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The purposes of this study were to describe the managerial work and competencies required by 

hospital-based physical therapist managers to perform their work. Data describing work and competencies 

were gathered using a web-based application called SkillObject™ Process. 

A group of subject matter experts generated task statements describing their jobs. One subject 

matter expert reviewer grouped the tasks together and identified common tools and knowledges to perform 

the tasks. The task, tool and knowledge statements were gathered into an online survey. Seventy-four 

hospital-based physical therapist middle and senior managers completed the online survey, ranking the task 

and competency statements on frequency of performance and importance to their jobs. The subjects also 

identified the management level of the person in their organization who performed the work tasks and/or 

used the competencies in their jobs. 

The content validity of the data collection instrument was examined using hierarchical 

agglomerative cluster analysis. The internal consistency reliability of the data collection instrument was 

assessed using Intraclass Correlation Coefficients ICC's and Cronbach's coefficient alpha (a). In addition, 

theoretical models (developed by the investigator) describing managerial work and competencies of 

hospital-based physical therapist managers were evaluated for their content validity. 

The task and competencies clusters produced in this study were meaningful and internally 

consistent when applied to a population of hospital-based physical therapist managers. The results suggest 

that the work tasks performed by physical therapist managers are similar to those of other managers. 

Subjects described differences among work tasks and competencies between three management levels, 
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reporting that senior managers performed tasks of planning and forecasting most frequently, while senior 

and middle managers both perform human resource management activities, and manage the operations of 

departments. Subjects perceived that the patient care activities and coordination of personnel providing 

patient care were most frequently performed by first-level managers. The theoretical models demonstrated 

satisfactory construct validity in their ability to describe the managerial work and competencies of hospital

based physical therapists. This study is the frrst to identify the competencies (tools and knowledges) 

required to perform the specific work of the physical therapist manager, and to produce a model 

summarizing these competencies. 
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CHAPTER I 

INTRODUCTION 

Changes in health care delivery and reimbursement during the 1990s continue to present ever

changing administrative challenges to the physical therapist manager. The defeat of national health care 

reform, proposed by the Clinton administration in its first term, strengthened the impetus to control 

spiraling health care costs through the expansion of managed care. Congress, in its efforts to balance the 

federal budget by 2002, targeted health care for cuts to control a Medicare and Medicaid inflation rate of 

more than 9% in 1995 (Landry & Knox, 1996). The result was the Balanced Budget Act (BBA) of 1997. 

The BBA was developed to control the cost of skilled nursing facilities, home health agencies, 

rehabilitation units and free-standing outpatient facilities through variations of a prospective payment 

system (PPS), in which reimbursement to healthcare providers was to be based on diagnostic categories 

determined at patient admission and were said to be prospective. This reimbursement system differed 

sharply from historic Medicare reimbursement, which was retrospective, i.e., based on services provided. 

The PPS proposed by the BBA was analogous to the diagnostic related group (DRG) framework under 

which acute-care hospitals have been operating since 1983, under the Tax Equalization and Fiscal 

Responsibility Act (TEFRA) of 1982 (Public Law 97-248). 

As health care delivery has evolved from its expansive nature under fee for service (FFS) 

reimbursement models to cost containment and control under PPS models, so too has the work of the 

physical therapist manager changed. During the 1980s, the hospital physical therapist manager was an 

entrepreneur, developing new programs to increase revenue generation. In response to continuing cost

containment demands of operating in a managed care market, these same managers were forced to 

familiarize themselves with the new lexicon of capitation, pre-certifications, and case management. In the 

course of only five years, managerial responsibilities of the hospital-based physical therapist manager 



changed from departmental expansion to cost calculations and containment (Burcham, 1996a, 1996b, 

1996c). 

As the manager's job responsibilities have evolved, job assessments used to evaluate the 

effectiveness of the manager should reflect the manager's changing work responsibilities. In the hospital 

setting, accreditation standards developed by the Joint Commission on Accreditation of Health care 

Organizations (JCAHO or Joint Commission) require that hospitals "assess each staff member's ability to 

meet the performance expectations stated in his or her job description" (JCAHO, 1996, p. HR-18). Joint 

Commission requires that the work skills of all levels of staff members, including departmental leaders, be 

"assessed, maintained, demonstrated, and improved continually" (1996, p. HR-8). Assessments are to be 

periodic, assessing the competence of each staff member. Competence or competency is defmed by 

JCAHO as "a determination of an individual's capability to perform expectations" (JCAHO, 1996, p. GL-

4). 

In attempting to comply with Joint Commission standards for competency assessment of health 

care managers, health care organization administrators are left to their own devices to select or develop 

assessment tools. The clinical job skills of health care workers providing patient care can be observed and 

clearly delineated by job task, readily lending themselves to the development of clinical competence 

assessment tools. However, health care managers' skills are not so readily observed, described, or 

measured. 

Several obstacles to assessing managerial competence become evident upon reviewing the 

literature. First, defming and describing managerial work has been the topic of debate for decades, 

beginning with Frederick Taylor (1911/1967) and Henri Fayol (1916/1984), continuing with discussions of 

Gulick and Urwick (1937/1954), Henry Mintzberg (1975/1990) and Rosemary Stewart (1982). It appears 

that each management theorist had a singular model of management and of managerial roles. A second 

obstacle to defining physical therapist manager's work is the lack of agreement on the methodology used to 

study managerial work. In a review of30 studies examining managerial work, for example, Hales (1986) 

cited seven different methods of data collection. 
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Defining competence or competency has proven equally elusive. In a literature review examining 

measures of health care manager competence, Green (1998) identified multiple variations and conflicting 

definitions of competence and competency presented in the literature. He noted that "British models of 

competence are more linked to job performance ... while American models describe competence as an 

underlying characteristic in an individual that may lead to effective performance" (p.8). An additional 

dichotomy noted by Green is that "( d)epending on the source, competence describes either skills or 

behaviors; it can also either imply an evaluation of job performance or merely describe the functions a 

manager performs well" (p. 9). Green's 1998 literature review found no valid, reliable instrument designed 

specifically for the assessment of health care managerial competence. While the Joint Commission 

mandated hospital administrators to perform ongoing competency assessments on hospital departmental 

leaders (managers), JCAHO identifies no single assessment tool with which to evaluate managerial 

competence. 

Scores of tools assessing managerial competency have been presented in health care literature 

(Chase, 1994; Robinson & Barberis-Ryan, 1995; Roemer, 1996; Zarella, 1995), as well as in general 

business literature (Boyatzis, 1982; Day, 1988; Powers, 1987). A review of selected measures of 

managerial competence (Blaney, Hobson, Meade, & Scodro, 1993; Chase, 1994; Dunne, Ehrlich, & 

Mitchell, 1988; Powers, 1987; Weaver, Bynres, Dibell, & Hughes, 1991) revealed variations in format and 

content in tools. Health care assessment tools typically used a self-assessment structure in a questionnaire 

containing items describing the manager's performance of observable skills or activities. However, a great 

deal of variability existed in the content of the questionnaires, i.e., in which skills or activities were 

assessed. Tools presented in the general business literature (Boyatzis, 1982) used a variety of formats 

including interviews, self-description, and responses to videotaped scenarios to assess not only managerial 

skills, but also the traits that managers possess, which prepare them to assume managerial activities. No 

consistent scoring process was found, and validity and reliability testing was inconsistent. Thus, while 

assessment methods and tools abound, assessing managerial competence has proven problematic, as 
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indicated by repeated attempts to development managerial work role theories and multiple studies 

developing and testing managerial assessment tools. 

There is growing interest within the field of physical therapy to develop the managerial 

competencies of its entry-level practitioners. At its June 1998 Executive Committee meeting, the Section of 

Administration (SOA) of the American Physical Therapy Association (APT A) commissioned a task force 

to draft a position statement on professional education related to leadership, administration, management 

practices for presentation to the SOA membership. In December 1999, the task force produced a position 

statement, the Leadership, Administration, Management Practices (LAMP) document (Kovacek et al., 

1999), based on the organizational format ofthe APTA's Guide to Physical Therapist Practice (APTA, 

1997). One of the guiding questions directing discussion of the task force was "What do students and 

graduates of professional programs need to know about leadership, administration and management 

practices (LAMP)?" The initial draft contained a list of leadership and management skills and 

responsibilities that need to be examined and developed in greater detail in future work of the task force. 

The LAMP document represents a first attempt by the APT A to describe managerial competencies that 

need to be included in the physical therapists' professional education. However, the SOA, through the 

efforts of the LAMP task force, has not yet identified specific requisite managerial competencies. 

Statement of Problem 

A review of historic and current business and health care management literature revealed no valid, 

reliable instrument specifically designed to describe managerial work performed by physical therapist 

managers and competencies required by physical therapist managers to perform their work. 

Purposes of Study 

The purposes of this study were as follows: 

1. To select and adapt a job analysis method that describes the managerial work and competencies 

required by hospital-based physical therapist managers in their current job positions. 

2. To complete an analysis of the managerial work performed by and competen~ies required by hospital

based physical therapist managers. 
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3. To test the instrument/data collection method for validity and reliability when used with a sample of 

hospital-based physical therapist managers. 

4. To develop and test the validity of a theoretical model describing the managerial work activities and 

competencies required by hospital-based physical therapist managers, based on the results of a review 

of the literature and a computer-based survey. 

Research Questions 

To achieve the purposes of the study, the investigator posed the following research questions and 

corresponding null hypotheses to test each research question: 

1. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

performance of managerial tasks performed by hospital-based physical therapist managers? 

H0 : The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of performance of managerial tasks by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

2. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial tasks performed by hospital-based physical therapist managers? 

1-fo: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial tasks performed by hospital-based physical therapist 

managers, when analyzed with hierarchical agglomerative cluster analysis. 

3. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

use of managerial tools and knowledges, i.e., competencies, by hospital-based physical therapist 

managers? 

H0 : The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of use of managerial competencies by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

4. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial competencies used by hospital-based physical therapist managers? 
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1--Io: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial competencies used by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

5. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers? 

1--Io: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers when analyzed with ICC's and Cronbach's alpha. 

6. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial tasks performed by hospital-based physical therapist managers? 

1--Io: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial tasks performed by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

7. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of use of managerial tools and knowledges, i.e., competencies, by hospital-based physical 

therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of use of managerial competencies by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

8. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial competencies used by hospital-based physical therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial competencies used by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 
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In addition to the research questions to be answered using statistical testing, the following four non

hypothesized questions were asked: 

9. Do hospital-based physical therapist managers perceive differences among managerial work tasks 

between management levels? 

10. Do hospital-based physical therapist managers perceive differences among managerial competencies 

between management levels? 

11. Does the theoretical model describing managerial work activities performed by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

12. Does the theoretical model describing managerial competencies required by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

Defmitions 

The following operational defmitions were used throughout this study: 

1. Management: Rakich, Longest and Darr (1992, p. 6) defined management as "the process, composed 

of interrelated social and technical functions and activities (including roles), occurring in a formal or 

organizational setting for the purpose of accomplishing predetermined objectives through the 

utilization of human and other resources." 

2. Managers are defined as "persons appointed to positions of authority who enable others to do their 

work effectively, who have responsibility for resource utilization, and who are accountable for work 

results" (Rakich et al., 1992, p. 5). 

3. Physical therapist manager refers to a physical therapist employed as a manager, whose work 

responsibilities include the management of physical therapy personnel employed within a health 

service organization. 
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4. First-line managers or supervisors refer to employees who are responsible for overseeing specific work 

and a limited number of line employees within one department. Supervisors report to middle-level 

managers and possess limited decision-making authority within their department (Rakich et al., 1992). 

"Supervisors tend to use job-related technical skills, or skills that involve specialized knowledge more 

than either middle or senior managers" (Rakich, 1992, p. 6). In this case, the supervisor demonstrates 

the use of job-related technical skills through the provision of direct patient care, and spends at least 

50% of his or her work day providing patient care. 

5. Middle-level managers have control over a department or a division, such as physical therapy or 

physical medicine, as opposed to an entire organization. Specifically, middle-level managers are 

responsible for the actions of first-line managers or supervisors and report to senior or top managers. 

They have decision-making authority and organizational activities are similarly limited to their 

appointed department or division (Rakich et al., 1992). Middle-level managers were differentiated 

from senior or top managers (also called executives or administrators) and supervisors or first-line 

managers by their span of control, differences in types of skills used in work, and differences in the 

amount of work time spent in patient care and managerial activities (see Figure 1). 

6. Senior managers or administrators may include chief executive officers (CEOs), vice presidents or 

division directors (Rakich, 1992). For the purpose of this study, senior managers referred to managers 

having control over multiple departments or divisions, including departments that provide physical 

therapy services. Senior managers are responsible for the actions of middle-managers and report to an 

organizational executive. 
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Level of Position 
Degree of Authority 

in the Organization TYPE OF MANAGER and Scope of Re-
sponsibility and 

Hierarchy Activities 

HIGH J\NIOR MAlAGER LARGE 

MIDDLE MI\DLE MANAGER MEDIUM 

LOW FIRS\LINE MINAGER SMALL 

I i -"' 
Technical 

Skills 
Conceptual 

Skills 
Human Relations 

Skills 

Figure 1. Skills used by different types of health service organization managers. 
Note. From Managing Health Services Organizations (p. 6) by J. S. Rakich, B. B. Longest, & K. Darr, 
1992, Baltimore: Health Professions Press, Inc. 

7. Hospital : a health service organization with state and federal licensing as a hospital that provides 

inpatient and/or outpatient services for patients with acute or chronic conditions. Hospital types in this 

study included acute care hospitals, rehabilitation hospitals, and sub-acute/long term care facilities with 

hospital licensure. 

8. Construct Validity: the ability of an instrument to measure a theoretical framework upon which a test 

or measurement is developed. This defmition is derived from Domholdt (1993), Portney & Watkins 

(2001), and Rothstein and Echternach (1993). 

9. Content Validity: ''the extent to which a test or measurement is judged to reflect the meaningful 

elements of a construct and not any extraneous elements" (Rothstein & Echternach, 1993, p. 61 ). 
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10. Internal Consistency Reliability: "the extent to which items or elements that contribute to a 

measurement reflect one basic phenomenon or dimension" (APT A, 1991, cited in Rothstein & 

Echternach, 1993, Appendix, p. 13). 

11. Managerial Work: a combination of tasks, activities·, or behaviors that are specific to particular 

positions or jobs. Examples within the realm of physical therapy include conducting employee 

performance evaluations, preparing annual budgets, ensuring compliance with regulatory agency 

requirements, and monitoring employee performance. 

12. Competency: the expression of an individual's capacity for success at ones job, demonstrated by the 

individual' s behavior in his or her work. This capacity for success is based on a group of related 

knowledge, skills, and abilities that can be correlated with job performance. Competencies can be 

measured against standards. Competencies are generic and not specific to particular positions or jobs. 

This defmition was derived from the works ofBoyatzis (1982), Parry (1998), and Woodruffe (1993). 

13. Competence: an assessment or measurement of performance of various job activities; "a determination 

of an individual's capability to perform expectations" (JCAHO, 1996, p. GL-4 ). 

14. Managerial competency( -ies): the knowledge, skills and abilities demonstrated by a manager that 

substantively contribute to the manager's successful performance of his or her job. This definition was 

derived from the works ofBoyatzis (1982), Parry (1998), and Woodruffe (1993). 

15. Traits and/or characteristics: personality descriptors and distinguishing qualities that are specific to an 

individual and not related to a specific position or job (Schippmann, 1999, p. 20). 

16. (Job) skills: "individual capabilities that can be developed as a result of education, training, or 

experiences" (Schippmann, 1999, p. 21). They underlie an individual's capacity to learn or acquire 

new knowledge, or perform activities, that a situational and job specific (SkillsNET, 1999-2001, p. 54). 

17. Abilities: basic characteristics or aptitudes that constitute the individual's power to perform a set of 

related work activities. Abilities are said to be relatively stable over time, although they can be 

developed (Schippmann, 1999, p. 22). Abilities are grouped into four basic groups: cognitive or 

mental, psychomotor, physical, and sensory (SkillsNET, 1999-2001, p. 69). 
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18. Subject matter expert generators (SMEGs): "individuals who are chosen to generate tasks they perform 

in the job/occupation examined. The individual should be currently working in the job on a daily basis 

(incumbent worker), and be a top 113 performer in their peer group. In addition, the individuals should 

provide a good cross representation for all aspects of the job, difficulty levels, and geographic areas" 

(SkillsNET, 1999-2001, p. 28). In this study, the SMEGs were physical therapist managers selected by 

the investigator based on their experience and reputation. 

19. Skills analysts (SA): "individuals who have experience, understanding, and certification in aspects of 

job classification, skill definitions/linkages, skill standards, and job analysis. Can be a layperson, 

industrial organizational psychologist, an organizational development specialist, a researcher or human 

resource development specialist" (SkillsNET, 1999-2001, p. 28). In this study, the investigator served 

as the skills analyst, having completed Level I Skills Analyst Certification in July of2001. 

20. Subject matter expert reviewer (SMER): "an individual who has breadth of knowledge and experience 

regarding the job. Must be a recognized leader in the field and have been nominated by career panels, 

technical training review panels, and/or industry partnership management" (SkillsNET, 1999-2001, p. 

28). In this study, the SMER was a recognized leader within the field of physical therapy, who was the 

President of the Section of Administration (SOA) of the American Physical Therapy Association 

(APTA) at the time of this study. 
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Assumptions 

The study was conducted using the following assumptions: 

1. The conceptual models (developed by the investigator in the course of the study) describing the 

managerial work and competencies accurately and reliably represented the managerial competencies of 

the hospital-based physical therapist manager. 

2. The data collection instrument/method captured all pertinent aspects of the work and competencies of 

physical therapist managers. 

3. The study' s subjects were representative of hospital-based physical therapist managers. 

4. Subjects responded truthfully during the data collection process. 

5. Subjects answering the online survey had sufficient knowledge to rate the items. 

Limitations 

The study was conducted recognizing the following limitations: 

1. Only physical therapists employed in hospitals who supervised physical therapy personnel were 

included in this analysis. Therefore, the results of this study can be generalized only to physical 

therapist managers working in similar settings. 

2. The survey sample was limited to members of the Section on Administration of the American Physical 

Therapy Association who were employed in hospital settings at the time of the study. 

3. The content of the managerial work model was based on functional, as opposed to behavioral, theories 

of managerial competency. 

4. The method of data collection describing managerial work and competencies was a series of computer

based interactive software applications and questionnaires. Subjects were required to have ready access 

to a computer with Internet access to complete an online survey, which may have limited the available 

sample size. The potential for a limited sample size may have, in turn, affected the selection and use of 

data analysis techniques. 
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5. Results from hierarchical agglomerative cluster analysis are unstable and may not be replicated on 

different samples, or even on a similar sample at a future time (Aldenderfer & Blashfield, 1984; Hair, 

Anderson, Tatham & Black, 1995). 

Significance of Study 

Henry Mintzberg stated, "No job is more vital to our society than that of the manager. The 

manager determines whether our social institutions will serve us well or whether they will squander our 

talents and resources" (1975/1990, p. 175). The hospital-based manager is the key employee who translates 

organizational vision statements and objectives into workable departmental goals and procedures aimed at 

ensuring quality patient care while managing the hospital's clinical employees and maximizing use of 

limited resources. Rakich, Longest and Darr stated that, "the work of HSO (health service organization) 

managers is unmatched. They are responsible for an organization that delivers a unique personal service to 

anxious persons in an extraordinarily complex, often emotionally charged, environment" (1992, p. 251 ). 

Multiple stakeholders are interested in the development of a valid instrument that describes the 

managerial competencies required by physical therapist managers. Health service organization 

administrators (i.e., the managers' employers) need to hire, train, and promote the best qualified employees 

available. Successful hiring practices require accurate job descriptions that reflect the requisite managerial 

competencies for the employee's success. Accurate job descriptions, in tum, are the basis of reliable tools 

with which to assess the competence of their managers. The results of this study will be compiled into a job 

analysis and description to be placed on file in the National Skill Standards Board (NSSB), available to 

human resource personnel around the country. 

The physical therapist manager, as an employee, is also a stakeholder. The manager needs an 

accurate job description to perform his or her own self-evaluation of managerial competencies. Results of 

the self-evaluation can then be used by the manager to direct his or her training and development to acquire 

the necessary knowledge, skills, and abilities for successful performance as a manager. Results of this study 

will be disseminated to more than 2,000 members of the (newly formed) Section of Health Policy and 

Administration of APTA to assist in their career development. 
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Educators in physical therapy, management, and health care administration programs must 

identifY and describe managerial work roles in order to prepare managers to enter the workforce. Without a 

thorough understanding of managerial work, how can schools develop management curricula that reflect 

current managerial practices? Thus, understanding the nature of managerial work in health service 

organizations is essential to the training and evaluation of current and future health care managers. 

Finally, the results of this study complement the goals of the APT A's Section on Health Policy 

and Administration to describe managerial competencies through the work of the LAMP task force. The 

investigator enlisted members of the task force and the wider Section membership as subjects in this study 

to describe the managerial competencies demonstrated by current physical therapist managers. The results 

of the study may be used to test the validity of the initial LAMP document and to facilitate the development 

of a useful instrument to guide hospital-based physical therapist managers into the 21st century. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

The purposes of this study were to identify and describe the work tasks of the hospital-based 

physical therapist manager, to describe the tools and knowledges, i.e. , the competencies, required by the 

manager to meet the work demands, and to identify and describe differences in job tasks and requisite 

competencies that exist between levels of physical therapist managers. In this chapter, the investigator 

identifies the work tasks and requisite competencies of the hospital-based physical therapist manager 

through the development of a theoretical model describing managerial work and competencies. To develop 

theoretical models describing the work and competencies of physical therapist managers, a foundation is 

established through a thorough review of the literature describing managerial work and competencies and 

the methods used to measure both. 

The topics of managerial work and competency have been extensively investigated and 

documented over the last 80 years, both in general business literature and more specifically focused on 

nurse and allied health care managers in health care literature. Parenthetically, these subjects have received 

almost no attention from physical therapy researchers. While studied at length, authors have not reached 

consensus on the description of the work roles of managers or how to assess manager competence. In 

addition, the literature presents a great deal of overlap between the topics of managerial work, i.e., the 

demands of the job, and managerial competencies, or the expression of an individual's capacity for success 

at the job. To complicate matters further, the definition of competence or competency remains in question. 

This chapter reviews the existing body of literature describing the topics of managerial work, with special 

emphasis on the work ofhealth care managers and its measurement, followed by a summary of the 

literature describing and defining competency and methods of competency assessment to assist in the 

development of two theoretical models describing managerial work and competencies. 
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This chapter focuses on: 

(I ) summarizing the literature's description of managerial work, 

(2) reviewing methodological approaches to measure and analyze managerial work, 

(3 ) defming and differentiating competence and competency, 

(4) summarizing the available literature describing managerial competency/-ies in industrial and 

healthcare settings, and 

(5) reviewing available manager competency assessment tools. 

The chapter concludes with two proposed models describing the managerial work of the hospital-based 

physical therapist manager and the competencies required for the successful performance or completion of 

the job of physical therapist manager. 

Managerial Work in Business 

The task of describing managerial work may appear, simultaneously, to be both perfunctory and a 

monumental task. In his review of studies describing managerial work, Hales (1986) echoes this thought, 

"(C)ertainly, the question 'What do managers do?' has an air of naivete, insolence, even redundancy about 

it" (p. 88). Yet, its importance to employers, educators and behavioral scientists alike cannot be in doubt. 

Managerial effectiveness is frequently cited as key to fmancial success of organizations, prompting 

employers to demand qualified applicants for management positions. The burgeoning number of academic

based management programs as well as training and development programs reflects the importance of 

developing effective managers. Given the volumes written about managerial work over the past century and 

its continued reappearance in management and behavioral psychology literature, defining managerial work 

appears critical to researchers. While coming to a single, definitive description of managerial work may 

prove difficult, assessing managerial effectiveness in the workplace and management education both hinge 

on understanding what managers do. This section begins with a review of the evolution of management and 

classic descriptions of managerial work. 
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Management Theory Development 

Management, as a recognized career, is a relatively new institution. Drucker ( 1998) points out that 

when Karl Marx began working on Das Kapital in the 1850's, "the phenomenon of management was 

unknown" (p. 157). The economies of developed and undeveloped countries alike were largely agrarian, 

with a small percentage of workers employed as tradesmen or artisans. Each worker was responsible for his 

own work and supervision was limited to 'charge hands' who were line workers themselves. By the start of 

World War I, most people in developed countries were employed in one of three occupations: domestic 

service, farm ing, or as a laborer in manufacturing. In less than 150 years, management has transformed the 

manner in which work is performed and, in turn, social and economic structures worldwide. 

Drucker (1998) describes the fundamental task of management as "(making) people capable of 

joint performance by giving them common goals, common values, the right structure and the ongoing 

training and development they need to perform and to respond to change" (p. 157). The development and 

application of management techniques emphasizing production efficiency and maximizing output 

transformed the global economy from one based upon the efforts of the individual to one dependent upon 

corporate efforts oflegions of workers in multiple industries. The concept of management itself continues 

to evolve as the economy shifts again from a manufacturing base to an information or knowledge base. 

Management functions and the roles of the manager in business have been the subject of scrutiny 

and discussion since the beginning of the twentieth century. Early on, two schools of thought developed 

describing managerial work: functional and human relations models. Functional models describe 

managerial work in terms of the basic activities of management, while human relations models frame 

managerial work in terms of methods used to motivate employees to achieve the objectives of the 

organization . 

Function-based management theory. Classical models of management assert the existence of basic 

managerial functions common to any organization and emphasize that managerial skills can be developed 

to maximize organizational success through application of scientific methods. In 1911, Frederick Taylor, 
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the "Father of Scientific Management" first described four functions of management as (a) scientific 

analysis of each element of work, (b) selecting, training, teaching and developing workmen, 

(c) cooperation with the workmen, and (d) equally dividing work and responsibility between management 

and the workmen (Taylor, 1911/1967). Classical management theorist Henri Fayol (1916/1984) also used a 

functional model to define management, "To manage is to plan, organize, coordinate, command and 

control" (p. 13). Subsequent analysis ofFayol's work by Gulick and Orwick (1937/1954) yielded a revised 

list of management functions: planning, organizing, staffing, directing, coordinating, reporting and 

budgeting, using the acronym POSDCORB to encapsulate managerial functions. 

While proponents of the functional model assert that these activities comprise the definition of 

management, critics suggest that it is more representative of the objectives of managerial work than it is a 

description of the work itself. In addition, the classical management models described above share the 

common trait of listing the manager's work activities, as if the manager could run his finger down a 

checklist at the end of the day to assess his work performance. While functional management models, 

including classical and scientific management theories, were developed more than 80 years ago, a review 

by Carroll (1987) revealed that 20 out of21 management textbooks published between 1983 and 1986 

continued to use Fayol's functional model terminology to organize the discussion of management functions. 

Human relations management theory. Human relations or behavioral models of management focus 

less on behaviors and activities of the manager and more on the motivation of individual employees by the 

manager to achieve organizational goals. In explaining his management Theory X and Theory Y, 

McGregor (1960) wrote, "(t)he essential task of management is to arrange the organizational conditions and 

methods of operations so that people can achieve their own goals best by directing their own efforts toward 

organizational objectives" (p. 48). Less formal and list-bound than functional models, human relations 

models emphasize the importance of the individuals and the economic benefits to the organization that 

result from enabling employees to shape their own careers. Human relations models are the bases of 

management techniques such as participative management team building, and quality circles popularized 

in the 1980s and 1990s. 
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While management techniques incorporating the human relations perspective of management 

received increased attention in the latter half of the 20th century, they are not new. In the 1920s, research 

conducted at the Hawthorne Works of Western Electric studied the effects changing of work environments 

on worker productivity (Homans, 1941/1986). The now-famous "Hawthorne Research" is frequently cited 

as the source of behavioral or human resource management theories. As a graduate student at Yale, and 

before he became known for his work in quality management, W. Edwards Deming worked summers on 

transmitters at the Hawthorne plant. Though rooted in the school of scientific management, Deming 

recognized the importance of the individual in the quest of quality. He incorporated concepts of human 

relations models into his "Fourteen Points", exhorting managers in corporations to institute training, 

institute leadership, drive out fear, break down barriers between staff areas, eliminate slogans, exhortations 

and targets, remove barriers to pride of workmanship, and institute a vigorous program and education and 

retraining (Walton, 1986). 

Functional Models of Management 

While essential to the discussion of the development of management theory, the human relations 

model does not focus on the work or activities of the individual manager. Attempts to describe the work 

and competency of an individual manager within the framework of a human relations model runs the risk of 

being confounded by the work team's efforts. Therefore, a model based on the functional aspects of 

management and managerial work will be developed in this study to describe the managerial work of the 

physical therapist manager. The works of major proponents of functional management models are 

discussed below. 

Henry Mintzberg. A discussion of contemporary theories of management and managerial work 

would be incomplete without the work of Henry Mintzberg. In his classic article, "The Manager's Job: 

Folklore and Fact," Mintzberg (1975/1990) questioned the usefulness of the classical functions to describe 

managerial work. Mintzberg stated that Fayol's (1916) terms (planning, organizing, controlling and 

directing) "tell us little about what managers actually do. At best they indicate some vague objectives 
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managers have when they work" (p. 163 ). Mintzberg's argument continues with a discussion of four 

commonly held misconceptions about managerial work. 

Mintzberg based his model of managerial work upon his observations of five chief executive 

officers (CEOs). His model began with the assumption that managers are endowed with formal authority 

over an operational unit. Formal authority leads to status, which in turn leads to various interpersonal 

relations and access to information. Information, in turn, enables the manager to make decisions and 

strategies for his unit. Mintzberg proposed that the manager's job can be described in terms of ten roles, 

organized in three organized sets of behaviors, interpersonal, informational and decisional roles (see Figure 

2). Mintzberg believed his model to be "a more useful description of managerial work" (1975/1990, p. 

164). 

Formal 
authority and 
status 

Interpersonal roles: 
Figurehead 
Leader 
Liaison 

Informational roles: 
Monitor 
Disseminator 
Spokesman 

..,, 
Decisional roles: 

Entrepreneur 
Disturbance handler 
Resource allocator 
Negotiator 

Figure 2. Mintzberg's ( 197 5/ 1990) model of the manager's roles 
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While hailed as a radical departure from Fayol's list of management objectives, Mintzberg's model 

of managerial roles is not without its weaknesses. First, the model is based on the detailed observations and 

self-reported diaries of CEO's or upper-level managers and executives. While Mintzberg refers to the 

observed work roles as managerial, by the definition of this study, they are not the work roles of the 

population of interest in this study. Second, Mintzberg based his observations on a small sample (n = 5) and 

did not report testing for validity or reliability of the observations. Therefore, his description of executive 

work roles cannot be generalized to all managers. Third, attempts to test Mintzberg's managerial work roles 

in actual work settings met with only marginal success. Carroll and Gillen ( 1987) summarized efforts of 

subsequent researchers to test Mintzberg's model of managerial roles. McCall and Segrist (1980) found that 

four of the ten roles overlapped too much with other activities to be considered separate. Lau, Newman and 

Broedling (1980) developed a 50 item questionnaire based on Mintzberg's ten roles and administered the 

survey to 210 government managers. The results were analyzed using factor analysis. Instead of the ten 

roles, the 50 questions weighted on only four roles: leadership and supervision, information gathering and 

dissemination, technical problem solving, and executive decision-making. Finally, while organized as a 

sequential flow of work activities, Mintzberg's original managerial roles model is still little more than a list 

of activities. Mintz berg (1994) later confirmed the last limitation in his model, commenting that: 

a list is not a model (even if presented in the form of a circle, meaning the ends have been joined), 

an so the integrated work of managing still gets lost in the process of describing it. And without 

such a model, we can neither understand the job properly nor deal with its many important needs

for design, selection, training and support. (p. 11) 

Recognizing the limitations of his previous listing of managerial work roles, Mintzberg redesigned the 

work of the manager, using a framework of concentric circles (see Figure 3). 
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Figure 3. Managerial Work Rounded Out, Mintzberg (1994) 

\ 
\ 

\ 

At the center ofMintzberg's (1994) model is the person in the job, bringing his or her style to the 

job of manager. Mintzberg described style as "how a manager carries out what his or her job requires" (p. 

12) and is comprised of the values, experiences, knowledge, competences, and models that the manager 

brings to the job. The person of the model is centered within the 'frame of the job' or the mental set of 

assumptions the manager develops to carry out his job. The frame of the job gives rise to the first role 

described in this model: Conceiving. Mintzberg defined conceiving as the process of "thinking through the 

process, purpose, perspective and positions of a particular unit to be managed" (p. 13). In order for the 

manager to carry out his conception of the job, he must have an agenda to carry out the work. Mintzberg 

next presents Scheduling, which he describes as the process of developing an agenda. 
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Having conceived what the job consists of and developing a schedule determining when he will 

work on activities, the manager next determines how he will manage or get things done. Mintzberg (1994) 

suggests that managers can manage on one or more successive levels. Managers can "manage action 

directly, they can manage people to encourage them to take the necessary actions, and they can manage 

information to influence the people in turn to take their necessary actions" (p. 15). The manager may decide 

to manage actively through his own involvement in the action. This direct involvement is the third role of 

Mintzberg's the model and is termed Doing. The manager can operate inside the organization, working on 

projects or problems, or he may work outside the organization making deals and negotiations. The manager 

may also choose to work indirectly, encouraging and empowering other people within and outside of the 

organization to achieve action. 

Two people-related roles rise: Leading employees inside the organization, and Linking with 

individuals outside the organization. Leading involves working with employees on an individual, group or 

unit levels. Also referred to as networking, several authors recognize that managers spend a significant 

amount oftime linking and building contacts outside oftheir own units (Katz 1955; Kotter 1982; 

Mintzberg 1975/1990). Finally, managers can choose to complete managerial work through processing 

information to influence other people, who in turn complete the actions to be taken. Informational 

behaviors are grouped into two roles: Communicating and Controlling. Communicating refers to the 

collection and dissemination of information. Controlling describes the managers' efforts to use information 

by developing information systems, designing structures and imposing directives. "Each of these seeks to 

control how other people work, especially with regard to the allocation of resources, and so what actions 

they are inclined to take" (Mintzberg, 1994, p. 17). 

In his 1994 model of managerial work, Mintzberg maintains many of the roles he described 

previously (1975/1990) while organizing them in a logical and pragmatic manner. No methodological 

studies were found referring to Mintzberg's revised model of managerial work. The seven roles identified in 

this model, (conceiving, scheduling, doing, leading, linking, communicating and controlling) may prove 

useful in developing a model describing physical therapist managers' work. 
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Alan Lau and Cynthia Pavett. Recognizing the need for empirical information about the nature of 

managerial work, Lau and Pavett (1980) compared high-level managerial jobs in the public and private 

sectors. The authors used a 54-item questionnaire developed by the primary author and associates (Lau, 

Newman and Broedling, 1980) based on Mintzberg's (1973, 1975/1990) 10-role model, to describe the job 

roles of 210 public sector and 220 private-sector managers and executives. The questionnaire contained an 

average of four activity statements describing each ofthe Mintzberg's ten roles. An eleventh role, technical 

expert, was added based on previous studies of Navy personnel. Respondents rated each activity according 

to their importance for successfully performing work, on a scale from 0 (zero) for "not important at all" to 

7 for "very important". Factor analysis was used to analyze the job content items to reveal the underlying 

dimensions associated with the managerial jobs in each sector. In the public sector, five identifiable 

dimensions were obtained from the factor analysis, accounting for 81% of the variance in the job-content 

questions. The dimensions were labeled (a) leadership and supervision, (b) information gathering and 

dissemination, (c) technical problem solving, (d) decision making, planning and resource allocation, and 

(e) negotiation. Factor analysis of the responses from the private-sector managers yielded the same five 

dimensions. However, these five dimensions accounted for only 69% of the variance of the responses. In 

addition, the five dimensions did not emerge in the same order, indicating differences in ranking of 

importance between the two groups of managers. 

Building on the results their initial study, Pavett and Lau (1983) expanded their examination of 

managerial work to include the influence ofhierarchicallevel and functional specialty on managerial roles. 

Using the questionnaire developed in their 1980 study, the authors surveyed 228 managers. The sample 

included chief executive officers (CEOs), middle, and lower level managers employed in one of six 

functional areas (e.g. sales and marketing, production and engineering, accounting and finance). A split

sample factor analysis using principal component solution was used again to analyze the data, yielding six 

factors. Further analysis yielded 11 factors, which were then tested for content validity. Of the 11 factors 

identified, 7 represented Mintzberg's (1975) roles. Differences ofMintzberg's roles between hierarchical 

levels were examined using analysis of variance (ANOVA) and student t-tests. Significant differences were 
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found between top and lower level managers on 8 of the 11 roles. The roles of liaison, spokesperson and 

figurehead were rated as significantly more important at higher levels of management, while the leader role 

is more important for lower level managers than it is for middle or top level managers. The results 

demonstrating significant differences in managerial roles between hierarchical levels of management were 

of particular importance to the current study, where differences of managerial work tasks and competencies 

between levels of PT managers were studied. 

