 

were not statistically significant, subordinate's task orien-

tation appears to be negatively related with hospital atmos­

phere and hospital communication effectiveness. 

Correlations of superior's relationships orientation 

with other variables are provided in Table XV. 



TABLE XV 

CORRELATIONS AMONG HOSPITALS OF SUPERIOR'S 
RELATIONSHIPS ORIENTATION WITH 

OTHER VARIABLES 
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Variable Correlation Level of 
Significance 

Hospital Communications Effectiveness +.60 .01 

Hospital Atmosphere +.57 .02 

Subordinate's Relationship Orientation +.47 .06 

Coworker's Relationship Orientation +.47 .06 

Hospital Coordination Effectiveness +.42 .10 
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In contrast to the negative relationships found betwe.en 

task orientation and ho.spital atmosphere and hospital coordi­

nation effectiveness, a relationships orientation shows a 

positive association with these variables. Both hospital 

atmosphere and hospital communication.effectiveness were 

positively and significantly related with a superior's rela.­

tionships orientation indicating that a greater relationships 

orientation would help hosp.ital communication e.ffectiveness. 

As might be expected, the superior's relationships orienta­

tion was positively associated with subordinate's and cowork­

er's relationships orientation. 

The coworker's relationships orientation was closely 

associated only with the superior's relationships orienta­

tion. As expected, the relationship was positive and nearly 

statistically significant, i.e., .06. 

The subordinate's relationships orientation correlated 

positively and significantly with hospital atmosphere. The 

subordinate's relationships orientation did not correlate 

significantly with any other variables. However, it did 

show a positive correlation of .47 with superior's relation­

ships orientation which was nearly statistically signifi­

cant, i.e. , . 06 .. 

Summary 

Rank order correlations across the hospitals showed that 

many of the variables were highly and significantly related 

to one another. Rather strong support was found for the 
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contention that a relationships orientation might profitably 

be relied on somewhat more heavily in the hospitals than a 

strong task orientation. In most instances, a relationships 

orientation was positively and significantly associated with 

a warmer hospital atmosphere, with less tension and stress, 

better coordination and better communications in the hospi-. 

tals. In contrast to this, a task orientatio~ was usually 

associated with a ·colder ·hos·pital atmosphere/ greater tension 

and stress and poorer hospital coordination and cotmnunication. 

The task orientation of superiors,.coworkers, and subordi--

nates was found to be positively and usually significantly 

related. Likewise, the relationships orientation of superi­

ors, coworkers and subordinates were positively and usually 

significantly related. This indicates that task orientation 

and relationships orientation. are characteristics of the 

hospital in general and not. simply a characteristic of one 

~lassi:f;ication of respondents in the hospital, such as 
' • i• 

superiors. 

The task orientation and relationships orientation 

dimensions were not significantly nor even closely related 

to each other among the various hospitals. This is important 

in that it implies that a higher relationships orientation in 

the hospital would not necessarily have to be made at the 

"expense" of a lower task orientation. 

In conclusion, we may say that rather strong support was 

found for the contention that the general climate of the hos• 

pital, viewed as an organization, should be somewhat rela­

tionships oriented. 
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Summary 

This chapter provided a descriptive and interpretative 

analysis of the data. Parts of the chapter were devoted to 

the following areas: (1) results from the Management Style 

Diagnosis Test, (2) differences among the hospitals, (3) dif-, 

ferences due to hospital size, (4) differences among various 

managerial positions in the hospitals, and (5) interrelation­

ship among the variables. 

The Management Style Diagnosis Test results were used 

to provide a descriptive analysis of the respondents in gen­

eral and also of selected managerial positions. A dominant, 

more effective style of developer and a dominant, less effec-

tive style of missionary were found. Results from the test 

indicated that the respondents were quite effective and con-

siderably more relationships oriented than task oriented. 

A statistical analysis comparing independent measures 

of situational elements basic to Reddin's theory of leader­

ship styles with the results from the Management Style Diag­

nosis Test was made, Results from this analysis were 

disappointing, indicating that the test did not adequately 

discriminate among the respondents. It was concluded that 

at least in this research, the results of the Management 

Style Diagnosis Test should not be heavily relied on, 

In order to obtain a better understanding of how the 

seventeen hospitals in the study differed, mean averages were 

computed for each hospital for each variable. The seventeen 

mean averages for each variable were then compared using 
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analysis of variance to determine which variables differed 

significantly among the hospitals. The hospitals were found 

to differ significantly in terms of the following variables: 

years experience in the hospital, education, technology rela­

tionships orientation, perceived influence of the medical 

staff on the hospital, hospital atmosphere, group atmosphere, 

hospital tension and stress, all task orientation variables, 

and most relationships orientation variables. These varia-

bles should first be taken into consideration when attempting 

to explain differences of managerial behavior among hospitals. 

The hospitals were placed into four size categories, 

ranging from small to large, depending on their bed size and 

number of full-time equivalent personnel. The following 

variables differed significantly among the four size cate­

gories: education, group atmosphere, hospital tension and; 
I 

stress, department coordination effectiveness and coworker's 

task and relationships orientation. Respondents from hospi­

tals in the small size category tended to have less education, 

less tension and stress and to perceive a warmer atmosphere. 