In a subsequent study, Pavett and Lau ( 1985) again studied differences in managerial work roles 

and skills, this time across job sectors. In this study, the authors compared research and development (R & 

D) managers to managers in other career fields in two different sectors- public and private. Once again, 

factor analysis was used to examine the data for underlying traits describing managerial work. Tests for 

differences in managerial work roles between job sectors were calculated following factor analysis. The 

results of the study indicated that R & D managers in both public and private sectors are not significantly 

different from their non-R & D counterparts in the way they viewed managerial work using Mintzberg's 

work roles. However, R & D managers in both sectors rate the technical expert role (added by Lau, 

Newman and Broedling (1980) in their prior work) significantly higher than managers in other career 

fields. The authors concluded that R & D managers are not that different from other managers in other 

fields, and across public and private sectors. Their results suggest that the task of managing human and 

material resources appears to be similar across managerial specialties. 

John Kotter. John Kotter (1982), like Henry Mintzberg, observed that in practice, managerial work 

does not resemble the clear and organized POSDCORB functions proposed by classical management 

theorists. Using a combination of structured observation, interviews and written questionnaires, Kotter 

collected data on 15 high-level U.S. general managers (GMs) in nine corporations and found that 

managerial work is characterized by fragmented episodes of work, reliance on oral communication, 

informality, reactivity, decreased organization and, at times, frivolity (p. 156). Recognizing the existing gap 

between classical management theory and the reality of managerial work, Kotter raised questions about the 
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adequacy of management education and the appropriateness of performance appraisals based on classical 

management theories. 

In developing a theory of managerial work, Kotter identified two key dilemmas inherent to the job 

of management: (a) figurin g out what to do and (b) deciding how to get things done ( 1982, p. 160). Kotter 

sought to find solutions to the two dilemmas through a process of structured observations. While his 

observations of managerial work at first appeared diverse and fragmented, Kotter identified four 

similarities in managerial behavior across the varied work sectors. First, he found that effective GMs 

develop agendas made up of loosely connected goals and plans. After setting agendas, effective managers 

next build a network of cooperative relationships comprised of people they feel are needed to meet their 

agendas. Having developed their agendas and networks, managers then tum their attention to using the 

networks through influencing or persuading network members to achieve agenda items. Finally, effective 

managers implement their agendas by approaching and influencing the people in or associated with the 

complex network of relationships previously built. Kotter found that effective GMs use both direct and 

indirect methods of influence, often using seemingly chaotic conversations in an efficient manner to 

implement their agendas. Kotter came to several surprising conclusions. First, formal management training 

overemphasizes the use of formal tools, such as standardized business cases and scenarios that are 

simplistic in nature and do not reflect the complexities and individual natures of specific businesses. Kotter 

also concluded that people placed in GM positions are often hindered from being brought up to speed in 

their new positions by early assignment to specific tasks, instead of being given time to learn the business 

and to develop crucial relationships to develop the network upon which they can depend. Finally, Kotter 

concluded that formal planning systems under which GMs function probably hinder effective performance. 

Inflexible, predetermined plans impose rigid requirements on GMs that limit their flexibility and can inhibit 

network building and maintenance. 

Several factors limit the application of Kotter's (1982) four observed managerial similarities (it is 

never referred to as a formal model) to the context of this study. Again, the sample size was limited and the 

sample make up ofGMs was not similar in position, span of control or scope to physical therapist 
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managers. No reference was made to statistical analysis of data for validity or reliability. Finally, a review 

of the literature finds only limited evidence of subsequent researchers applying Kotter's thoughts to further 

study. However, Kotter's introduction to and emphasis on the building and use of networks in management 

remains important in describing managerial work. 

Luthans, Rosenkrantz and Hennessey ( 1985) built on the use of structured observations introduced 

by Mintzberg (1975/1990) and Kotter (1982). They used trained observers to record the behaviors of 52 

managers in three diverse organizations over a two-week period in order to identify which activities were 

associated with successful management performance. Luthans et al. used two measures to gather data: a 

structured observation process in which to record managerial activities and a promotion index developed by 

the authors to quantify managerial success. The authors began their study by having the subjects rank 11 

managerial activities using the Leader Observation System (LOS) derived from previous research by the 

primary author and an associate (Luthans & Lockwood, 1984). After completing the ranking, Luthans et al. 

used hierarchical multiple regression analysis on each of the 11 managerial activities to predict the level of 

managerial success. 

The LOS categories of managerial activities and behavioral descriptors included (a) planning/ 

coordinating, (b) staffing, (c) training/ developing, (d) decision making/problem solving, (e) processing 

paperwork, (f) exchanging routine information, (g) monitoring/controlling performance, (h) motivating/ 

reinforcing, (i) interacting with others, G) managing conflict, and (k) socializing/politicking. Luthans, 

Rosenkrantz, and Hennessey (1985) concluded that while the findings of their study generally support 

Kotter's (1982) conclusions, they do raise some doubts about the generalizability ofMintzberg's 

(1975/1990) ten roles of managerial work. 

Rosemary Stewart. Rosemary Stewart's work describing and measuring managerial work spans 

more than thirty years. Stewart's research emphasized describing managerial work. In one of her earliest 

studies (1967), she used the self-recorded diaries of 160 managers to record their work in five 

manufacturing and service companies in the United Kingdom. Using cluster analysis, she delineated five 

basic job profiles: 
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(a) emissaries, developing and maintaining liaisons or contacts, (b) writers, (c) discussers, spending much 

of their time with other people to carry out a diverse range of activities, (d) troubleshooters, spending more 

time coping with crises, and (e) committeemen, spending a large amount of their time in meetings (p.l08). 

In subsequent work, Stewart (1976) explored different dimensions of managerial work, examining 

the chronological patterns and sources of work. In her 1976 study involving 274 middle and senior 

managers, Stewart used a combination of self-recorded diaries, direct observation of managerial work, and 

formal and informal interviews. Stewart concluded that in describing managerial work, researchers needed 

to distinguish the duration of work, time span, recurrence, unexpectedness and the source of work 

in.itiation. 

Stewart's research has evolved from describing managerial work itself(1967, 1976) to developing 

models describing and understanding managerial work (Marshall & Stewart, 1981a, 198lb; Stewart, 1982, 

1989). In their study examining managers' perceptions of their jobs, Marshall and Stewart (1981a, 198lb) 

used semi-structured interviews to examine the work of 86 middle managers from three manufacturing 

companies in different industries. Marshall and Stewart noted three groups of job perspectives among the 

managers in describing their work. The first group, referred to as 'job analysis', related their jobs in a 

highly analytical and relatively detailed fashion. The second group is called 'focused', because descriptions 

of their jobs were of particular aspects of the job. The third group of managers, labeled ' holistic', referred 

to their jobs "as entities about which they could give little or no detailed description. It did not make sense 

to them to describe their jobs in analytical terms" (198lb, p. 180). Managers in the 'job analysis' group 

described their jobs in terms of job descriptions, defmed activities, areas of responsibility and objectives, 

time constraints and delegation considerations. 'Focused' managers described their work by priority areas, 

such as maintaining production and quality, customer satisfaction, relationships, management style, and 

personal satisfaction. 'Holistic' managers could only describe their jobs in terms of change and adaptation. 

At the end of the first part of their study, Marshall and Stewart concluded that evidence exists that 

managers perceive their jobs differently and that the differing perceptions will affect their work strategies 

to used tackle the jobs. 
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In the second part oftheir study, Marshall and Stewart (198lb) examined managers' responses to 

job challenges, based on the perceptions of their jobs as discussed above. Of particular interest was the 

response of the managers to opportunities in their work, their attitudes towards opportunities, and, finally, 

their choices among opportunities. Using a structured interview method, managers in the sample were 

asked to respond to three questions: (a) Are you conscious of opportunities for choice in the job you do? (b) 

If yes, in what ways? (c) How much freedom is their for choice? (p. 265). Among their other conclusions, 

the authors found that their sample of managers (a) saw opportunities as being predominantly externally 

controlled, and (b) managers did not think of their jobs as offering them opportunities for choice that they 

should identify and consider, but that job demands exist without their consideration. 

The two conclusions describing external control and job demands from Marshall and Stewart's 

study (198lb) played important roles in Stewart' s continuing search to develop a model describing 

managerial jobs and behaviors ( 1982). Stewart based her model on the results of four studies spanning six 

years. The studies involved over 400 subjects, using multiple methods of data collection including 

questionnaire interview, structured and open interviews, self-reported diaries, direct observation, and group 

discussions. Stewart's model was based on the functional model of managerial work, and describes 

managerial work in three categories: demands, constraints and choices. Job demands are ''what anyone in 

the job has to do" (p. 9) and are of two kinds, "having to do certain kinds of work and satisfying certain 

criteria" (p. 9). Stewart found that job demands varied with and were specific to the sector of business in 

which the manager worked. Job constraints are ''the factors, internal or external to the organization, that 

limit what the jobholder can do" (p. 9). Stewart's meta-analysis identified constraints as resource 

limitations, legal and trade union constraints, and technological limitations. Stewart defined job choices as 

''the activities that the jobholder can do, but does not have to do" (p. 9), and included choices in what work 

is done and how work is done. The factor influencing choice most was that of domain, i.e., the area or unit 

within which the manager can be active. Stewart concluded that ''to understand what managers jobs are 

really like, one must understand ... their choices as well as core demands" (p. 11) and that future research 

must incorporate the concepts of job demands, constraints and choices. Stewart stressed "(t)he need is to 
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move from Mintzberg's (1973) roles and propositions about managerial work to an analysis that takes into 

account the variations in behavior and the differences between jobs and an account of some of these 

differences" (p. 11 ). The concepts of job demands and constraints, as defmed by Stewart, and their effect 

on competency were essential components in the development of the theoretical model of managerial 

competency used in this study. 

Diana Pheysey. Pheysey's (1972) description of the activities of middle managers is often cited in 

function-based management theory literature. Using a questionnaire adapted from Hemphill's (1960) 575-

item executive job position description questionnaire (JPDQ), Pheysey surveyed 96 British managers 

during a training course in the United Kingdom. The 'position elements' identified by Pheysey include the 

following: (a) trouble shooting, (b) forward planning, (c) briefing subordinates, 

(d) conducting meetings, (e) reviewing subordinates' progress, and (f) interest in personal problems. 

Pheysey's position elements are significant for their differences from the list generated in Hemphill's 

(1960) original study of93 executives in U.S. firms. The differences between the two studies are one of the 

earliest indications for suspecting that the content of managerial work is not common across levels of 

management (executives and middle managers) or cultures (U.S. and U.K.). 

In summary, this section of the literature review focused on the development of management 

theory and the testing of theories using a variety of data collection methods and statistical processes. The 

managerial work tasks and roles described by Fayol (1916/1984), Gulick and Urwick (1937/1954), Stewart 

(1967), Pheysey (1972), Mintzberg (1975/1990, 1994), Lau and Pavett (1980), Kotter (1982) and Pavett 

and Lau (1983, 1985) are summarized in Table 1. The studies discussed thus far were conducted in a 

variety of business settings, in both public and private sectors, with subjects holding varying hierarchical 

levels of management. None of the previously mentioned studies examined managerial work in health care 

settings. In preparation for building a model describing the managerial work of physical therapist 

managers, we turn our attention next to the body of literature describing managerial work in health care 

settings. 
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Table 1 

Summary of Managerial Work Roles and Tasks of Managers in Business Sector by Author(s) 

Author Name(s) and Publication Date 

Fayol Gulick and Stewart Pheysey Mintzberg 
(191611984) Urwick (1967) (1972) (1975/1990) 

(1937/1954) 

Work Role Plan Planning Emissaries Trouble Figurehead 
or Task shooting 

Organize Organizing Writers Forward Leader 
planning 

Coordinate Staffing Discussers Briefing Disturbance 
subordinates handler 

Command Directing Troubleshooters Conducting Liaison 
meetings 

Control Coordinating Committeemen Reviewing Negotiator 
subordinates 
progress 

Reporting Interest in Monitor 
personal 
problems 

Budgeting Entrepreneur 

Disseminator 

Spokesperson 

Resource 
allocator 
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Table 1 (continued) 

Mintzberg 
(1994) 

Work Role Managing 
or Task action 

Managing 
people 

Managing 
Information 

Author Name(s) and Publication Date 

Kotter Lau and Pavett 
(1982) (1980) 

Setting agendas Leadership and 
supervision 

Building Information 
networks gathering and 

dissemination 

Implementing Technical 
agendas problem solving 

Decision making 

Planning 

Resource 
allocation 

Negotiation 
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Luthans, et al. 
(1985) 

Managing 
conflict 

Socializing/ 
Politicking 

Interacting w/ 
Outsiders 

Decision 
making 

Exchanging 
information 

Training/ dev't. 

Processing 
paperwork 

Planning/ 
coordinating 

Monitoring/ 
controlling 
performance 

Motivating/ 
Reinforcing 

Staffing 

Pavett and Lau 
(1985) 

Figurehead 

Leader 

Disturbance 
handler 

Liaison 

Negotiator 

Monitor 

Entrepreneur 

Disseminator 

Spokesperson 

Resource 
allocator 



Managerial Work in Health Care Settings 

While the subject of managerial work has been described and studied extensively in general 

business literature tor the better part of a century, the body ofliterature examining the work of the manager 

employed in health care settings is scant and still in its first generation of exploration. The little work that 

exists often appears to be based on functional management theory and studies performed in general 

business sectors, without regard to differences in managerial work that exist across business sectors that is 

cited previously in the review of general business literature (Lau & Pavett, 1980; Pavett & Lau, 1983). In 

their health care management text, Rakich, Longest and Darr (1992, pp. 5- 10) cite both Fayol's 

(1916/1 984) classic management functions (planning, organizing, staffing, directing, controlling, and 

decision making) and Mintzberg's (1975/1990) managerial roles when describing the management process 

in health service organizations. Likewise, Nosse, Friberg and Kovacek (1999) base their explanation of 

organizational leadership, in part, on Mintzberg's (1975/1990) roles. 

Studies investigating managerial work among health care managers have surfaced over the last 15 

years. Various health care disciplines including physicians, nurses, occupational and physical therapists, 

and dieticians have begun the process of describing managerial work within their disciplines in order to 

identify the education, training and development necessary to adequately prepare clinicians for future 

management positions. In summarizing the efforts ofthe Royal Australian College of Medical 

Administrators to foster skilled administrators from among the medical profession, Wood (1987) cited 

Hejna and Gutmann's (1983) argument that physicians bring a number of strengths to management roles, 

including analytical thinking and leadership qualities, that uniquely qualify them to assume management 

and administrative positions in healthcare. 

Roemer (1996) performed one ofthe few empirical studies found describing managerial work 

among managers employed in acute care hospitals. Roemer adapted Pavett and Lau's ( 1985) questionnaire 

to include 75 items to describe 16 major functions and skills required by healthcare managers. The factors 

included titles of(a) leader, (b) disturbance handler, (c) entrepreneur, (d) negotiator, (e) disseminator, 

(f) liaison, (g) resource allocator, (h) monitor, (i) spokesperson, (j) figurehead, (k) communication, 
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(1) operations, (m) fmancial control, (n) interpersonal relations, ( o) technical expert, and (p) strategic 

assessment. Roemer expanded Pavett and Lau's 11 roles to 16 in order to "identify activities in which 

middle managers are likely to be competent and to determine those in which middle managers might need 

additional knowledge, skills, education and support to increase their competence" (p. 211 ). 

Roemer's (1996) study analyzed 196 surveys completed by middle managers in nursing, 

rehabilitation and laboratory departments within acute care hospitals in New England. The managers rated 

each survey item in terms of importance to their jobs and their perceptions of competence in performing the 

item. Respondents rated items using a Likert-type scale ranging from 1 (''None") to 5 ("Great"). 

Communication skills and the role of leader were rated highest, followed by disturbance handler and 

entrepreneur. Figurehead was rated lowest in importance, with technical expert and spokesperson rated next 

lowest. 

Roemer ( 1996) tested her 16 work role groupings in a pilot and fmal study. The author did not 

specify what type of testing was performed, only that they were tested, ''using alpha coefficients" and that 

"(a)ll role and skill groupings of items had coefficients greater than .6, with almost all greater than .7" (p. 

212). In addition, the author never states by what process she grouped the 75 questionnaire items into the 

16 groups. 

Nursing Managerial Work 

By far, the greatest volume of work describing the work of health care managers exists in the 

nursing literature. Noting that the leadership role of the clinical nurse manager (CNM) was not reflected in 

the current job CNM description at their facility, Buechlein-Telutki, Bilak, Merrick, Reich and Stein (1993) 

set out to develop a job description that more accurately captured the work of the CNM. A task force 

comprised of six CNMs examined the old job description and performance appraisal tool and described six 

categories that better summarized the roles of the CNM. The categories identified by the task force were 

(a) planning/administrative, (b) staffing responsibilities/ departmental operations, (c) human resources 

management/development, (d) budget and cost containment, (e) professional development, and 

(f) customer service. 
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In a review of the literature summarizing the work of the CNM, Oroviogoicoechea (1996) stressed 

the need to define the roles of the CNM because the impact of his/her pivotal position on the effectiveness 

of the organization. The author cites six functions described by the American Organization of Nurse 

Executives (1992). The six management functions include (a) clinical nursing practice and patient care 

delivery management, (b) human, fiscal and other resources management, (c) personnel development, 

(d) compliance with regulatory and professional standards, (e) strategic planning, and (f) fostering 

interdisciplinary, collaborative relationships within a unit(s) or area(s) or responsibility and the institution 

as a whole. Oroviogoicoechea continued the literature review by examining the skills and knowledge 

needed by CNMs to perform their managerial roles. While Oroviogoicoechea cited several works in 

nursing literature proposing management roles, she points out that few empirical studies exist testing the 

proposed roles. 

Occupational Therapist Managerial Work 

Based on the premise that "(h)ealth care professionals are almost always in a position requiring 

them to supervise some aspect ofhuman resources", Fazio (1988, p. 75) developed, executed, and 

evaluated a personnel and human resource (HR.) management course for a group of practicing occupational 

therapists. Topics in the course included (a) planning and staffmg, (b) work design and job analysis, (c) 

recruitment and selection, (d) employee development, (e) compensation and benefits, (f) labor management 

and collective bargaining, (g) quality of work life issues and employee maintenance, and (h) aspects of HR 

management specific to concerns of women. The author offered no statistical evaluation testing the content 

validity of the course, including only subjective comments in the course evaluation. 

Physical Therapist Managerial Work 

While the literature describing managerial work among nursing managers is scant, the literature in 

physical therapy is practically non-existent. Most of the literature describing managerial work among 

physical therapist managers, like nursing managers, is theoretical in nature, lacking empirical support, and 

appears in publications that are not peer-reviewed. However, given that descriptions of managerial work 

among physical therapists is in its infancy, even theoretical and opinion pieces are included in this literature 
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review to provide a starting place in developing a model of managerial work among physical therapist 

managers. 

In an early clinical practice piece in the physical therapy literature, Hickok ( 1968) introduces his 

guidelines for participative supervision using Fayol's (1916/1984) classic management functions of(a) 

planning, (b) organizing, (c) staffmg, (d) directing and (e) controlling to describe the functions of the 

supervisory-managerial role. While he states that the five supervisory functions are 'universal', Hickok 

acknowledges that "the time and effort devoted to each of these functions varies with the level within the 

administrative hierarchy in which the supervisor works. As he rises on the administrative ladder, he spends 

more of his time on planning and organizing and less on staffing, directing and controlling" (p. 732). 

Hickok provides no evidence oftesting the validity of applying Fayol's (1916/1984) supervisory functions 

to the physical therapist manager. 

Mueller and Rose's (1987) special communication emphasized the importance ofbalancing what 

they considered the physical therapy director's dual roles of fiscal manager and professional value setter. 

The authors identified three primary values that the director should convey to the staff. They identified the 

practice of "quality'' patient care as a "primary professional value and the essence of physical therapy'' 

(Mueller & Rose, 1987, p. 1390). A second professional value to be emphasized is the commitment to 

professional growth. Finally, the authors identified self-discipline as essential for a consistently high 

standard of patient care and professional growth. The authors go on to identify methods by which the 

physical therapy director can convey professional values to staff. Mueller and Rose emphasize the necessity 

for managers to provide a clear focus to the staff, to model professional behavior by actively providing 

direct patient care, to provide mechanisms for professional growth and to provide a directed, but flexible 

environment. While not tested formally, the authors presented 'results' of their approach as demonstrated 

by a growing patient load, evidence of research performed and presented by the clinical staff, and 

classroom and clinical teaching responsibilities performed by the clinical staff. 

Recognizing the changing internal and external influences on health care providers during the 

1990s, Burcham (1996b) described the changing role of the rehabilitation administrator. In a series of 
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articles appearing in the newsletter of the Section on Administration (SOA) of the APT A, Burcham ( 1996a, 

1996b, 1996c, 1997) described five roles ofthe rehabilitation administrator. The managerial roles Burcham 

identified include (a) operations management, (b) financial analysis, (c) market assessment, (d) strategic 

planning, and (e) business evaluation and development. Burcham's series emphasizes the importance of 

developing facility with financial tools used in operations management and financial analysis in order to be 

a successful manager in a growing managed care market. 

In an attempt to identify and describe the leadership, administration, and management practices 

(LAMP) to be included in the entry-level curricula of physical therapists, the Section on Administration 

(SOA) of the American Physical Therapy Association (APTA) commissioned a task force to draft a 

position statement on professional education for presentation to the SOA membership. In December of 

1998, the task force produced an initial draft of the position statement, the Leadership, Administration, 

Management Practices (LAMP) document (Kovacek et al., 1999), based on the organizational format of the 

Guide to Physical Therapist Practice (APTA, 1997). One of the guiding questions directing discussion of 

the task force was "What do students and graduates of professional programs need to know about 

leadership, administration and management practices (LAMP)?" (p. 3 ). The initial draft contained a list of 

I 03 leadership and management skills and responsibilities generated by task force members in a brain

storming process. Recognizing that the original collection of skills still needed to be refined to accurately 

describe the LAMP work of physical therapist managers, a second LAMP task force is currently examining 

the original list to come to a consensus description of LAMP activities, using a Delphi survey process. 

Results from the Delphi process may prove useful as an external validation to the research outlined in this 

work. 

Acknowledging the demand for competency assessment of health care managers by regulatory 

agencies (JCAHO, 1996) and the lack of information and tools available to assess the managerial work of 

physical therapist managers, the Phoenix Physical Therapy Directors Group developed a "methodology for 

assessing essential skills of the facility-based managers" (Brewer, 1999, p. 10). While termed a competency 

list, the criteria included in the assessment tool are more consistent with activities identified in this study as 
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managerial tasks or behaviors that are situational and specific to particular positions or jobs, which this 

study calls managerial 'work' . The Phoenix Physical Therapy Directors Group organized their tasks and 

behaviors into the following groups: (a) age specific competency, (b) service delivery, (c) resident/patient 

rights & organizational ethics, (c) continuum of care, (d) human resources, (e) education, (f) improving 

organizational perfonnance, (g) leadership, (h) environment of care, (i) management of information, and 

G) surveillance. The author provides no evidence of testing the instrument for validity or reliability. 

Little empirical evidence exists in the physical therapy literature testing the theoretical models of 

management introduced previously. A stream of research is being developed in the School of Physical 

Therapy at Texas Woman's University in Dallas, Texas. In a 1998 study, White adapted the 75-item 

questionnaire developed by Roemer ( 1996) to determine PT managers' perceptions of importance for the 16 

work scope components identified by Roemer. White sampled 300 physical therapists holding management 

positions in hospitals in the United States. White's study was descriptive in nature, gathering information to 

define the work scope of physical therapy managers in hospital settings and to determine the relationship 

between the level of managed care penetration (MCP) and the importance of various work scope 

components. 

White's analysis concluded that the skill perceived as most important by the sample was 

communication, while the role perceived as most important was entrepreneur. A one-way analysis of 

variance (ANOV A) uncovered significant differences among state MCP (high, moderate and low) and the 

roles of both figurehead and monitor. Correlation analyses found a weak relationship between the role of 

spokesperson and reported MCP. 

In subsequent analysis of the data collected by White (1998), Schafer, Elliott, White, and Luedtke

Hoffmann (2000) addressed three questions: (a) What are the essential management work responsibilities 

and skills needed to perform managerial activities reported by physical therapy managers? (b) Does the 

survey used by Roemer in her study of hospital middle managers ( 1996) demonstrate validity when used 

with a population of physical therapy managers? and (c) Does the aforementioned survey demonstrate 

instrument reliability? Analysis of the data collected by White (1998) also used factor analysis and item 
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analysis to test the validity and reliability. The analysis examined the construct validity of Roemer's 16 

work role groupings and instrument reliability of the survey when used with a population of physical 

therapist managers. 

Factor analysis yielded 18 factors exhibiting Eigenvalues greater than 1.0, and were therefore 

considered significant. However, the last three significant Eigenvalues were less than 1.1. The 18 factors 

accounted for 71.3% of the variance. However, the last nine factors explain less than 2% of the variance 

each. The first factor accounted for 26.6o/oof the variance. Factors demonstrating loadings of ::::_ .40 were 

entered into a spreadsheet. These factors were compared to Roemer's 16 factors . None of the calculated 

factors consistently captured the same survey items as Roemer's groups. However, Factor I possessed 

several of the same items as Roemer's Resource Allocator and Financial Control. 

In the 2000 analysis of data, the mean scores of the 16 categories previously defined by Roemer 

revealed that communication, entrepreneurship, and financial control were rated the most important skills; 

while figurehead, technical expert and spokesperson were perceived as least important (Schafer et al., 

2000). Four of the 16 work scope categories failed to meet the required .70 Cronbach's alpha coefficient 

(operations, communication, spokesperson and technical expert). A principal components analysis with 

Varimax rotation yielded 11 work scope categories, accounting for 69% of the variance. Of these, the first 

four components accounted for 50o/o of the variation and were interpreted as (a) planning and budgeting, (b) 

evaluation and problem solving, (c) communication, and (d) marketing. The findings suggest that while 

Roemer' s work scope instrument demonstrates acceptable reliability, it lacks construct validity when used 

to describe the work scope of hospital-based physical therapist managers. Factor analysis of the data set 

revealed a new combination of the 75 items, suggesting a different set of relevant roles/skills with this 

population. These results suggested a starting place for the development of a new instrument that better 

reflects the work scope of PT managers in hospital settings. 

An item reliability analysis was performed on the 16 groupings of the 75 questionnaire items as 

outlined by Roemer. The number of survey items contained in each group ranged from three to ten. The 

item analysis produced the average measure intraclass correlation coefficient (ICC) for each grouping, the 
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corresponding F statistic and significance level, and the reliability coefficient (Cronbach's alpha) for each 

group. All factors used in the analysis demonstrated significant ICC's. Three factors identified by Roemer 

(spokesperson, communications and operations) failed to meet the acceptable threshold of .70 for 

reliability, indicating that the survey items in those groups failed to demonstrate internal consistency. Only 

three groups (disseminator, figurehead and financial control) demonstrated Cronbach's alpha of .80, 

indicating good internal consistency, and none demonstrated values of~ .90 or excellent internal 

consistency (Cronbach, 1951 ). 

Carman (1999) used White's (1998) data to investigate whether differences in importance ratings 

of the 16 work scope components identified by Roemer ( 1996) exist among three levels of physical 

therapist management (supervisor, middle manager, and administrator). Carman found that significant 

differences among the three manager levels were found for 5 of the 16 components: leader, resource 

allocator, figurehead, operations and strategic assessment. Post hoc analysis demonstrated significant 

differences between supervisors and administrators for all five components. Perceptions of importance of 

strategic assessment were significantly different for all three management levels. The leader role and 

operations tasks were rated most highly by supervisors, while resource allocator, figurehead and strategic 

assessment were rated most highly by the administrators in the sample. Carman concluded that while 

supervisors and administrators place different value on 5 of the roles and skills, 11 other roles and skills 

were not differentiated among the management levels, suggesting that the physical therapist manager's 

work is more the same than different across management levels of an organization. 

Based on these fmdings, it appears that we may not assume that the management survey and 

grouping of survey items described by Roemer accurately describe the work responsibilities and skills of 

physical therapy managers. The survey tool itself displayed generally acceptable internal consistency 

among items. The survey tool may be valid for use in future studies if the item groupings are reconfigured 

for content validity. 

In summary, reviewing and summarizing the literature describing managerial work across business 

and health care sectors and specifically in physical therapy was a formidable task. In their attempts to 
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describe the work of managers at the end of the 20th century, contemporary authors continue to base their 

work on the classic descriptions ofmanagerial work ofFayol (1916/1984) and Mintzberg (1975/1990). 

Recent works attempting to describe managerial work among managers employed in health care lack 

empirical support. Descriptors of managerial work in industrial and health care settings are summarized in 

Tables 1 and 2, respectively. The managerial descriptors found in general business and health care literature 

will be used to propose a theoretical model describing the managerial work of hospital-based physical 

therapist managers in the final section of this literature review. Having summarized descriptions of the 

content of managerial work in the available literature, we tum our attention next to the methodological 

approaches used to measure and analyze managerial work. 
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Table 2 

Summary of Managerial Work Roles and Tasks of Health Care Managers by Author(s) 

Author Name(s) and Publication Date 

Hickok Mueller and Fazio American Buechlein-
(1968) Rose (1988) Organization of Telutki et al. 

(1987) Nurse (1993) 
Executives 

(1992) 

Work Role Planning, Fiscal Planning and Clinical nursing Planning/ 
or Task manager staffing practice Administrative 

management 

Organizing Professional Work design and Human, fiscal Staffing 
value setter job analysis and other responsibilities 

resources departmental 
management operations 

Staffmg Articulate a Recruitment and Personnel Human 
clear focus selection development resources 

management/ 
development 

Directing Provide direct Employee Compliance Budget and 
patient care development with regulatory cost 

and professional containment 
standards 

Controlling Foster Compensation Strategic Professional 
professional and benefits planning development 
growth 

Labor Fostering Customer 
management interdisciplinary, service 

collaborative 
Quality of work relationships 
life issues 

HR management 
specific to 
concerns of 
women 
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Table 2 (continued) 

Author Name(s) and Publication Date 

Burcham Roemer White Schafer et al. 
(1996) (1996) (1998) (2000) 

Work Role Operations Leader Leader Planning and 
or Task management budgeting 

Financial Disturbance Disturbance Evaluation and 
analysis handler handler problem-

solving 

Market Entrepreneur Entrepreneur Communication 
assessment 

Strategic Negotiator Negotiator Marketing 
planning 

Business Disseminator Disseminator 
evaluation and 
development 

Liaison Liaison 

Resource Resource 
allocator allocator 

Monitor Monitor 

Spokesperson Spokesperson 

Figurehead Figurehead 

Financial Financial 
control control 

Technical Technical 
expert expert 

Strategic Strategic 
assessment assessment 
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Methodological Approaches to Observe and Analyze Managerial Work 

In this section of the literature review, methods of data collection and data analysis used to study 

managerial work are reviewed. In addition to the varying opinions of what components should be included 

in the definition and description of managerial work, a second obstacle to describing the physical therapist 

manager's managerial work is the variation in methodologies used to study managerial work. 

The task of organizing the body of research describing managerial work can be quite confusing. 

First, the researcher must target studies applicable to the population of interest. This is difficult, as the 

classic studies by Mintzberg (1 975/1990) and Kotter (1982) used top executives. Yet, they cannot be 

overlooked since the terminology and models developed in these classic works serve as the basis for 

subsequent studies performed with managers (e.g., Lau & Pavett, 1980; Roemer, 1996). A second 

consideration is the approach of the studies. In other words, what type of information is targeted and 

collected? On one hand, work-oriented approaches target job activities or job characteristics and are work 

activity based. On the other hand, worker-oriented approaches target individual differences and focus on 

required employee characteristics. In his text describing job analysis processes, Schippmann ( 1999) states 

that worker-oriented approaches "may be thought of as competency based" (p. 9). Indeed, for the purpose 

of this study, managerial work is approached from a work-oriented perspective. In addition, the term, 

competency, is reserved for the knowledge, skills and abilities demonstrated by the manager to perform his 

or her job. Competency definitions and methods to assess managerial competency are summarized in later 

sections of the literature review. After reviewing the methods of data collection describing managerial 

work, several methods of statistical analysis that have been described to analyze the data, including 

multivariate techniques of cluster and factor analyses, are summarized. 

Data Collection Methods 

In addition to the considerations of appropriateness of the sample and the focus of the approach, 

mentioned above, a third consideration is the method of data collection. In a review of 30 studies 

examining managerial work completed in the years 1964 to 1982, Hales (1986) identified 7 different 

methods of data collection, citing interviews, questionnaires, self-reported diaries, and observation as the 
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most frequently used methods of data collection. Schippmann (1999) groups approaches to job analysis into 

two categories, rational and empirical: 

Rational approaches rely on interviews, focus groups, and observation to collect information that 

is then deductively interpreted to create descriptions of the target work domain", while 

"( e )mpirical approaches require on gathering data primarily from questionnaires, and use 

quantitative methods in concert with qualitative procedures to ... describe the target domain (p. 1 0). 

The following discussion of data collection methods is organized using the rational and empirical 

terminology and, when appropriate, cross-referencing the approach with authors discussed previously in the 

summary of functional models of managerial work. 

Rational data collection methods. One of the earliest methods used to describe work activities is 

the critical incident technique (CIT) described by Flanagan (1954). The CIT developed as an outgrowth of 

behavioral studies at the Aviation Psychology Program of the U.S. Army Air Forces in Word War II, 

designed to develop procedures for the selection and classification of aircrews. The CIT consists of a set of 

procedures designed to collect direct observations of human behavior in a way to use the observations to 

solve specific problems and to generalize to broader psychological processes. In its application to job or 

work analysis, the CIT consists of selection and observation of work during a single, important, or critical 

incident occurring at work. The incident and the actions of the worker is then documented in detail, either 

orally or in written form, by the worker. The detailed description is then analyzed qualitatively to identify 

the behaviors and activities that were most substantive to the effective performance of the worker. The CIT 

has two basic principles: first, critical incident report is based on factual occurrences work behaviors, rather 

than interpretations, perceptions or opinions; and second, reporting should be limited to the behaviors that 

make a significant contribution to the activity. 

While a valuable tool in examining the work of a single employee, the CIT's usefulness for 

developing a description of work activities and behaviors that can be generalized to a broader population of 

managers meets with several problems. First, a trained, competent observer (or multiple observers) is 

required to observe the manager. Second, given the variation in work activities, it is difficult to match 
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critical incidents for consistency between managers in order to derive a valid description of 1 t lt~pl ~ '"~ ·~"~~ 

activities. Third, the need for an outside observer and multiple observations to build a managerial JO 

description creates tremendous costs associated with data collection and may limit the sample . z .~ ·1n-i ll1w. 

representativeness, thus limiting the ability to generalize the results to the broader populatio 1 . • :nc1d v I 1· 

subjective nature of analysis of the critical incident increases the possibility for faulty inferenc .::; J 

generalizations ofthe study's results (Flanagan, 1954, p. 345). 

Stewart's early studies of management behavior relied heavily on the use of self-repork rJw, Je·, 

(1965). Stewart used the diaries as a means of studying similarities in, and differences betw~L· . n'~ t ::~·- .. 

jobs (p. 228). The format of the diaries varied between the studies and subjects. Stewart had }Jf., !lhtc "' 

one study document activities throughout the day during a specified time period, e.g., one w .ck < )r o,, 

month . A second type of diary recorded actions and attempted to classify the actions by their· o.' ·~..~• h' • 

timeframe, and in the context of how many employees were involved. All of the subjects underv ~m 

training in using the self-reported diaries before beginning 

Stewart (1965) identified several for using self-reported diaries. For example, the us o.~· d, '· Je ·· 

greatly increased the possible coverage of numbers of managers and locations of industrial c.:Attn,J-:'· ••· 

addition, the classifications of activities are made by the manager who knows his job best, i . :., ; ·. 111 ·'-' I 

contributing to the overall content validity of the instrument. Stewart reported that all time and d•~t V• ' tc. 

can be recorded, while an observer may be excluded from confidential discussions. Stewart ··l ·oKI<'11i ~ hr I 

problems with the diary method similar to use of the CIT, namely, limitations in comparability •. A r·.c: v ··l ;e 

recorded and variations in interpretation of the diaries. In addition, Stewart acknowledged that t l1 e" · •A; n 1 "' 

always be unreliability in recording, even with training before data collection. 

In addition to self-reported diaries, Mintz berg ( 1970, 1990) used the process of struct~1rc · 

observation to study managerial work. Mintzberg defined structured observation as "a methodol g'v whtcl' 

couples the flexibility of open-ended observations with the discipline of certain types of struct rel J. 1 

(1970, pp. 211-212), in which a trained researcher observes the manager as he performs his .nr , , .. ~·X •r ·,;, 

the tasks and activities, and categorizes the recorded task or activity, simultaneously with the nd<. ,,,, · 
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Later, the observations are summarized in records organized by chronology of work, type of 

correspondence, and types of contacts with workmates. The organized observation records can then be 

analyzed for patterns of behaviors and activities. 

Building on the use of structured observations by Mintzberg (1975/1990) and Kotter (1982), 

Luthans, Rosenkrantz and Hennessey (1985) studied the behaviors of 52 managers in three different 

organizations over a two-week period. The study was purposely aimed at overcoming the problem of small 

sample size noted in criticisms ofboth Mintzberg (1973, 1975/1990) and Kotter's (1982) previous works. 

Luthans et al. used two measures to gather data: a structured observation process and a promotion index 

developed by the primary author in previous work (Luthans & Lockwood, 1984 ). They concluded that 

observational data can be feasibly gathered in natural settings and that the data can be used to perform 

statistical analysis and draw logical conclusions. 

Mintzberg identified the richness of detail produced by structured observations as the technique's 

greatest strength (1 970), producing homogenous categories that could be easily compared between 

subjects. Mintzberg also acknowledged several limitations of and difficulties in using structured 

observation. \Vhile he concurred with the problem of severely restricted sample size, previously identified 

by Stewart (1965), Mintzberg postulated that the problems arising from insufficiently trained or 

inexperienced observers, and their exclusion from confidential sessions could be overcome with careful 

research design and subject selection. Mintzberg (1970) briefly addressed the possibility for a Hawthorne 

effect (Roethlisberger & Dickson, 1939), i.e., the unanticipated results due to the presence of a confounding 

variable, in this case the researcher. However, Mintz berg concluded that the effect was minimal because 

structured observation was used to study the content of managerial activities and "in general, the basic 

activities of any manager's week do not change because of any single activity'' (Mintzberg, 1970, p. 1 03). 

Martinko and Gardner (1985) reviewed multiple authors' use of the structured observation and 

identified limitations associated with that method of data collection. Limitations included small sample 

size, variability in reporting internal reliability checks due to the narrative and subjective data, coding 
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methodology, i.e. , converting the activities into data that can be statistically analyzed, and conceptual 

problems in designing the observations. 

Empirical data collection methods. While structured observations provide a wealth of detailed 

information describing managerial work, they do not lend themselves to statistical analysis due to difficulty 

in coding (Martinko & Gardner, 1985). The lack of statistical analysis has limited researchers' abilities to 

generalize the results to the general population. Recognizing the need for standardized methods and 

instruments to gather information, various authors have developed a variety of questionnaires, e.g., written, 

verbal, most recently, computer-based. 

Task Inventories. A task inventory is a listing of all work activities performed to complete one or 

more jobs, with each activity commonly referred to as a task (Brannick & Levine, 2002). Task inventories 

have been used since the early 20th century, dating back to trade analysis that used lists of activities 

performed in a trade (Allen, 1919, cited in Gael, 1983). 

One of the earliest instruments measuring managerial work was a questionnaire developed by 

Hemphill (1959). The executive position questionnaire contained 575 items and was used with a sample of 

93 executives in 5 U.S. companies to describe their positions. The data were analyzed using an unspecified 

method of multivariate analysis to yield Hemphill's 10 'position elements' of executive work. Pheysey 

(1972) later reduced Hemphill's original questionnaire to 300+ items and used it to describe 'positional 

elements' ofmanagerial work. 

While Mintzberg's original research (1973) used structured observations and interviews, 

subsequent researchers who followed used his 10 role model as the basis for their questionnaires. Lau, 

Newman, and Broedling (1980) developed an instrument containing 50 managerial role items and 30 

managerial skill items. This instrument was used by Lau and Pavett (1980) to compare the roles and skills 

of private and public sector managers. After revisions, Pavett and Lau used the instrument to compare 

managerial work across two sectors (1983) and across hierarchical level and functional specialty ( 1985). 

Roemer (1996) adapted the instrument further in her study ofhospital managers. Roemer added 5 skill 

categories to Pavett and Lau' s 11 managerial roles ( 1985), based on the results of a pilot study and the 
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skills described by Katz (1955). The five skills added by Roemer were communication, operations, 

financial control, interpersonal relations, and strategic assessment, for a total of 16 managerial work roles 

and skills. Roemer developed a 75-item questionnaire describing the aforementioned roles and skills. 

Subjects ranked their perceptions of the importance of each of the items using a 5 point Likert-type scale. 

As described previously, White (1998), Elliott(1999), and Schafer et al. (2000) used Roemer's 

questionnaire as the basis for their research which examined the managerial work of physical therapist 

managers. 

Position Analysis Questionnaire. Research conducted at Purdue University produced the Position 

Analysis Questionnaire (PAQ) (McCormick, Jeanneret, & Mecham, 1972). The PAQ was a successor to an 

earlier instrument called the Worker Activity Profile (WAP) (Gordon & McCormick, 1963). The PAQ is a 

standardized, structured job analysis questionnaire containing 195 items or job elements. The elements are 

not job tasks. Rather they represent general work behaviors, conditions, or job characteristics (Gatewood 

and Feild, 1994). Items on the PAQ are organized into six basic divisions: (a) information input, (b) mental 

processes, (c) work output, (d) relationships with other persons, (e) job context, and (f) other job 

characteristics. The W AP/P AQ has been extensively tested for validity and reliability with a wide spectrum 

of jobs and workers (Prien & Ronan, 1971 ), making it one of the most established off-the-shelf job 

measures available. 

Functional Job Analysis. The Functional Job Analysis (FJA) (Fine & Wiley, 1977) presents a 

system of defming and measuring workers' activities, using standardized, controlled language for 

describing and measuring tasks performed on a job by a worker. The FJA gathers two types oftask 

information: what the worker does and how the task is performed. A job analyst or group of subject matter 

experts use the FJA to describe what the worker does, not what gets done, using the standardized 

terminology and structure outlined in the FJA. Instead of a standardized questionnaire, like the PAQ, FJA 

terminology and structure can be individualized for differing jobs. 

Questionnaires have both strengths and weaknesses. Using a questionnaire allows the researcher to 

reach a much larger sample in a wide geographical distribution with a lower associated cost and demand for 
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the researcher's time. Questionnaires insure anonymity that can encourage honest responses, controlling a 

potential Hawthorn effect of observation or interview (Portney & Watkins, 2000, p. 286). The instrument is 

standardized, i.e., stays the same for each subject, and thus reduces the variability in questioning that can 

exist between raters and between raters and subjects. The questions can be developed and coded a priori, 

making data input and analysis possible. On the other hand, the questionnaire's standardized format may 

limit its usefulness in the data collection process. Standardized questions lack flexibility in detecting subtle 

differences in job tasks and roles that vary between managerial positions and job settings. Portney and 

Watkins (2000) cite the potential for misunderstanding or misinterpretation of questions or response 

choices as the primary disadvantage of questionnaires. In addition, the questionnaire's anonymous format 

does not allow the researcher to ask clarifying questions to confusing responses. 

Acknowledging the limitations in flexibility demonstrated by questionnaires used for data 

collection, Martinko and Gardner (1985) suggested combining complementary rational and empirical 

methods within a study. They suggested a study format that included several steps, beginning with 

observation and/or interviews to gather narrative data, which are then distilled and coded into a more 

standardized, quantitative format. The questionnaire can then be distributed to a larger sample to increase 

the representativeness of the data collected to be used in subsequent data analysis. 

Data Analysis Methods 

Once the data describing managerial work are collected, they must be analyzed in a systematic 

fashion. In the studies describing managerial work using rational or qualitative methods of data collection 

(summarized above), analysis is limited to descriptive statistics and frequencies of observations. Stewart 

(1965) summarized the self-reported diaries of managers in terms of frequency of events, their duration in 

hours and minutes, and identification of other people involved in events. Mintzberg ( 1970) summarized and 

reported the results of the structured observations in terms of the frequency and duration of events, as well. 

Contact records detailing meetings, telephone calls, and tours were classified using descriptive 

characteristics such as purpose, participants, duration, and the location of the contact. Contacts were then 
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summarized using frequency measures, i.e., the number of occurrences by manager and the percentage of 

time spent in contact activities. 

As mentioned previously in the section summarizing methods of data collection Luthans et al. 

( 1985) combined rational and empirical methods of data collection, using two measures to gather data: a 

structured observation process to record managerial activities and a promotion index developed by the 

authors to quantify managerial success. This combination of data collection methods enabled the authors to 

use more sophisticated statistical methods to analyze their data. The authors began their study by having 

trained observers determine the frequency of the managers' behaviors in the natural setting using the 

Leader Observation System (LOS), which is a standardized paper-based questionnaire. The managerial 

behaviors were then ranked by the frequency of their performance, as recorded by the observers. In the 

second step, the authors measured managerial success by using a promotion index that was hybridized from 

work by Hall (1976) and a promotion ratio used by McCall and Segrist (1980). After completing the 

ranking, Luthans et al. used hierarchical multiple regression analysis on each of ll ranked managerial 

activities to predict the level of managerial success. 

Lau and Pavett (1980) also used a hybrid approach to data collection and analysis. The authors 

carried out preliminary interviews to develop a list of knowledge, skills, and abilities that were viewed as 

important to managerial effectiveness. The list was combined in a questionnaire based on the 1 0-role and 

skill model developed by Mintzberg (1975). Lau and Pavett analyzed the data using factor analysis to 

discover the underlying structural properties of managerial activities, skills, knowledge and abilities across 

the private and public sectors. Factor analysis was used to test the content validity ofMintzberg's 10-role 

model. The authors then examined the factor-analyzed dimensions for correlations between the two job 

sectors using Spearman correlation coefficients. In another study examining similar data for differences 

between hierarchical levels of management, Pavett and Lau (1983) first used a split-sample factor analysis 

to examine the reliability of the data. The authors tested the data for differences between hierarchical levels 

using analysis of variance (ANOV A) and student t-tests. In a follow up study, Pavett and Lau (1985) added 
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(Cronbach) alpha coefficients to test the inter-item reliability of the results of factor and correlation 

analysis. 

Roemer's (1996) analysis of perceived competence among hospital middle managers built on the 

methods of data collection and analysis described by Lau and Pavett ( 1980) and Pavett and Lau (1985). 

Roemer reported that the 75 items contained in the questionnaire used in her study "were grouped by roles 

and skills" (p. 212). However, she did not report the method, statistical or otherwise, used to group the 

items. The groupings were then "tested using alpha coefficients" (p. 212). Again, Roemer did not report the 

statistical method used for testing, nor did she mention the purpose of testing. 

In a methodological study analyzing the validity of a role-based measure of managerial 

performance, Welbourne (1998) used exploratory factor analysis in the pilot phase of the instrument (a 

written self evaluation) development, as well as confirmatory factor analysis to examine the discriminant 

validity of the measurement instrument. The author tested the responses for internal (instrument) reliability 

using (Cronbach) alpha coefficients. 

The research completed to date that examined the managerial competence of physical therapist 

managers has been built largely on the instruments developed by Lau and Pavett (1980), Pavett and Lau 

( 1983 and 1985), and Roemer ( 1996) and has followed similar methods of statistical analysis to examine 

the validity and reliability of the data. Elliott (1999) used factor analysis to discover the underlying 

properties of the data set in describing managerial roles and skills. She analyzed the data for internal 

consistency reliability using Cronbach's alpha coefficient. Carman (1999) used analysis of variance 

(ANOVA) to test the data for differences of managerial roles and skills between hierarchical levels of 

management. 

In summary, methods of data collection and analysis used in studies examining managerial work 

yield several consistent threads. First, the best approach to describing managerial work involves 

components of both qualitative and quantitative data collection. Qualitative methods of data collection, 

such as self-reported diaries, structured observations, and focus group interviews, are useful in preliminary 

stages to generate ideas for potential work tasks and behaviors to be included in the study. Standardized 
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criteria can then be incorporated into quantitatively measured tools and analyzed for validity and reliability 

using accepted statistical procedures, from which the results can be generalized to the broader population. 

Defining and Describing Managerial Competency and Competence 

Attention now turns to summarizing the literature describing the managerial competencies 

required to successfully perform or complete the previously identified tasks and/or behaviors. Before 

identifying the competencies required by the hospital-based physical therapist manager, the literature 

defining competence and competency must be understood. A summary of the literature describing 

managerial competency, and specifically competency among healthcare managers will follow. A review of 

the literature describing methods used to measure competency follows. 

Why Define Competency? 

In Chapter I of this study, the investigator raised the issue of the importance of studying 

competencies among hospital-based physical therapist (PT) managers to four key stakeholders: health care 

employers, PT managers (employees), PT educators, and finally the professional organization representing 

PTs, the American Physical Therapy Association. Given the importance of competency assessment to these 

key stakeholders, it is crucial that the discussion of competency begins with a clear definition of the word 

competency. At the outset of his discussion of the definition of competency, Woodruffe (1993) stated: 

Without precise definition: 

the person wanting to specify an organization's competencies has no clear idea of what is 

being looked for. No technique for identifying competencies can be employed successfully 

amidst a general confusion over what a competency is. 

there can be no theoretical contribution to what causes individuals to have or to lack a 

competency and no theoretically based advise on whether they can be developed (p. 29). 
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Without a clear definition of competency at the outset, we are in a situation similar to that of Alice and her 

conversation with the Cheshire cat: (Carroll, 1976) 

"Would you tell me, please, which way I ought to go from here?" 

"That depends a good deal on where you want to get to," said the Cat. 

"I don't much care where ---," said Alice. 

"Then it doesn't matter which way you go," said the Cat. 

"---so long as I get somewhere," Alice added as an explanation. 

"Oh, you' re sure to do that," said the Cat, "If you only walk long enough" (pp. 71-72). 

Defining Competency 

Many obstacles block the arrival at a clear, concise definition of competency. The plethora of 

conflicting definitions presented in the literature create difficulty summarizing and producing a single 

defmition of managerial competence. In addition, the terms competence and competency are frequently 

used interchangeably or with different meanings. After reviewing the volumes written about competency, 

two dichotomies in definitions became apparent. First, competency defmitions may be based either on the 

job itself or on the person performing the job. A second dichotomy exists within the person-based 

definitions. Authors tend to define competence either in terms of performance of specific skills or activities 

by an individual or as characteristics or traits possessed by an individual. Figure 4 summarizes the 

dichotomies found in conceptual frameworks describing competency. Discussion of each component 

follows. 
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Competency Definitions 

Job-based definitions: 
- emphasize the work itself 
- identify key job tasks 
- specify requirements necessary 

for carrying out tasks 

Characteristic or trait-based: 
- emphasize personality traits 

responsible for performance 
- uses personality profiles to 

describe the person 

~ 
Person-based definitions: 
- emphasize the person performing the 

work 
- identify personality characteristic 

traits and behaviors used in job 
performanl 

Skill or Performance-based: 
- emphasize skills used or performance 

of skills needed for success in work 
-uses activity profiles to describe the 

person's performance 

Figure 4. Dichotomous relationships in competency definitions 

Job-based vs person-based definitions. Job-based defmitions concentrate on identifying the 

technical requirements of managerial work, specifying key tasks and what is necessary for carrying out 

such tasks (Holmes & Joyce, 1993). Job-based defmitions contain descriptions of job requirements and 

roles, while person-based definitions consider a manager's performance to be the expression of key aspects 

of the person who occupies the managerial role/job in question (Holmes & Joyce, 1993). Person-based 

definitions contain descriptions of the employee' s personality, traits, and behaviors. lies (1993) captured 

this conflict as follows: "the term also shows some conceptual ambiguity, sometimes referring to an action, 

sometimes to an underlying ability to act, sometimes to the outcome or the result of actions" (p. 73). 

Woodruffe (1993) further clarified the dichotomy, stating that ''the distinction is between the aspects of the 

job that have to be performed competently; and what people need to bring to the job in order to perform the 

aspects to the required level of competence" (p. 29). 

The investigator in this study decided to clarify the confusing notions of job-based and person-

based competency definitions by separating the two concepts entirely. In this study, job-based competency 
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definitions are supplanted with the phrase 'managerial work', used to describe the managerial work 

activities performed by hospital-based physical therapist managers. A proposed model describing the 

managerial work of the hospital-based physical therapist manager is presented at the end of the literature 

review in Table 6. 

Having already addressed job-based competency, the remainder ofthis section of the literature 

review focuses on person-based competencies. However, within person-based defmitions of competency, 

another dichotomy exists. Person-based competency definitions emphasize either (a) traits and/or 

characteristics possessed by the manager, or (b) the skills and performance of skills by the manager (see 

Figure 4). 

Trait/characteristic-based vs skilVperformance-based definitions. Trait or characteristic-based 

definitions of competency include personality and character traits describing what or who the manager is. 

Boyatzis (1 982), Powers (1987), and Holmes and Joyce (1993) included standardized psychological tests to 

identify the characteristics and traits responsibie for managerial success. In contrast to the 

trait/characteristic-based definitions, which describe who the manager is, skilVperformance-based 

defin itions describe the manager in terms of what the manager does. Examples of skill or performance

based defmitions of competencies are used by Woodruffe ( 1993 ), the Joint Commission on Accreditation of 

Healthcare Organizations (JCAHO) (1996), and Parry (1996, 1998). Iles (1993) asserts that UK 

competence models stress performance of activities, while US models, "stress on competence as an 

'underlying characteristic' which may lead to effective or superior performance" (p. 73). 

The investigator in this study selected skill or performance-based rather than characteristic or trait

based competency definitions based on the practicality of testing the definitions in a work setting. The 

rationale for the selection is discussed below. Employers can use standardized personality profiles, such as 

the Thematic Apperception Test (Murray, 1938), the California Psychological Inventory (Goodstein & 

Schrader, 1963), or the Myers-Briggs Type Indicator (Gardner & Martinko, 1996), during the selection 

process in order to match the potential employee with pre-determined personality traits identified as needed 

for the job (Gardner & Martinko). Using personality profiles in the selection of potential managers has a 
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certain pragmatic appeal. If the employer can identify the personality characteristics and traits possessed 

by successful managers, then the employer can select a job candidate that resembles successful managers, 

in terms of personality characteristics and traits. In addition, measures testing person-related characteristics 

and traits have the advantage of explaining the basis or motivation of employee performance. 

However, disadvantages and potential risks exist with the use of personality profiles in employee 

selection. In addition to the added expense and time involved in testing and interpretation of standardized 

personality profiles, the investigator of this study was not a behavioral psychologist and did not possess the 

qualifications needed to administer and/or interpret psychological tests. Furthermore, the question remained 

whether managerial traits or characteristics, once discovered, can be developed. In fact, trainers and 

behavioral psychologists would say personality traits cannot be developed, arguing that "many of the 

personality traits cited as management competencies are either inborn or cemented long before adulthood 

and not amenable to training" (Parry, 1996, p. 50). In addition to the disadvantages of added expense and 

time associated with testing personality traits and possible unresponsiveness to training once identified is 

the potential risk of litigation. Today, employers hesitate to use standardized personality tests in hiring 

because of accusations of discriminatory hiring practices based on race or fear of mental illness (Parry, 

1998). Finally, personality profiles and tests have limited usefulness in the context of the current study. The 

model of managerial work developed to describe the managerial work of hospital-based physical therapists 

is based on a functional, not behavioral, model of work. Therefore, the use of standardized personality 

profiles to test managerial competency was ruled out for this study. Instead, a skill or performance-based 

method of competency assessment was selected. 

Performance of specific job-related skills can be assessed through a variety of methods. These 

methods are explored in detail in a subsequent section of the literature review. The major disadvantage of 

skill or performance-based competency measures is that the assessment may not explain the motivation or 

basis of performance. This disadvantage notwithstanding, the investigator chose a skill-based method of 

competency assessment in this study for several reasons. First, the administration and interpretation of the 

assessment method does not require the specialized training of a psychologist. The use of a skill-based 

57 



method is congruent with the stated purposes of the study, examining the managerial work of the hospital

based physical therapist manager. Finally, the investigator assumed that hospital-based employers would be 

more likely to use a skill-based method of competency assessment than a personality-based assessment 

method. Therefore, the usefulness of the method and generalizability of methods and results are greater 

using the skill-based definition and method of competency assessment. Differentiating between the 

conceptual frameworks of competency assessment Gob or person-based and skill or trait-based) was critical 

to the next step of defming and differentiating competence and competency. 

Competency (or is it Competence?) 

A review of the literature describing competency, in general, and managerial competency, 

specifically, yielded one conclusion: none of the authors agree on its definition or use. However, upon more 

in depth review, several trains of thought became apparent. For example, authors tend to define 

competency either in terms of performance of specific skills or activities by an individual or as 

characteristics or traits possessed by an individual. 

Besides arguing whether 'competency' involves the performance of a skill or possession of a trait, 

the term 'competence' occasionally appears in management literature, serving to further confuse the 

discussion. Webster ' s College Dictionary defmes competence as ''the possession of required skill, 

knowledge or capacity" , and competency as synonymous with competence (Costello et al., 1992, p. 277). 

In its accreditation standards for hospitals, the Joint Commission on Accreditation of Health care 

Organizations (JCAHO) uses the terms competence and competency interchangeably as "a determination 

of an individual ' s capability to perform expectations" (JCAHO, 1996, p. GL-4). It is difficult from this 

definition to tell whether JCAHO is looking at the process of determining the individual's capabilities or 

the capabilities themselves. In his writings on competence and competency, Woodruffe (1993) offered 

thoughtful insights into clearing up the confusion between definitions of competence and competency. He 

differentiated the two, stating that competence is ''the aspects of the job at which the person is competent," 

while competency is ''the aspects of the person which enable him or her to be competent" (p. 30). Similarly, 

Ward (1995) distinguished competence from competency, stating that "the established set of knowledge, 
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skills, abilities, attitudes, values and judgments represent the individual competencies. If the individual 

performs the individual competencies to meet a pre-determined level, he or she is deemed 'competent' or 

demonstrates 'competence"' (pp. 198-199). Short echoes this sentiment, stating that "competence has 

normally been reserved for the quality or state of being which characterizes a person as being competent" 

(in Collin, 1989, p. 21). 

For the purpose of this study, the term competence was reserved for the process of assessment or 

measurement of various aspects of the job performance, while competency was used to describe aspects of 

the person performing the job. Having differentiated between competence and competency, we tum our 

attention next to defining competency. 

In the 1970s, the leadership of the American Management Association (AMA) presented the 

organization with the following question: "What are the characteristics that distinguish superior 

performance by working managers?" (Powers, 1987, p. 7). The AMA commissioned a behavioral research 

firm, McBer and Company, to engage in research aimed at answering this question. The findings of the 

study were published in the pioneering work, The Competent Manager: A Model for Effective Performance 

(Boyatzis, 1982), which describes and measures managerial competence. The text presented one of the 

earliest definitions of competency and the first example of the dichotomy that persists today. In describing 

the relationship that exists between competence and job performance, Boyatzis introduced slightly differing 

concepts of individual and job competencies, stating "(a )n individual's competencies represent the 

capability that he or she brings to the job situation" (p. 12). Boyatzis states that "an individual's 

competencies are necessary but not sufficient for effective performance in a job" (p. 20). Boyatzis quotes 

Klemp (1980) for a detailed definition of job competency: "A job competency is an underlying 

characteristic of a person which results in effective and/or superior performance in a job" (Boyzatzis, p. 

21). He then elaborates on Klemp's definition, adding that "a job competency is an underlying 

characteristic of a person in that it may be a motive, trait, skill, aspect of ones self-image or social role, or a 

body of knowledge which he or she uses" (p. 21). Boyatzis later reinforces that "competencies are ... 

causally related to effective and/or superior performance in a job" (p. 23). Thus, at the outset of the 
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competency debate, Boyatzis combined facets of characteristics, traits, knowledge, skills, and roles into in 

the definition of competency. Boyatzis further complicated the definition of competencies by introducing 

the terms 'threshold' and 'performance' competencies. Threshold competencies are basic requirements to 

carry out the job, but they do not differentiate between low and high performers. Performance 

competencies, on the other hand, do differentiate between levels of performance. Woodruffe (1991) 

commented on this confusion: " A problem with the distinction between threshold and performance 

competencies is that it is really a matter of degree, rather than of category" (p. 33). 

In his proposal for building competency models, Mansfield ( 1996) defmed a competency model as 

"a detailed, behaviorally specific description of the skills and traits that employees need to be effective in a 

job" (p. 7). Mansfield includes both skills and traits into his definition of competency. However, they are 

both expressed in behaviorally specific terms. 

While interest in competency assessment was steadily growing in the US, a similar push for 

quality management was developing in the United Kingdom (UK). The Management Charter Initiative 

(MCI) was formed in 1988 in response to concerns over the quality of management in the UK. Originally 

funded by the British government, MCI was the brainchild of a collection of non-governmental agencies 

and private employers. At the time of its inception, MCI had two main goals: (a) to campaign for better 

management training and development in the UK, and (b) to develop and promote the national 

Management Standards. In 1990, MCI developed the first two levels of standards for managerial practice to 

improve management performance (''MCI launches standards", 1990). The standards were developed 

through the 1990s, covering seven key areas of management. Managers in the UK can use the MCI 

standards as a guideline for both training and assessment in order to obtain progressive certifications in 

management levels. The standards are firmly based on the skills and roles of the British manager: managing 

activities, resources, people, information, energy, quality, projects and environmental performance 

(Management Charter Initiative, 2000). Within each of the seven standards are a collection of roles and 

behavioral ' competences' to be performed in order to obtain varying levels of management certifications. 
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Each of the competences contain detailed performance criteria, as well as lists of specific knowledge, to be 

included in assessment. 

Building on the framework developed by the MCI, other British governmental organizations 

developed competency standards, largely based on skills and behaviors. The National Council for 

Vocational Qualifications in the UK defined competence as "the ability to perform activities within an 

occupational area to the levels of performance expected in employment" (Reay, 1989, p. 36). The UK 

Training Agency defined competency as "a description of the thing which a person who works in a given 

occupational area should be able to do. It is a description of an action, behavior or outcome which a person 

should be able to demonstrate" (Holmes & Joyce, 1993, p. 90). 

Almost immediately following their presentation, the MCI standards met with conflicting 

responses as to their merit, in terms of both their ability to define and to measure managerial competency. 

In describing the evolution of the MCI standards, Day ( 1988) summarized MCI' s definition of competence 

as ''the ability to put skills and knowledge into practice - stress(ing) 'outputs' from the management 

development process" (p. 30). In promoting the need to develop a flexible range of tools to assess 

competency, Jacobs (1989) cited the ' typical' UK definition of competency as "an observable skill or an 

ability to complete a managerial task successfully'' (p. 33). 

However, several British authors criticized the MCI standards for their emphasis on observable 

skills and behaviors, with seeming disregard for the characteristics of the individual. Hornby and Thomas 

(1 989) contrasted MCI's definition of competence as "the ability to perform effectively the functions 

associated with management in a work situation" (p. 52), with their own defmition: ''the knowledge, skills 

and qualities of effective managers/leader" (p. 53). Holmes and Joyce (1993) wrote: 

competencies are treated as real characteristics of individuals, either observable or discoverable by 

the application of certain methods of assessment ... (i)t is essential to recognize that in using the 

term "competent" about an individual, we are not referring to some observable characteristic. It is 

not correct to reduce the meaning to performance terms (p. 40). 
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Iles ( 1993) concluded that most British models of competence describe job performance, while 

American models (based on Boyatzis' work) tend to frame competence in terms of personality traits that 

might predispose the manager to successful performance. Woodruffe's (1991, 1993) writings on 

competency appear to confmn Iles' (1993) comment. Woodruffe uses competency to refer to the 

dimensions of behavior that lie behind competent performance. "This is the person-related sense. A benefit 

of using the word 'competency' is that unlike work 'characteristics', which covers anything about a person, 

it is much more obviously tied to competent performance" (1991, p. 30). In a follow-up discourse on the 

meaning of competency, Woodruffe defined competency as "the set of behavior patterns which are needed 

to allow the incumbent to perform tasks and functions with competence" (1993, p. 29). This statement 

reinforces Woodruffe's earlier writings that competencies deal with the behaviors people need to display in 

order to do the job effectively and not with the job itself. 

While lies (1993) cited Boyatzis' (1982) emphasis on an individual's characteristics and traits as 

the basis of competency for American competency models, not all American efforts or authors would agree 

with lies' generalization. Beginning in 1992, the U.S. Departments of Education and Labor awarded 22 

grants to develop workplace-driven skill standards in various industries. One of the projects, the National 

Health Care Skill Standards Project (NHCSSP), developed and validated skill standards for health care 

workers. Health skill standards are statements that answer the following question: "What does a worker 

need to know and be able to do to contribute to the safe and effective delivery of health care?'' (Far West 

Laboratory, 1995, p. 1 ). The NHCSSP skill standards represent content standards, describing the 

knowledge and actions required by health care workers for successful performance of their jobs. They are 

not performance standards, which would specify a level of achievement. 

In response to growing demands from the private sector for more skilled workers, the U.S. 

Congress passed legislation in 1994 that created the National Skill Standards Board (NSSB), and set in 

motion an agenda to facilitate voluntary, unified standards for use in education and the workplace (NSSB, 

1998). Rather than create specific skill standards, as the MCI in the UK did, the NSSB acts as a facilitator 

for standard development, laying out the structure for skill standards, but leaving specific job skills to be 
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developed by industry partners. Skill standards contain a description of three tiers of critical work functions 

(core, concentration, and specialty) and their corresponding skills. Within the three tiers there are three 

broad classes of skills and knowledges: academic skills and knowledge, employability skills and 

knowledge; and occupational skills. Skill standards are to serve as a guide for worker training and 

certification. By 1998, the NSSB included input from 408 national organizations, representing 33.6 million 

workers (NSSB, 1998, p. 12). 

Citing a consensus statement generated by HR specialists attending a conference on competencies, 

American author Parry ( 1996) defmed competency as 

a cluster of related knowledge, skills and attitudes (K, S, A) that affects a major part of one's job 

(a role or responsibility), that correlates with performance on the job, that can be measured against 

well-accepted standards, and that can be improved via training and development (p. 50). 

To further clarify competency's definition, Parry (1998) contrasted competencies with traits/characteristics 

and skills/abilities. Traits and characteristics "consist of personality descriptors and distinguishing 

qualities" (p. 60), such as being creative, independent, flexible or disciplined. Skills, as defined by Parry, 

are activities that tend to be "situational and specific" (p. 60) to individual jobs, such as welding, sewing, 

and computing. Abilities, in Parry's framework, tend to be inborn- such as musical talent. Parry's 

approach to competency definition and assessment has very pragmatic implications, as most performance 

appraisals, wage and promotion programs focus on performance (or behaviors), not on personality 

characteristics and traits. 

In summary, this section examined varying competency defmitions, differentiating between job

based and people-based definitions, and further distinguishing between characteristic or trait-based 

definitions and skill or performance-based definitions. The development of competency definitions both 

domestic and in the UK were traced, noting the interrelationships and differences between the two trains of 

thought. Building on the preceding review of the literature, for the purpose of this study, competency was 

defined as the expression of an individual's capacity for success at one's job, demonstrated by the 

individual's behavior in his or her work. This capacity for success is based on a group of related 
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knowledge, skills and abilities that can be correlated with job performance. Competencies can be measured 

against standards. Competencies are generic and not specific to particular positions or jobs. The next 

section moves on from defining competency to reviewing various models describing managerial 

competency. 

Models Describing Managerial Competency(-ies) 

Building on a basic definition of competency, the next step is to expand the definition into a 

practically applicable model describing the competencies that managers need to demonstrate in order to 

judge managerial competency. Once again, a review of the literature demonstrates variability in the 

definition and contents of competency models. Boyatzis (1982) defined a model of managerial competence 

as "a theory of action as it applies to a management job" (p. 10). Mansfield's (1996) defmition of a 

competency model provided further clarification as "a detailed, behaviorally specific description of the 

skills and traits that employees need to be effective in a job" (p. 7). Pickett (1998) elaborated further on his 

description of competency programs stating that 

management competency programs are used to improve organizational results by insuring that 

critical core competencies required to effectively perform a role are identified. The knowledge and 

skills of people must be developed and matched with their current and projected future roles in the 

organization (p.l 05). 

While variations in competency models are inevitable, a thorough review fmds consistent patterns in the 

content. Most competency models contain some combination of traits, motives, roles and skills important to 

managerial work. This section of the literature review summarizes competency models found in general 

business literature, followed by descriptions of competency models in health care settings. 

Managerial Competency Models in Business Settings 

Models describing managerial competency have been developed and presented by multiple 

sources: academic settings, governmental and non-governmental agencies, management consulting firms, 

and proprietary companies in the business of performing managerial assessment, training and development. 

The literature demonstrates a wealth of British as well as domestic sources proposing competency models. 
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The following section presents a summary of selected competency models in chronological o · e1. I h, 

competency models discussed in this section are summarized in Table 3. 

Robert Katz. Robert Katz (1955) described three skills demonstrated by the effective ~x(~~ · ut ~., e 

technical, human and conceptual. Katz emphasized that his approach was based "not on what goo• 1 

executives are (their innate traits and characteristics), but rather on what they do (the kinds oi sk ;H v!• 1r n 

they exhibit in carrying out their jobs effectively" (1955, p. 3491). Katz differentiated manager 1w 1. ·.;kil '·· 

from traits, where skill implied an ability that can be developed, which is manifested in perforu:anc , .mo 

traits are innate. Technical skill implies an understanding of and proficiency in a specific kind ' 't \. ' r 11 ' 

while human skills refer to the executive's ability to work effectively as a group member and tn ···,cil 1 

cooperation. Conceptual skills were described as the ability to see the enterprise as a whole. 

Katz' three skills are not meant to be an exhaustive list of work activities. Rather, th ~'/ · · ~tu 

gestalt view of the requisite skills needed for managerial success. Katz stressed that these ski i1 : em· 'c l • 1.: 

developed in order to groom the manager for advancement within an organization. While Kat : u ~\;.. J " ~' -

word administrator, the examples used in his article represent middle to upper level managers 

While reducing the manager's job to three essential activities is appealing, Katz' mo< ~ t·l ,r: , 

directly lend itselfto testing. Several health care studies examining managerial work activ 'tit: \\ ·1 'l 

that expanded upon Katz' three-skill model for testing. These studies are reviewed in a subsu.JIJi_:•rl ""~ · :( 

of the literature review. 

Richard Boyatzis and the American Management Association. In the 1970s the Am~1 icJl ' 

Management Association (AMA) commissioned McBer and Company, a behavioral research !1 nr ;.' 

develop a model describing the "characteristics that distinguish superior performance by wm kmr 

managers" (Powers, 1987, p. 7). Richard Boyatzis (1982), chief executive officer of McB r a~1 d ( ·,, 

described the complex model derived by McBer in his book The Competent Manager: A Modt:l f'H 

Effective Performance. Boyatzis initially identified 20 competencies, grouped together into 5 -Jnst u , 

including specialized knowledge. These were subsequently distilled into 16 competencies grou p~;; c ,•g ·. il ., 

in four clusters in the AMA's Integrated Competency Model at the Skill Level. The four fma l c h, ~, l~ 
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included at the skill level are (a) goal and action management, (b) leadership, (c) human resources, and (d) 

directing subordinates. The AMA dropped Boyatzis' specialized knowledge cluster as their research was 

designed to focus on characteristics of performance rather than on whether outstanding performers 

possessed specialized knowledge. The full Integrated Competency Model is presented in Figure 5. 
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Figure 5. Integrated Model of Management Competences at the Skill Level (Boyatzis, 1982, p. 194). 
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Cynthia Pavett and Alan Lau. Pavett and Lau's (1985) research describing managerial work was 

discussed in detail in a previous section of this literature review. In their investigations of managerial work, 

they added three skill categories describing managerial functions. The skill categories are partially built on 

the nomenclature developed by Katz (1955/1984). Pavett and Lau added human, technical, and political 

skills to Mintzberg' s (1973) ten managerial roles. 

Leadership Effectiveness Framework. In the 1980s, the Graduate School of the United States 

Department of Agriculture developed the Management Effectiveness Framework (MEF) (Flanders & 

Utterback, 1985). The MEF was used by the federal Office of Personnel Management to assist 

organizations in identifYing managerial job requirements and skills and to help individuals and 

organizations assess their management strengths and development needs to develop effective managers. 

The model is divided into 12 functions and 10 competencies, also called effectiveness characteristics. The 

10 competencies are listed in Table 3. The MEF was later modified into the Leadership Effectiveness 

Framework (LEF) (Office of Personnel Management, undated). The LEF is a competency model for 

leadership development encompassing both management and leadership competency requirements. 

The organization of the LEF model is unique because it is the only model reviewed that identifies 

different competencies required at progressive levels of management. Atkinson (2000) explains the 

competencies required at various levels of management in her proposal for competency development 

among rehabilitation managers. The model is based on the premise that some basic competencies are 

required for all levels of leaders regardless of management level, and that competency development is 

progressive and cumulative in nature. Atkinson states there are first-level competencies required for 

supervisors, mid-level competencies required of managers, and higher-level competencies required by 

executives. Atkinson postulated that "basic, first-level and mid-level competencies are in fact management 

competencies, while some of the mid-level and higher level-ones are leadership competencies (p. 253). 

The progressive and cumulative nature of competency development in the Leadership Effectiveness 

Framework is illustrated in Figure 6. 
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LEADERSHIP EFFECTIVENESS 
FRAMEWORK (LEF) 

FORMERLY THE MANAGEMENT EXCELLENCE FRAMEWORK (1'v!EF) 

SUPERVISORS 

First-Level 
Competencies 

Managing 
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Conflict Management 
Team Building 

Intluencing/Negotiating 
Human Resources 

Management 

MANAGERS 

Mid-Level 
Competencies 

Creative Thinking 
Planning & Evaluating 
Customer Orientation 
Management Controls/ 

Integrity 
Financial Management 

Technology Management 

FIRST-LEVEL 
COMPETENCIES 

BASIC COMPETENCIES 
Oral Communication 
Written Communication 
Problem-solving 

Leadership 
Interpersonal Skills 
Self-direction 

Figure 6. Leadership Effectiveness Framework (Atkinson, 2000, p. 258). 
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Mary Stewart Hall. Mary Stewart Hall (1994) developed a curriculum for executives in non-profit 

organizations at Seattle University. In the curriculum, she identified 70 competencies grouped in seven 

categories, which include the following: (a) using effective personal and interpersonal behaviors, 

(b) creating vision and establishing direction, (c) managing the organization, (d) creating and maintaining a 

client focus, (e) building a competent, diverse and empowered workforce, (f) encouraging external 

cooperation and understanding, and g) developing resources. Stewart Hall did not report empirical studies 

using the 70 competencies she outlined. 