The greatest tension and stress was found in medium and large 

size hospitals. The largest hospitals exhibited both the 

highest task orientation and the highest relationships orien­

tation. Department coordination effectiveness was perceived 

to be poorest in medium sized hospitals. 

Respondents from the various hospitals were placed into 

sixteen different managerial positions existing in the hos­

pitals. The positions ranged from administrator to 
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department heads, such as nursing, laboratory, housekeeping, 

engineering, etc. The positions were found to differ sig­

nificantly in terms of many of the variables considered. All 

of the technology measures used in this study differ~d sig­

nificantly among the various positions.· This provided 
' 

strong support for the contention that different·types·of 

managerial behavior should be used, depending on one's posi­

tion in the hospital. Results indicated that administrators 

and associate administrators do rely heavily on a relation­

ships orientatd.on in their work; while those in charge of 

housekeeping, engineering, and food service·· are· somewhat more 

task oriented in their management. Variables other than 

technology differing significantly among the various posi-

tions were: · age, education., years experience in the· heal th . 

services industry, number of subordinates, influence and 

desired influence of the medical staff on the r~spondent's . 
department, and perceptions. of hospital communication effec-

tiveness. Administrators and associate and assistant admin-

istrators had the highest education; while respondents from 

housekeeping, engineering, and the director of volunteers 
i 

had the lowest.education. Respondents·from medical records· 

and the laboratory indicated.that the medical staff had con­

sideral;>le.influence over their department; while those·fr@m 

personnel management and accounting indicated that the medi­

cal staff had very .little influence on their department's 

' activities. A brief analysis of each of the managerial posi­

tions ~nd their particular characteristics was provided. 
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Spearman rank order correlations were performed betwe.en 

selected variables among the hospitals. For example, using 

the hospital as the unit of analysis, a statistical technique 

was employed to determine if those hospitals having greater 

tension and stress also tended to be the same hospitals that 

had warmer or colder hospital atmospheres. Findings of the 

correlational analysis among the hospitals were: (1) those 

hospitals with a higher task orientation tended to be the 

same hospitals with greater tension and stress, poorer coor­

dination and connnunication effectiveness, and a colder cli­

mate; and (2) those hospitals with a higher relationships 

orientation tended to be the same hospitals that had less 

tension and stress, more effective coordination and connnuni­

cations, and a warmer atmosphere. Implications of this 

analysis were that hospitals, when viewed as an entity, 

might rely somewhat more heavily on a relationships orienta­

tion than a task orientation. 



CHAPTER V 

SUMMARY 

Due to large expenditures on health care and the rapidly 

rising costs of hospital care, a great deal of attention has 

been focused on the efficiency with which hospital care is 

provided. To a major extent, the efficiency with which hos­

pital care is provided is dependent upon the managers who 

are involved in the provision of this care. A survey of the 

literature revealed that very little research has been con­

ducted regarding the managerial behavior existing in hospi­

tals and the factors upon which it is contingent. Due to 

these facts and the extremely complex technology existing in 

hospitals, a more thorough understanding of the demands made 

on different managers in hospitals was needed. 

The purpose of this study was to obtain a more thorough 

understanding of hospital managerial behavior than currently 

existed. Accomplishment of the purpose of the study led to 

the consideration of several important subobjectives. These 

were: (1) to describe the management styles of managers in 

Oklahoma hospitals and the management styles ordinarily found 

in the selected managerial positions, within the hospitals; 

(2) to determine how Oklahoma hospitals differ and what vari­

ables account for significant differences among the hospitals; 

145 
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(3) to determine if managerial behavior in the hospitals 

varies as a function of hospital size; (4) to determine if 

managerial behavior varies among differ~ht managerial posi­

tions in the hospitals; and. (5) to discuss relationships 

among the variables which are useful in explaining the behav-

ior of managers. 

Overview of the Study 

The study involved a review of the literature on lead­

ership and managerial behavior in hospitals. Based on the 

literature review, a theoretical model, composed of seven 

basic dimensions believed to be pertinent to managerial be ... 

h~vior in hospitals, was developed. The sevendimensions of 

the theoretical model were: (1) background information, 

(2) technology--a measure of how the manager's subordinate' s 

work influences the manager's behavior, (3) hospital and 
,,. 

department atmosphere, (4) influence of the medical staff,. 

(5) coordination and comr;nunication effectiveness, (6) task 

orientation, and (7) relationships orientation. The purpose 

of the theoretical model was to.provide a framework useful 

in the gathering, analysis and interpretation of the data. 

The study involved over 300 respondents from seventeen 

community hospitals in Oklahoma. Hospitals included in.the 
-· 

study ranged in bed size from approximately 50 to 600 beds. 

Only department heads and those holding administrative posi-

tions such as administrator, ·comptroller, or personnel man-· 

ager were invited to participate. Approximately 18 
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respondents from each hospital participated, Two research 

instruments were utilized, the Management Style Diagnosis 

Test developed by Reddin (SO) and a nine-page questionnaire 

developed by the researcher, The Management Style Diagnosis 

Test was used to obtain a measure of the management style of 

the respondents. The questionnaire was designed to obtain 

measures of each of the dimensions of the theoretical model, 

The research instruments were administered in the field by 

the researcher at each of the seventeen hospitals surveyed. 