Scott Parry and Training House, Inc. Training House, Inc. is a nationally recognized consulting 

firm specializing in employee assessment and training. The organization's work in testing and development 

is based on the competency definition explained by Parry (1996, 1998) in the previous section of this 

literature review, and on a competency model flowing out of the competency definition. Training House's 

model consists of 12 core competencies, grouped into four clusters: (a) administrative, (b) communication, 

(c) supervisory, and (d) cognitive. The complete list of competencies is summarized in Table 3. 

In articulating the development of Training House's competency model, Parry argues that most 

core management competencies are generic and apply to most managers, regardless of function or type of 

organization ( 1996). He states that long, detailed lists of competencies, after close examination, often 

contain overlapping competencies that are mixed with skills, traits and other attributes. As noted 

previously, the definition of competency used by Training House emphasizes knowledge, skills and 

attitudes (Parry, 1996). Parry linked the implications of an employee's possession of competencies to 

behaviors, outputs, and results (Figure 7). 
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People have and get 
COMPETENCIES 

(combination of knowledge, 
skills, attitude) 

We apply these in the form 
of 

BEHAVIOR 
(actions, thoughts, 

feelings) 

Our behavior produces 
OUTPUTS 

(products and services) 

How this is done yields 
RESULTS 

(criteria for managing the 
prior three steps) 

Figure 7. The Implications of Competencies as a Basis for HR Management (Parry, 1996) 

Parry proposed that effective human resource (HR) management is built upon the identification of 

necessary competencies and their assessment through the observation of employee behaviors and outputs. 

The results of the assessment can then be used for future development of competencies to ensure individual 

and corporate success. 
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SkillsNET Corporation. SkillsNET is a management consulting firm specializing in job analysis 

and the identification of skills and knowledge necessary to perform jobs. The organization's principal 

product, Skill Object Designer™, is a seven-step software application used in job analysis and skill object 

design. The SkillObject process builds on a model predicting employee performance based on 

identification of the critical work functions performed by the employee, as well as the knowledge, skills, 

abilities, and other tools (KSAOs) required to perform the job. The capacity for the individual's success in 

the position is based on the combination of the influencing factors of the critical work functions and the 

KSAOs, which, in turn, determine the individual's behaviors or actions. In other words, the individual 

employee's behaviors or actions in the work place are based on the employee's capacity for success. The 

individual's behavior, in turn, determines the employee's job performance. In a 'pure' environment, an 

individual's capacity or KSAOs should accurately predict behavior or outcomes. However, acknowledging 

that no individual works in a pure environment, the model adds the effects of internal and external 

confounding factors. Internal confounds include organizational restraints, such as policies and procedures, 

or the influence of other departments or individuals that influence the individual's capacity for success. 

External confounds include market and regulatory restraints on the individual's capacity for success. This 

model is summarized in Figure 8. 
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Figure 8. Predicting individual performance based the influence of critical work functions and KSAOs (M. Brown, SkillsNET, 2000). 



Similarities exist between the Training House model, which identifies the influence of 

competencies on human resource management, and the SkillsNET model which identifies the influence of 

critical work functions and KSAOs on work performance. Both models identify the influence of skills and 

knowledge on the employee's performance. The Training House model identifies the combination of 

knowledge, skills and attitudes as competencies and, as mentioned previously, identifies 12 core 

competencies common to all managerial work. Unlike Training House, SkillsNET has not identified a 

single, universal list of competencies that determines job performance. Instead, each job has a unique 

combination of critical work functions and KSAOs that determine employee performance. 

British efforts and the Management Charter Initiative (MCI). As mentioned previously, the 

Management Charter Initiative (MCI) was formed to campaign for better management training and 

development in the United Kingdom (UK) and to develop and promote the national Management 

Standards. Managers within the UK can use the detailed MCI standards as a guideline for both training and 

assessment in order to obtain progressive certifications in management levels. The standards are firmly 

based on the skills and roles of the British manager: managing activities, resources, people, information, 

energy, quality, and projects (Management Charter Initiative, 2000). Within each of the seven standards, or 

key roles, are a collection of roles and behavioral 'unit competences' to be performed in order to obtain 

varying levels of management certifications. Each unit competence is further broken down into a small 

group of detailed performance criteria, as well as into lists of specific knowledge, to be included in 

assessment. The complete list of the seven key roles and unit competences are listed in Appendix A. Upon 

reviewing the MCI' s key roles, it can be seen that the unit competences are very specific skills, possibly 

specific to particular jobs. 

Before the MCI could generate its complete set of generic companies, several British companies, 

acting independently, developed their own models describing managerial competency. British Petroleum 

(BP), for example, used job analysis methodologies (critical incident theory and repertory grid) to sample 

senior managers to identify key behaviors they associated with effective managerial performance (Greatex 

& Phillips, 1989). BP identified 13 competencies, which they grouped together in 4 clusters: 
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(a) achievement orientation, (b) people orientation, (c) judgement, and (d) situational flexibility. Widely 

recognized as a leader in management development in the UK, Cadbury Schweppes had already been 

working for ten years to identify managerial activities and competencies at the time MCI rolled out its first 

list of unit competencies (Glaze, 1989). Using assessment center methodology to collect data on managerial 

activities and cluster analysis to aggregate the data, Cadbury Schweppes identified six clusters that 

characterized managerial competencies responsible for managerial excellence: (a) strategy, (b) drive, 

(c) influence (relationships, persuasion, leadership, and followership ), (d) analysis, (e) implementation, and 

(f) personal factors. 

Dulewicz (1989) took the average of"self' and "boss" ratings on each of 40 basic competencies. 

The author derived the 40 competencies from a review of assessment center literature and his own previous 

research. Using factor analysis to examine the 40 competences, Dulewicz produced 12 independent 

dimensions of managerial performance, which the author labeled 'supra-competences'. The 12 supra

competences were grouped into four main headings: (a) intellectual, (b) interpersonal, (c) adaptability, and 

(d) results-orientation. 

The nine competency models found in business settings presented above are summarized in Table 

3. Upon reviewing the table, the reader may initially be struck by the lack of consistency in the scope and 

detail of competency models. Models range from containing as few as 3 competencies (Katz, 1955/1974) to 

as many as 21(Atkinson, 2000). The content of the competency models is equally variable, containing any 

combination ofknowledge, skills, attitudes, traits, and behaviors. 
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Table 3 

Summary of Managerial Competencies in Business Sector by Author(s) or Organizations 

----------------------------------~~··--~. " -

Work Role 
or Task 

Katz 
(1955/1974) 

Human skill 

Technical 
skill 

Conceptual 
Skill 

Author Name(s) and Publication Date 

Boyatzis 
(1982) 

Goal and action 
management 

Leadership 

Human resource 

Directing 
subordinates 

Focus on others 

Specialized 
knowledge 

Powers (AMA) 
(1987) 

Goal and action 
management 

Leadership 

Human resource 

Directing 
subordinates 
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(1985) 
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Table 3 (continued) 

Author Name(s) and Publication Date 

Cad bury Dulewicz Leadership Stewart Hall Parry 
Schweppes (1989) Effectiveness (1994) (1998) 

(Glaze, 1989) Framework 
(Atkinson, 2000) 

Strategy Intellectual: Conflict Using Administrative: 
- strategic Management effective -time 

Work Drive perspective personal and management and 
Role or - analysis and Creative thinking interpersonal prioritizing 

Task Influence judgement behaviors - setting goals and 
- Relationships - planning and Customer standards 
-Persuasion organizing orientation Creating - planning and 
- Leadership vision and scheduling work 
- Followership Interpersonal: Decisiveness establishing 

- managing staff direction 
-persuasiveness External Communication: 

Analysis - assertiveness Awareness Managing the - listening and 
and decisiveness organization organizing 
- interpersonal Financial - giving clear 

Implementation sensitivity Management Creating and information 
-oral maintaining a -getting unbiased 
communication Flexibility client focus information 

Personal factors 
Adaptability: Human Resource Building 
- adaptability and Management workforce Supervisory: 
resilience -training, 

Influencing/ Encouraging coaching and 
Negotiating external delegating 

Results cooperation - appraising 
Orientation: Interpersonal people and 
-energy and Skills Developing performance 
initiative resources -disciplining and 
- achievement Leadership counseling 
motivation Management 
-business sense Cognitive: 

Managing - identifYing and 
Diverse solving problems 
Workforce -making 

decisions, 
Oral weighing tasks 
Communication - thinking clearly 

and analytically 
Planning and 
Evaluating 
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Work 
Role or 

Task 

Author Name(s) and Publication Date 

Leadership 
Effectiveness 
Framework 
(Atkinson, 2000) 

Problem Solving 

Self-Direction 

Team Building 

Technical 
Competence 

Technology 
Management 

Vision 

Written 
Communication 
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Managerial Competency Models in Healthcare Settings 

While the topic of managerial competency has been explored extensively in industrial settings, 

there are few similar studies available in the healthcare literature. Studies describing necessary 

competencies for nurse managers are the most numerous, with a few studies available looking at healthcare 

managers outside nursing, and only one study examining the competencies of physical therapist managers. 

This section of the literature review summarizes the available literature identifying and describing the 

competencies needed by healthcare managers to perform their jobs. The competency models or lists of 

competencies from this section of the literature are summarized in Table 4. 

Nursing managerial competencies. In one of the earliest texts on nursing management, Ganong 

and Ganong (1 980) identified three categories of nursing management behavior: patient care, operational, 

and human resource. Ganong and Ganong identified various work tasks in each of the three categories, but 

did not explore the knowledge, skills or abilities necessary to perform the work tasks. Beginning in the 

1980s, many studies found in the nursing management literature focused on nursing effectiveness, i.e., 

identifying the skills and traits that made nurse managers effective in their jobs (Freund, 1985; Moore, 

Biordi, Holm & McElmurry, 1988; Patz, Biordi, & Holm, 1991). In 1985, Freund surveyed chief executive 

officers (CEOs) and directors of nursing (DONs) in 250 hospitals. The survey consisted of one open-ended 

question asking what made DONs effective. Effectiveness was not defined. The author analyzed the results 

and divided the responses into eight categories and then ranked the eight categories in importance by the 

frequency of responses to each. The eight categories, in order of importance from most to least important 

were: general management/health/nursing knowledge; human management skill; total organization view; 

CEO support; medical staff relations; flexibility/ negotiation/compromise; political savvy; and other. 

Moore, Biordi, Holm and McElmurry (1988) built on Freund's (1985) research examining chief 

nurse executive (CNE) effectiveness. These authors surveyed CEOs and CNEs using an instrument that 

listed characteristics of DON effectiveness described by Freund (1985). The CEOs and DONs were asked 

to rank the characteristics in order of importance. When comparing their results with Freund's, Moore and 

associates found that the top four characteristics were the same, but in different order for nurse executives, 
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while the top three characteristics were the same for CEOs, again in different order. The anth .•r~ '\)••l !u h. 

that ''the similarity of top characteristics in both studies indicates the consensus of executiv s . .. U). 1 t il\ 

skills necessary for effectiveness" (1988, p. 26). 

Patz, Biordi and Holm (1991) built on the prior work of Freund (1985) and Moore ct · l 

examine the effectiveness of middle nurse managers. Starting with the seven characteristic d .vd >pett ''') 

Freund, the authors adapted two of the effectiveness characteristics and added two others to c e~k e:1 tota! 1 t 

ten characteristics. General management/health/nursing knowledge were separated into t o d istin r 

characteristics, general management knowledge and general nursing skills. The second ch nu .. . ~~ : t' · 

"political savvy'', was modified to "good sense about organizational issues". The characte i s ~ · c. '( "11 

(chief nurse executive) support" and "fiscal management skills" were added. Moore and asso<· -1'1. -. 

surveyed CNEs and middle nurse managers (MNMs) from 104 teaching hospitals. The su · , L. · 1t 

one CNE at each facility. The CNE was asked to respond to the survey and then distribute add .tJdl1H• 

surveys to four MNMs on their staff. All of the respondents were asked to rank order each vf t il·' ~t:r 

characteristics on an ordinal scale from 1 (most important) to 10 (least important). Once agai; , 1'11L <;. 1 

(1990) found simi larities among the rankings of the top four items when compared to th ~;.~ r e-. r u; .- ." u :· 

by Freund (1985) and Moore et al. (1988) with human management skill, 

flexibility/negotiation/compromise, good sense about organizational issues (previously ca 1-·J ' he~. 1d · 

savvy), and general management knowledge consistently ranked among the top four for impurunce. 

In still another study building on Freund's (1985) work, Dienemann and Shaffer ( 99 ·, 1 :..ur .. ··· 

73 experienced and novice nurse managers about the relative importance of different ch;: rac1 ,._~r \sli .:':'l. ,1 · 

skills in effective job performance. The authors modified Freund's original characteristics j i,w ~-~ n• 

manner as Patz et al. (1991), and added "comfort with power to reward and sanction" tor ·cog 11ft· t \.: 

novice manager's difficulty in switching from being a clinician to a manager. Once again. l tl aH r-; l a H,n. 

and management skills ranked among the top four characteristics rated important by nurse un : ~ il' d. l la~~ .. >) 

The rank order of all the characteristics used in Dienemann and Shaffer's study in prese ted i ·r <- bh- l 

Across the four studies mentioned, the characteristics consistently ranked among the top fonr a•. i W1~, 
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important for nurse manager effectiveness were human relations management, management n ou 'II·.:"~ 

skills, and total management view. 

Dubnicki and Sloan (1991) branched out from Freund's (1985) framework describin _ nurse 

manager characteristics by conducting a pilot study to explore what characteristics are most l vp · c llv 

demonstrated by outstanding nurse managers. Using a structured interview process based or J -.• C ;1· al 

Incident Technique (mentioned previously), the authors asked 24 nurse managers, selected as )1Jt3t · ~1-.'l n I 

managers by their institutions, to identify and describe significant events in the past 2 years of th ~i.!· .• •n.e. s 

The authors then identified the characteristics or competencies that each manager displaye dh 

course of the interviews and coded each competency by frequency of occurrence. The nurse n, a.~ · J g. r 

interviews yielded a model comprised of nine competencies in the following order of deere 'IT'll? 

importance: directing others, self-confidence, use of influence strategies, interpersonal sen sir\ v 1) 

initiative, group management, achievement orientation, direct persuasion, and analytical thmk1 g 

In a study departing from previous works examining the characteristics of nurse rr an ;::\g .·r~. t.. h ·1 ..,.: 

(1994) wanted to delineate specific behavioral competencies that increase the effectiveness of th P 'l r'y. 

manager. Chase based her study on Katz's (1955) conceptual framework of technical, hum. ~ n c 

conceptual skills. Chase felt that Katz's framework "focuses on what an individual can accom.llisl' :· .H 1
't 

than his or her traits or qualities"(p. 56). Following a review of nurse executive and nurse ' q l!er 

literature, Chase developed a 53-item questionnaire containing statements about competenci e~ . J · t ~ 

competencies were grouped into five categories: technical, human, conceptual, leadership, anc : l one • · • ~ 

The subjects were asked to rank each of the 53 competency statements on two scales, the resp1 '11. • :cP t 

"need knowledge and understanding of' and the perceived "ability to implement and/or use" ;~a< · ~:cr.~. 

The first rating was designed to indicate the subject's perceived importance of the compete (.y tn rurs · 

manager effectiveness. The top 10 competency statements ranked as most important were effi c · 1 v , 

communication, decision-making, problem-solving, counseling strategies, effective staffing stratcg!e'> .. 

conflict resolution, performance evaluation, delegation, team-building strategies, and chang _>r,,~c~~ ( ; 

the top ten competencies identified as important to the nurse manager, five were grouped in the I.IJtMn '-'l,". 
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category (effective communication, effective staffing strategies, counseling strategies, performance 

evaluation, and team-building strategies) and five in the leadership category (decision making, delegation, 

change process, conflict resolution, and problem solving). Overall, ratings offmancial management 

competencies were lower than human and leadership competencies. The technical skill category had three 

of the ten lowest ranked competencies, as did the conceptual skill category. 

In summary, a review of the nursing literature revealed consistent themes in the competencies that 

are perceived as essential for effectiveness as the nurse manager. Human management skills and knowledge 

of management and leadership skills consistently rank at the top of competency lists, indicating their 

importance to the nursing middle manager. 

Managerial competencies among other healthcare managers. In one of the early studies examining 

managerial characteristics in healthcare, Inderrieden, Nosse and Allen (1987) compared the managerial trait 

profiles of physical therapy managers to both hospital administrators and managers in the general business 

community. The authors used Ghiselli's (1971) 13-item Self-Description Inventory to assess the traits and 

characteristics associated with managerial success: supervisory ability, intelligence, initiative, self

assurance, decisiveness, masculinity/femininity, maturity, work class affinity, need for occupation 

achievement, need for self-actualization, need for power, need for fmancial reward, and need for job 

security. The Self-Description Inventory contains two sections, each with 32 matched pairs of words. In the 

first section, subjects choose the word from each pair that they believe best describes them. In the second 

section, subjects were asked to choose the word that they believe least describes them. The authors used 

multiple discriminant analysis to compare the three groups on each of the 13 traits. 

Inderrieden and associates found no differences across all 13 traits between the hospital 

administrators and the physical therapy managers. However, differences were reported for measures of 

supervisory ability and need for occupational achievement between the physical therapy managers and 

managers in general business, two characteristics rated by Ghiselli ( 1971) as important indicators of 

managerial success. Physical therapy managers scored lower on supervisory ability, but higher on need for 
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occupational achievement. Other differences were reported for characteristics that Ghiselli reported to have 

little or not impact on managerial success. 

Since the investigator in the present study had previously selected a skill-based definition of 

competency for use in this study, the results of the study by Inderrieden et al. appeared to have limited 

usefulness, as the Ghiselli Self-Description Inventory is intended to assess traits and characteristics. 

However, two of the descriptors, supervisory ability and decisiveness, bear a resemblance to the skill-based 

competencies of supervision and decision-making mentioned in previous studies. Supervisory ability is 

worth noting as it was found to differ significantly between physical therapy managers and general business 

managers, and because of its importance as an indicator of managerial success. 

Roemer ( 1996), as reported above, analyzed survey responses describing the importance of 

managerial work and skills performed by middle managers in nursing, rehabilitation, and laboratory 

departments within acute care hospitals. Roemer expanded upon Pavett and Lau's (1985) measurement 

instrument by adding five skills to Mintzberg's (1973) 10-role model of executive work: 

(a) communication, (b) operations, (c) financial control, (d) interpersonal relations, and (e) strategic 

assessment. The managers rated each survey item in terms of importance to their jobs and their perceptions 

of competence in performing the item. Respondents rated items using a Likert-type scale ranging from 1 

(''None") to 5 ("Great"). Communication skills were rated highest of all of the roles and skills (M = 4.5) by 

the managers. With the exception of strategic assessment, the rest of the skills included in the survey 

received an average rating above 4, indicating their importance to the subjects in the study. 

As reported previously, White (1998) adapted the 75-item questionnaire developed by Roemer 

( 1996) to determine PT managers' perceptions of importance for the 16 work scope components identified 

by Roemer. White's analysis also concluded that the skill perceived as most important by the sample of 

hospital-based physical therapist managers was communication. 

In a 2000 analysis of White's (1998) data, the mean scores of the 16 categories defmed by Roemer 

revealed that communication, entrepreneurship, and financial control were rated the most important skills 

and roles; while figurehead, technical expert and spokesperson were perceived as least important (Schafer 
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et al. , 2000). A principal components analysis with Varimax rotation yielded 11 work scope ctf "~· )! 1 c~ · 

accounting for 69% of the variance. Of these, the first four components accounted for 50o/o of thr · : n :uloP 

and were interpreted as (a) planning and budgeting, (b) evaluation and problem solving, 

(c) communication , and (d) marketing. Once again, communication was identified as a skill cr; u.:al ' l ' 

physical therapist managers, as well as a skill not noted before: evaluation and problem-soh m;;. 

Longest ( 1998) proposed that six distinct competencies are especially important t . tl e ~ ucu~sc: 

work performance of senior healthcare managers in integrated delivery systems (IDSs). He tJa ~;t:J l1 is 

proposal on the premise that senior healthcare managers in IDS need different knowledge ,' o ~· 1 h~, 

(competencies) than managers of other health care systems. The IDS differs from other heah ; 1 ~ t l · 

organizations by the fact that it "provides or arranges to provide a coordinated continuum of ·-er,, >, . 

(p. 116). Because of the continuum of services provided, Longest postulates that senior man tg t ·1. 1 

are accountable for the overall health status of the population they serve. The cluster of knuw:\.:dg1 .i.C 

skills that make up the six competencies identified by Longest are (a) conceptual, (b) techn il-:u rn ~~n :J ~~;,.ri tlt 

clinical, (c) interpersonal/collaborative, (d) political, (e) commercial, and (f) governance. Tt ~: 

categorization of managerial competencies proposed by Longest are built, in part, on the V'0r k ' 1 .. • L 

(1955). While Longest states that the senior manager of the IDS has different competen~..:y t'i •. t~. .,l; ''~ 

competencies he describes bear a striking similarity to many of the competencies identi fi e( ~·'n 'i1{,.i'·' • • ·, 

the nursing literature and even in summaries of managers in industrial settings, thus suggest .og Hl ; t ~~t· ·t 1:; • 

competencies may be 'universal' to all management positions. 

In summary, reviewing the literature describing managerial competencies acros~; u ·wr.~s , .,d , 

health care sectors reveals fairly consistent themes of skill-based competencies in both tht~ h] tsHw,,~-, :tt;r~ 

health care literature. Descriptors of managerial competencies in industrial and health car , s Jt 11 j '!" d 

summarized in Tables 3 and 4, respectively. The competency descriptors found in both sectors vvi iJ h: . · e• l 

to propose a theoretical model describing managerial work and the requisite competencies e i ' ~l ) .u;al 

therapist managers in the final section of this literature review. 
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Table 4 

Summary of Managerial Competencies of Health Care Managers by Author(s) 

Author Name(s) and Publication Date 

Freund Moore, Biordi, Patz, Biordi Dienemann Dubnicki 
(1985) Holm& and Holm and Shaffer and Sloan 

McElmurry (1991) (1993) (1991) 
(1988) 

Work General Human Human Human relations/ Directing 
Role or management/ management skill management skill Communication others 
Task health/nursing skills Self-

knowledge CEO support CNE or CEO confidence 
support 

Human General Nursing Use of 
management management/ Flexibility/ knowledge/ influence 
skill health/nursing Negotiation/ clinical skill strategies 

knowledge compromise 
Total Management/ Interpersonal 
organization Total Total business skills sensitivity 
view organization organizational 

VIeW view Political savvy Initiative 
CEO support 

Flexibility/ General Flexibility/ Group 
Medical staff negotiation/ management compromise management 
relations compromise knowledge 

Total Achievement 
Flexibility/ Political savvy Fiscal organizational orientation 
negotiation/ management view 
compromise Medical staff knowledge Direct 

relations Positive medical persuasion 
Political savvy Support of the staff relations 

CNE Analytical 
Other CNE or CEO thinking. 

Good sense about support 
organizational 
Issues 

General nursing 
skills 

Medical staff 
relations 
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Table 4 (continued) 

Chase 
(1994) 

Author Name(s) and Publication Date 

Inderrien, 
Nosse and 

Allen 
(1987) 

Roemer 
(1996) 

Longest 
(1998) 

-·-----·- - --
SchaLr el <11 

(2f\{; \ 

- - - --------------------------- ·- -·· ------

Work Communication Supervisory 
ability Role or 

Task 
Decision-making Decisivenenss 

Problem-solving 

Counseling 
strat~gies 

Effective staffing 
strategies 

Conflict 
resolution 

Performance 
evaluation 

Delegation 

Team-building 
strategies 

Communication 

Operations 

Financial control 

Interpersonal 
relations 

Strategic 
Assessment 

Conceptual 

Technical 
managerial/ 
clinical 

Interpersonal/ 
collaborative 

Political 

Commercial 

Governance 

Evai at ;,,r '',, l ,J 

Pro l.:n1 
sol v i, , 

Change process ______ ---:;;;;......,~~---------------------------- ···- -~- --~ ... 
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Methodological Approaches to Measure and Analyze Managerial Competency 

Just as methodological approaches used to study managerial work vary between researchers, so do 

the methods of collecting data describing managerial competencies. This variation is due in part to the 

dichotomous definitions of competency explained in an earlier section of this chapter. Dichotomies exist 

between job-based definitions of work, where definitions may be based on the work itself or the key-tasks 

involved, and person-based definitions of competency emphasizing the person performing the work (Figure 

4). Within person-based definitions, a second dichotomy arises of either characteristic/trait-based 

defmitions emphasizing personality traits responsible for performance or skill/performance based 

definitions emphasizing the skills used or performance of skills needed for success in work. 

Data Collection Methods 

Hales (1986) identified seven distinct methods of collecting data describing managerial work in 

his review of managerial work and behavior. However, the investigator in this study proposed that data 

collection methods describing managerial competency can be grouped into three categories: (a) the use of 

assessment centers observing what the manager does, (b) the use of questionnaires and exercises to see 

what the manager knows, and finally, (c) the use of personality profiles or other psychological tests to 

identify the characteristics and traits responsible for the manager's performance. Since the investigator of 

this study decided to use a skill or performance-based definition of competency, the review of the literature 

in this section emphasizes data collection methods used in studies examining the knowledge, skills, and 

abilities that enable a manager to perform his work. Trait-based methods of assessment are briefly 

summarized for contrast. When appropriate, the data collection methods are cross-referenced with authors 

discussed previously in summaries of both managerial work and competency. Following the summary data 

collection methods, several methods of statistical analysis that have been used to analyze the data are 

reviewed. 

Assessment centers. Assessment centers use laboratory or organization-specific scenarios to assess 

managerial performance in a simulated setting. Managers are asked to respond, either in writing or by role

playing to a written or videotaped work-related case scenarios (Blaney, Hobson, Meade, & Scodro, 1993 ; 
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Spychalski, Quinones, Gaugler & Pohley, 1997). Their performance of the activities is observed by trained 

evaluators, and behaviors are coded into numeric values, and then analyzed using sophisticated statistical 

methods. Assessment centers are not a new phenomenon developing only in response to the need for 

competency assessment. Instead, they have their roots in management development and date back to the 

AT&T Management Progress Study (Bray & Grant, 1966), their purpose being evaluation of managers for 

promotion and formulation of strategies to improve managers' competencies. 

The organization and structure of assessment centers vary among organizations. They may be 

located within the human resource function of a business, responsible for assessing the skills of employees 

from that one business, or they may be part of a larger training and development organization, that is 

responsible for the assessment and training of employees in multiple businesses. The services provided may 

also vary to include job analysis and psychological testing used as a basis for promotion. 

The use of assessment centers to evaluate managerial competence has both strengths and 

weaknesses. Jacobs (1989) explored both aspects in his review of assessment centers. The Management 

Charter Initiative (MCI) was still in its infancy at this point, pushing for competency standard development 

and assessment. Jacobs points out the practical aspect of assessment centers: "(h)ere managers' 

performance of simulated exercises are observed and assessed according to a previously defmed set of 

abilities or competencies" (p. 33). Jacobs balances his comments with the limitations of assessment center 

evaluation and promotion based on performance pointing out that "(u)nfortunately, in some organizations 

actual performance and career progress may in fact be largely unrelated, (because) managerial performance 

involves a complex set of activities and is notoriously difficult to measure" (p. 33). Jacobs also identified 

what he believes is the greatest limitation of assessment centers: responses at the testing center may not be 

equal to performance in the real work setting. In highlighting Safeway's endorsement from the MCI for its 

management training program, Crabb (1991) balances praise for Safeway's use of assessment center with 

their potential limitations: "the dangers of trainees failing to get a score for a competence because they 

didn ' t demonstrate it in practice- not because they didn't possess it" (p. 58). There are also the issues of 

rater reliability and the subjective nature of evaluation, even with criterion measures. 
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Issues of reliability, validity, and effectiveness of assessment center measurements have been 

explored by several researchers. Streufer, Pogarsh and Piasecki ( 1988) evaluated the reliability and validity 

of20 simulation-based measures. Measures of test-retest reliability across the 20 measures demonstrated 

acceptable reliability. The authors also stated that the data suggest validity for several of the simulation 

measures, using intercorrelations between simulation measures and criterion variables. 

Gaugler, Rosenthal, Thornton and Bentsen (1987) performed a meta-analysis of 47 studies 

examining the predictive validity of assessment center fmdings. Gaugler et al. studied nine traits across the 

centers (e.g., minority status, type of assessment used, and length of assessment) and calculated the 

variances between average values of the traits. The authors concluded that the meta-analysis supported the 

contention that assessment centers have predictive validity in their ability to accurately identify work traits 

that meet job demands. 

Engelbrecht and Fischer ( 1995) measured the effect of developmental assessment centers on the 

workplace performance of managers. Seventy-six managers were divided into two randomly assigned 

groups. The experimental group attended developmental assessment centers over a 1 0-month period, while 

the control group was placed on a waiting list for the same period. Following participation in the 

assessment center, the job performance of participating managers was evaluated by their superiors, using 

behaviorally anchored rating scales. In order to establish the transfer of learning and skills over the long 

term, evaluation of both groups was conducted 3 months after completing work with the assessment center. 

Significant differences were found between the experimental and control groups in action orientation, task 

structuring, development, empathy, managing information, and probing, with the experimental group 

demonstrating greater improvement in skills. No significant differences were found in either synthesis or 

judgment. The results of the reviewed studies suggest that assessment centers demonstrate reliability, have 

predictive validity, and are effective in improving managerial work performance. 

Questionnaires and exercises. In addition to assessment centers, a number of standardized tools, 

such as questionnaires and exercises, are available that provide managers with feedback on skills related to 
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overall job performance. A variety of tools exist that focus on combinations of behaviors, skills, or abilities. 

Several well-known competency assessment tools are summarized below. 

Job Element Method. The Job Element Method (JEM) is one of the earliest worker-oriented job 

analysis approaches. It was developed in the 1950's by Ernest Primoffand associates (1957) at the U.S. 

Civil Service Commission (now the U.S. Office of Personnel Management). JEM is the worker-oriented 

method that is most similar to the work-oriented methods described earlier, focusing on work behaviors and 

the results of the behaviors rather than on worker traits. An element in JEM is a combination of behaviors 

and associated evidences. Elements are named as terms commonly used in the workplace rather than 

standardized terms, such as those developed by Fine and Wiley (1971) in the Functional Job Analysis. JEM 

is usually conducted by a professional job analyst who works with a team of subject matter experts (SMEs ), 

who incumbents in the job. an analyst and SMEs work together to generate lists of job elements. They then 

rate the job elements which that analyst later compiles. The list of job elements can then be used to 

develop a performance measure or training program. 

Ability requirement scales._The ability requirements approach was developed by Ed Fleishman 

and colleagues (1975). The Fleischman Job Analysis Survey (F-JAS) was developed to identify worker 

specifications for a job, job dimension, or task. It is a work-oriented approach to be applied after job duties 

have been identified. The F-JAS consists of behaviorally anchored rating scales for 52 abilities. Theses 

generic human abilities are the same standardized or generic abilities cataloged on the online Occupational 

Information Network (O*NET) found in Appendix J. 

Management Effectiveness Profile System. The Management Effectiveness Profile System 

(MEPS) provides managers with feedback on fifteen different task skills, people skills, and personal 

factors. Self-descriptions of the fifteen skills are compared against descriptions by others along the 90 

items describing managerial competencies that comprise the instrument (Cooke, 1989). Using 404 

managers as subjects, Cooke tested the validity and reliability of the MEPS. Cooke found that the internal

consistency reliability of the measurement scales was high (Chronbach a ranging from . 77 to .88). Inter

rater agreement between other people describing each manager was acceptable (eta-squared ranging from 
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.34 to .42). The author used regression analysis on the ratings of the task and people skills and personal 

factors to test the criterion-related validity of the instrument. The criterion-related validity was supported 

by a small but significant relation (/3 = .15 to .16, P < .05) between the task skills and personal factors as a 

measure of the managers' effectiveness. 

The various methods of assessing managerial competence have benefits and limitations. 

Assessment methods emphasizing performance of specific skills or demonstration of specific behaviors are 

attractive to employers for several reasons. By using assessment centers, for example, employers are able to 

link together job performance, evaluation, and development in an organized fashion. Standardized job 

performance tests are inexpensive and do not require the interpretation of a psychological professional. Use 

of standardized abilities scales are also appealing, because their standardized scale helps prevent claims of 

bias against applicants. By using instruments such as the MEPS, employees are able to document their own 

activities and outcomes, which superiors and subordinates are able to observe and verify through 360° 

evaluation processes. 

One of the greatest limitations to the use of assessment centers identified was that responses at the 

testing center may not be equal to performance in the real work setting. The JEM requires a professional 

job analyst working with a team of subject matter experts (SMEs) to establish lists of job elements, 

requiring additional costs of training a job analyst or hiring outside job analysts, as well as compensating 

employees released from productive work to generate the job elements. Other standardized assessment 

tools may not fit individual demands of specialized job positions, leading to incomplete analyses of work 

and competencies. Once the data describing managerial competencies are collected, they must be analyzed 

in a systematic fashion. The following section summarizes the statistical procedures used to analyze the 

data collected describing managerial competencies. 

Data Analysis Methods 

In his landmark research exploring managerial competence, Boyatzis (1982) used a variety of 

statistical procedures to analyze information about managers and competence. Boyatzis used one-way 

ANOV A with trend analysis to detect differences in general qualitative distinctions of performance. 
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Student t - tests were used to compare traits that separated poor to superior performance. Cluster analysis 

was used to discover groups of characteristics describing managerial competence. Finally, Boyatzis used 

discriminant function analysis to identify which, if any, of the competencies had predictive ability to 

classify managers into poor, average or superior performers. 

Streufert, Pogash and Piasecki (1988) examined simulation techniques designed to measure the 

impact of individual differences in a number of manager styles on executive performance. The authors used 

a computer software program to present simulated events and collect performance data on two simulations. 

The subjects' responses to both of the computerized scenarios were scored on 12 structural measures of 

management style, four measures of activity, and four measures of action. The performance measures were 

analyzed for reliability across the two simulations using intercorrelations between two measurements of 

management style, activity and action. The authors then calculated multiple regression beta weights to 

quantify the ability of the performance measures to predict four job success criteria. 

In their study identifying competencies for use in the early identification of international 

executives, Spreitzer, McCall and Mahoney (1997) used a combination of univariate and multivariate 

statistical procedures to develop their measurement tool named Prospector and to test its validity and 

reliability. After developing the initial survey containing 116 items, the authors used frequencies and 

univariate statistics to test for homogeneity of variance. Exploratory factor analysis was used to identify a 

set of 14 underlying dimensions from the 116 items. Cronbach alpha measures were then run on the items 

loading on each factor as a measure of reliability. Factors were not retained if the items making up the 

factor did not achieve a= .70. Cross-validation analyses were conducted between primary and hold-out 

samples on the identified factors, using Hotelling's T statistic. Hotelling's T statistic indicated differences 

between the primary and hold-out samples, F (1, 821) = 1.98, p < .05, which the authors attributed to the 

small size of the hold-out sample. Finally, the authors tested the ability of the Prospector instrument to 

differentiate high potential from solid performing managers using discriminant function analysis on the 14 

dimensions identified from factor analysis. The 14 factors successfully distinguished between solid 

performing managers and those with high potential in 72% of the cases. Sixty-six percent of the solid 
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performing managers were correctly classified, and almost 75% of the high potential managers were 

correctly classified. 

In summary, a brief review of the literature reveals that researchers have used a variety of simple 

univariate and sophisticated multivariate statistical procedures in their exploration and identification of 

managerial competencies. Due to the multiple facets comprising competency, multivariate analyses such as 

factor analysis and cluster analysis have been used to identifY groupings of skills and abilities that can 

describe competency and to validate theoretical models postulating competency. Multiple regression 

analysis and discriminant factor analysis have been used to predict managerial competence based on the 

factors uncovered with factor or cluster analysis. Differences in competencies between management levels 

and performers were identified using univariate t- tests, one-way ANOV As and the multivariate extension 

of the ANOV A, Hotelling's Y statistic. The reliability of factors discovered in factor analysis has been 

tested using hold-out samples and Cronbach alpha measures of inter-item reliability. Facets of these data 

analysis procedures were incorporated into the methodology of this study of the work and competencies of 

hospital-based physical therapist managers. 

Models Describing Managerial Work and Competencies of Hospital-Based Physical Therapist Manager 

As stated at the outset of this dissertation, a review of historic and current business and health care 

management literature revealed no valid, reliable instrument specifically designed to describe 

(a) managerial work performed by physical therapist managers or (b) competencies required by physical 

therapist managers to perform their work. The literature review reported above contains many 'models' 

describing managerial work and competencies. However only two studies (White, 1998; Schafer, Elliott, 

White and Luedtke-Hoffmann, 2000) focused on hospital-based physical therapist managers. 