After the data was gathered and tabulated, a descriptive 

and interpretative analysis of the data was performed. Sta­

tistical techniques used in the analysis were analysis of 

variance and Spearman rank order correlations.· The descrip-

tive and interpretative analysis was devoted to the following 

areas: (1) results from the Management Style Diagnosis Test, 

(2) differences among the hospitals, (3) differences due to 

hospital size, (4) differences among various managerial posi­

tions in the hospitals, and (5) relationships among the 

variables. 

Results from the Management Style Diagnosis Test were 

used to describs the management style of respondents in gen-
i 

eral and of respondents holding generally recognized-posi-

tions in the hospitals. Also, a statistical analysis relat­

ing independent measures of situational elements basic to 

Reddin's theory of leadership styles with the results of the 

Management Style Diagnosis Test was performed. 
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To understand better how the seventeen hospitals 

included in the study differed, mean averages were compiled 

for each hospital for each variable. Then, taking each vari­

able individually, the seventeen mean averages, one for each 

hospital, were compared using analysis of variance techniques 

to determine which variables differed significantly among the 

hospitals. 

The hospitals were placed into four size categories 

ranging from small to large, depending on their bed size and 

number of full-time equivalent employees. An analysis simi­

lar to that used to analyze differences amonglfospitals was 
I .. 

used to determine which variables differed·sigl)ificantly 

among the size categories. 

In a separate analysis, respondents from the various 

hospitals were placed into sixteen different managerial posi­

tions existing within the hospitals. After the respondents 

were placed into these various managerial categories, a sta­

tistical analysis was performed to see how respondents from 

the positions differed and what variables differed signifi­

cantly among them. In addition, a brief analysis of ea~h of 

the managerial positions was provided. 

Spearman rank order correlations were performed between 

selected variables among the mean averages of the hospitals 

on each of these variableso This analysis provided informa­

tion on how the variables were related to one another from 

hospital to hospital. 

i. 
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Important Findings 

The most important findings of the research related to 

the following six areas: (1) the usefulness of the theoret-. 

ical model for analyzing hospital managerial behavior; 

(2) what the style profiles· of the managers were,. and most 

important, what the less effective management styles were; 

(3) how the hospitals differed; (4) how the hospitals dif­

fered among size categories; (5) how situational demands of 

and expectations of respondents from various managerial posi­

tions differed; and (6) relationships discovered among the 

variables. 

All of the dimepsions of the theoretical model made 

important contributions to the stu~y. The background dimen­

sion of the model provided a much clearer picture of the 

respondents participating in the study. The .technology 

dimension was particularly useful in exploring differences 

among the managerial positions considered .. The dimension of 

the influence of the medical staff was of value for exploring 

differences among the hospitals and departments. The dimen­

sions of organizational climate, tension and stress, and 

coordination and communication were found to vary considera­

bly among the hospitals and departments·indicating that these 

dimensions were quite useful in the study. The task and 

relationships orientation dimensions made an important con­

tribution toward explaining differences among the hospitals. 

Results from the Management Style Diagnosis Test indi-. 

cated that a predominant effective leadership style of 
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developer existed and that a pred~nant iess effective lead­

ership style of missionary existed. Results from the test 

were well accepted by the respondents and corresponded rather 

closely with other findings of the research. Most.respond­

ents were found to have a heavy relationships orientation,· 

some to such an extent that it.hindered their managerial 

effectiveness. In accordance.with other measures.in the 

study, the Management Style Diagnosis Test results indicated 

that the administrators and associate and assistant ad.minis-

trators were quite relationships oriented while those from 

departments such as accounting, engineering.and housekeeping 

were somewhat more task oriented. However, empirical support:" 

for the Management Style Diagnosis Test results was found to 

be weak indicating that in this research the test did not 

adequately discriminate among the respondents. We can con­

clude only that in this study the test results shouldnot be. 
I 

heavily relied upon as a measure of leadership behavior in 

all parts of the hospital. 

Variables which differed considerably among hospitals 

were: perceived influence of the m~dical staff on the hospi­

tal, hospital atmosphere, hospital tension and stress apd 

perceived task or,ientation .. · Knowledge of which variables 

differ among the hospitals will allow administrators to com­

pare more realistically their hospital's performance with 
.. 

that of other hospitals. 

Variables which distinguished best among the different 

hospital size categories were level of education, hospital 
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atmosphere and department coordination effectiveness. 

Respondents from the small hospitals had the least education; 

while respondents from the largest hospitals had the highest 

level of education. The warmest hospital atmosphere was 

found in small hospitals. Department coordination effective­

ness was rated lower in the largest hospitals. These.differ­

ences indicate that managers in hospitals of different size 

categories do have significantly different backgrounds and 

perceptions of the hospitals in which they work. 