Unfortunately, the data collection instrument, used for these studies demonstrated inadequate content 

validity when used with the physical therapist manager population. Therefore, the investigator will created 

two models, one describing the managerial work and the other describe competencies of the hospital-based 

physical therapist manager. These models were tested for validity and reliability this study. 
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Proposed Managerial Work Model 

The investigator' s model describing the managerial work tasks of the hospital-based physical 

therapist manager is based on the results of the ftrst two sections of the literature review, which examined 

the work of managers in industrial and health care settings. The model was developed through a qualitative 

process of information summary and distillation. The summaries of managerial work roles and tasks of 

managers in the business and health care sectors (Tables 1 and 2) were first combined into one table (Table 

5). The authors' identifications were then removed from the table. The lists were visually reviewed and 

similar terms and phrases were combined into six categories. In order to be consistent with the operational 

definition of work used in this study, redundant terms were removed, as well as terms or phrases that did 

not describe work tasks, activities or behaviors. The number of terms within each grouping varies from two 

to eight. The investigator interpreted the six groupings based on the terms contained within and named the 

categories (a) planning and forecasting, (b) managing subordinates, (c) managing operations or actions of 

unit, (d) building networks, (e) managing information, and (t) managing resources. The titles for the 

groupings were based in part on Mintzberg' s (1994) model for Managerial Work Rounded Out (Figure 3), 

as well as work groupings used in the Management Charter Initiative (2000). The proposed model 

describing the managerial work of the physical therapist manager is found in Table 6. 
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Table 5 

Summary of Managerial Work Roles and Tasks Across Business and Healthcare Sectors 

Role or Task Category 

Plans and Manages Manages Builds Manages Manages 
Forecasts subordinates operations or networks information resources 

actions of 
unit 

Author or 
Investigator 

Fayol Plan Command Coordinate Coordinate Control 
(1916) Organize Coordinate Control 

Gulick and Planning Staffing Coordinating Reporting 
Urwick Organizing Directing Budgeting 
(1937) Coordinating 

Hickok Planning Staffing Directing Controlling 
(1968) 

Organizing Controlling 
Pheysey Forward Briefing Trouble 
(1972) Planning subordinates shooting 

Review 
subordinates Conducting 
progress meetings 
Interest in 
personal 
problems 

Mintz berg Entrepreneur Leader Liaison Disseminator Monitor 
(1 972) 
Pavett and Disturbance Spokesperson Resource 
Lau (1985) handler allocator 

Lau and Planning Leadership Technical Negotiation Information Resource 
Pavett and problem gathering and allocation 
(1980) supervision solving dissemination 

Decision 
making 
Negotiation 

Kotter Setting Implement Building 
(1982) agendas agendas Networks 

95 



Role or Task Category 

Plans and Manages Manages Builds Manages Manages 
Forecasts subordinates operations or networks information resources 

actions of 
unit 

Author or 
Investigator 

Luthans, Planning/ Managing Managing Socializing/ Monitoring 
Rosenkrantz coordinating conflict conflict politicking 
& Controlling 
Hennessey Training/ Decision Interacting performance 
(1985) development making w/ outsiders 

Motivating/ Processing 
reinforcing paperwork 

Staffing Monitoring, 
controlling 
performance 

Mueller and Professional Provide Fiscal 
Rose value setter direct patient manager 
(1987) care 

Articulates 
clear focus 

Foster 
professional 
growth 

Fazio Planning Staffing 
(1988) 

Work design 
and job 
analysis 

Recruitment 
and selection 

Employee 
development 

Com pen sa-
tion and 
benefits 

Labor 
management __ ... ._~- · ... -
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Role or Task Category 

Plans and Manages Manages Builds Manages Manages 
Forecasts subordinates operations or networks information resources 

actions of 
unit 

Author or 
Investigator 

Fazio Quality of 
(1988) work life 

issues 
HR 
management 
specific 
concerns 
of women 

AONE Strategic Human Compliance Fosters Clinical Fiscal and 
(1992) planning mgmt w/ regulatory interdisci- nursing resource 

and plinary practice mgmt. 
Personnel professional collaborative mgmt. 
development standards relationships 

Buechlein- Planning Human Staffing Customer Budget and 
Telutki, et resources responsibili- servtce cost 
al. (1993) mgmt. ties containment 

Development Departmental 
Professional operations 
development 

Mintz berg Managing Managing Managing Mintz berg 
(1994) people action information (1994) 

Burcham Market Operations Financial 
(1996) assessment management analysis 

Strategic 
planning 

Business 
evaluation 
and 
development 
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Role or Task Category 

Plans and Manages Manages Builds Manages Manages 
Foreca,sts subordinates operations or networks information resources 

actions of 
unit 

Author or 
Investigator 

Roemer Entrepreneur Leader Negotiator Liaison Disseminator Monitor 
(1996) 
and Strategic Disturbance Monitor Spokesperson Resource 
White assessment handler allocator 
(1998) Financial 

control 
Schafer, et Planning Evaluation 
al. (2000) and and problem-

Budgeting solving 
Marketing 
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Table 6 

Proposed Model Describing the Managerial Work of the Physical Therapist Manager 

Planning and Managing Managing Building Managing Managing 
Forecasting subordinates operations or networks: information: resources 

actions of unit internal peers, technical skills, 
and external or expertise, 
contacts MIS 

Planning Communicating Evaluating and Coordinating Gathering Financial 
solving analysis 
problems 

Organizing Recruiting and Making Liaison Organizing Budgeting 
work selecting decisions 

Setting Analyzing and Conducting Negotiating Disseminating Managing or 
agendas designing job meetings monitoring 

budget 

Assessing Training and Implementing Socializing/ Reporting Allocating 
market developing agendas politicking resources 

Evaluating/ Assessing Manage Action Fostering 
developing performance interdisciplinary 
business collaborative 

relationships 

Budgeting Leading and Negotiation Serving 
supervising customers 

Take interest in Managing Marketing 
personal conflict 
problems 

Managing Processing 
conflict labor paperwork 
issues 

Motivating/ Monitoring, 
reinforcing controlling 

performance 

Compensation Complying with 
and benefits regulatory and 

professional 
standards 

Staffing 
responsibilities 
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Proposed Managerial Competency Model 

The same process was used to develop a model describing the competencies required by physical 

therapist managers. The summaries of managerial competencies of managers in the business and health 

care sectors (Tables 3 and 4) were first combined into one table (Table 7). The author identifications were 

then removed from the table. The lists were visually reviewed and similar terms and phrases were 

combined into four categories. Redundant terms were removed, as well terms or phrases that did not 

describe knowledge, skills or abilities, in order to be consistent with the operational definition of 

competency used in this study. The number of terms within each grouping varies from eight to ten. The 

investigator used three of the four grouping titles suggested by Parry (1998), (a) communication, (b) 

supervisory, and (c) cognitive, and substituted (d) conceptual for administrative competencies. The 

proposed model describing the managerial competencies of the physical therapist manager is found in 

Table 8. 
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Table 7 

Summary of Managerial Competencies Across Business and Healthcare Sectors 

Administrative Communication Supervisory Cognitive Technical 

Author 

Boyatzis Use of oral Accurate Logical thought 
(1982) presentations self-

assessment Conceptualization 

Perceptual 
objectivity 

Freund Total Flexibility/ Human General 
(1985) organization negotiation/ management management 

view compromise skill health nursing 

Inderrien, Supervisory Decisiveness 
Nosse and ability 
Allen 
(1987) 

Cad bury Persuasion Analysis 
Schweppes 
(Glaze, 1989) 

Dulewicz Strategic Manages Analysis and 
(1989) perspective staff judgement 

Planning and 
organization 

Decisiveness 

Dubnicki & Direct Directing Analytical Dubnicki & 
Sloan persuasion others thinking Sloan 
(1991) (1991) 

Dienemann Management/ Communications Human Nursing 
and Shaffer business skills relations/ knowledge/ 
(1993) clinical skill 

Total 
organizational 
vtew 

Chase (1994) Communication Counseling Decision-making 
strategies Problem-solving 
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Administrative Communication Supervisory Cognitive Technical 

Author 

Chase ( 1994) Staffmg 
strategies 

Conflict 
resolution 

Performance 
evaluation 

Team-
building 

Stewart Hall Creating vision 
(1994) 

Establishing 
direction 

Roemer Strategic Communication 
(1996) assessment 

Interpersonal 
relations 

Longest Interpersonal/ 
(1998) collaborative 

Parry Time Listening and Training, Identifying and 
(1998) management organizing coaching and solving problems 

and prioritizing delegating 
Giving clear Making decisions 

Setting goals information Appraising 
and standards people and Thinking clearly 

Getting unbiased performance and analytically 
Planning and information 
scheduling Disciplining 
work and 

counseling 
Leadership Decisiveness Influencing/ Creative thinking 
Effectiveness Negotiating 
Framework Planning and Problem -solving 
(Atkinson, evaluating Oral 
2000) communication 

Written 
communication 

Schafer, et al. Communication Evaluation and 
(2000) problem -solving 
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Table 8 

Proposed Model Describing the Managerial Competencies of the Physical Therapist Manager 

Conceptual Communication 

Strategic perspective Persuasion 

Planning and organizing Influencing/ 
work Negotiating/ 

Compromise 

Creating vision and Oral comprehension 
establishing direction 

Time management and Written communication 
prioritizing 

Setting goals and Listening and 
standards organizing 

Planning and scheduling Giving clear information 
work 

Total organization view Getting unbiased 
information 

Direct persuasion 

Interpersonal/ 
Collaborative 

Supervisory 

Accurate self-
assessment 

Training, coaching and 
delegating 

Assessing people and 
performance 

Disciplining and 
counseling 

Directing others 

Counseling strategies 

Staffmg strategies 

Conflict resolution 

Team-building 

Summary 

Cognitive 

Logical thought 

Conceptualization 

Perceptual objectivity 

Analytical thinking and 
judgement 

Creative thinking 

Problem-solving 

Identifying and solving 
problems 

Making decisions 

Evaluation and problem
solving 

Management/ business 
skills 

In this chapter, the investigator reviewed and summarized selected literature examining work and 

competencies of managers in business and health care sectors, as well as the methods of data collection and 

analysis used in study managerial work and competency assessment. The section concluded with the 

investigator's proposed models describing the managerial work and competencies of the hospital-based 

physical therapist manager. 
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CHAPTER III 

METHODS 

This study used descriptive research methods to gather and analyze information describing the 

managerial work of hospital-based physical therapist managers, and to identify the managerial 

competencies required by the managers to successfully perform their work. This chapter provides a detailed 

description of the study's subjects, variables, the instrumentation, and the procedures used to gather and 

analyze data describing managerial work and competency among hospital-based physical therapist 

managers. 

Subjects 

This study was descriptive in nature, using numbers and statistics to describe the characteristics 

(i.e., the managerial work and requisite competencies necessary to perform that work) of a respondent 

group of hospital-based physical therapist managers. The managers included in the study came from one of 

three intact levels of management hierarchy, i.e., line supervisor, middle manager, and senior manager or 

administrator. For the purposes of this study, a supervisor or first-line manager referred to an employee 

responsible for overseeing specific work and a limited number of line employees within one department. In 

addition, the supervisor demonstrated the use of job-related technical skills through the provision of direct 

patient care and spent at least 50% of his or her workday providing patient care. A middle-level manager 

was responsible for the actions of first-line managers or supervisors and reported to senior or top managers. 

He or she spent less than 50% of the workday providing patient care. A senior manager or administrator 

had control over multiple departments or divisions, including departments that provided physical therapy 

services. A senior manager or administrator was responsible for the actions of middle managers and 

reported to an organizational executive. He or she spent less than 25% of the workday providing patient 

care. The managerial work described in this study included the tasks, activities or behaviors performed 

in/and demanded by the job. Work competencies included the knowledges, tools, skills, and abilities 
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demonstrated by the manager that substantively contributed to the manager's successful performance of his 

or her job. Data describing managerial work and competencies were gathered using an interactive, web

based software application called SkillObjectTM (2000) process. Data generated using the SkiiiObject™ 

process were analyzed using descriptive and multivariate statistical procedures. 

Two sets of subjects were used at differing stages of the study. In Stage I ofthe study, a small 

group of experienced hospital-based physical therapist managers, referred to as Subject Matter Expert 

Generators (SMEGs), was selected to identify and describe the managerial work of physical therapists. In 

Stage II, a subset of the original SMEGs worked with the investigator to identify the competencies (skills, 

tools, and specialized knowledge) required to perform the tasks identified in Stage I, and to link the 

competencies to the tasks. In addition, in Stages I and II a Subject Matter Expert Reviewer (SMER) 

reviewed the tasks described by the SMEGs and assisted in linking the tasks to requisite tools and 

knowledge. In Stage III a larger sample of physical therapists was used to represent the target population of 

physical therapists managing physical therapy services, employed in hospitals in the United States. Both 

sets of subjects included physical therapist supervisors, middle managers, and senior managers employed in 

hospital settings. 

Subject Identification 

as: 

Subjects in Stages I and II included nine SMEGs and one SMER. SMEGs were previously defined 

individuals who are chosen to generate tasks they perform in the job/occupation examined. The 

individual should be currently working in the job on a daily basis (incumbent worker), and be a 

top 1/3 performer in their peer group. In addition, the individuals should provide a good cross 

representation for all aspects of the job, difficulty levels, and geographic areas. (SkillsNET, 1999-

2001' p. 28). 

The SMEGs were purposely selected based on their management experience and reputation as 

knowledgeable and successful physical therapist managers in the Dallas-Fort Worth area. Four of the 

SMEGs serve on the Administrative Advisory committee to Texas Woman's University School of Physical 

105 



Therapy, Dallas Presbyterian campus. The committee members meet regularly and provide information to 

the School of Physical Therapy by describing current managerial and administrative challenges facing 

physical therapist managers, as well as providing suggestions for the professional curriculum that prepares 

entry-level physical therapists to assume basic managerial responsibilities. In addition, four of the SMEGs 

were instrumental in the development and ongoing function of the Dallas-Fort Worth Managers Forum, 

representing area physical therapist managers. 

The SMER was previously defined as "an individual who has breadth of knowledge and 

experience regarding the job. Must be a recognized leader in the field and have been nominated by career 

panels, technical training review panels, and/or industry partnership management" (SkillsNET, 1999-2001, 

p. 28). In this study, the SMER was a recognized leader within the field of physical therapy, specifically the 

President of the Section of Administration (SOA) of the American Physical Therapy Association (APTA), 

Peter Kovacek, PT, MHA. In addition to his tenure as President of the SOA, and member of the 

Nominating Committee of the APTA, Mr. Kovacek was the SOA representative to the APTA House of 

Delegates, the governing body ofthe APTA. Mr. Kovacek is the President and CEO ofPT Manager, a 

nationally known physical therapy management consulting company. Through PT Manager's website, Mr. 

Kovacek provides regular dissemination of current statutory and regulatory updates to APT A and SOA 

members at no cost. He is co-author of Managerial and Supervisory Principles for Physical Therapists 

(1999) and frequent contributor to the Health Policy Resource, the SOA member publication, and to 

Advance for Physical Therapists, a commercial bi-weekly publication. Given Mr. Kovacek's experience 

and reputation, he more than adequately met the defmition of SMER. 

Subjects in Stage III were selected from a sampling frame drawn from the membership list of the 

Section on Administration (SOA) ofthe American Physical Therapy Association (APT A). The membership 

list was parsed by member category, i.e. , physical therapist, physical therapist assistant, active or student, 

and work setting. Only physical therapists were included in the sampling frame. The work settings selected 

for inclusion were acute care hospital, sub-acute rehabilitation hospital and health system, and hospital

based outpatient facility or clinic. The mailing list was parsed by member category and work setting in 
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order to produce a large, more homogenous sample of physical therapist managers employed in hospital 

settings, thereby helping to minimize within subject variability. The size of the resultant sampling frame 

was 716. 

Sampling Technique 

Subjects were selected for the three stages of the study using different sampling techniques. 

SMEGs, used to identify managerial work tasks and competencies in Stages I and II, were selected using a 

purposive sampling method, in which the researcher handpicked subjects based on specific criteria, namely 

the subjects' years of experience and reputations as ' experts' among their peers. While random sampling is 

generally preferred in experimental designs to improve experimental control, Morse (1989) suggested that 

purposive samples are appropriate for qualitative studies to ensure that the subjects have the appropriate 

knowledge and will be good informants for a study. Subjects responding to the online survey in Stage III, 

on the other hand, were solicited from the larger sampling frame of the APT A' Section on Administration 

based on inclusion and exclusion criteria stated above. All subjects (n = 716) meeting the inclusion and 

exclusion criteria were solicited, giving all potential subjects an equal chance of being included in the 

study. 

Sample size requirements and estimation. In Stage I, nine SMEGs served as a focus group that 

described the managerial work of hospital-based physical therapist managers and identified the requisite 

competencies to perform that work. The number of SMEGs selected was dependent on a number of factors. 

Schippmann (1999) stated that "(t)here are no widely accepted guidelines for how many interviews need to 

be conducted or how many individuals need to be included in focus groups" (p. 124 ). The size of the focus 

group needed to adequately describe a job is dependent on many variables. First the researcher needs to 

identify the number of people in the job to be analyzed; is it 10 workers or 1 ,000? As the number of 

workers in a given job position increases so should the focus group size, or number of interviews to be 

conducted (Gael, 1990). The targeted application of the job analysis (e.g. job description, job classification, 

or job evaluation) is important in determining focus group size. Ifthe results of the job analysis will be 

used for critical functions, the focus group size should be larger to ensure validity of the results. The 
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knowledge and experience of the focus group team also plays into the size of the group. With more 

experienced, knowledgeable SMEGs, the size of the focus group can be limited. Schippmann proposed the 

use of a determination table (Appendix B), considering 14 variables to estimate the number of focus group 

members or interviews needed adequately describe the work ofthe incumbent workers. Using 

Schippmann's model and beginning with 716 as the number of incumbents in the targeted job (based on the 

sampling frame from the APTA Section on Administration mailing list), a sample of 25 interviews or 

focus group members was calculated to be adequate for this study. 

Another variable considered in determining the number of the SMEGs needed for this study was 

the type of data to be gathered in Stage I. The task of the SMEGs in Stage I was to describe the nature of 

managerial work among hospital-based physical therapists. The descriptive work in Stage I was similar to a 

structured interview process used in qualitative research. SMEGs were asked to describe their work, cued 

with standardized work terminology from the Occupational Information Network (O*NET, 2001). 

Qualitative research methods often employ only a few (under ten) subjects because they belong to a certain 

group (Coyne, 1997). The researcher is able to gather detailed information describing an aspect of human 

behavior or activity not possible with a large sample. 

In this study one job, the hospital-based physical therapist manager, was analyzed. Since three 

possible levels within the position were identified (first-level, middle, and senior manager), it was decided 

to use three SMEGs per level, for a total of nine SMEGs. Table 9 illustrates the number of computer-based 

interactions with the nine SMEGs and one SMER. Each of the computer-based interactions by the SMEGs 

and the SMER through Stages I and II of data collection was counted as an interview, for a total of27 

interviews, thereby matching Schippmann's requirements for adequacy. 
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Table 9 

Number of 'Interviews' (Computer-based Interactions) Completed in Stages I and II 

Number of Interactions 

Legacy 
Task Task Skill Object 

Skill 
N Task 

Generation Review Generation 
Object Total 

Review Review 

SMEG 3 3 3 8 
(Supervisor) 

SMEG 
3 3 3 8 

(Middle) 

SMEG 
3 3 3 8 

(Senior) 

SMER 3 

Total 10 9 9 4 4 27 

Subjects solicited for participation in Stage III were selected from the sampling frame, i.e., the 

APT A Section on Administration mailing list (N = 716). The required sample size for subjects in Stage III 

was estimated based on the purpose of the study, statistical analysis procedure(s) used in the study, the 

level of statistical significance, and desired level of power of statistical procedures. Again, a review of the 

literature revealed no fixed rules for guiding an analyst in identifying the number of job incumbents needed 

to adequately describe the work. Schippmann ( 1999) noted that as the sample size approaches the total 

population in the target job, the sample data become more valid and reliable. However, attempts to include 

the entire sampling frame in this study would be unrealistic and impossible in practice. The only available 

guideline was that the more job incumbents there were, the smaller the percentage of the population that 

needs to be sampled (Gael, 1990). 

General guidelines for sample size suggest that for critical applications of the job analysis, such as 

selection and evaluation, larger sample sizes are needed; while for less critical applications and those less 

likely to appear in litigation, smaller samples are appropriate. For example, industry experts in job analysis 
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recommend no fewer than 100 subjects if the results are to be used for curriculum development (Gael, 

1990; McCormick, 1979) and 10 to 20% ofthe available worker population if the results are to be used for 

job selection (Rouleau & Krain, 1975). In Chapter I of this study, the investigator identified educators as 

primary stakeholders in accurately describing the work of the physical therapist manager in order to design 

entry-level and post-professional level coursework to prepare physical therapist managers. While the results 

of this study may be made available to employers, its primary purpose will not be extended to job selection. 

The criticality of the application of these results, as well as the potential liability for litigation, are minimal 

since the results of this study (a) will not be used for selection or evaluation, and (b) will be shared with 

educators as research findings only. Based on the limited criticality and potential for litigation, a smaller 

sample size was considered acceptable. 

In an attempt to project the sample size required for a job analysis questionnaire, Schippmann 

(1999) developed a determination table (Appendix B), considering 13 variables affecting sample size. 

Using Schippmann' s model and beginning with 716 as the number of incumbents in the targeted job (based 

on the size of the sampling frame), and using conservative assumptions (i.e., those requiring more subjects) 

in variable consideration, an adequate sample size for this study was calculated to be 195. 

Solicitation 

Because subjects in Stages I and II were purposely selected, they were contacted directly by the 

investigator requesting their participation in the study. Potential subjects in Stage I received a description of 

the purposes and procedures of the study, their responsibilities in the study, as well as a flowsheet outlining 

the sequence and time requirements for their participation in the study. The subjects signed and returned a 

consent for participation in the study before entering into the study (Appendix C). 

Prior to a formal mailed solicitation to participate in Stage III of the study, potential subjects were 

contacted en masse electronically through the SOA listserv. An announcement was placed on the listserv 

describing the study and its purposes approximately two weeks prior to the mailing, and again one week 

before the mailing. The announcement concluded with an encouragement to watch for the mailing and to 

110 



participate in the study. The listserv announcement was used to increase awareness and to promote interest 

in the study. 

Following the posting on the listserv, a solicitation was mailed to the SOA members employed in 

hospital settings requesting their participation in the study. The mailing consisted of a solicitation letter, a 

demographic questionnaire (Appendix D) and self-addressed, pre-paid envelope. The solicitation letter 

described the purposes of the study, the procedures, and how responses would be used. The questionnaire 

captured demographic information describing the subject (see Appendix D). To track responses, the 

subjects' names and mailing information were compiled on an electronic spreadsheet. The list was coded to 

include the subject's name, address, and a three-digit identification number. The investigator was 'blinded' 

to the identifying information by 'hiding' the columns in the electronic spreadsheet with identifying 

information. This left only the three-digit number exposed serving as a unique identifying number to track 

responses. The solicitation letter assured confidentiality of responses and indicated that consent would be 

assumed with the questionnaire's return. Subject anonymity was maintained by using only the subject's 

three-digit identification number on the returned questionnaire and for login to the online survey. In order 

to prevent bias, only the subjects three-digit number was used by the investigator in future data collection 

and analysis. 

A follow-up reminder postcard was mailed to the entire target sample 21 days after the original 

mailing. A 30-day deadline to receive the demographic surveys was set, after which no additional subjects 

were accepted into the study. After the demographic surveys were received, the three-digit identification 

number and corresponding e-mail addresses were sent to SkillsNET™ to have logons and passwords 

assigned to the subjects. The logons and passwords were e-mailed back to the investigator. The investigator 

then forwarded the information to each of the responding subjects in individual e-mails along with the URL 

to the SkillObject™ e-Survey website, instructions on completing the survey, and a request to complete the 

online survey within 14 days of receipt of the logons and passwords. In order to encourage completion of 

the online survey, thereby increasing sample size, individual follow-up e-mails were sent to subjects who 

had either not started or not completed the survey. Follow-up e-mails were sent to participants at one week 
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intervals for three weeks. The original deadline was extended by 14 days for a total of28 days after receipt 

of the logons and passwords. 

Inclusion and Exclusion Criteria 

Inclusion criteria for subjects in Stage III of the study required that the subject was (a) a member 

of the Section on Administration of the APTA, (b) employed in a hospital setting or hospital-based 

outpatient clinic that provided physical therapy services, and (c) directly or indirectly responsible for at 

least two employees working to deliver physical therapy services. Exclusion criteria for the study included 

the following: physical therapist managers who were (a) employed in settings other than hospitals, 

(b) the sole employee of a department providing physical therapy services, even if his/her title is manager 

or director, and/or (c) employed in a managerial position that was not directly or indirectly responsible for 

any employees providing physical therapy services. 

The inclusion and exclusion for subjects in Stages I and II were identical to those for subjects in 

Stage III, with the exception of requiring membership in the Section of Administration of the APTA. 

Because subjects in Stages I and II were purposively selected based on their experience and regional 

reputation, APTA membership did not contribute substantively to their qualifications. 

Variables 

As the study was descriptive, no predictor or treatment variables existed. The data collected by the 

investigator included demographic variables, one non-manipulated independent variable, and criterion 

variables that described managerial work and competencies. 

Demographic variables 

In Stage III, data describing the subjects were collected using a demographic questionnaire 

(Appendix D). The demographic variables were used in Stage IV of data analysis to describe the 

characteristics of the study sample. The 15 questions contained in the demographic survey included items 

describing the subjects, their work setting, span of control and descriptions of their work. The data 

collected by the survey were measured on nominal, ordinal and continuous scales of measurement. 
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Non-manipulated independent variables 

One non-manipulated independent variable that may influence the managerial work and 

competencies of physical therapist managers was investigated in the study, i.e., the management level held 

by the respondent. Previous studies describing managerial work of hospital-based physical therapist 

managers (Carman, 1999; Schafer et al. , 2000; White, 1998) identified inconsistencies in job titles and their 

corresponding work tasks. Therefore, simply asking the respondents to identify their management level as 

first level, middle, or senior was not expected to provide a reliable response. 

Based on the literature review (see Chapter II), the investigator identified a combination of five 

factors that were used to correctly classify the subject's management level. These factors included (a) the 

subject's title, (b) the title ofthe subject's superior, (c) the amount oftime spent in patient care, (d) the 

amount of time spent in management activities, and (d) the level financial responsibility of the subject. In 

Stage III of data collection, the investigator used these five items from the demographic questionnaire 

(Appendix D) to more accurately identify the subject's managerial level. The subject's title, as well as the 

t itle of the person to whom they report was requested and examined for any of the following identifying 

terms: senior physical therapist, supervisor, coordinator, manager, director, vice-president or president. The 

ratio of clinicaVtechnical, supervisory, and administrative responsibilities was quantified by asking the 

subject to estimate of the amount of time (by quartiles) during an average work day spent in direct patient 

care, supervision, and administrative tasks. Finally, subjects were asked to estimate their level of financial 

responsibility within their department, depending on their involvement in budget development and ongoing 

management. 

The questionnaire responses used to identify managerial level were not recorded as continuous 

data. Instead, they were assigned numeric dummy values ranging from I to 5, with ascending numeric 

values corresponding to higher management levels. The list of the demographic variables and their numeric 

values are recorded in Appendix F. The dummy values were entered into a spreadsheet with the subject's 

three-digit identification (ID) number as the unique identifying number. The dummy values were totaled 

and, using an "If - Then" operation in Excel, their sum value determined assignment to one of three 
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management levels: first line manager/supervisor = 1, middle manager= 2, or senior manager= 3. A 

summary of possible responses to the demographic questionnaire and resulting assignment to the 

appropriate management level is found in Table 10. 

Table 10 

Summary of Possible Responses to Demographic Questionnaire and Resulting Assignment to Appropriate 
Management Level 

Senior Manager/ 
Supervisor Label Middle Manager Label Administrator Label 

Subject's title Senior therapist Manager 3 Administrative 4 
Director 

Clinical 
coordinator 2 Assistant Director 4 Vice President 5 

Supervisor Director 
3 4 

Title of person to Manager 2 Director 3 Chief Executive 5 
whom subject Officer 
reports 

Assistant 3 Administrator 4 President 5 
Director 

Vice President 4 

% of time during > 75% 
workday spent in 25-50% 3 <25% 4 
direct patient care 51 to 75% 2 

%of time spent 51-75% 3 
on management <25% 25-50% 2 
activities >75% 4 

Financial 
Gives input to Responsible for Develops and/or 

Responsibility 
budget developing and 2 approves unit 3 
development monitoring budget budget 

Total range 6 to 13 to ~ 19 
10 15 
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Criterion variables 

The study examined two sets of criterion variables: (a) the importance of managerial work tasks 

and competencies, and (b) the frequency of performance or utilization of the tasks and competencies. In 

Stage I, the SMEGs generated task statements describing the managerial work of hospital-based physical 

therapist managers. In Stage II, the SMER identified the knowledge and tools (competencies) required to 

perform the managerial tasks. 

In Stage III, subjects first rated the set of managerial tasks. Specifically, they rated or measured 

the tasks on the following dimensions: (a) frequency of their performance, (b) importance of the task to 

their job performance, (c) the relative amount of time they spent performing the task compared to other 

tasks, (d) the time required by them to learn how to properly perform/utilize the item, and (e) identification 

of the management level of the person who most often performs the task. Subjects rated the tasks using an 

ordinal scale of measurement. For example, when rating the frequency of performance of a task, subjects 

rated each task using the following scale: 0 =Does not apply, 1 =More than once per year, 2 =More than 

once per month, 3 = More than once per week, 4 = Once a day, 5 = Several times per day. 

The terms "specialized tools", "knowledge", "and skills and abilities" were used to describe the 

competencies managers used to perform their work. Tools and knowledges were identified by the SMER in 

Stage II, while the skills and abilities were linked to each task by the investigator. In Stage III, the subjects 

then sample rated the set of competencies on the same dimensions used to describe the task statements 

above. A complete list of the rating scales used to describe both task and competency statements is found in 

Appendix G. While subjects rated the task, and tool and knowledge statements on five characteristics, only 

three were used as dependent variables in Stage IV to describe the managerial work and competencies of 

the hospital-based physical therapist manager. The three dimensions used in analysis included the 

following: (a) frequency of the performance of tasks or use of tools and knowledges, (b) the importance of 

performance of tasks or use of tools and knowledges, and (c) identification of the management level of the 

person who most often performs the task or uses the tool or knowledge. 
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Instrument 

Many methods of data collection have been used to describe managerial work roles and assess 

managerial competence. The most frequently used methods of job analysis include personal interviews 

(Stewart, 1982), structured observations (Mintzberg, 1970), self-reported diaries (Stewart, 1965), and 

written questionnaires (Kotter, 1982; Lau & Pavett, 1980; McCormick, Jeanneret & Mecham, 1972; Pavett 

& Lau, 1983, 1985; Pheysey, 1972). Methods of competency identification and evaluation include the use 

of standardized personality profiles (Gardner & Martinko, 1996; Goodstein & Schrader, 1963; Murray, 

1938), assessment centers examining managerial behaviors (Spychalski, Quinones, Gaugler & Pohley, 

1997), and a number of standardized tools identifying and measuring knowledge, skills and abilities 

(KSAs) used in management (Cooke, 1989; Flanders & Utterback, 1985; Ridenour, 1996). Studies using all 

of the above instruments, including their advantages and limitations, were discussed in detail in Chapter II. 

After reviewing the literature describing available instruments, both public and proprietary, the investigator 

selected SkillObjece"M Designer, a propriety process that encompasses aspects of both job analysis and 

competency assessment. 

Rationale for Instrument Selection 

SkillObject™ Designer is a web-based software application designed for job analysis, which 

extends the job analysis process to identification of the critical competencies (knowledge, skills, and tools) 

needed to perform the job. A computerized job analysis software application was used rather than personal 

interviews, structured observations, self-reported diaries, or written questionnaires for several reasons. 

First, with growing pervasiveness of the personal computer, both at home and work, using a web-based 

instrument allowed the investigator to reach a larger number of subjects more cost-effectively. Second, the 

computer application was able to capture more detailed information than a paper-based tool, which could 

then be organized to use a powerful statistical analytic procedure, e.g., cluster analysis, to detect the 

preferences of the respondents. Third, the use of a standardized instrument minimized bias on the part of 

investigator that might have become evident if personal interviews were conducted. Finally, the use of a job 

analysis method that identified necessary competencies as well laid the groundwork for future use of the 
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instrument as a competence assessment tool by subjects in self-assessment as well as assessment by 

superiors or subordinates in a 360 degree feedback method. A nondisclosure and confidentiality agreement, 

granting the investigator permission to use the Skill Object™ process software, is found in Appendix H. 

Skill Object ™ Designer process was also selected because it combines aspects of many widely 

used job analysis techniques detailed previously in Chapter II. Skill Object™ Designer uses subject matter 

experts (SMEs) to detail critical work tasks and behaviors described in the Critical Incident Technique 

developed by Flanagan (1954). It also draws on the Position Analysis Questionnaire developed by 

McCormick, Jeanneret, and Mecham (1972), by using a standardized format for rating job tasks in terms of 

criticality and time spent on various tasks. The standardized method used to develop and write task 

statements described by Fine and Wiley (1971) in the development ofthe Functional Job Analysis has also 

been integrated into this tool. Skill Object™ Designer also incorporates aspects of the Ability Requirement 

Scale designed by Fleishman ( 1975) by identifying the abilities required to perform a job. The Abilities 

Requirement Scale focuses on the abilities that, in part, comprise competencies, by using a list of 

standardized abilities for every job. Likewise, SkillObject™ Designer draws from two standardized lists of 

46 skills and 52 abilities from the Occupational Information Network or O*NET (Occupational Information 

Network, 2001) to link tasks with skills and abilities. Thus, Skill Object ™ Designer combines the work of 

over 40 years of job analysis research. 

In order to be qualified to lead the SkillObject™ development process, the investigator completed 

a four-day Skills Analyst certification course in July of2001. The certification course included an 

introduction to the job analysis process, overview of the SkillObject™ process, hands-on use of each of the 

applications in the SkillObject™ suite, and information about various applications in the suite. This course 

prepared the investigator to instruct subjects who participated in the present study. A copy of the Skills 

Analyst Certification is included in Appendix H. In addition to training and certification in the 

SkillObject™ process, the investigator had already been formally educated in management and business as 

evidenced by completion of a master's degree in business administration in 1990. Finally, the investigator 

was qualified to analyze and evaluate the job of hospital-based physical therapist managers based on her 
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work experience as a physical therapist manager. Prior to this study, the investigator held numerous 

supervisory, middle management, and senior management positions as a physical therapist manager in a 

variety of hospital settings. 

The job analysis instrument and the research study were subject to review by the Institutional 

Review Board (IRB) at Texas Woman's University. An outline of the data collection procedures and a 

description ofSkillObject™ was submitted to and approved by the IRB ofTWU before data collection was 

initiated (see Appendix 1). 

Procedure 

The SkillObject'™ development process is a detailed procedure to develop SkillObjects'™ for job 

or job family, in this case the job of the hospital-based physical therapist manager. SkillObjects'™contain 

information about the job, including the tasks performed in the job, as well as the tools, knowledge, skills 

and abilities required to perform the tasks. The tasks are grouped to form clusters based on tasks that are 

similar in nature, are performed together, or require similar knowledge or tools to perform. These clusters 

of tasks are called SkiliObjects'™· The following section outlines the SkillObject'™ data collection process 

used in this study. 

SkillObject™ Process of Data Collection 

The SkillObject'™ process is a seven-step procedure in which job tasks are (a) generated, 

(b) edited, (c) reviewe~ (d) linked to the primary skill and ability required for each task, (e) clustered into 

Skill Objects ™ with the requisite tools and knowledge identified, (f) edited once again, and finally 

(g) gathered into an online survey. Hospital-based physical therapist managers then used the online survey 

to rate the tasks, tools, and knowledge on different dimensions. To clarify the description of the 

SkillObject™ process, the seven steps are organized into the following three Stages: Stage I- Task 

Generation and Review, Stage II - Linking Skills and Abilities to Tasks and Stage III -the Online Survey. 

The process is summarized diagrammatically in Figure 9, and each of the stages is discussed below. 

118 



SA SMEGs 

STAGE 1: 
Generate Legacy Tasks 

~ 
Review Legacy Tasks 

t 
Task Generation 

---------
STAGE IT: 

Skill and Ability 
Linkage to Tasks 

Edit Tasks, Tools and 
Knowledges 

Review Edited Task 
Statements 

Edit Tasks, Tools and 
Knowledges 

Figure 9. SkillObject™ Generation Process 
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Stage 1: Task Generation and Review 

Stage I included legacy task review, task generation, task editing, and task review. Nine subject 

matter experts (SMEGs) generated and described the tasks performed in their work, using a unit of the 

SkiliObject™ software suite calJed Task Generator™. Specifically, they generated the tasks required for 

them to perform their jobs. It was important that SMEGs be used for task generation as they are considered 

to be the most knowledgeable about the job being analyzed, especially at the daily level (Landy & Vasey, 

1991). Using SMEGs to generate the tasks upon which much of the SkillObject™development is based is 

one of the checks and balances built into the process to test for its construct validity. Using Task 

GeneratorTM, the SMEGs described the tasks performed hospital-based managers. Each SMEG used a 

computer to link to the SkillObject™ suite of software applications. Task Generator™ assisted them to 

create detailed and carefully worded task statements. 

Legacy task review. After logging into Task Generator™, the SMEGs were directed to review 40 

legacy work task statements that described the hospital-based physical therapist manager's work, and to 

indicate which of the task statements were relevant to their jobs. In this step, the SMEGs were instructed to 

indicate a task as 'relevant' if they performed the task in their work. The legacy tasks were developed by 

the investigator and were based on (a) the results of the literature review summarized in Chapter II, (b) the 

theoretical model describing the managerial work of the hospital-based physical therapist manager 

represented in Table 6, (c) previous analyses, (d) O*NET, and (e) the National SkillObject Library. The 40 

legacy tasks are listed in Appendix K. The purpose of the legacy task review was to cue the SMEGs to 

begin thinking about their job activities. Once the SMEGs completed this review, they were unable to refer 

back to the legacy tasks in subsequent procedures. 