The various managerial positions differed significantly 

in terms of many of the variables. All of the technology 

variables used in the study differed significantly among the 

positions. This provided strong support for the contention 

that different types of managerial behavior should be used 

depending on one's position in the hospital. Results indi­

cated that administrators and associate and assistant admin­

istrators should rely heavily on a relationships orientation 

in their work; while those in housekeeping, engineering and 

food service should be somewhat more task oriented in their 

management. Many other significant differences such as per­

ceptions of hospital coordination and communication effec­

tiveness, department climate, and the·perceived and desired 

influence of the medical staff were found among the dif.ferent 

managerial positions. 

Findings of rank order correlations between the varia­

bles among the hospitals were: (1) those hospitals with a 

higher task orientation tended to be the same hospitals with 
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greater tension and stress, poorer coordination and communi­

cation effectiveness, and a colder climate; and (2) those 

hospitals with a higher relationships orientation tended to 

be the same hospitals that had less tension and stress, more 

effective coordination and communications, and a warmer 

atmosphere, These findings suggest that the general climate 

in hospitals is affected by the degree of relationships 

orientation in the hospitals. 

Significance of the Findings 

and Recommendations 

The recognition that the demands of various managerial 

positions in the hospital differ tremendously, in terms of 

their influence on managerial beh1avior, should prove to be 

of significant value. That is, certain departments such as 

accounting, housekeeping, food service and engineering exert 

a strong influence on their members to manage in a task 

oriented manner while other positions such as the administra­

tors and associate and assistant administrators exert an 

influence on those holding these positions to manage in a 

relationships oriented manner. With information of this type 

hospital administrators will have a much better understanding 

of the types of behavior their managers should be using, 

enabling administrators to more efficiently manage their 

hospital. Also, administrators should find enlightening 

information regarding how those managers from distinct mana­

gerial positions ordinarily view selected aspects of hospital 
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operations. With this information hospital managers can bet­

ter predict and take into consideration the behavior of their 

subordinates. For example, respondents from certain posi­

tions such as the director of volunteers normally view the 
i 

hospital atmosphere as warm, while the supervisors of the 

pharmacy department tend to perceive the· hospital as being 

cold. Knowledge of where the hospital climate is most favor­

able should be quite useful to the administrator in gaining 

acceptance for his proposals and policies, 

Hospital coordination and conm1unication was viewed as 

being effective by personnel directors and somewhat less 

effective by directors of physical therapy. Knowledge such 

as this may indicate where attention should be directed when 

attempting to improve coordination and conm1unication in the 

hospital. While directors of nursing tend to desire lower 

levels of medical staff influence in the hospital, .supervis­

ors of respiratory therapy seek higher levels of medical 

staff influence. Administrators should take this information 

into consideration when making decisions involving the influ­

ence of the medical staff. 

Recognition of the uniquely different needs, expecta­

tions and perceptions of respondents from different depart­

ments in the hospital will allow the administrator to make 

necessary compensations when managing. When normative infor-

mation of these perceptions is developed for respondents from 

each department the hospital administrator may more accu­

rately predict the consequences of alternative managerial 



154 

actions and to choose those actions which will more effi-· 

ciently accomplish organizational objectives. Only with 

this information can he take into consideration and recognize 

the unique characteristics of his hospital. That is,· the 

administrator needs to know what managerial behavior. nor­

mally exists in the industry and what is unique in his hospi­

tal. This study clearly makes a contribution in the 

provision of such data. 

Results of the study indicating which variables differ 

substantially among hospitals will help direct administra­

tors' attention to specific areas when they wish to. compare 

their hospital's performance with that of other hospitals. 

Also, knowledge·of howlhospitals' managerial behavior differs 

will aid administrators in determining their own hospital's 

unique ·characteristics. Certainly much of the wark perf.or.med 

in hospitals is comparable among hospitals. For example, a 

department such as the laboratory performs·approximately 

similar functions regardless of which hospital it is in. 

The same could be said for other departments such as house­

keeping, radiology and food service. The statement, or 

excuse, "but my hospital is different" should become more 

limited in its application as additional knowledge about 

manag~rial behavior is·developed. Admittedly hospitals are 

different but it is the opinion of the researcher that they 

do not differ to such an extent that the~r managerial behav­

ior cannot be assessed and meaningfully compared. The dif­

ferences found among hospitals associated with hospital size 
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should not be· 'overlooked because 'with this information offi,­

cials in the hospital industry will have a more thorough 

understanding of their industry and be able to better inter­

pret the significance of existing differen~es. 

It would also be of value and considerable. interest .. to 

managers in hospitals to know what demands their particular 

job makes on their behavior and how it might likely affect 

their perceptions of the hospital. Many of the respondents 

were quite interested in just how they should be managing, 

Again, this study has provided basic information of this 

nature. It might not be uncommon for the administrator or .. 

other managers in the hospital to expect others to manage in 

the same manner that they do. When expected behavior from 

other managers is not observed these managers are often per­

ceived to be either not interested in or perhaps incapable of 

doing a good job, even though they are behaving in the man­

ner necessary to most efficiently accomplish the unique 

demands of their position. Such unwarranted assumptions 

create unnecessary tension and stress and tend to inhibit 

effective coordination and communication. Informa,tion pro­

vided in this study should result in more realistic expecta­

tions of the appropriateness of the managerial behavior. 

exhibited in various positions throughout the hospital. 

Based on the findings of the research and discussions 

with hospital administrators and managers, the following 

recommendations can be made: 
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(1). administrators should further take into consider­

ation the manner in which situational elements 

inf;luencing managerial behavior and management 

styles differ among the various departments. in the 

hospital. The previous analysis of managerial posi­

tions an~ the style profiles developed should be of 

considerable help in achieving this objective; 

(2) ~dministrators should recognize and take into 

account the fact that respondents from the various 

departments in the hospital hold different percep­

tions of the hospital and the people in it. Dis­

semination of this information to· all manage·rial 

levels would facilitate coord;i.nation and communica­

tion in the hospital; 

(3) administrators should become more aware of why their 

hospital differs from normative· data of other .com­

parable hospitals and the resulting managerial 

behavior attributable to such deviations; 

(4) administrators should take into consideration. the 

costs of using too high a task orientation, and the 

benefits of emphasizing a high relationships. orien­

tation in their hospital, recognizing, of course, 

that certain managerial positions utilize and. prob­

ably r,equire a task oriented type of managemen_t. 

Only administrators were mentioned in the above recommenda­

tions because they.are best able to make use of the. fin.dings 

of this res.earch. In essence,. the researcher is suggesting 
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that hospital administrators need to assess and compare the 

managerial behavior in their hospital with that of· other 

hospitals and once this has been done to as certain wh;y. .. their ' 

hospital differs and the implications of identified 

differences. 

It appeared to the researcher that the hospitals par­

ticipating in this study were utilizing contemporary manage­

ment practices.· However, a more universal application of 

basic management concepts throughout all levels in the·hos­

p~tal is needed. 

Further research could quite profitably be directed 

toward developing norms of managerial behavior for each of 

the generally recognized positions existing in hospitals.· 

Also, a clearer understanding of the influence of hos.pi tal 

size on managerial behavior in hospitals.is needed .. Future 

research demonstrating causal relationships ·between mana­

gerial behavior and levels of hospital efficiency should 

prove to be of considerable·value. 

Behavioral scientists should not overlook the fact that 

hospitals provide an ideal Laboratory in which to·apply and 

advance the theory of organizational and managerial behavior. 

In few, if any, other industries may we find comparable•· 

organizations which equal the complexity and diversity of 
( 

hospitals. It appears that hospitals are only now becoming 

concerned with behavioral science techniques. Certainly they 

stand to profit considerably from the application of these 

techniques. 
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Dear Mr. -----. . 
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We would like to.invite you to participate ina study.that.we are cmn.,..,. 
ducting in. the- College .. of_ Business. Administration. at Oklahoma. S-.tate 
University concerning.the management. styles, of those. individuals- holding 
managerial. positions .. in. hospitals... It. is an.ticipated. that approximately 
twenty hospitals. in Oklahoma will participate in this. s.tudy.. The. re­
search has already.been conducted in several Oklahoma hospitals with 
favorable results. 

Objectives of. the. research. are.:. (1) to analyze management styles. cu.r .... 
rently being.used,.(2) to.obtain.some indication.of.how.effective. such 
styles are perceived to be and (3) to identify potential training and 
development needs. 

The results .. wilL be,. of. value to. the participating hospitals. and. the. . 
hospital industry. in_ general. by identifying. exis.ting .. patterns .. of_ adminis:­
tration and common-areas.in.which. future. training and.education.may .. 
prove beneficial. Participating hospitals will be provided. infonna.tion ... 
allowing them.to.compare their.hospital's data against the normative 
data of all. participating .. hospitals. Individual manager1:p will. benefi.t 
from the .study.through an increased understanding of the manner in which 
they manage. 

The study will.require,approximately two hours of participating.adminis­
trator's, associate, ·and. assistant administrator's time. . During this 
period of time, these individuals would take a Management Style Diag1losis 
test and complete a.brief questionnaire. 

Of course, all.information gathered will be confidential.and.no hospital 
or individual will be identified with any of the data provided. 

Mr. Nix will. telephone. you .. shor.tly. to answer any ques.tions you. may. have 
concerning this.study and identify your interest in participating in 
this study. 

Sincerely, 

Ralph F. Catalanello .. 
Associate Professor .. of .. 
Administrative Sciences 

RFD:DEN:jbs 

David E .•. Nix 
Instructor. of 
Administrative Sciences 
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A STUDY.OF.MANAGEMENT STYLES 
AND 

SITUATIONAL ELEMENTS AFFECTING THEM 
IN OKLAHOMA HOSPITALS 

by 

David E. Nix 
Department .. of· Administrative Sciences 

College of Business Administration 
Oklahoma State University 

Questionnaire 

Information given by you will be kept strictly confidential. and in 
no way will specific individuals or hospitals be identified. 

linstructions 

r. The study is divided into two basic parts which are: 

A. A questionnaire designed to obtain information which migh.t affect 
the manner in .. which you manage. This will take about 35 minutes 
to complete. 

B. A testwhich is.designed to give some indication of themanner. 
in which you manage. The test usually takes about 30 minutes 
to complete. 