Task generation. After reviewing the legacy tasks, the Task Generator software directed the 

SMEGs to select six to twelve Generalized Work Activities (GWAs) that were most relevant to their work. 

GWAs are broad statements about a job that could be applied to any job. The GWAs utilized in the 

SkillObject™ development process were from the Occupational Information Network (2001) (O*NET) 

framework. The O*NET framework was developed by the United States Department of Labor as an on-line 
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replacement for the Dictionary of Occupational Titles. O*NET is based on research in the fields of job 

analysis and industrial and organizational psychology, and contains descriptors of job positions in terms of 

ski 11 , knowledge, abilities, tasks, generated work activities, work context, organizational context, 

occupational values, work styles, and training, education, licensure, and experience requirements. 

Each SMEG selected the GWAs that were most relevant to his or her work. The software 

application then presented the SMEGs with a list of potential verbs and objects used to create task 

statements within that GWA. The SMEG selected verbs and objects that described actions and objects that 

they used within their jobs. For example, a verb could be "write" and an object "reports". SMEGs were 

prompted to input additional verbs and objects specific to their occupation. The computer then presented all 

of the verbs and objects selected in two lists for the SMEG to generate pairs of verbs and objects, or verb

object pairings, describing basic work task statements. 

Once the SMEGs created the verb-object pairings, they were prompted to modifY each task 

statement to include additional information about the object and the task. The additions were called Object 

Modifiers and Statement Modifiers. The object modifiers consisted of a one or two-word phrase describing 

the sentence's object. The statement modifier was a phrase explaining the purpose, rationale or end-result 

of the task. An example of a completed task statement could be: "Write expense reports for submission to 

the accounting department for reimbursement." Each SMEG generated an average of90 task statements to 

describe his or her job. By having several SMEGs generate tasks, a detailed picture of the job began to 

emerge. The process of task generation took four to six hours per SMEG, depending on the speed at which 

the individual SMEG worked. A total of 761 task statements were generated by the SMEGs. 

Task Editing. Because several SMEGs generated tasks, duplications and overlaps were expected. 

In the next step of the SkillObject™ development process, the Skills Analyst used the Task Editor portion 

of Skill Object™ Designer to edit the task list to remove duplications from the task list. The Task Editor 

program uses a three-step process to combine duplicate and similar task statements and to modifY the 

wording of the edited tasks so that they are clear and precise. In the first step, the SA grouped the tasks 

together by identical actions (verbs) and objects using a verb filter function. Once a group of tasks with 
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simi lar actions was extracted from the full task list, the SA then looked for repetitions of identical objects 

within similar the actions using the object filter contained in Task Editor. Task Editor then produced a list 

of task statements with identical actions and objects. In the second step of Task Editing, the SA selected the 

most representative task statement among the group with identical actions and objects. This task was 

selected as the final task and then modified for grammar and spelling. The investigator repeated these two 

phases until no more task statements were left to group and name. In the third step of Task Editing, the SA 

reviewed and analyzed the final tasks using the same verb and object filters to produce a list of task 

statements. The edited task list contained 122 task statements (see Appendix K). The task editing process 

took the SA approximately 26 hours to complete. 

Task review. The edited task list was reviewed the Subject Matter Expert Reviewer (SMER) and 

three of the original SMEGs, one from each of the three manager levels identified in this study. The 

SMEGs and SMER reviewed the edited tasks, contained in an Access database (Microsoft Access, 2000), 

to ensure the task list was complete, accurate, and that the tasks were written so that another person in the 

same position could understand the task statements without any confusion as to the intended meaning of the 

statements. In this stage, the SMEGs could correct or modify any task statements whose meaning may have 

become altered during Task Editing. They could also add new task statements or delete task statements that 

they thought were unnecessary. The online task review took approximately 3 hours to complete. The task 

list describing the work of the hospital-based physical therapist manager now contained two additional 

tasks for a total of 124 task statements. 

Stage II: Linking Skills and Abilities (Competencies) to Tasks 

The next step in the SkillObject™ process was to identify the skills and abilities (S&A) required 

for each of the tasks for the job of hospital-based physical therapist manager. The task-to-skills and task-to

abilities linkages were then clustered into similar groups for inclusion into the online survey. 

Skill and ability linkage to tasks. Using the S&A Linkage Tool™ from SkillObject™ software 

suite, the investigator linked each of the 124 task statements to a primary skill and ability. Skills were 

previously defined as "individual capabilities that can be developed as a result of education, training, or 
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experiences" (Schippmann, 1999, p. 21 ). They underlie an individual's capacity to learn or acquire new 

knowledge, or perform activities, that are situational and job specific (SkillsNET, 1999-2001, p. 54). 

Abilities were defined as basic characteristics or aptitudes that constitute the individual's power to perform 

a set of related work activities. Abilities are said to be relatively stable over time, although they can be 

developed (Schippmann, 1999, p. 22). Abilities are grouped into four basic groups: cognitive or mental, 

psychomotor, physical, and sensory (SkillsNET, 1999-2001, p. 69). 

The skills and abilities variables used in the Skill and Ability Linkage were taken from the 

Occupational Information Network (O*NET) framework. The investigator used the O*NET list of 46 skill 

variables and 52 ability variables to link the primary skill and the primary ability variable to each task. A 

list of the O*NET skills and abilities variables are found in Appendix L. The investigator completed the 

task-to-ski lls and task-to-abilities linkage process in approximately 12 hours. 

Ski iiObjectTM Generation. Once the investigator linked the skill and ability variables to the task 

statements, the task statements were clustered together to form SkillObjectsTM. This step was completed by 

the SMER using another portion of the Skill Objects TM software suite, Skill Object Generator. The SMER's 

work was then reviewed and edited by 3 SMEGs from the task generation and task review steps, one from 

each of the three management levels. 

In this step, the software presented the task statements to the SMER based on the skill and abilities 

variables linked in the previous step. The SMER grouped all of the tasks linked to each specific skill 

variable. The tasks were grouped based on similarities, e.g., tasks that are performed together and/or 

require similar knowledge or tools to perform. These clusters of tasks are called SkillObjectsTM. After 

grouping the tasks together into SkillObjectsTM, the SMER gave a title to each grouping. Examples of 

SkillObjectTM titles included the following: Business Performance Analysis, Personnel Management, 

Management Information Gathering, and Financial Performance Assessment. 

The Skill Objects TM contained additional information such as the specific tools and knowledge 

required to perform the SkillObjectTM. After grouping and naming the SkillObjectTM, the SMER identified 

89 key tools and knowledges required to perform the tasks, based on his experience in the industry. A tool 
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was defined as (a) being critical to performing the task, (b) taking more than two days to learn, (c) being 

specific, and (d) being characteristically associated with the tasks in the SkillObject™. Examples of tools 

included office equipment, specific software applications, patient care equipment, or mechanical tools. 

After identifying necessary tools, the SMER generated a list of key knowledges. Knowledges were defmed 

as (a) being critical to performing the task, (b) not being transitory or temporary, and (c) being specific. 

Examples of knowledges included medical abbreviations, physiology, specific treatment procedures, and 

billing procedures. The SMR completed the SkillObject Generation in approximately 10 hours. 

SkiliObject™ Reviewing and Editing. Once the SMER grouped the tasks into SkillObjects™ and 

assigned occupational specific knowledge and tools to each SkillObject™ according to his expertise, the 

SMEGs reviewed and edited the list of Skill Objects ™ to create a fmal, comprehensive set of 

Ski iiObjects™. The editing and reviewing were performed by three of the original nine SMEGs, again one 

representing each management level. 

The Skill Objects TM were e-m ailed to the SMEGs to review and edit, as needed, on their 

computers. The Reviewing/Editing included three steps. First, the SMEGs read the associated tasks for the 

SkillObject™ and determined if the SkillObject™ title accurately described the SkillObject™. The SMEGs 

were instructed to change the title as needed to make it clearly represent the tasks in the SkillObject™. 

Next, the SMEGs were instructed to review the tools associated with the Skill Object™. If a tool was not 

used to perform the tasks, they were encouraged to recommend that the tool be removed from the 

SkillObjectTM. If the wording of the tool required modification, the SMEGs could recommend the change. 

If the SMEGs wanted to add a tool to the Skill Object'™, they could record the recommendation. Finally, the 

SMEGs were instructed to read the knowledge(s) associated with the SkillObject™. Again, if a knowledge 

was not used to perform the tasks, they were encouraged to recommend that the knowledge be removed 

from the SkillObjectTM. If the wording of the knowledge required modification, the SMEG could 

recommend the change. Alternatively, if the SMEG wanted to add a knowledge to the SkillObject™, they 

could record the recommendation. During SkillObject™ Editing/Reviewing, the SMEGs discovered two 

redundant skills, and nine tools or knowledges, which they recommended for removal, yielding a new total 
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of 122 task statements and 80 tools and knowledges. The SkiliObject™ Editing/Reviewing process took 

between 3 and 8 hours for the SMEGs to complete. 

The SMEGs returned the edited SkiiiObjects™ to the SA, who then compiled all of the editorial 

changes using the SkiliObject Editor™ software application. Once the SkillObjectsTM from the SMEGs 

were consolidated to create the final list, the SkiliObjects™ process was complete. The portion of the 

SkiiiObject™ editing process completed by the SA took approximately 8 hours to complete. After editing 

the SkiliObjects™, the investigator completed the final step by carefully reviewing the SkillObject™ list, 

removing redundancies, and checking for spelling errors, and placing the items into the online survey. 

Stage III: Online Survey 

Completion of the Skill Object™ development process yielded 122 task statements and 80 tool and 

knowledge statements. The 202 statements were placed into the online survey, used by hospital-based 

physical therapist managers to develop rating levels for each task statement, as well as for each tool and 

unique knowledge. The survey step served two purposes: (a) to describe the managerial work of the 

hospital-based physical therapist managers, and (b) to validate the content of the tools and unique 

knowledges used by the managers. A complete listing ofthe task statements, tools and knowledges is found 

in Appendix M. 

Hospital-based physical therapist managers (hereafter referred to as subjects) accessed the survey 

after they returned their demographic surveys and received confirmation e-mails with their logons and 

passwords. The subjects logged on the SkiliObject™ e-Survey website, following the directions given to 

them in the solicitation letter and again in their confirmation e-mail with their logons and passwords. The 

software prompted the subject to rate each of the task, tool, and knowledge descriptors on each of the 

following criteria: (a) frequency of performance, (b) importance of the task or tool to job performance, 

(c) the relative amount of time spent performing the task compared to other tasks, (d) the time required to 

learn how to properly perform/utilize the item, and (e) identifying the management level of the person who 

most often performs the task. The subjects rated each task, tool, and knowledge using ordinal rating scales 

of measurement with standardized behavioral anchors attached. The anchors also gave the subject guidance 
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on what the different rating levels meant. This was done to reduce the subjectivity involved in making the 

ratings, as well as to minimize inter-rater variability. The first four criteria were identified by the study's 

investigator to describe the job of the physical therapist manager. The last criterion, identifying which 

management level most often performed a task or used a tool or knowledge, was designed to identify tasks 

that may have differed with change in job position, i.e., changes from supervisor to manager to director. 

The online survey was estimated to take one hour to complete. The complete data collection process using 

the SkiliObjectTM process is outlined in Figure 9. 

Stage IV: Data Analysis 

The results of the on-line survey completed in Stage III were analyzed to see whether they 

accurately described the managerial work of hospital-based physical therapist managers and the requisite 

competencies to perform the work. Because the study was descriptive in nature, statistical analysis 

emphasized descriptive techniques to describe the population of interest and their perceptions about the 

work they performed. As the SkillObject™ process had not been used previously with the population of 

interest, tests examining the validity and reliability ofSkillObject™ process were also performed. Finally, 

the theoretical models describing managerial work and competencies developed by the investigator were 

tested for construct validity. 

Data Preparation 

The first step in the data analysis process was preparation for data entry. All demographic 

questionnaires received by the deadline date were reviewed for completeness and appropriateness for 

inclusion in the study. Data from the questionnaires were recorded in an electronic spreadsheet (Microsoft 

Excel, 2000). The responses were entered into the spreadsheet using pre-established numeric codes. 

Responses measured on nominal and ordinal scales of measurement were converted to numeric 'dummy 

codes', described previously. Questionnaire items measured on interval or ratio scales of measurement were 

entered directly into the spreadsheet using their numeric response from the survey. All numeric data, 

inc1uding item responses, were then imported from Excel into a spreadsheet in SPSS (Version 10.1) for 

Windows. 
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Data from the Skill Objects ™ survey were recorded directly in an electronic database format 

(Microsoft Access, 2000) and then imported into SPSS for analysis. Each subject's managerial level was 

I inked from the demographic survey to the Skill Objects TM data using the three-digit subject identifying 

number assigned at solicitation. 

Data Examination 

The data were manually reviewed for errors in data entry, paying particular attention to extreme or 

missing values. These values were compared to raw data from the surveys for correction or confrrmation. 

Using SPSS for Windows, the data set was then reviewed for variance dispersion and for measures of 

normal ity and I inearity. One of the acknowledged limitations of survey-type information is that it 

frequently contains qualitative, dichotomous information as opposed to purely quantitative, continuous data 

(Hair, Anderson, Tatham, & Black, 1995, pp. 35-75). Even after substitution of dichotomous variables with 

dummy variables, limitations and risks in statistical analysis persist. 

Descriptive Statistics 

The data from the demographic questionnaire were analyzed using simple descriptive statistical 

analysis. The variables of interest were the demographic variables that described the respondents (see 

Appendix D). Descriptive measures included frequency distributions, measures of central tendency with 

standard error of the mean, and standard deviation. Once the online surveys were completed, statistical 

analysis of each survey item was performed to determine the nonnative value for each item. Normative 

values included measures of central tendency with standard error of the mean, and standard deviation. 

Evaluating Instrument Validity and Reliability 

As the Skill Object ™ process had not been used previously with hospital-based physical therapist 

managers, results of previous studies testing the validity or reliability of the tool with this population did 

not exist. Therefore, before analyzing and interpreting the results of the SkillObject™ process, the process 

itself had to be evaluated for content validity and inter-item reliability. The investigator pursued several 

actions throughout the process of data collection and analysis to assess the validity and reliability of the 

measurement tool when used with the population of interest. 
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Validity. In order to address the issue of content validity of the data collection instrument or 

process, the investigator developed four research questions and corresponding null hypotheses. They were 

stated as follows: 

1. Does the computeri zed job analysis process demonstrate content validity in describing the frequency of 

performance of managerial tasks performed by hospital-based physical therapist managers? 

~: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of performance of managerial tasks by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

2. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial tasks performed by hospital-based physical therapist managers? 

H0 : The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial tasks performed by hospital-based physical therapist 

managers, when analyzed with hierarchical agglomerative cluster analysis. 

3. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

use of managerial tools and knowledges, i.e., competencies, by hospital-based physical therapist 

managers? 

lfo: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of use of managerial competencies by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

4. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial competencies used by hospital-based physical therapist managers? 

lfo: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial competencies used by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

Domholdt (1993) defined content validity as ''the extent to which a measure is a representation of 

the concept of interest" (pp. 158-159), or stated another way, the extent to which the instrument measures 
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what it purports to measure. In their definition of content validity, Rothstein and Echtemach (1993) 

amplified this classical definition to include the concept whether the results of the test or measure are 

meaningful. They defined content validity as ''the extent to which a test or measurement is judged to 

reflect the meaningful elements of a construct and not any extraneous elements" (p. 61 ). The investigator 

adopted Rothstein and Echternach' s definition to operationally define content validity in this study. 

In order to test the null hypotheses regarding the instrument's content validity, the investigator 

chose to use a statistical technique that could handle the very large and complex data set containing the 

responses to the online survey and to examine it for similarities that described the work tasks and 

competencies. Specifically, hierarchical agglomerative cluster analysis was selected to identify groupings 

oftasks, tools, and knowledges. 

Cluster analysis is the name for a group of multivariate procedures used to create a classification 

(Aldenderfer & Blashfield, 1984 ). These procedures form clusters or groups of similar entities. Cluster 

analysis starts with a data set containing information about a sample of entities, in this case managerial 

work tasks, tools and knowledges, and attempts to reorganize the entities into relatively homogeneous 

groups. The objects in the groups may be subjects or variables, depending on the cluster analysis method 

used. 

The purpose of cluster analysis is two-fold: first, to assign different variables to their 

representative clusters based on their similar characteristics, and second, to identify outliers, or variables 

that do not fit into the clusters, and to delete or partition them into a separate entropy group (Hair, 

Anderson, Tatum & Black, 1995). According to Hair, Anderson, Tatum and Black (1995), the cluster 

analysis process consists of the following four steps: 

1. Partitioning data: includes selection of variables to be included in the cluster analysis, 

selecting the similarity measure and distance measures to be used in determining proximity or 

distance between cases, and selecting the cluster procedure. The hierarchical procedure was 

used in this study. 
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2. Interpreting clusters: involves examining the cluster variates to give them names or labels 

that accurately describe the nature of the clusters. 

3. Validating clusters: validation of the results through use of a hold out sample or re-running 

the cluster analysis, on the previously designed subgroups. In this study, a K-cluster 

confirmatory analysis was run on the data, verifying the number and content of the clusters. 

4. Profi ling clusters: involves describing the characteristics of each cluster, to explain how they 

may differ on relevant dimensions. The goal is to identifY which variables are best are 

predicting membership in the cluster (pp. 424 - 444). 

In this study, four separate cluster analyses were performed on the survey responses that rated the 

following: (a) frequency of task performance, (b) importance of tasks to the respondent, (c) frequency of 

utilization of com petencies (tools and/or knowledges) and (d) importance of competencies (tools and/or 

knowledges) to the respondent. Cluster analysis was used to determine whether the data collection process 

produced recognizable groupings of frequently performed and/or important tasks, and competencies. 

The investigator analyzed the four sets of responses of task and competency statements using a 

multivariate statistical procedure, hierarchical agglomerative cluster analysis. Agglomerative methods 

proceed by making a series of successive fusions of the individual variables into n groups (Everitt, Landau 

& Leese, 2001 ). The distance measure used to determine the distances between task statements and tools 

and knowledges statements was the squared Euclidian distances. The investigator used Ward's method to 

cluster the responses together. In Ward's method, the distance between clusters is the sum of squares 

between the two-clusters summed over all variables. The clusters were graphically depicted for 

interpretation using a dendrogram. A dendrogram is a two-dimensional diagram representing the fusion of 

variables into clusters at each stage of the analysis. A dendrogram produced by Ward's Method of 

clustering is demonstrated in Figure 10. 
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Figure 10. Ward' s Method Dendrogram (4-cluster solution). (Aldenderfer & Blashfield, 1984, p. 55). 

Tests of Significance. Unlike other multivariate dependence techniques, there are no statistical 

tests of significance for cluster analysis (Aldenderfer & Blashfield, 1984, p. 53). Determination of success 

or failure of the procedure is dependent upon the interpretation ofthe researcher, judging whether the 

segregation of variables into subgroups makes intuitive or practical sense. Aldenderfer and Blashfield 

( 1984) summarized two basic approaches for determining the number of clusters: heuristic procedures and 
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formal tests. Heuristic procedures include visual inspection of the resulting dendrogram and making 'cuts' 

by the subjective inspection of the different levels of the tree. For example, for the dendrogram presented in 

Figure 9, four clusters would be identified as an appropriate solution, based on the vertical lengths of the 

branches leading to the main bifurcations of the dendrogram. 

A more formal approach for interpretation of the clusters is to examine the amount of change in 

the agglomeration coefficients with each successive iteration of clustering. The output file in SPSS contains 

an agglomeration table containing clustering coefficients, which represent the numerical value at which 

various cases merge to form a cluster. The numerical value represents the squared Euclidian distance 

between the two cases being combined. Small coefficients indicate that fairly homogenous clusters are 

being merged, while the joining of two very different clusters results in a large coefficient. Hair, Anderson, 

Tatum and Black ( 1995) suggest starting at the final stage of the clustering process and calculating the 

percentage of change between preceding coefficients, looking for large increases representing the merging 

of dissimilar clusters. A sharp decrease in the percentage of change between agglomeration coefficients 

indicates that more homogenous clusters have been formed. The correct number of clusters is determined 

by identifying when the last large percentage of change in the agglomeration coefficient has occurred. 

Another formal approach for interpretation is to graph the number of clusters implied by the 

hierarchical tree against the agglomeration coefficient (Aldenderfer & Blashfield, p. 54; Hair, Anderson, 

Tatham & Black, 1995, p. 435). The values of the fusion coefficients are graphed along they-axis against 

the successive steps in the agglomeration process, producing a graph similar to a 'scree test' in factor 

analysis. A marked flattening of the graph suggests no new information is portrayed in successive merging 

into clusters. To determine whether cluster analysis produced recognizable groupings that make practical 

sense, the resulting clusters of tasks and tools and knowledges were assessed by visual inspection of the 

dendrogram, and by calculation of the percentage of change in the agglomeration coefficients. 

After studying the tasks and competencies included in the clusters, the investigator next examined 

the tasks and competencies excluded from the clusters produced by the four cluster analyses. Task and 

competency statements excluded from the analyses might provide information about the work not 
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performed by and competencies not used by the managers. To uncover information describing job tasks not 

performed and/or competencies not used by the subjects, the investigator pursued a systematic examination 

of the excluded task and competency statements. First, the investigator examined the task and competency 

statements excluded from the clusters for any potential overlap with the tasks and competencies that may 

have been erroneously identified as contained within clusters. Next, the investigator identified the mean 

value of the responses for each excluded task and competency to determine whether the tasks and 

competencies had been excluded from the clusters simply based on their average of the rating by the 

respondents. The investigator then examined the excluded tasks and competencies to identity similarities 

and patterns in the task and competency statements. 

Finally, the investigator examined the tasks and competencies excluded from both the frequency 

of performance and importance clusters. The investigator identified the common tasks and competencies 

excluded from both the frequency and importance clusters, and combined the four separate lists of excluded 

task and competency statements into one list identifYing tasks and one list of tools excluded from both the 

frequency and importance clusters. The results of the examination of excluded tasks and competencies are 

reported in Chapter IV. 

Data requirements. The measurement scale of choice for data used in cluster analysis is metric. 

However, cluster analysis is able to accommodate non-metric data by substituting dummy variables for 

ordinal scale data. Sample size is not as important a factor as in other multivariate procedures, such as 

regression analysis or MANOV A where statistical tests of significance require a proscribed number of 

scores on each dependent variable. A different issue arises in considering data for inclusion in cluster 

analysis: Is the sample representative of the population from which it was taken? If the sample is not 

representative of its general population, conclusions drawn from the analysis have little practical use in 

generating generalizations to the general population (Hair, Anderson, Tatham & Black, 1995, p. 436). 

Strengths and weaknesses of the procedure. Unlike other dependent multivariate techniques, 

cluster analysis does not require that a dependent relationship exists among variables (Everitt, Landau & 

Leese, 200 I, p. 179). This frees the researcher from having to identity predictor and/or criterion variables. 
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The data requirements for cluster analysis are more lenient than those of other multivariate techniques, as 

well. Several variations of cluster analysis require the a priori identification of clusters and assignment of 

subjects to the previously identified clusters. However, hierarchical agglomerative methods may be used as 

a data mining technique to discover whether any relevant clusters of variables exist in the data set. 

Because there are no tests of statistical significance, it is difficult to judge 'how well' the cluster 

analysis did in segregating and grouping cases. Interpretation of cluster analysis is therefore subjective, 

dependent on the researcher 's theories, which may lead to biasing of interpretations (Aldenderfer & 

Blashfield, 1984, pp. 14 - 15; Hair, Anderson, Tatham & Black, 1995, p. 445). 

Reliability. Following testing the instrument's validity using cluster analysis, the resulting clusters 

of responses from the online survey were assessed for internal consistency reliability using an item 

analysis. For the purposes of this study, internal consistency reliability was operationally defined as ''the 

extent to which items or elements that contribute to a measurement reflect one basic phenomenon or 

dimension" (APTA, 1991, cited in Rothstein & Echternach, 1993, Appendix, p. 13). Portney and Watkins 

(2000) stated that internal consistency refers to how well items on a scale measure different aspects of the 

same variable when applied to a group of respondents (p. 575). In this study, survey items were grouped 

together through cluster analysis to describe work tasks and competencies (tools and knowledges). Items 

contained in each cluster describing work activities and tasks were tested to determine whether the item 

responses within each cluster were consistent with one another. 

To address the issue of the data collection instrument's reliability, the investigator again developed 

research questions and null hypotheses. The research questions and their corresponding null hypotheses 

were as follows: 

5. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 
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the frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers when analyzed with ICC's and Cronbach's alpha. 

6. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial tasks performed by hospital-based physical therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial tasks performed by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

7. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of use of managerial tools and knowledges, i.e., competencies, by hospital-based physical 

therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of use of managerial competencies by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

8. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial competencies used by hospital-based physical therapist managers? 

f-lo: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial competencies used by hospital-based physical therapist managers when 

analyzed with ICC' s and Cronbach's alpha. 

The results of testing for statistical significance of internal consistency for groups of items was 

expressed with intraclass correlation coefficients (ICCs) and Cronbach's coefficient alpha (a). The ICC is a 

reliability index that reflects both correlation and agreement between items (Portney & Watkins, 2000, p. 

560). It is calculated using variance estimates obtained through ANOVA. Values for ICCs range from 0 to 

1.0, where 0 indicates no correlation and or agreement, to 1.0 indicates maximal correlation and or 

agreement between items. Therefore, the greater the inter-item consistency demonstrated by the items on 

the survey, the closer the ICC values will be to 1.0. 
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Cronbach's coefficient a was also used as a measure of reliability for a set of construct indicators 

(Hair, Anderson, Tatham & Black, 1995). In this study, the reliability of the survey items and their ability 

to describe job tasks and competencies were tested using Cronbach 's coefficient a. Again, values range 

from 0 to 1.0, with higher values indicating higher reliability among the survey items. Items evaluated 

using item analysis were considered acceptable ifCronbach's coefficient a > 0.7 (Hair et al., 1995), good if 

a > 0.8, and excellent if a > 0.9 (Cronbach, 1951). 

Perceptions of Differences of Work Tasks and Competencies 

In addition to describing the work tasks and competencies of hospital-based physical therapist 

managers, the investigator wanted to find out if the subjects perceived differences among the work tasks 

and competencies between the three management levels. Previous research by Carman (1999) suggested 

differences among managerial work tasks between management levels of physical therapist managers. As 

this study was descriptive in nature, the investigator merely wanted to describe perceptions of differences 

that could suggest directions for future research studying the differences between management levels. In 

order to discover whether these perceptions existed, the investigator posed two non-hypothesized research 

questions, stated as follows: 

9. Do hospital-based physical therapist managers perceive differences in managerial work tasks between 

management levels? 

I 0. Do hospital-based physical therapist managers perceive differences in managerial competencies 

between management levels? 

To answer these two research questions, the investigator used the responses from all of the 

subjects who rated the task and competency statements in Stage III by asking "Among the managers in 

your unit or department, who performs this task or utilizes this item most often?" The subjects rated each 

task and competency statement using the following scale: (1) Does Not Apply, (2) Never 

performed/utilized by managers, (3) First level managers (e.g. senior therapists, supervisors, or 

coordinators), (4) Middle managers (e.g. managers or assistant directors), (5) Senior managers (e.g. 

directors, administrative directors, or vice presidents). 
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Due to the nature of the data, i.e. , nominal ratings, statistical analysis of the responses was limited 

to descriptive analysis of the frequencies of responses. The investigator summarized the frequency of 

responses by the percentage of the subjects that identified the task performance or competency utilization 

as not applicable, never performed or utilized by managers, or performed/ utilized by one of the three levels 

of managers within their organization. To summarize the percentages of responses, the investigator first 

completed a frequency analysis on the responses to the 122 task statements identifying who performs the 

task. The task statements and corresponding percentages of the responses for each of the categorical 

responses (listed above) were then entered into an Excel spreadsheet. For purposes of summary and later 

comparison with the theoretical models, the investigator then organized the task statements into the six 

managerial work categories from the theoretical model of managerial work (see Table 6): (a) Planning and 

Forecasting, (b) Managing Subordinates/ Human Resource Management, (c) Managing Unit or Department 

Operations, (d) Building Networks, (e) Managing Information, and (f) Managing Resources. Using the data 

sort function, the investigator then sorted the responses by descending values of percentages for each of the 

three management levels, creating three separate tables of responses. The same process was then completed 

using the responses to the 80 competency (tools and knowledges) statements. The frequency of responses 

to the task and competency statements, by percentages, are reported in Chapter IV. 

Testing the Theoretical Models for Construct Validity 

The final step in the data analysis process was to investigate whether the investigator-derived 

theoretical models that described the managerial work and competencies of hospital-based physical 

therapist managers demonstrated construct validity. Portney and Watkins (200 I) defined construct validity 

as ''the ability of an instrument to measure an abstract concept or construct" (p. 87). Domholdt (1993) and 

Rothstein and Echternach (1993) described constructs as artificial frameworks or theoretical underpinning 

upon which a test or measurement is developed. The operational definition used in this study combined 

elements from the above authors, and was stated as the ability of an instrument to measure a theoretical 

framework upon which a test or measurement is developed. 
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Constructs describing managerial work tasks, roles, and competence were reviewed and described 

at length in the literature review of this study. The investigator proposed models theorizing the managerial 

work and competencies of the hospital-based physical therapist manager (summarized in Tables 6 and 8, 

respectively). 

The investigator posed two additional research questions regarding construct validity, stated as follows: 

11. Does the theoretical model describing managerial work activities required by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

12. Does the theoretical models describing managerial competencies required by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

Because of the nature of the research questions, there were no corresponding research or null hypotheses. 

These two research questions were not answered using statistical tests or procedures. Instead, the 

theoretical models describing the managerial work activities and competencies required by hospital-based 

physical therapist managers were tested for construct validity by comparing them with the results of the 

computer-based job analysis completed by hospital-based physical therapist managers at three stages of the 

data collection and analysis process. 

The work completed by the SMEGs in Stages I and II were compared to the theoretical models at 

two points in the SkillObject™ generation process. First, after Task Editing and Reviewing were 

completed, the investigator compared the final list of edited and reviewed job tasks to the 40 Legacy Task 

statements. Second, after SkillObject™ Editing was completed, the investigator again compared the content 

of the Skill Object™ list for content of skills and abilities to the theoretical model describing managerial 

competencies summarized in Table 8. Simple visual comparison was used to identify the amount of 

simi larity and repletion between the two sources. Finally, following data analysis, the clusters describing 
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managerial work described by the SkillObject™ process were compared to the theoretical model developed 

by the investigator to test the model's construct and content validity. 

Summary 

This chapter provided a detailed description ofthe study's subjects, variables, instrumentation, and 

the procedures used to gather and analyze data describing managerial work and competencies among 

hospital-based physical therapist managers. The study consisted of four stages: three stages of data 

collection followed by a fmal stage of data analysis. In Stage I a small group (n = 9) of experienced 

hospital-based physical therapist managers, referred to as Subject Matter Expert Generators (SMEGs), 

identified and described the managerial work of physical therapists in terms of job tasks. In Stage II the 

Subject Matter Expert Reviewer (SMER) reviewed the tasks described by the SMEGs and assisted in 

linking the tasks to requisite competencies. The investigator identified and linked key skills and abilities 

required to perform the previously identified job tasks. In Stage III, a larger sample (sampling frame= 716) 

of hospital-based physical therapist managers who were members of the APT A's Section on 

Administration rated the job tasks, skills, tools, knowledge and abilities identified in Stages I and II, on 

criteria such as criticality to work, frequency of performance, and when the task is needed. During Stage 

III, demographic information describing the subjects of the larger sample was also collected. 

In Stage IV, the data describing the subjects, their work, and the requisite competencies to perform 

the work, were analyzed using descriptive and multivariate statistical tests. In addition, the validity of the 

proposed competency models, described in Chapter II, were tested by comparing them to the results of the 

data collected in Stage III of the study. In the next chapter, the results of the data analysis are reported. 
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CHAPTER IV 

RESULTS 

In the Chapter lll, the investigator outlined the four stages of data collection and analysis of the 

study. In Stages I and II a small group of experts described their work tasks and the competencies required 

to perform their work using a multi-step SkillObject™ job analysis process. In Stage III, a larger sample of 

hospital-based physical therapist managers rated each ofthe work task and competency statements using an 

on line survey. 

In Stage IV, the investigator analyzed the data describing the subjects, their work, and the requisite 

competencies to perform the work, using descriptive and multivariate statistical tests. In addition, the 

val idity of the proposed competency model, described in Chapter II, was tested by comparing it to the 

results of the data collected in Stage III of the study. This chapter provides a detailed description ofthe 

results of the analyses of the study' s subjects, the (instrument) validity and internal consistency reliability 

of the Ski ll Object ™ process, a description of the managerial work and competencies among hospital-based 

physical therapist managers, and examination of construct validity of the proposed models describing 

managerial work and competencies. 

Subject Description 

Two sets of subjects were used at different stages of the study. In Stage I of the study, a group of 

nine experienced hospital-based physical therapist managers, referred to as Subject Matter Expert 

Generators (SMEGs), was selected to generate statements describing their work as physical therapist 

managers. In Stage II , a subset of the original SMEGs worked with the investigator to identify the 

competencies (skills, tools, and specialized knowledge) required to perform the tasks identified in Stage I, 

and to link the competencies to the tasks. In Stage III, a larger sample of physical therapists was solicited to 

represent the target population of physical therapists managing physical therapy services, who were 

employed in hospitals in the United States. Both sets of subjects included physical therapist supervisors, 
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middle managers, and senior managers employed in hospital settings. The first section of the Chapter 

examines the demographic information provided by both sets of subjects to assess whether they provided 

an adequate cross-sectional representation for all aspects of the job of hospital-based physical therapist 

manager. 

Stage I and II Subject Matter Expert Generators 

Nine Subject Matter Expert Generators (SMEGs) were identified and purposely selected for this 

study, three representing each management levels of interest: frrst-line manager or supervisor, middle 

manager, and senior manager. The investigator questioned the potential SMEGs about their titles, the 

number of employees they supervised, and proportions of time spent in patient care, supervision, and 

management activities. After signing consent forms agreeing to participate in the study, the SMEGs 

completed a demographic survey (Appendix D) which provided data describing them and their work. Using 

the procedures described in Chapter III, the coded values from five responses contained in the demographic 

survey were totaled. Then, using the guidelines contained in Table 10, the SMEGs were assigned to one of 

the three management levels based on their clinical and managerial responsibilities, as reported in the 

demographic survey. Simple descriptive statistics, including measures of central tendency and frequencies, 

were calculated from the data contained in the demographic surveys to report the characteristics of the 

SMEGs and their work. 

The SMEGs' average age was 39.4 years. Seven (78%) of the SMEGs were women. The sizes of 

the facilities in which the SMEGs worked ranged from 45 to 650 beds, with an average of 321 beds. Their 

years of management experience spanned 2 to 25 years, averaging 11.7 years. The number of employees 

for which they were responsible also represented a broad range, from 1 to 120 employees (See Table 11 ). 

Table 12 displays their distribution with regard to title, supervisor's title, management level, amounts of 

time spent in patient care, supervision, and management functions, and their work focus. 
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Table 11 

Descriptive Statistics of Demographic Variables of Subject Matter Expert Generators (SMEGs) 

Demographic Variable N Range M SD SEM 

#of beds in faci lity 9 (45- 650) 321.0 237.2 11.7 

#of years of management experience 
9 (2- 25) 11.7 7.7 2.6 

# of employees reporting to subject 
9 (1- 120) 40.4 47.9 15.9 

Subject's age (in years) 
9 (27 - 53) 39.4 9.3 3.1 
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Table 12 

Frequencies of Demographic Variables of Subject Matter Expert Generators (SMEGs) 

Demographic Variable Frequency Percentage 

Subject's Title 

Senior PT 4 44.4% 

Director 5 55.6 

Title of Subject's Supervisor 

Manager 3 33.3 

Vice President 6 66.7 

Management Level (derived from data in demographic surveys) 

First-line Manager 3 33.3 

Middle-Manager 3 33.3 

Senior Manager 3 33.3 

Amount ofTime Spent in Patient Care 

> 75% 3 33.3 

51 - 75% 2 22.2 

< 25% 4 44.4 

Amount ofTime Spent in Supervision 

25 - 50% 2 22.2 

< 25% 7 77.8 

Amount of Time Spent in Management Functions 

< 25% 5 55.6 

> 75% 4 44.4 
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Table 12 (continued) 

Demographic Variable 

Focus of Work (Ranked Most Important) 

Intradepartmental 

Interdepartmental 

Extraorgan izational 

Stage III Subjects 

Frequency 

5 

2 

2 

Percentage 

55.6% 

22.2 

22.2 

Subjects in Stage III consisted of physical therapists employed in hospital settings, selected from 

the membership list of the Section on Administration (SOA) of the American Physical Therapy Association 

(APTA). The process for subject solicitation was described in Chapter III. Ofthe 716 subjects in the 

available sampling frame, 226 (31.6%) completed and returned usable demographic surveys. Of these, 74 

(32.7%) completed the online survey. Table 13 summarizes the response and completion rates to the mailed 

demographic survey and online survey. 
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Table 13 

Response Rate and Resultant Sample Size 

%of 
% ofUsable 

N 
Total 

Demographic 
Surveys 

Demographic surveys mailed out 716 100% N/A 

Surveys returned/undeliverable 9 1.3 N/A 

Surveys returned too late to be used 9 1.3 NIA 

Usable demographic surveys received 226 31.6 100% 

Invalid e-mails/never started online survey 9 1.3 4.0 

Valid e-mails/never started online survey 89 12.4 39.4 

Incomplete online survey 55 7.7 24.3 

Completed online survey 74 10.3 32.7 

Subjects in Stage Ill completed a demographic survey that was identical to the instrument used 

with the SMEGs in Stage I (see Appendix D), except for the addition of one item describing the level of 

financial responsibility demonstrated by the manager. Using the procedures described in Chapter III, the 

coded values from five responses contained in the demographic survey were totaled. Then, using the 

guidelines contained in Table 10, the respondents were assigned to one of three management levels. Again, 

simple descriptive statistics were calculated from the demographic surveys to report the characteristics of 

the respondents that completed the online survey (N = 74). 

The subjects' average age was 45.4 years. Fifty-seven (72.5o/o) of the subjects were women. The 

sizes ofthe facilities in which the subjects worked ranged from 17 to 1132 beds, with an average of322.7 

beds. Their years of management experience management experience spanned from six months to 44 years, 
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averaging 13.7 years. The number of employees for which they were responsible also represented a broad 

range, from 1 to 331 employees (see Table 14). Table 15 displays their distribution with regard to title, 

supervisor ' s title, management level, amounts of time spent in patient care, supervision, and management 

functions, and their work focus. Tables 14 and 15 also summarize the descriptive information from the 

managers who did not complete the online survey. Descriptive information from both groups was included 

for subsequent comparisons to determine whether the subjects that completed the online survey were 

representative of the larger sample. 

Table 14 

Descriptive Statistics of Demographic Variables of Subjects with Complete (C) and Incomplete (I) Online 
Surveys 

Demographic Variable 
Group N Range M SD SEM 

Subject's age All 226 (29- 68) 45.4 7.6 .50 
(in years) 

Complete 74 (31 - 68) 46.2 7.9 .92 

Incomplete 152 (29- 63) 44.9 7.4 .60 

# beds in facility All 222 (17- 1132) 320.7 230.5 .98 

Complete 70 (17- 835) 300.4 193.7 23.2 

Incomplete 152 (25- 1132) 330.1 245.6 19.9 

# years of mgm t. All 225 (0.5- 55) 13.7 7.6 .50 
expenence 

Complete 74 (0.5- 44) 14.3 8.4 .98 

Incomplete 151 (1- 33) 13.4 7.1 .57 

# employees reporting to All 221 (1-331) 44.3 48.8 3.3 
subject 

Complete 74 (1- 120) 40.5 27.3 3.2 

Incomplete 147 (2- 331) 46.2 56.6 4.7 
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Table 15 

Frequencies of Demographic Variables of Subjects with Complete (C) and Incomplete (I) Online Surveys 

Percentage of 
Frequency Group 

Demographic Variable c I c 

Subject's Title 

Supervisor or 12 24 16.2 15.8% 
Coordinator 

Manager 14 30 18.9 19.7 

Director 46 93 62.2 61.2 

Vice President 2 4 2.7 2.6 

Title of Subject's Supervisor 

Supervisor or 
Coord. 1.4 .7 

Manager 3 1.4 2.0 

Director 9 14 12.2 9.2 

Vice President 53 110 71.6 72.4 

President 10 22 13.5 14.5 

Management Level (derived from data in demographic surveys) 

First-line Manager 4 12 5.4 7.9 

Middle-Manager 33 79 44.6 52.0 

Senior Manager 37 61 50.0 40.1 
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Table 15 (continued) 

Percentage of 
Frequency Group 

Demographic Variable c I c I 

Amount of Time Spent in Patient Care 

> 75% 5 1.4% 3.3% 

51 - 75% 4 11 5.4 7.2 

25 - 50o/o 10 21 13.5 13.8 

< 25% 59 115 79.7 75.7 

Amount of Time Spent in Supervision 

> 75% 16 1.4 10.6 

51 - 75% 8 16 10.8 10.6 

25 - 50% 39 71 52.7 46.7 

< 25% 26 48 35.1 31.6 

Amount of Time Spent in Management Functions 

< 25% 4 22 5.4 14.5 

25 - 50o/o 31 49 41.9 32.2 

51 - 75% 31 53 41.9 34.9 

> 75% 8 28 10.8 18.4 

Level of Financial Responsibility 

Input into Budget 9 24 12.2% 15.8o/o 
Development 

Moni tors Budget 55 Ill 74.3 . 73.0 
Variances 

Budget Approval 10 16 13.5 10.5 
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Table 15 (continued) 

Frequency 

Demographic Variable c 

Focus of Work (Ranked Most Important) 

Intradepartmental 49 

Interdepartmental 7 

Extraorganizational 9 

65.8 

34 

12 

c 

Percentage of 
Group 

66.2 

9.5 

12.2 

I 

67.1 

22.4 

7.9 

Sample representativeness. Because only 74 (10.3%) subjects completed both the demographic 

and online surveys in Stage III, the investigator questioned whether these respondents were representative 

of non-respondents. Fortunately, the investigator had retained the demographic information from the 152 

respondents who returned the demographic surveys but did not complete the online survey. Tests of 

differences were calculated for each of the 15 demographic variables to determine whether significant 

differences existed between the 74 subjects that completed the online survey and the other 152 subjects 

who either never started or did not complete the online survey. Student t-tests of differences were 

calculated for the variables measured on a continuous scale of measurement and Chi-square tests for 

independent samples were calculated for variables measured on nominal or ordinal scales of measurement. 

No significant differences between the two groups were found on any of the 15 variables (see Tables 16 

and 17), suggesting that the sample that completed the entire study, i.e., that completed both written and 

online data, was representative of all those who completed only the written portion. 
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Table 16 

t-tests of Differences of Demographic Variables Between Subjects with Complete (C) and Incomplete (!) 
Online Surveys 

Demographic Variable df Sig. 

# beds in fac ility 220 -0.890 NS 

# years of management experience 223 -0.450 NS 

#employees reporting to subject 219 -0.815 NS 

Subject 's age (in years) 224 1.184 NS 

Table 17 

Chi-Square of Differences of Demographic Variables Between Subjects with Complete (C) and Incomplete 
(I) Online Surveys 

Demographic Variable df xz Sig. 

Subject's Title 4 0.55 NS 

Ti tl e of Subject's Supervisor 5 3.09 NS 

Amount of Time Spent in Patient Care 3 1.06 NS 

Amount of Time Spent in Supervision 3 6.12 NS 

Amount of Time Spent in Management Functions 3 7.34 NS 

Level of Financial Responsibility 2 0.84 NS 

Focus of Work 

Intradepartmental 2 1.99 NS 

In terdepartm enta I 2 5.77 NS 

Extraorgan izational 2 1.17 NS 

ubject's Gender 0.90 NS 

Management Level 2 2.10 NS 
(derived from demographic survey data) 
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In addition to the question of representativeness of the subjects who completed the online survey 

in Stage III, the question was raised whether the SMEGs in Stages I and II were representative of the 

sampling frame from which subjects in Stage III were drawn. Large differences between the SMEGs and 

the subjects in Stage III could result in development of task and competency statements not representative 

of the larger sample's work. Again, student t-tests of differences were calculated for the variables measured 

on a continuous scale of measurement and Chi-square tests for independent samples were calculated for 

variables measured on nominal or ordinal scales of measurement, to determine whether significant 

differences existed between the 9 SMEGs and the 74 subjects that completed the online. 

Significant differences between the two groups were found on 5 of the 15 demographic variables: 

the subject's age, the subject 's title, the title of the subject's supervisor, the amount of time spent in patient 

care, and the amount of time spent in management functions (see Tables 18 and 19). Specifically, Stage III 

subjects were older than the SMEGs, and demonstrated 'higher' titles, as did their supervisors. Stage III 

subjects spent less time performing patient care than the SMEGs, and more time in management functions. 

All of these differences reflect the even distribution of first-level managers, middle and senior managers 

contained in the SMEG sample (33.3% of subjects at each level), while the Stage III sample contained an 

uneven distribution of management levels, with only 5.4% of the subjects representing first-line managers. 

First-level managers possess 'lower' job titles, as do their supervisors, versus middle and senior managers, 

and perform more patient care and fewer management functions. 
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Table 18 

t-tests of Differences of Demographic Variables Between Subject Matter Expert Generators (SMEGs) and 
Subjects who Completed the Online Survey 

Demographic Variable df 

# beds in facility 81 -0.29 

# years of management experience 81 0.91 

# employees reporting to subject 0.01 

Subject's age (in years) 81 2.37* 

a Equal variances not assumed; *p < .05, two-tailed 

Table 19 

Chi-Square of Differences of Demographic Variables Between Subject Matter Expert Generators (SMEGs) 
and Subjects who Completed the Online Survey 

Demographic Variable df l 

Subject 's Title 3 36.35* 

Title of Subject ' s Supervisor 4 20.94* 

Amount of Time Spent in Patient Care 3 22.70* 

Amount of Time Spent in Supervision 3 6.27 

Amount of Time Spent in Management Functions 3 32.43* 

Focus of Work 

Intradepartmental 2 0.77 

Interdepartmental 2 2.66 

Extraorganizational 2 1.24 

Subject 's Gender .003 

Management Level 2 8.12 
(der ived from demographic survey data) 

* p < .05, two-tailed 
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Demographic differences between management levels. Of the total number of subjects completing 

both the written and online portions of the study (N = 74), 70 were classified as either middle or senior 

managers. The other four subjects were classified as first-line supervisors. Of the remaining 70 subjects, 37 

were senior managers and 33 were middle managers. 

To complete the description of the Stage III subjects, tests of differences between the two groups 

were calculated for the demographic variables reported in the demographic survey. The investigator wanted 

to know if sign ificant differences existed among the managers that might influence their responses to items 

contained in the onl ine survey. Once again , student t-tests of differences were calculated for the variables 

measured on a continuous scale of measurement and Chi-square tests for independent samples were 

calculated for variables measured on nominal or ordinal scales of measurement, to determine whether 

sign ificant di fferences ex isted between the 33 middle managers and 37 senior managers that completed the 

on line survey. 

Sign ificant differences between the senior and middle managers were found on 5 of the 15 

demographic var iables: the subject's title, the title of the subject's supervisor, the amount of time spent in 

patient care, the tim e spent in management functions, and the level of fmancial responsibility (see Tables 

20 and 2 1). The middle managers' reported titles were lower than those ofthe senior managers, as were the 

titles of the middle managers' supervisors. Middle managers spent more time performing patient care and 

less in management functions than senior managers. Finally, middle managers reported a lower level of 

fi nancial responsibility than senior managers. These differences would be expected when comparing 

differing levels of management. 
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Table 20 

t-tests of Differences of Demographic Variables Between Middle and Senior Level Managers who 
Completed the Online Survey 

Demographic Variable df 

# beds in facility 65 .450 

#years of management experience 68 -1.38 

#employees reporting to subject 68 -1.71 

Subject 's age (in years) 68 -1.53 

Table 21 

Chi-Square of Differences of Demographic Variables Between Middle and Senior Level Managers who 
Completed the Online Survey 

Demographic Variable df X 

Subject's Title 3 25.34** 

Title of Subject's Supervisor 3 15.39** 

Amount ofTime Spent in Patient Care 2 6.62* 

Amount of Time Spent in Supervision 3 3.61 

Amount of Time Spent in Management Functions 3 12.31 ** 

Level of Financial Responsibility 2 6.13* 

Focus of Work 

Intradepartmental 2 3.81 

Interdepartmental 2 1.57 

Extraorgan izational 2 2.14 

Subject 's Gender .32 

*p < .05 , two-tailed, ** p < .01, two-tailed 
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Hypothesized Findings/Research Questions 

After analyzing the demographic data describing the SMEGs in Stages I and II and the subjects 

completing the online survey in Stage III, the focus of the data analysis moved to testing the validity and 

reliability of the data collection instrument. As the SkiiiObject™ process had not been used with this 

study' s population, results of previous studies testing the validity or reliability of the tool were not 

avai lable. Therefore, the results ofSkiiiObject™ process had to be evaluated for content validity and inter

item reliability, before interpreting the results of the SkillObject™ process. Following completion of 

evaluation ofthe instrument's validity and reliability, descriptive frequencies of subjects' perceptions of 

differences in work tasks and competencies between management levels were performed and summarized. 

Finally, the construct validity of the theoretical models describing managerial work and competencies was 

assessed. 

Instrument Validity 

In order to address the issue of content validity of the data collection instrument or process, the 

investigator developed four research questions and corresponding null hypotheses. They were stated as 

follows: 

1. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

performance of managerial tasks performed by hospital-based physical therapist managers? 

~:The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of performance of managerial tasks by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

2. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial tasks performed by hospital-based physical therapist managers? 

Ho: The data set collected us ing the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial tasks performed by hospital-based physical therapist 

managers, when analyzed with hierarchical agglomerative cluster analysis. 
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3. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

use of managerial tools and knowledges, i.e., competencies, by hospital-based physical therapist 

managers? 

Ho: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of use of managerial competencies by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

4. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial competencies used by hospital-based physical therapist managers? 

H0 : The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial competencies used by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

The investigator employed a multivariate statistical procedure, hierarchical agglomerative cluster 

analysis, to identifY groupings of tasks and competencies to answer these four research questions. In this 

study, four separate cluster analyses were performed on the survey responses rating (a) the frequency of 

task performance, (b) the importance of the task to the respondent, (c) the frequency of utilization of 

competencies (tools and/or knowledges) and (d) the importance ofthe competencies (tools and/or 

knowledges) to the respondent. Cluster analysis was used to determine whether the data collection process 

could produce recognizable groupings of frequently performed and/or important tasks and competencies. 

Frequency and importance of managerial work tasks. To answer the first two research questions 

about the instrument's validity describing managerial work, cluster analysis was performed using the 

responses rating frequency and importance of the task statements. The investigator looked fust at the 

freq uency of performance of work tasks and then at the importance of performance of the tasks to the 

respondent. 

Hierarchical agglomerative cluster analysis of the variable set containing the ratings of frequency 

of performance ofthe work task statements required 120 stages (or iterations) of combining items to 

produce a dendrogram containing four recognizable clusters of tasks (Appendix N). In addition, the 
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percentage of change in agglomeration coefficients was calculated for the final seven stages of clustering. 

Large changes were found between the final three stages (118 through 120) of clustering, indicating a four 

cluster solution . Based on the results of the dendrogram and the percentage of change between successive 

stages of clustering, a four-cluster solution was confmned. Table 22 contains the changes in the 

agglomeration coefficient between successive stages of clustering the task statements. 

Table 22 

Percentage of Change in Agglomeration Coefficients Between Successive Stages of Clustering Frequency 
of Task Statements 

Agglomeration 
Change 

Stage 
Coefficient 

Between % Change Between Clusters 
Clusters 

114 6294.25 

115 6610.22 315.97 

11 6 6980.77 370.54 5.6% 

117 7397.71 416.94 6.0 % change between Cluster 4 and 5 

118 8997.49 1599.78 21.6 o/o change between Cluster 3 and 4 

119 12038.37 3040.88 33.8 %change between Cluster 2 and 3 

120 15917.78 3879.40 32.2 % change between Cluster 1 and 2 

The results of the cluster analysis of the survey items describing frequency of performance of 

work tasks are found in Table 23. The investigator named the four clusters based on the frequency of 

performance expressed by the cluster. These four clusters discussed below are arranged in descending order 

of frequency of performance from most to least frequent. The corresponding survey item number is 

presented in parentheses following the appropriate comments for reference to the task and competency 

statements contained in Appendix M. Appendix 0 contains a complete listing of all the task items that 

clustered according to frequency. 
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Cluster 3 - Most Frequently Performed Tasks (weekly to daily) contained the fewest items (7) and 

demonstrated the highest group mean (M = 4.64, on a scale of l to 6) of survey items. Tasks performed 

most frequently by managers in hospital settings, those of daily communication throughout the organization 

(items 26, 27, 28, and 125 in Appendix M) and problem-solving (items 2, 24, and 44). 

Cluster 4 - Frequently Performed Tasks (monthly) contained the largest number of task statements 

(26) and demonstrated a group mean of3.ll.Task statements in the fourth cluster revolved around activities 

describing fi nancial analysis and control (items 3, 5, 7, 18, 19, 32, and 94), completing manpower 

projections and staffing management activities (9, 21, 35, 37, and 64), reporting departmental operations 

(items 107, 1 16 and 134), and problem-solving activities (items 4 and 71). 

Cluster 1 - Infrequently Performed Tasks (yearly to monthly) contained ten task statements, and 

demonstrated a group mean of2.64. This cluster contained task statements all related to providing patient 

care (items 1, 15, 25, and 55), supporting patient care (items 52, 66, 68, and 76), and 

scheduling/coordination of therapy schedules (items 12 and 36). 

C luster 2 - Least Frequently Performed Tasks (yearly) contained 17 task statements and 

demonstrated the lowest group mean (1.97). Items included in this cluster included task statements 

describing student instruction (items 14, 59, 98, and 105) and other teaching activities (items 84 and 126), 

developing and leading interdisciplinary teams (items 49 and 86), reviewing and revising policies and 

procedures (items 63 , 115, 121 , and 129), and developing departmental objectives and job descriptions 

(items 51 and I 02). 
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Table 23 

Cluster Summary - Frequency of Performance of Tasks 

Cluster #Items 
Content Survey Item 

Mean Title m 
Number* 

(M) Cluster 
4.64 Most Frequently: 7 Communicating 26, 27, 28, 125 

Weekly to Daily 
Problem solving activities 2,24,44 

3. 11 Frequently: 26 Manpower projections and staffing 9, 21 , 35, 37, 64 
Monthly Management 

Financial analysis and control 3, 5, 7, 18, 19, 32, 
94 

Reporting department operations 107, 116, 134 

Problem-solving 4, 71 

Mentoring/developing subordinates 78, 93, 114 

Developing L T /ST strategies 72 

Review statutory and regulatory 19 
changes 

Represent Organization 118 

Exchanging best-practice information 67 

Implementing policies and procedures 79 

Coordinating departmental activities 35 

Inspect physical plant 82 

2.64 Infrequently: 10 Patient care 1, 15, 25, 52, 55, 76 
Yearly to Monthly 

12,36 
Scheduling and coordination of 
therapy schedules 

66, 68 
Exchanging patient information 
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Cluster 
Mean 
(M) 

1.97 

Title 

Least Frequently: 
Yearly 

# Items 
m 

Cluster 
17 

Content 

Student instruction & supervision 
activities 

Instruction/teaching to staff and 
community 

Developing and leading teams 

Review and Revise Policies and 
procedures 

Evaluate functional outcomes data 

Practice new skills 

Develop departmental objectives 

Develop job descriptions 

Discipline staff 

* See Appendix M for complete listing of survey items contained in clusters 
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Survey Item 
Number* 

14,59, 98,105 

84, 126 

49, 86 

63, 115, 121, 129 

62 

106 

51 

102 
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The investigator looked next at variables describing the importance of the task statements. Repeat 

use of hierarchical agglomerative cluster analysis of the variable set containing the importance ratings of 

the work task statements required 120 stages or iterations of combining items to produce a dendrogram 

containing four recognizable clusters of tasks (Appendix N). In addition, the percentage of change in 

agglomeration coefficients was calculated for the final seven stages of clustering. However, large changes 

were noted only between the fmal two stages (119 and 120) of clustering, indicating only a three cluster 

solution. Table 24 contains the changes in the agglomeration coefficient between successive stages of 

clustering the task statements. 

Table 24 

Summary of Percentage of Change in Agglomeration Coefficients Between Successive Stages of Clustering 
Importance of Task Statements 

Agglomeration 
Change 

o/o Change between clusters 
Stage between 

Coefficient 
Clusters 

115 10819.52 402.41 3.9 

116 11321.00 501.48 4.6 

117 12203.32 882.32 7.8% Change between Cluster 4 and 5 

11 8 13258.69 1055.37 8.6% Change between Cluster 3 and 4 

119 14584.74 1326.04 10.0 o/o Change between Cluster 2 and 3 

120 223 85.34 7800.60 53.5 o/o Change between Cluster 1 and 2 

Because of the apparent discrepancy in the number of clusters indicated by the dendrogram and 

the changes in the agglomeration coefficients, the investigator examined the task statements contained in 

the clusters depicted in the dendrogram, to determine whether there was overlap between the four clusters 

indicating they should be combined into three clusters. Examination of the contents ofthe clusters revealed 

that the clusters contained di stinct, and widely divergent tasks from one another. Therefore, based on 

161 



examination and interpretation of the clusters depicted in the dendrogram, the investigator concluded that a 

four-cluster solution was appropriate. 

Table 25 contains a summary of the clusters describing the importance of task performance. The 

investigator again named the four clusters, based on the importance of performance expressed by the 

cluster. The four clusters discussed below are arranged in descending order of importance from most to 

least. The corresponding survey item number is presented in parentheses following the appropriate 

comments for reference to the task, tool and knowledge statements contained in M. 

Cluster 4 - Most Important Tasks contained the greatest number of task statements (22) and 

demonstrated a group mean of 4.85 . The clustered items demonstrated four main themes: financial analysis 

and budget developmentJmanagement (items 3, 5, 7, 18, 19, 32, 33, 47, and 94, in Appendix M), 

communicating information (items 17, 27, 71 , 89, and 134), problem-solving (items 2, 3, 4, and 24) and 

assessing employees (4 1, 113 , and 132). The communication and problem-solving tasks contained in this 

cluster were also observed in the Most Frequently Performed cluster. Financial analysis, budget 

development and management tasks appearing in this cluster were also found in the Frequently Performed 

cluster. 

Cluster 3 - Important Tasks contained 13 tasks and demonstrated a group mean of 4.04. Task 

items in the cluster focused on developing the department identity and goals (items 51, 57, and 58), 

establishing policies and procedures (items 56 and 121), developing and maintaining job performance 

standards (items 9 1, 102, and 111), and coordinating departmental work (items 35, 38, and 39). 

Cluster 1 - Somewhat Important Tasks contained 21 task statements and demonstrated a group 

mean of3 .26. This cluster contained task statements related to patient treatment (items 1, 11 , 15, 23 , 25, 55, 

66, 68, 69, and 88), coordination of schedules to provide patient care (items 9, 37, 49,104, and 123), 

teaching staff and community (items 84 and 126), staff supervision in provision of patient care (items 52 

and 99) and developing clinical skills (items 16 and 106). This cluster demonstrated a general theme of 

patient care and activities performed supporting patient care. These same tasks were contained in the 

Infrequently Performed Tasks cluster. 
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Cluster 2 - Least Important Tasks contained the fewest number of items (five) and demonstrated a 

group mean of 1.94. The task statements contained in the cluster described student instruction and 

supervision (items 14, 59, and 1 05) and equipment justification for reimbursement (items 103 and 133 ). 

The teaching and instruction tasks were also present in the Least Frequently Performed cluster. 

The investigator concluded that the results of survey, when analyzed with hierarchical 

agglomerative cluster analysis, produced recognizable and practical grouping of work tasks performed by 

hospital-based physical therapist managers. Based on the results of hierarchical agglomerative cluster 

analysis of survey responses rating frequency and importance of tasks, the first two null hypotheses were 

rejected. These results suggest that the data collection instrument demonstrated content validity in its ability 

to describe the managerial work of hospital-based physical therapist managers. 
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Table 25 

Cluster Summary - Importance of Tasks 

Cluster # Items 
Mean Title m Content Survey Item Number* 
(M) Cluster 

4.85 Most 22 Financial analysis 3, 5, 7, 18, 33 
Important 

Budget development and management 19, 32, 94 

Communicating information 17, 27, 71, 89, 134 

Problem identification and solving 2, 4, 24,33 

Employee assessment 41 , 113, 132 

Promote positive work environment 75 
4.04 Important 13 Develop department identity, goals 51,57, 58 

Establish, review & revise policies and 56, 121 
procedures 

Develop and maintain job performance 91' 102, 111 
standards 

Coordinating department work 35,38, 39 

Represent staff 118 

Influence regulatory development 81 
3.26 Somewhat 21 Patient treatment related I, 11, 15, 23, 25, 55, 

important 66,68, 69,88 

Coordinating schedules to provide patient 9, 37, 49,104, 123 
care 

Personal time management 9, 104 

Teaching staff and community 84, 126 

Supervising staff 52,99 

Developing clinical skills 16, 106 
1.94 Least 5 Student instruction and supervision 14, 59, 105 

important activities 

Justifying reimbursement for goods and 103, 133 
services 

* See Appendix M for complete listing of survey items contained in clusters 
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Frequency and importance of competencies (tools and knowledges). To answer the third and 

fourth research questions about the instrument's validity, two additional cluster analyses were completed 

using the online survey responses rating the frequency of use of competencies (comprised of tools and 

knowledges), as well as the importance of use of the competencies. The investigator again examined the 

resulting dendrograms and change in agglomeration coefficients to determine that the cluster analysis of the 

variable set containing the ratings of frequency of use of the tools and knowledges statements produced 

recognizable clusters. 

Hierarchical agglomerative cluster analysis of the variable set containing the ratings of frequency 

of use of the tools and knowledge statements required 80 stages or iterations of combining items to produce 

a dendrogram containing three recognizable clusters of tasks (Appendix N). In addition, the percentage of 

change in agglomeration coefficients was calculated for the final seven stages of clustering. Large changes 

were found between the fmal two stages (79 and 80) of clustering, indicating a three-cluster solution. Based 

on the results of the dendrogram and the percentage of change between successive stages of clustering, a 

three-cluster solution was confirmed. Table 26 contains the changes in the agglomeration coefficient 

between successive stages of clustering the tool and knowledge statements. 
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Table 26 

Summary of Percentage of Change in Agglomeration Coefficients Between Successive Stages of Clustering 
Frequency of use of Tools and Knowledge Statements 

Stage 
Agglomeration Change between 

% Change between clusters 
Coefficient Clusters 

75 6125.09 271.5 

76 6519.24 394.15 6.4 

77 7041.49 522.25 8.0% Change between Cluster 4 and 5 

78 7740.05 698.55 9.9 o/o Change between Cluster 3 and 4 

79 8940.22 1200.17 15.5 o/o Change between Cluster 2 and 3 

80 11480.50 2540.27 28.4% Change between Cluster 1 and 2 

Table 27 contains a summary of the clusters describing the frequency of use of tools and 

knowledges. In order to summarize the lists of tools and knowledges, they were organized by type and 

content. The types of tools or know ledges were differentiated as either managerial or clinical. The content 

of the tools and knowledges was then subdivided into either a tool or information. The organization 

resulted in four categories of tools and knowledges: (a) managerial tools, (b) managerial information, (c) 

clinical tools, and (d) clinical information. 

Cluster 3 - Most Frequently Used Tools and Knowledges (weekly to daily) contained the fewest 

number of items (five) and demonstrated a group mean of 4.71. This cluster contained tools describing 

communication skills (items 176, 218) and computer hardware and software programs (136, 138, and 139). 

Cluster 2 - Infrequently Used Tools and Knowledges (yearly to monthly) was the largest cluster, 

containing 36 items representing a mixture of managerial and clinical tools and knowledges items and 

demonstrated a group mean of2.58. The managerial tools included various departmental and organizational 

financial and budget reports used in report preparation (192, 137, 144), and scheduling (169 and 185). The 
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managerial knowledges included in this cluster included information about coding and billing regulations 

(143, 193), current regulatory and legislative requirements (157), as well as changes in regulatory and 

legislative requirements ( 197), and current and projected staffing patterns (20 1, 202). Clinical tools and 

knowledges in this cluster included patient records (154, 174), clinical knowledge (209, 211, 212) and 

standards for clinical practice (207) and documentation (159). The frequency of the use ofthe clinical tools 

mirrors the frequency of performance of patient care in the Infrequently Performed cluster (yearly to 

monthly). 

Cluster I - Least Frequently Used Tools and Knowledges (yearly) contained 31 managerial tools 

and knowledges and demonstrated a group mean of2.09. All but one of the items contained in this cluster 

were managerial tools and information. Fourteen of the items described tools or information needed to 

perform financia l analysis (items 142, 146, 147, 162, 194, 182, 187, 198, 199, 219) and to prepare reports 

summarizing statistical and financial information (items 141, 155, 162, 177). Marketing plans (196) and 

reports (195, 145) were also contained in this cluster. 
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Table 27 

Cluster Summary - Frequency of Use ofTools and Know/edges 

Cluster 
#Items 

Mean Title 
(M) 

in Cluster 

4.71 Most Frequen tly: 5 
Weekly to Daily 

2.58 Infrequently: Yearly 36 
to Monthly 

Survey Item 
Content 

Number* 

Managerial Tools: 

Communication skills 139, 218 

Computer 138 

Computer software programs ( e- 176, 136 
mail , spreadsheet) 

Managerial Tools: 

Software applications 192, 137, 144 

Scheduling tools 185,169, 201 , 202 

Managerial Information: 

Legislative/regulatory requirements 157, 197 

Billing/payer regulations 14 3 ,221 ' 191 ' 

Financial and budgeting reports 193 

Clinical Tools: 

Patient records 144 

Schedule 172, 173, 174 

Documentation standards 168 

Clinical equipment 158, 159, 161 

Clinical Information: 

Basic science information 175, 178 

Clinical references 209, 211 , 212, 
164, 165, 166, 179, 
171 , 217, 222 

Legislative/regulatory information 204 
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Cluster 
Mean 
(M) 
2.09 

Title 
# Items 
in Cluster 

Least Frequently: 31 
Yearly 

Content 

Managerial Tools: 

Financial reports 

Outcomes analysis information 

Marketing reports 

Statistical analysis and reporting 
software 

Strategic planning documents 

Managerial Information: 

Business and fmancial analysis 

Adult learning and motivation 
theories 

Human resource management 
information 

* See Appendi x M for complete listing of survey items contained in clusters 

Survey Item 
Number* 

162, 182 

141, 149, 213 

195, 196, 145 

142, 146, 155, 156, 
188, 189 

152, 177 

167, 187, 188, 189, 
198, 194, 199, 219, 

214,224 

183, 184, 215, 226 

The investigator looked next at variables describing the importance of the tools and knowledges. 

Interpretation of the dendrogram and percentage of change in agglomeration coefficients resulting from 

hierarchical agglomerative cluster analysis produced two clusters of tool and knowledge importance 

statements. llierarchical agglomerative cluster analysis of the variable set containing the ratings of 

importance of the tools and knowledge statements required 80 stages or iterations of combining items to 

produce a dendrogram containing three recognizable clusters of tasks (Appendix N). In addition, the 

percentage of change in agglom eration coefficients was calculated for the final seven stages of clustering. 

Large changes were found between the fmal three stages (78 through 80) of clustering, indicating a two-

cluster solution. Based on the results of the dendrogram and the percentage of change between successive 

stages of clustering, a two-cluster solution was confirmed. Table 28 contains the changes in the 

agglomeration coefficient between successive stages of clustering the tool and knowledge statements. 
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Table 28 

Summary of Percentage of Change in Agglomeration Coefficients Between Successive Stages of Clustering 
Importance of Tools and Knowledge Statements 

Agglomeration 
Change 

Stage 
Coefficient 

between % Change between clusters 
Clusters 

76 10077.01 

77 10573.0 1 496 4.9 o/o Change between Cluster 4 and 5 

78 11407.43 834.438 7. 9 % Change between Cluster 3 and 4 

79 12262.28 854.859 7.5% Change between Cluster 2 and 3 

80 16379.83 4117.54 33.6 o/o Change between Cluster 1 and 2 

Cluster analysis of the responses rating the importance of tools and knowledges yielded only two 

recognizable clusters. The investigator again named the two clusters, based on the importance of 

performance expressed by the cluster, and organized the tools and categories in the following four 

categories: (a) managerial tools, (b) managerial information, (c) clinical tools, and (d) clinical information. 

Table 29 contains a summary of the clusters describing the importance of the tools and knowledges. The 

tools and knowledges were again organized into one of four groups (managerial tools, managerial 

information, clinical tools and clinical information) for ease of summary. 

Cluster 2 - Important Tools and Knowledges contained 38 items and demonstrated a group mean 

(M) of3.99. Twenty-four of the items contained in the cluster describe managerial tools and information 

used in communication, accounting and financial analysis and preparing reports. These 24 items described 

tools and/or knowledge used to perform the 21 of the 22 task statements contained in Task Frequency 

Cluster 4 - Most Important Tasks. 

The managerial tools and knowledges used to perform this tasks included the following: 

communication tools, and skills (136, 138, 139, 171, 176,216, 218, 224 in Appendix M), financial 

ana lysis tools and budget information (136, 137, 143, 144, 187, 188, 189, 193, 195,219, 221). Other highly 
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rated managerial tools and knowledges used to perform the tasks in the Frequently Performed Tasks cluster 

(manpower projections and staffing management) included the following: current and projected staffing 

patterns (20 1, 201 ), depariment patient and employee schedules ( 168, 169). 

Few clinical tools and knowledges were included in the Important cluster. They included the 

patient medical record ( 174), and clinical knowledge (217, 222. Other important clinical know ledges of 

more interest to the investigator included legislative/regulatory changes affecting clinical practice (204), 

current acceptable practice standards (207), and interdisciplinary team management (225). 

Cluster 1 - Not Important to Somewhat Important Tools and Knowledges contained 35 items and 

demonstrated a group mean of2.39. These managerial tools included a number ofhistorical and trending 

reports and tools used in planning (141, 145, 147, 148, 149, 162, 163, 195, 198, 199, 206). Several 

computer software applications appeared in this cluster as well (146, 153, 155, 156, 163, 185. 

Fourteen of the tools and knowledges in the Not Important to Somewhat Important cluster were 

clinical. The clinical tools included equipment and teaching supplies (172, 173, 175, 178). Other clinical 

knowledges included in the cluster were basic science and clinical literature (165, 166, 179, 209), and 

documentation standards (158, 161 , 208). 

The investigator concluded that the results of survey, when analyzed with hierarchical 

agglomerative cluster analysis, produced recognizable and practical grouping of work competencies used 

by hospital-based physical therapist managers. Based on the results of hierarchical agglomerative cluster 

analysis of survey responses rating frequency and importance of competencies, the third and fourth null 

hypotheses were rejected. These results suggest that the data collection instrument demonstrated content 

validity in its ability to describe the managerial competencies used by hospital-based physical therapist 

managers. 
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Table 29 

Cluster Summary - Importance of Tools and Know/edges 

Cluster 
Mean 
(M) 
3.99 

Title 

Important 

# Items 
m Content Item Numbers 
Cluster 

38 Managerial Tools: 

Communication Tools 

Staffing and Scheduling tools 

Computer and software 
applications 

Reports 

Managerial Knowledge: 

Accounting and financial 
knowledge 

Payer/reimbursement procedures 

Legislative/regulatory information 

Clinical Knowledge: 

139, 171,216,218, 224 

168,169,217,222 

136, 138, 176 

137, 196, 213 

144, 187, 188, 194,219 

143, 189, 191, 192, 193 

157, 197, 221 

Clinical information 201, 202 

Legislative/regulatory information 204, 207 
affecting practice 

Managing Teams 225 

Clinical Tool: 

Medical record 174 
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Cluster #Items 
Mean Titl e In 

(M) Cluster 
2.39 Not important to 35 

Somewhat 

Content Item Numbers 

Managerial Tools: 

Analysis and Presentation computer 146, 153, 155, 156 
software 

Receivables history 198, 199 

Marketing reports 145, 148, 195,206 

Trending and performance 141, 147, 149, 162, 163 
standards reports 

Planning tools 152, 205 

Managerial Information: 

Learning and Motivation theories 214,224 

Clinical Tools: 

Equipment and supplies 172, 173, 175, 178, 203 

Clinical Information: 

Clinical knowledge 179, 209, 164, 165, 166 

Clinical practice standards 151 

Documentation standards 158, 161,208 
* See Appendix M for complete listing of survey items contained in clusters 
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Analysis of task and competency statements excluded from clusters. After studying the tasks and 

competencies included in the clusters describing the managerial work and competencies, the investigator 

next examined the task and competency statements excluded from the clusters produced by the four cluster 

analyses. First, the investigator compiled lists of the excluded task and competency statements, organized 

by the cluster analysis from which they were excluded. Next, tht: investigator examined the task and 

competency statements excluded from the clusters for duplication with the tasks and competencies included 

in the clusters for potential errors. The lists of excluded task and competency statements were compared to 

the task and competency statements contained in the clusters. The investigator found no overlap between 

the task and competency statements included and excluded from the clusters. 

Next, the investigator explored potential explanations for exclusion of the task and competency 

statements from the cluster analyses. The investigator had hypothesized that the mean values of the 

responses of the statements excluded from cluster analysis would be uniformly low, resulting in their 

exclusion from the clusters. To test this conjecture, the investigator first reviewed the visual representation 

of the clusters and excluded task and competency statements, i.e., the dendrograms, to note the position of 

the excluded statements in relation to the statements included in the clusters. Upon reviewing the four 

dendrograms produced by the cluster analyses, the investigator observed that the excluded tasks and 

competencies were distributed outside and between the clustered tasks and competencies. The proximity of 

the excluded task and competency statements to the clustered statements indicated that the excluded tasks 

may have described similar tasks or competencies to the statements included in the clusters. 