II. Your test will be scored and an interpretation of the results will 
be made personally. for you by the researcher on the same day you 
take the test. 

III. It is recognized that many of the questions deal with complex sub­
jects, however, there are no right or wrong answers so please answer 
all the questions. 

IV. If you want to modify or explain your responses to any of the ques­
tions, simply jot a note in the margin. 
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QUESTIONNAIRE 

I. GENERAL INFORMATION 

1. Your present position or title is -------------~ 
2. Your age is -----
3. For approximately how many years have you been in your present 

position? 

4. How many years have you worked in this hospital? 

5. How many years have you worked in the health services field? 

6. Check highest level of education attained: 

--- Less than High School --- Some Graduate Training 

--- High.School Diploma --- Master's Degree 

--- Bachelor's Degree Other, Please Specify ---- ----
7. The number of subordinates that you directly supervise is _ ........ __ 

II. QUESTIONS ABOUT THE 'rYPE OF WORK YOUR SUBORDINATES ARE INVOLVED. IN 

Using the scale provided, please indicate the extent to.which you 
feel each. of. the. following. s.tatements apply to. your subordinates by 
circling one. of., the five numbers provided at the end of each 
question. 

.Not at. all = 
Slightly = 
Moderately = 
Considerably = 
To a great extent = 

1. The subo.rdinates are. required to think 
rather than to act. 

2. The subordin/iltes' , work and. work. method 
follow established procedures. 

1 
2 
3 
4 
5 

3. The subordinates! . work. is .. in. and of itself 
interesting, motivating, or attractive. 
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(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 



4. Subordinates are required to be personally 
committed.to .their own individual tasks 
to achieve effectiveness standards. 

5. The subordinates' tasks are simple to 
perform. 

6. The position makes high skill or judgment 
demands on the individual subordinate. 

7. Each subordinate.has discretion over his 
own effectiveness standards. 

8. Each subordinate can select the method, 
tools, or approach he wishes to use. 

9. Substandard work by an individual subordinate 
is not immediately detected. 

10. Each subordinate mus.t develop new me.thods 
and ideas to perform his own work. 

11. The degree to which the subordinates are 
required to use physical effort. 

12. The subordinates know less about the task 
than does the manager. 

13. Unplanned and unanticipated events might 
occur which require. corrective action by 
the manager. 

14. The subordinates.frequently need to be given 
directions. 

15. The subordinate'sperforman.ce is measurable, 
and the impact of remedial actions taken by 
the manager can.be evaluated. 

16. The subordinates must talk with each other 
to complete their tasks. 

17. The subordinates must depend on each other 
in meeting their own effectiveness standards. 

18. Subordinates must depend on each other 
in meeting their own effectiveness standards. 

19. More than one effe.ctive solution is possible; 
the ~elative effectiveness of these solutions. 
is difficult.to measure but improved by inter­
action. 
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(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4,. 5) 

(1, 2, 3, . 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 
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20. The manager must. talk. wi.th, the . subordinates 
as a group for them to complete their tasks. (1, 2, 3, 4, 5) 

III. QUESTIONS ABOUT THE INFLUENCE OF THE MEDICAL STAFF 

Using the scale provided,.please indicate. the. extent to.which you 
feel each of . the. following. s ta temen.ts .. apply_ to your job. by circling. 
one of the five numbers provided at the end of each question, 

V_ery Little = 1 
Some = 2 
A Moderate.Amount = 3 
A Considerable Amount 4 
A Great Deal = 5 

1. In general, how.muchinfluence do you think 
(the medical staff) has on how this.hospital 
as a total.organization functions.,..-on how it 
is run and how it operates? (1, 2, 3, 4, 5) 

2. In general, how much.influence do you think 
( the medical staff) .. has on, how . your. department, 
as a whole, functions.,.,..,..on how it is run and 
how it operates? (1, 2, 3, 4, 5) 

3. In general, how much influence do you think 
( the medical staff) .. should have on. how this 
hospital as. a. total organization .. functions--
on how it is run and how it operates? (1, 2, 3, 4, 5) 

4. In general, how.much.influence do you .. think 
( the medical. staff) .. should. have on how your 
department, as .a whole, .. functions.,,.,.,,.,on how it 
is run and how it operates? (1, 2, 3, 4, 5) 

IV. QUESTIONS ABOUT THE .. ATMOSPHERE IN YOUR HOSPITAL AND IN YOUR 
DEPARTMENT 

Think of the generaLatmo~phere.of your.hospital and then rate your 
hospital on each of the following scales. 

Please make only one mark per scale and mark each scale. 

1. Friendly 

2. Accepting 

3. Frustrating 

4. Ineffective 

. . . . . . . . . . . . . . . . -- -- -- -- -- -- -- --
. . . . . . . . . . . . . . --· -- -- -- -- -- -- --

: : ' ···:. . . ·:. . : : : : -- -- -- -- -- -- -- --
. . . . . . . . . . . . . . ---------------

Unfriendly 

Rejecting 

Satisfying 

Effective 

5. Unenthusiastic: __ : __ : __ : __ : __ : __ : __ :__ Enthusiastic 



6. Productive 

7. Wann 

8. Uncooperative 

9. Supportive 

10. Interesting 

11. Unsuccessful 

. . . . --------------
.. . . . . 

. . . . . . . . ---------------
: :' : : :. : : : : -- -- -- -- --- -- -- ---

. . . . . . . . . . . . -- -- -- -- --- -- -- --
: : : : : :· : --· - -- -- --- -- -- --
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Nonproductive 

Cold 

Cooperative 

Hostile 

Boring 

Successful 

Think of the general atmosphere. of .. your .. Depar.tment and then rate your 
department on ·eac}J. of the following scales. 

Please make only one mark per scale and mark each scale. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

Friendly 

Accepting 

Frustrating 

Ineffective 

Unenthusiastic: 

Productive 

:. : : : : : : -- -- - -- -- -- -- ---
. . . . . . .. . . . . . . . . . --------------

.. . . . . . . . . ·•. . . . . .. -- -- -- -- -- -- -- --

. 
·• 

. .. 

. . . 
. .. 
. 
•· 

. •· 

Warm : : ·: : : : : : - - -- -- -- --- --- ---
Uncooperative . . . . . . . __ .. _ --·--·--·--·--··--· 
Supportive . . 

•· .. ---------------
Interesting . . . . . . . . . . . . -- -.- -- --- -- -- --- --
Unsuccessful -- -- - -- --- --- --- ---

Unfriendly 

Rejecting 

Satisfying 

Effective 

Enthusiastic 

Nonproductive 

Cold 

Cooperative 

Hostile 

Boring 

Successful 
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V. QUESTIONS REGARDING STRESS IN .YOUR.DEPARTMENT AND HOSPITAL 

Using the scale provided, .. plea~e indicate the extent to which you feel 
each of the following sta.tements. apply to your .job b:Y"-- cix.cling one 
of the five numbers provided at the end of each question. 

Very Li.ttle = 1 
Some = 2 
A Moderate. Amount = 3 
A Considerable.Amount = 4 
A Great Deal = 5 

1. In general how much. tension and s.tress do you 
believe there is in your hospital? 

2. In general-how much. tension and stress do you 
believe would normally exist in a.hospital 
such as yours? 

3. In general how.much.tension and stress do you 
think there is in your 4epartment? 

4, In general how.much tension and stress do you 
believe would normally.exist in a department 
such as yours? 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

VI. QUESTIONS REGARDING COMMUNICATIONS IN YOUR DEPARTMENT AND HOSPITAL 

Using the scale.provided, please.indicate the extent to.which you 
feel each of the following statements.apply to.your job.by circling 
one of the five numbers provided at the end of each question, 

Very Poorly 1 
Poorly .. =. 2 
Normally = 3 
Well = 4 
Very Well = 5 

1. In general how well do you feel activity is 
coordinated in your department? 

2, In general.how well do you feel activity is 
coordinated in your hospital? 

3. In general.howeffective do you perceive 
communications within your department to be? 

4. In generaL how. effective do you perceive 
communications within your hospital to be? 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 

(1, 2, 3, 4, 5) 
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VII. QUESTIONS REGARDING HOW YOU PERCEIVE YOUR SUPERIORS, COWORKERS, AND 
SUBORDINATES 

For each of.the.foll,qw;i,.ng.questions, please circle the.numberwhich 
best represents.the, behavior. being. described •.. For. each. of .. the .... 

· :f'ollowing. twenty .. questions you should circle three. numbers.,. that i.s: 
6ne number describing the behavior of your superiors, one number .. 
describing. the behavior. of. your .. coworkers and one number describing 
the behavior of your subordinates. 

Please use the following key: 

Never = 1 
Seldom = 2 
Occasionally= 3 
Often = 4 
Always = 5 

Please answer in regard. to: 
Superiors Coworkers Subordinates 

1. They urge the group. to. beat 
its previous record. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

2. They look.out.for.the.per-
sonaL welfare. of. group 
members. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

3. They do little things to 
make it.pleasant to be a 
member of the group 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

4. They keep,the group.working 
up to capacity. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

s. Th.ey keep, the, wo.rk.. moving 
at a rapid pace. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

6. They stres.s. being, ahead of 
competing groups. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

7. They treat.all.group,members 
as their equals. 1 2 3 4 5 1 2 3 4 5 1 2 3 4' 5 

8. They drive hard when.there is 
a job to be done. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

9. They give.advance.notice of 
changes. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

10. They push for.increased 
production. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 



11. They encourage.overtime 
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Please answer in regard. to.:. 
Superiors Cowor~e~s Subordinates 

work. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

12. They .. are .. friend1y. and 
approachable. 1 2 3 4 5 1 2 3 4 5 1 2 3 4: 5 

13. They.are willing.to make 
changes. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

14. They ask the .. members to 
work harder. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

15. They.put suggestions made 
by the group into opera-
tion. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

16. They keep to themselves. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

17. They.refuse.to.explain 
their actions. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

18. They. needle-memb.ers .. for 
greater effort. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

19. They . permi.t . the .. members 
to take. i.t . easy . in their 
work. 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

20. They. act without. consulting 
the group. · · 1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 

Thank you for your cooperation. 

Please start on the Management Style Diagnosis Test. 
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AFTER YOU HAVE COMPLETED THE MANAGEMENT STYLE DIAGNOSIS TEST, PLEASE FILL 

IN THE FOLLOWING INFORMATION: 

The unadjusted-raw scores from your Management Style Diagnosis Test 
(page one, line 5) are: 

A. 

B. 

c. 

D. 

E. 

F. 

G. 

H. 



APPENDIX C 

PROFILES OF THE VARIOUS MANAGERIAL 

POSITIONS CONSIDERED 
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(Adjusted 
Raw 

Scores) 

Basic 
Style 

Profile 

MANAGEMENT STYLE DIAGNOSIS TEST INFORMATION 

FOR THE SUBTITLE OF ADMINISTRATOR 

12 

11 

10 

9 ~ 

8 

7 

6 "' 

5 

4 

3 

2 

1 

0 
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en 
CD ., 
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t1 
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'< 0 rt 
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Effectiveness* 2.02 

n = 9 

P>t:d 
~ CD 
rt ::, 
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rt CD 
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rt 
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CD 
(') 
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< 
CD 

*As indicated by the Management Style Diagnosis Test. 



(Adjusted 
Raw 

Scores) 

Basic 
Style 

Profile 

!1ANAGEMENT S'J;'YLE Dl~GNOSIS TEST INFORMATION 

FOR THE SUBTITLE OF ASSOCIATE AND 

ASSISTANT ADMINISTRATORS 

12 . 
11 

10 

9 . 

8 . 

7 

6 

5 

4 

3 

2 

1 
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r1' ID 
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1:2:J 

~ 
n 
i:: 
r1' .... 
< 
ID 

*As indicated by the Management Style Diagnosis Test .. 



(Adjusted 
Raw 

Scores)· 

Basic 
Style 

Profile 

MANAGEMENT STYLE pIAGNOSIS TEST INFORMATION 

FOR THE suaTITLE OF ACCOUNTANT 

12 

11 .. 

10 .. 

9 .. 

8 .. 

7 

6 

5 
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1 lo 
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*As indicated by the Management Style Diagnosis Test. 



(Adjusteq 
Raw 

Scores) 

Basic 
Style 

Profile 

MANAGEMENT STYLE pIAGNOSIS TEST INFORMATION 

FOR THE SUBTITLE OF PERSONNEL MANAGER 

12 . 

11 . 

10 

9 " 
8 " 
7 

6 

5 

4 

3 

2 

1 

0 
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llC ,>, C") td t::I ..... c:: 0 c:: (1) 
Cll !"I' ~ 

,, < rn 0 (1) (1) ..... () ,, Ill I-' 
0 ,, 0 c:: 0 
::I Ill a () "t:I 
Ill rt ..... ,, (1) ,, Cll Ill ,, 
'< 0 rt ,, 

Task Orientation 1.69 

Relationships Orientation 3.02 

Effectiveness* 3.20 
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t,:j 
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() 
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rt ..... 
< 
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*As indicated by the Management Style Diagnosis Test. 



(Adjusted 
Raw 

Scores) 

Basic 
Style 

Profile 

MANAGEMENT STYLE DIAGNOSIS TEST INFORMATION 

FOR THE SUBTITLE OF DIRECTOR AND 

ASSOCIATE DI]3.ECTOR OF NURSING 

12 "' 
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*As indicated by the Management Style Diagnosis Test. 
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(Adjusted 
Raw 

Scores) 

Basic 
Style 

Profile 

MANAGEMENT STYLE DIAGNOSIS TEST INFORMATION 

FOR THE SUBTITLE OF RESPIRATORY THERAPY 

12 

11 
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Ii 
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l 
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c: 
11' .... 
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CD 

*As indicated by the Management Style Diagnosis Test. 



(Adjusted 
Raw 

Scores) 

Basic 
Style 

Profile 

MANAGEMENT STYLE QIAGNOSIS TEST INFORMATION 

FOR THE SUBTITI,.E OF PHYSICAL THERAPY 

12 
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9 

8 
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rt 
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*As indicated by the Management Style Diagnosis Test. 



(Adjusted 
Raw 
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Style 

Profile 

:t-fANAGEMENT STYLE DlAGNOSIS TEST INFORMATION 

FOR THE SUBTI,TLE OF LABORATORY 

12 

11 
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~ 
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*As indicated by the Management Style Diagnosis Test. 



(Adjusted 
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FOR THE SUBTITLE OF RADIOLOGY 

12 
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*As indicated by the Management Style Diagnosis Test. 
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(Adjusted 
Raw 

Scores) 
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Profile 
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*As indicated by the Management Style Diagnosis Test. 
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(Adjusted 
Raw 
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Style 
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*As indicated by the Management Style Diagnosis Test. 
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*As indicated by the Management Style Diagnosis Test. 
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*As indicated by the Management Style Diagnosis Test. 
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*As indicated by the Management Style Diagnosis Test. 
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*As indicated by the Management Style Diagnosis Test. 
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*As indicated by the Management Style Diagnosis Test. 
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