Then, the investigator reviewed the mean value of the responses (across all 74 subjects) for each 

excluded task and competency statement to determine if the tasks and competencies had been excluded 

from the clusters based on their average rating by the respondents. The task and competency statements 

included in the clusters demonstrated closely distributed mean values, indicating one measure of their 

similarity, and a potential reason for their clustering. Average ratings of frequency of performance and 

importance of task statements ranged from 1.31, indicating that the subjects rated the tasks either very 

infrequently performed or unimportant, to 4.05, indicating that the subjects rated the tasks very frequently 
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performed or very important. The high or low mean values were also reflected by the position of the 

excluded statements on the dendrograms, i.e., statements exhibiting low frequency or importance means 

were located adjacent to the clusters demonstrating low frequency and importance. Conversely, excluded 

task statements exhibiting high frequency or importance means were located adjacent to the clusters 

demonstrating high frequency and importance. Therefore, the investigator concluded that clusters had not 

been created solely on the basis of mean values of responses, thereby indicating the task statements had 

been excluded on the basis of some other dimension or characteristic. A similar review of the competency 

statements produced similar results. 

The investigator then examined the task and competency statements excluded from each of the 

four cluster analyses to identify similarities and patterns in the task and competency statements. The 

investigator organized her examination by following the order of the four cluster analyses performed 

initially: (a) frequency of performance of tasks, (b) importance of tasks, (c) frequency ofuse of 

competencies, and (d) importance of competencies. The results of the examinations are reported below in 

this same order. 

Examination of the excluded task statements revealed that 62 statements (50.8%) included in the 

online survey were excluded from the task frequency cluster analysis. Table 30 contains a summary of the 

task statements excluded from the clusters describing the frequency of task performance. Over half (57o/o) 

of the excluded task statements described patient care activities. All of these patient care task statements 

were located on the dendrogram adjacent to the cluster labeled Infrequently Performed (yearly to monthly). 

Twelve tasks described personnel management activities, ranging from interviewing potential employees, 

to supervising and evaluating employee performance, to mediating employee an customer grievances. Nine 

tasks described scheduling and coordinating patient care and intradepartmental and interdepartmental 

activities. Eight task statements described planning activities, varying from personal scheduling, to program 

development, to developing departmental goals and objectives. Finally, two tasks described disseminating 

information through the organization. 
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Table 30 

Task Statements Exc/udedji·om Clusters Describing Frequency of Task Performance 

Task Content 

Patient care 

Planning - Program development and marketing 

Planning - Develop personal goals 

Planning - Develop departmental goals and objectives 

Coordination - Schedule and coordinate patient care 

Coordination - Coordinate intra-/interdepartmental activities and 
teams 

Personnel management - Supervise subordinates 

Personnel management - Interview and hire applicants 

Personnel management - Observe and evaluate subordinate 
performance 

Personnel management - Mediate employee and customer grievances 

Communication - Disseminate information 
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Number of 
Tasks 

} 22 

} 8 

J 9 

12 

3 

%of 
Excluded 

Tasks 
57% 

12.9 

14.5 

19.4 

4.8 



Examination of the excluded task statements resulted in 60 (49%) statements in the online survey 

being excluded from the task importance cluster analysis. Table 31 contains a summary of the task 

statements excluded from the clusters describing the frequency of task performance. Fifteen (43%) of the 

excluded task statements described patient care activities. Nine task statements describing personnel 

management activities were excluded from the importance clusters, similar to the tasks excluded from the 

frequency of performance clusters above. Task statements describing scheduling and coordinating patient 

care services similar to those excluded from the frequency of performance clusters appeared in this group 

as well. Likewise, the same two communication tasks describing disseminating information excluded 

mentioned above were excluded from the importance clusters. Finally, three tasks describing reporting 

departmental performance were excluded from the task importance clusters. 
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Table 3 1 

Task Statements Excluded from Importance Clusters 

Number of 
Task Content Tasks 

Patient care } 15 

Planning - Program development and marketing 

Plann ing - Develop personal goals 7 

Planning - Project manpower requirements 

Evaluate, revise, and implement policies and procedures 4 

Coordination- Schedule and coordinate patient care } 

Coordination - Coordinate intra-/interdepartmental activities and 
teams 

6 

Personnel management - Supervise subordinates 

Personnel management - Interview and hire applicants 

Personnel management - Develop/mentor employees 

Personnel management - Mediate employee and customer 
grievances 

Communication - Disseminate information to staff 

Reporting - performance 

} 
} 

9 

2 

3 

%of 
Excluded 

Tasks 
25% 

11.6 

6.6 

10 

15 

3.3 

5 

Examination of the competency statements excluded from the frequency of performance cluster 

analysis yielded nine statements, or 11% of the 80 competency statements in the online survey. Table 32 

contains a summary of the competency statements excluded from the clusters describing the frequency of 

use of competencies. The competencies are organized by type, using the groupings identified previously 

(managerial or clinical tool or information). The investigator also cross-referenced the excluded 

competencies by the percentage of respondents who rated the competency as not applicable to the work of 
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the hospital-based physical therapist manager, using the fifth criterion of measurement in the online survey 

asking "Who in your organization uses this competency?" 

Table 32 

Competency Statements Excluded from Frequency of Use Clusters 

Percentage 
Item 

Classification of 
Rating Item 

Number Competency Content 
Competency 

Not Applicable 

153 Survey Technology/ Analysis Software MT* 75.7% 

163 Audit Tools (e.g. CBL-Solutions Tool) MT 71.6 

151 Care Mapping Programs MT/CT 67.6 

206 Urban Planning Trends MT 58.1 

148 Focus Group Feedback Reports MI 47.3 

205 Epidemiological Trends for Market MI 44.6 

208 Abbreviations CI 33.8 

2 16 Communication Techniques MI/CI 17.3 

225 Interdisciplinary Team Management MI 16.2 

* MT - management tool ; MI - management information; CT- clinical tool; CI- clinical information 

Eight of the nine competencies excluded from the cluster analysis were managerial. Six of the nine 

competencies excluded from the cluster analysis represent reports or information used in analysis and/or 

planning (148, 151 , 153, 163, 206, 205, in Appendix M). Two of the competencies (care mapping programs 

and communication techniques) have both managerial and clinical applications. While communication 

activities were rated highly and included in both the frequency and importance task clusters, 

communication techniques were excluded from the competency frequency cluster. Six of the nine excluded 

competencies demonstrated percentage of responses rating the item as not applicable to the job ofthe 

respondent greater than 40°/o. However, it is noteworthy that two of the excluded tasks, communication 

techniques and interdisciplinary team management demonstrated low percentages of responses rating the 
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competencies as not applicable. While those two competencies may have been rated highly by respondents, 

they were excluded from clusters, indicating again that cluster formation was not based solely on the mean 

value of respondent ' ratings. 

Exam ination of the competency statements excluded from the importance of use cluster analysis 

yielded seven statements, or 8.75o/o of the 80 competency statements in the online survey. Table 33 

summarizes the competency statements excluded from the clusters describing the importance of use of 

competencies. Four of the seven excluded competencies represent information and tools used in patient 

care (154, 159,211,212 in Appendix M). Two ofthe seven excluded competencies represent reports or 

information used in analysis and planning 177, 215), corresponding to the planning tasks excluded from the 

frequency and importance clusters. One excluded competency describes knowledge about individual 

employee development plans, which corresponds to the excluded tasks describing developing or mentoring 

employee development. 
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Table 33 

Competency Statements Excluded from Importance Clusters 

Item 
Percentage 

Number Competency Content 
Classification of Rating Item 

Competency Not Applicable 

212 Basic Sciences CI* 35.1% 

211 Physiology Cl 28.4 

154 Medical Records CT 27 

177 Departmental Planning and Performance Documents MT 16.2 

2 15 Individual Employee Development Plans MI 16.2 

159 Procedures for Medical Record Documentation CT 13.5 

182 Previous Year's Financial Data MI 10.8 

* MT - management tool; MI - management information; CT- clinical tool; CI- clinical information 

Finally, the investigator examined the tasks and competencies excluded from all four frequency of 

performance and importance clusters, to identify any overlapping tasks and competencies. The investigator 

identified the common tasks and competencies excluded from both the frequency and importance clusters, 

and combined the four separate lists of excluded task and competency statements into two lists: a task list 

and a competency list. The results of each list are discussed below. 

Examination of the task statements excluded from both the frequency of performance and 

importance of use cluster analyses yielded 34 statements (27.8%) of the 122 task statements in the online 

survey. Table 34 summarizes 34 of the task statements excluded from the clusters describing the frequency 

of performance and importance of tasks. Twelve of the 34 tasks describe patient evaluation, treatment and 

documentation activities (13 , 31 , 42, 43, 46, 54, 73, 87, 91, 101, 127, 128, 131, in Appendix M). Six task 

statements describe personnel management tasks (34, 44, 65, 77, 85, 92, 97) ranging from interviewing and 
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hiring applicants, planning and coordinating employee development, and supervising and evaluating 

employee performance. Three task statements describe analyzing community need for new services, 

developing new programs and marketing services (6, 8, 22). Three task statements describe scheduling, 

preparing documents for meetings and attending meetings to disseminate information (17, 108, 122). 

Table 34 

Task Statements Excluded from Both Frequency and Importance Clusters 

Task Content 

Patient care 

Personnel management - Interview and hire applicants 

Personnel management - Supervise subordinates 

Personnel management - Develop/mentor employees 

Personnel management - Mediate employee and customer 
grtevances 

Planning - Program development and marketing 

Planning - Develop personal goals 

Communication - Staff meeting preparation and dissemination of 
information in meeting 

Communication - Form relationships and disseminate information 

Miscellaneous - Student instruction, search internet, monitor 
resource utilization 

Number of 
Tasks 

12 

8 

3 

3 

2 

%of 
Excluded 

Tasks 
35.3% 

23.5 

11.7 

8.8 

8.8 

5.8 

Examination of the competency statements excluded from the frequency of use and importance 

cluster analyses yielded no competencies that were excluded from both cluster analyses. However, one area 

of overlap between cluster analysis and excluded competencies is worth describing. Six of the nine 

competencies excluded from the competency frequency clusters were also contained in the Not Important 

cluster of Competency Importance cluster analysis. They were the six competencies, noted previously in 

Table 33, used for analysis and planning. 
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ln summary, the four cluster analyses of the frequency and importance ratings of the task 

statements and tools and knowledges statements all produced recognizable and practical groupings of 

statements describing frequency and importance of managerial tasks and competencies. The cluster analysis 

of the frequency of performance of tasks produced four recognizable and practical groupings: those tasks 

performed most frequently (weekly to daily), frequently (monthly to weekly), less frequently (yearly to 

monthly), and least frequently (yearly). The cluster analysis of importance of managerial tasks also yielded 

four recognizable groups: tasks identified as most important, important, somewhat important, and not 

important. Cluster analysis of the frequency of use and importance of tools and knowledge also produced 

recognizable and practical groupings. Cluster analysis of the frequency of use of tools and knowledges 

produced three recognizable and practical groupings of tools and knowledges: tools and knowledges used 

most frequently (weekly to daily), infrequently (yearly to monthly), and least frequently (yearly). Cluster 

analysis of the importance of tools and knowledges identified two groups: those tools and know ledges rated 

as not important to somewhat important and the second group containing tools and knowledges rated as 

important. 

Examination of the task statements excluded from the four cluster analyses also demonstrated 

recognizable patterns of tasks that were not performed frequently or considered important. Tasks associated 

with providing patient care were excluded most frequently from the cluster analyses. Analysis of the 

competencies excluded from the cluster analyses did not demonstrate competencies excluded from both 

frequency and importance cluster analyses. However, examination of the competencies did demonstrate 

overlap between six excluded competencies also contained in the Not Important cluster of the competency 

importance clustering. 

Based on the results of hierarchical agglomerative cluster analysis of survey responses rating 

frequency and importance of tasks and tools and knowledges, the first four null hypotheses were rejected. 

These results suggest that the data collection instrument demonstrated content validity in its ability to 

describe the managerial work and competencies of hospital-based physical therapist managers. 
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Instrument Reliability 

To address the issue of the data collection instrument's reliability, the investigator again developed 

four research questions and null hypotheses. The research questions and their corresponding null 

hypotheses were as follows: 

5. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers? 

1-Io: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers when analyzed with ICC's and Cronbach's alpha. 

6. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial tasks performed by hospital-based physical therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial tasks performed by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

7. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of use of managerial tools and knowledges, i.e., competencies, by hospital-based physical 

therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of use of managerial competencies by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

8. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial competencies used by hospital-based physical therapist managers? 

H0 : The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial competencies used by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 
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After testing the instrument's validity using cluster analysis, the resulting clusters of responses 

were assessed for internal consistency reliability, using item analyses. The results of testing for statistical 

significance of internal consistency of the groups of items were expressed as intraclass correlation 

coefficients (ICCs) and Cronbach's coefficient alpha (a). Tables 35, 36, 37, and 38 summarize the results 

of item analysis for the four cluster analyses. All of the clusters in all four analyses demonstrated 

statistically significant ICCs. All but two of the clusters exhibited Cronbach alpha > .8. The third cluster in 

the analysis of frequency of performance of tasks demonstrated a = .69 and the third cluster in the analysis 

of frequency of use of tools and knowledges demonstrated a= .60. 

Table 35 

Measures of Internal Consistency Reliability of Clusters Describing Frequency of Performance of Tasks 

Cluster Number F df ICC(1,1) Cronbach a 

Cluster 1: 10 Items 15.89 (73, 666) .9371* .9436 

Cluster 2: 17 items 4.24 (73, 1184) .7640* .8072 

Cluster 3: 7 items 2.55 (73, 444) .6078* .6948 

Cluster 4: 26 items 4.65 (73, 1850) .7850* .8521 

*p < .0 l 
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Table 36 

Measures of Internal Consistency Reliability of Clusters Describing Importance of Tasks 

Cluster Number F df ICC(1,1) Cronbach a 

luster I: 2 1 items 16.14 (73, 1480) .9380* .9498 

Cluster 2: 6 items 4.89 (73, 370) . 7956* .8217 

C luster 3: 13 items 7.22 (73 , 888) .8615* .8865 

Cluster 4: 22 items 8.24 (73, 1554) .8787* .8874 

*p < .0 1 

Table 37 

Measures of Internal Consistency Reliability of Clusters Describing Frequency of use of Tools and 
Know/edges 

Cluster Number F df ICC(1,1) Cronbach a 

Cluster 1: 3 1 items 7.61 (73, 2220) .8685* .8932 

Cluster 2: 36 items 10.83 (73, 2590) .9076* .9245 

Cluster 3: 5 items 1.98 (73, 296) .4941 * .6013 

*p < .0 1 

Table 38 

Measures of Internal Consistency Reliability of Clusters Describing Importance of Tools and Know/edges 

Cluster Number F 

Cluster l : 35 items 5.94 

Cluster 2: 38 items 12.40 

*p < .01 

df 

(73, 2516) 

(73, 2738) 

186 

ICC(l,l) Cronbach a 

.8882* .8997 

.9194* .9301 



Based on the results of tests for internal consistency reliability of the groupings of tasks and 

competencies produced by hierarchical agglomerative cluster analysis, the four null hypotheses pertaining 

to instrument reliability were rejected, suggesting that the data collection instrument demonstrated 

acceptable internal consistency reliability when used with a population of hospital-based physical therapist 

managers. After completing data analysis of the hypothesized findings in the study, the investigator next 

turned to analysis of the non-hypothesized findings ofthe study. 

Non-hypothesized Findings 

In addition to testable research questions, the investigator posed two research questions that could 

not be answered using statistical analyses. First, in order to complete the description of managerial work 

and competencies, the investigator needed to know if the subjects perceived differences among the work 

tasks and competencies between the three management levels. Second, the investigator needed to test the 

theoretical models describing managerial work and competencies upon which the research was based. The 

nature of these questions did not lend themselves to formal statistical procedures. Instead they were 

answered by visually examining the data, which was then summarized using frequency counts and 

percentages of responses. This section reports the answers to these two non-hypothesized questions. 

Perceptions of Differences of Work Tasks 

In order to discover whether the survey respondents perceived differences among work tasks 

between three managerial levels, the investigator posed the following non-hypothesized research question: 

9. Do hospital-based physical therapist managers perceive differences in managerial work tasks between 

management levels? 

To answer this research question, the investigator used the responses from the Stage III subjects (n 

= 74) who completed the online survey. The respondents rated the task statements by answering the 

following question "Among the managers in your unit or department, who performs this task or utilizes this 

item most often?" The subjects rated each task statement using the following scale: (1) Does Not Apply, (2) 

Never performed/utilized by managers, (3) First level managers (e.g. senior therapists, supervisors, or 

coordinators), (4) Middle managers (e.g. managers or assistant directors), (5) Senior managers (e.g. 
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directors, administrative directors, or vice presidents). The subjects were provided with the descriptive 

anchors defining the management levels in e-mailed instructions prior to beginning the survey. 

The nominal ratings of subjects ' perceptions of who performed the tasks were analyzed using 

frequencies of responses. The investigator summarized the frequency of responses by the percentage of the 

subjects that identi fied the task performance as not applicable, never performed or utilized by managers, or 

performed/utilized by one of the three levels of managers within their organization. Because the subjects 

could select one of three management levels from which to assign the task or competency, the investigator 

elected to include only those responses that had a percentage of response of33% or greater in the summary 

tables. The percentage of responses for the task statements for senior, middle and first-line managers are 

reported in Tables 39, 40, and 41, respectively. The summarized results are presented in the same order 

below. 

Perceptions of tasks performed by senior managers. Ofthe 122 task statements, the subjects 

perceived that senior managers (directors, administrative directors, or vice presidents) performed 42 of the 

tasks most frequently, i.e. , 33% or more of the subjects perceived that senior managers performed these 

tasks most often. The top ten tasks demonstrated percentages of 50% or greater. All ten of the most highly 

tasks were related to Planning and Forecasting and Managing Resources (Table 39), with five tasks 

associated with both categories. The next 15 tasks demonstrated percentages of 40 to 48.6%. These tasks 

included five tasks related to Resource Management, four tasks describing Human Resource activities, two 

tasks describing Building Networks and two tasks related to Managing Information. The remaining 17 tasks 

demonstrated percentages of 33 to 39.2%. Six of the 17 tasks described Human Resource activities, four 

tasks described Building Networks, two tasks each described Planning and Forecasting, Managing 

Department Operations and Resource Management. 
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Table 39 

Perceptions of Senior Manager Work Tasks by Percentage of Response 

Frequency 
Percentage 
58. I 

56.8 

56.8 

54.1 

52.7 

52.7 

51.4 

50 

50 

50 

48 .6 

48.6 

47.3 

45.9 

43.2 

43.2 

43 .2 

43.2 

Item Content 

Formulate long and/or short-term strategies to accomplish organizational 
goals and objectives. 

Compare projected revenues to expenses to ensure a positive profit margin. 

Project reimbursement and expense numbers to determine viability of new 
programs/services. 

Monitor actual financial performance compared to budgeted projections. 

Analyze community information to determine the demand for new programs 
or services. 

Develop long and short-term departmental objectives that correspond to 
organizational objectives. 

Report department/unit fmancial performance to supervisors and 
subordinates with recommendations to meet goals. 

Analyze fmancial and productivity data to assess departmental performance. 

Create product line vision for department. 

Prepare reports summarizing departmental operations and performance. 

Audit fmancial and operational reports for accuracy. 

Review changing statutes and regulations regularly to assess impact on 
department operations. 

Develop departmental budget based on operational and fmancial goals. 

Influence development of regulations affecting health care services. 

Authorize departmental spending to accomplish department objectives within 
budget targets. 

Establish specific department goals to accomplish objectives. 

Mentor subordinates to develop management and leadership skills. 

Write and distribute documents to communicate with superiors, peers and 
subordinates. 
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Model 
Category 

P&F 

MR 

P&F 

MR 

P&F 

P&F 

MR 

MR 

P&F 

MR 

MR 

MI 

MR 

BN 

MR 

P&F 

HR 

MI 



Frequency 
Percentage 

41.9 

41.9 

41.9 

4 1.9 

40.5 

40.5 

40.5 

39.2 

37.8 

37.8 

37.8 

37.8 

35.1 

35 .1 

35. 1 

35. 1 

35. 1 

35. 1 

35. 1 

35. 1 

Item Content 

Analyze financial and productivity data to develop plans for improvement. 

Negotiate reimbursement contracts for payment of goods and services. 

Promote employees based on qualifications and departmental criteria. 

Review policies and procedures regularly for compliance with current 
regulatory standards and laws. 

Contact referral sources and potential customers to market departmental 
servtces. 

Develop job performance standards ensuring compliance with organizational 
standards. 

Update policies and procedures to reflect changes in regulations or standards 
of care. 

Coordinate teambuilding activities within and between departments to foster 
smooth work processes. 

Develop new programs to serve community. 

Communicate information to appropriate superiors, subordinates and peers. 

Develop collaborative relationships within the organization to create a 
positive work environment. 

Hire job applicants who fit departmental needs. 

Coordinate intradepartmental activities to meet defmed goals or objectives. 

Project manpower requirements to ensure adequate staffing to meet budgeted 
workload. 

Negotiate customer grievances to reach acceptable solutions. 

Mediate employee grievances to assure understanding and satisfied 
employees. 

Report compliance data to superiors and subordinates for necessary 
procedure changes. 

Represent staff, department and organization to community. 

Search internet to gather information. 

Develop personal goals as a part of career planning and annual review 
process. 
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Model 
Category 

MR 

MR 

HR 

MI 

BN 

HR 

MO 

BN 

P&F 

BN 

BN 

HR 

MO 

HR 

HR 

HR 

MR 

BN 

MI 

P&F 



Frequency 
Percentage 
33.8 

33.8 

33.8 

33.8 

Item Content 

Audit clinical and financial records to assure compliance with regulations. 

Evaluate department policies and procedures for modification. 

Exchange best practice ideas with members of professional organizations and 
network members. 

Interview job applicants job demands, work culture and applicant skills. 

Model 
Category 

MR 

MO 

BN 

HR 

Note: P & F - Planning & Forecasting; MR- Managing Resources; MI- Managing Information; HR 
Human Resource Management; MO - Managing Unit or Department Operations; BN- Building Networks 

Perceptions of tasks performed by middle managers. Of the 122 task statements, the subjects 

perceived that middle managers (managers or assistant directors) performed 48 of the tasks most 

frequently, i.e., 33% or more of the subjects perceived that middle managers performed these tasks most 

often. The top four tasks demonstrated percentages of 40% or greater. Of the four most highly rated tasks, 

two related to Human Resource Management and two to Managing Department Operations (Table 40). The 

next 24 most highly rated tasks demonstrated percentages of36 or greater. Of these 24 tasks, seven 

described Managing Department Operations, six tasks described Human Resource Management activities, 

six described tasks related to Managing Information, four tasks described Managing Resources, and two 

described Planning and Forecasting. The next 20 tasks demonstrated a tightly clustered distribution of 

percentages between 33.8 and 35.1% . Of these 20 tasks, almost half (n = 9) described Human Resource 

Management activities, three described Building Networks, and two tasks each described Managing 

Resources, Managing Department Operations, Managing Information and Planning and Forecasting. 

Half of the forty-eight tasks that demonstrated frequencies of at least 33.8% overlapped with tasks 

also performed by senior managers, demonstrating similar frequencies, indicating perceptions of activities 

shared between senior and middle managers. The 24 tasks that demonstrated fairly equal frequencies for 

both middle and senior managers contained 12 task statements describing Human Resource Management 

activiti es and 8 activities related to Managing Resources. 
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Table 40 

Perceptions of Middle Manager Work Tasks by Percentage of Response 

Frequency 
Percentage 
64.9 

44.6 

41.9 

4 1.9 

39.2 

39.2 

39.2 

39.2 

39.2 

39.2 

37. 8 

37.8 

37.8 

37.8 

37.8 

37.8 

Item Content 

Oversee support personnel delivering care to patients. 

Implement policies and procedures to meet goals and objectives. 

Establish departmental procedures or processes to achieve clinical goals and 
objectives. 

Develop job performance standards ensuring compliance with organizational 
standards. 

Analyze current departmental processes to identify potential sources of 
problems. 

Coordinate departmental activities with other departments to maximize 
outcomes. 

Discipline staff member ifwork performance does not meet approved 
organizational standards. 

Maintain open and positive communications and relationships with supervisors 
to aid in managing department. 

Provide access to necessary information for staff members to perform their 
jobs. 

Report compliance data to superiors and subordinates for necessary procedure 
changes. 

Attend staff meetings to discuss and disseminate information pertinent to 
department operations. 

Project manpower requirements to ensure adequate staffing to meet budgeted 
workload. 

Explain issues and resolution to co-workers including appropriate subordinates. 

Maintain personnel files complying with regulatory standards. 

Review policies and procedures regularly for compliance with current 
regulatory standards and laws. 

Update policies and procedures to reflect changes in regulations or standards of 
care. 
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Model 
Category 

HR 

MO 

MO 

HR 

MO 

MO 

HR 

BN 

MI 

MR 

MI 

HR 

HR 

Ml 

MI 

MO 



Frequency 
Percentage 
36.5 

36.5 

36.5 

36.5 

36. 5 

36.5 

36.5 

36.5 

36. 5 

36.5 

36.5 

36.5 

35. 1 

35. 1 

35. ] 

35. 1 

35. 1 

35. 1 

35.1 

35 .1 

33 .8 

33 .8 

Item Content 

Audit clinical and financial records to assure compliance with regulations. 

Analyze financial and productivity data to develop plans for improvement. 

Develop new programs to serve community. 

Authorize departmental spending to accomplish department objectives within 
budget targets. 

Choose best available solution(s) to solve problem(s). 

Coordinate intradepartmental activities to meet defined goals or objectives. 

Establish specific department goals to accomplish objectives. 

Evaluate department policies and procedures for modification. 

Read department procedure manuals. 

Review changing statutes and regulations regularly to assess impact on 
department operations. 

Schedule unit or departmental meetings. 

Write annual performance appraisals on supervised staff. 

Advise departmental staff to achieve acceptable solutions to job-related issues. 

Communicate departmental operational policies and procedures to departmental 
staff. 

Compare available options to solve problems. 

Coordinate team building activities within and between departments to foster 
smooth work processes. 

Develop long and short-term departmental objectives that correspond to 
organizational objectives. 

Help co-workers to promote a positive work environment. 

Interview job applicants job demands, work culture and applicant skills. 

Negotiate customer grievances to reach acceptable solutions. 

Audit financial and operational reports for accuracy. 

Comm unicate with customers to establish relationship and maintain 
sati sfaction . 
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Model 
Category 

MR 

MR 

P&F 

MR 

MO 

MO 

P&F 

MO 

MI 

MI 

MO 

HR 

HR 

MI 

MO 

BN 

P&F 

BN 

HR 

HR 

MR 

HR 



Frequency 
Percentage 
33.8 

33 .8 

33.8 

33.8 

33.8 

33.8 

33.8 

33.8 

33.8 

33.8 

Item Content 

Coordinate scheduling of department personnel to provide adequate staffing 
levels to meet projected workload volume. 

Develop departmental budget based on operational and financial goals. 

Develop collaborative relationships within the organization to create a positive 
work environment. 

Evaluate employee work performance using clear, objective criteria. 

Hjre job applicants who fit departmental needs. 

Mentor subordinates to develop management and leadership skills. 

Monitor distribution and use of department assets to maximize utilization and 
to prevent loss. 

Mediate employee grievances to assure understanding and satisfied employees. 

Promote employees based on qualifications and departmental criteria. 

Write and distribute documents to communicate with superiors, peers and 
subordinates. 

Model 
Category 

MO 

P&F 

BN 

HR 

HR 

HR 

MR 

HR 

HR 

MI 

Note: P & F - Planning & Forecasting; MR - Managing Resources; MI- Managing Information; HR 
Human Resource Management; MO - Managing Unit or Department Operations; BN- Building Networks 
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Perceptions of tasks performed by first-level managers. Of the 122 task statements, the subjects 

perceived that fi rst-level managers (senior therapists, supervisors or coordinators) performed 60 of the tasks 

most freq uently, i.e., 33% or more of the subjects perceived that frrst-level managers performed these tasks 

most often . The top 13 tasks demonstrated percentages of 70% or greater. All 13 tasks related to Clinical 

Services Management, i.e., providing patient care or supervising the provision of patient care (Table 41 ). 

Simi larly, of the next 10 tasks demonstrating frequency percentages ranging from 62.2 to 68.9%1, all but 

one are related to Clinical Services Management, with the remaining task describing a Teaching activity, 

again related to patient care. 

The next 17 tasks demonstrated frequency percentages ranging from 50 to 59.5%. Of these, seven 

involved Teaching activities, to either patients, caregivers, or physical therapy students; four of the 17 tasks 

described Managing Operations within the department, those again related to coordinating and managing 

patient care, and four tasks related to directly providing patient care (Clinical Services Management). The 

next 11 tasks demonstrated frequency percentages ranging from 40.5 to 45.9%, and represented four 

Human Resource Management activities, three Teaching activities, two activities describing Building 

Networks within the department to facilitate patient care, and Managing Operations within the department 

to coordinate scheduling of personnel to meet projected workloads. The fmal nine task statements all 

demonstrated frequency percentages of33.8%. Of these nine tasks, five described Human Resource tasks, 

primarily of evaluating and reporting employee performance. The remaining three tasks described Planning 

and Forecasting, Building Networks within the organization and Managing Information (writing 

documents) to communicate with others within the organization. 

Only six of the 60 tasks demonstrating frequencies of at least 33.8% overlapped with tasks also 

performed by middle managers, also demonstrating similar frequencies. Of these six tasks, two each 

described communication activities in Managing Information, Building Networks, and Managing 

Departmental Operations. Thus the work tasks of the frrst-level supervisor demonstrate much less overlap 

with middle and senior managers. 
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Table 41 

Perceptions of First-level Manager Work Tasks by Percentage of Response 

Frequency 
Percentage 

77 

77 

75 .7 

75 .7 

74.3 

73 

73 

73 

71.6 

71.6 

70.3 

70.3 

70.3 

68.9 

67.6 

67.6 

66.2 

66.2 

Item Content 

Help patients and/or family members deal with lifestyle changes as a result of 
disability. 

Com municate openly and honestly with patients and/or caregivers to facilitate 
trust and maximize treatment outcomes. 

Document patient evaluation and treatment information according to departmental 
policies. 

Gather patient information in order to form a comprehensive picture of patient 
status. 

Treat physical therapy patients using appropriate treatment techniques to 
maxim ize treatment outcomes. 

Maintain patient records to reflect accurate and current data. 

Organize therapeutic activities to maximize client performance. 

Teach patients exercise and mobility skills to facilitate independence. 

Modify physical therapy treatment plans to respond to changing levels of patient 
functional mobility. 

Establish rapport with patients and/or caregivers to build trust. 

Exchange patient medical information with co-workers in the unit or organization 
to facilitate quality patient care. 

Help co-workers with patient treatments. 

Update patient record in order to track patient progress. 

Evaluate physical therapy patients impairments and functional limitations to 
establish course of treatment. 

Develop treatment strategies for successful patient outcomes. 

Exchange patient information with multidisciplinary team members. 

Manage therapeutic equipment during treatment sessions. 

Compare available treatment techniques to select the technique most appropriate 
for patient deficits. 
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Model 
Category 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 

CM 



Frequency 
Percentage 

66.2 

66.2 

64.9 

63.5 

62.2 

59.5 

58.1 

56.8 

56. 8 

55.4 

55.4 

55.4 

54.1 

54.1 

54. 1 

54.1 

52.7 

52.7 

51.4 

Item Content 

Explain information to clients based on education/communication level and 
learning style. 

Prepare physical therapy patients for discharge by providing appropriate 
equipment and home program instructions. 

Develop physical therapy goals for clients based on projected/desired outcomes. 

Assist physical therapy patients to perform exercise and mobility skills during 
treatment. 

Choose treatment techniques methods appropriate for patients functional 
limitation . 

Instruct patient caregivers to provide the appropriate level of physical assistance 
to the client. 

Coordinate work schedules of support personnel to provide patient care. 

Attend clinical-specific courses to develop and/or update clinical skills. 

Instruct physical therapy students in assessment and treatment skills. 

Assign patients to staff members to maintain equitable workloads. 

Instruct departmental staff in additional treatment skills. 

Observe physical therapy students performance of evaluation, treatment and 
documentation. 

Assist physical therapy students to develop clinical decision-making and 
treatment skills. 

Evaluate physical therapy students clinical performance. 

Observe staff job performance to assess competence in job skills. 

Plan learning opportunities for students. 

Ensure coordination of therapy schedules between disciplines to minimize 
conflicts and optimize patient care. 

Collect therapeutic equipment for use during treatment sessions. 

Manage personal daily schedule to balance administrative and clinical 
responsibilities. 
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Model 
Category 

T 

CM 

CM 

CM 

CM 

T 

MO 

CM 

T 

MO 

T 

T 

T 

T 

HR 

T 

MO 

CM 

P&F 



Frequency 
Percentage 

5 1.4 

50 

45.9 

45 .9 

44.6 

44.6 

41.9 

41.9 

41.9 

41.9 

40.5 

40.5 

40.5 

39.8 

37.8 

37. 8 

37.8 

36.5 

35. 1 

33. 8 

33. 8 

33. 8 

I tern Content 

Practice newly acquired skills to gain confidence and validate skills. 

Schedule patients for physical therapy treatment. 

Lead interdi sciplinary teams to facilitate continuity of patient care. 

Provide feedback to staff on job performance. 

Coordinate scheduling of department personnel to provide adequate staffmg 
levels to meet projected workload volume. 

Correct subordinate job performance with feedback as needed. 

Advise departmental staff to achieve acceptable solutions to job-related issues. 

Communicate instructions to department staff or peers. 

Develop interdisciplinary teams to provide effective patient care. 

Teach physical therapy related classes to hospital staff and community groups. 

Authorize time off requests after conferring with appropriate staff as necessary. 

Coordinate continuing education/training activities for departmental employees. 

Evaluate functional outcomes data to monitor and improve treatment results. 

Evaluate employee work performance using clear, objective criteria. 

Analyze current departmental processes to identify potential sources of problems. 

Provide access to necessary information for staff members to perform their jobs. 

Seek input from departmental staff as appropriate. 

Identify skills needed by subordinates to achieve their goals. 

Communicate with customers to establish relationship and maintain satisfaction. 

Compare available options to solve problems. 

Develop education or training activities for departmental staff members. 

Help co-workers to promote a positive work environment. 

Model 
Category 

CM 

MO 

BN 

HR 

MO 

HR 

HR 

T 

BN 

T 

HR 

T 

CM 

HR 

MO 

MI 

MI 

HR 

BN 

MO 

T 

BN 

Note: P & F - Planning & Forecasting; MI - Managing Information; HR - Human Resource Management; 
MO - Manag ing Unit or Department Operations; BN - Building Networks, CM - Clinical Services 
Management; T - Teaching. 
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Perceptions of tasks perceived not applicable to managers. Of the 122 tasks statements, the 

subjects frequently rated only four as not applicable to managers, i.e., the percentage of frequencies greater 

than 33.8%. Of these four, three demonstrated frequencies greater than 40% as being performed by middle 

or senior managers. The only remaining task that subjects rated highly as not performed by managers, and 

that did not demonstrate perceptions of performance by any of the three levels of managers was Item 133, 

" Write equipment justifications in order to get insurance approval for items". 

The ratings of these perceptions were not grouped (formally) using cluster analysis. However, the 

frequencies of the perceptions demonstrated patterns of tasks when cross-referenced with the categories 

used by the investigator to develop the theoretical model describing managerial work. The subjects 

perceived that senior managers performed tasks of planning and forecasting, involving financial planning, 

budgeting, and analysis, most frequently. Of the 42 tasks most highly rated as being performed by senior 

managers, 14 were related to Planning and Forecasting, and Managing Resources, and 10 tasks described 

Human Resource activities. Both senior and middle managers perform human resource management 

act ivities, as well as manage the operations oftheir departments. Of the 48 tasks most highly rated as being 

performed by middle managers, 17 were related to Human Resource Management, 11 were related to 

Managing Department Operations, and 8 described tasks involving Managing Information. Not 

surprisingly, the subjects perceived that the patient care activities were most frequently performed by first

level managers. The subjects also indicated that first-level managers are involved in coordinating personnel 

to provide patient care. Of the 60 tasks most highly rated as being performed by first-level managers, half 

described patient care-related activities and six tasks described Managing Operations within the 

department, related to coordinating and managing patient care. 

Half of the tasks rated highly as being performed by middle managers demonstrated fairly equal 

frequencies for both middle and senior managers contained. Of these, 12 described Human Resource 

Management activities and 8 activities related to Managing Resources. These results suggest that middle 

and senior managers perform many of the same work activities either within the same facilities or varying 

between facilities. Almost no overlap in tasks was noted between first-level managers with either middle or 
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senior managers. Only one of the task statements generated by the SMEGs was perceived by the subjects as 

a task not performed by any of the three management levels in their organizations. 

The results suggest that as the physical therapist manager progresses upward in the management 

hierarchy, the nature of his or her work changes. The focus of work for first-level managers is within their 

unit or department, providing patient care and directly supervising and evaluating the performance of other 

professional and technical personnel providing patient care. The work of the middle manager focuses on 

managing operations and information between units within a department, including coordinating personnel 

between multiple departments. Finally, as a senior manager, the focus of work shifts away from supervision 

and coordination of personnel to planning, developing goals and objectives for the department, developing 

the departmental budget, completing financial analysis and monitoring the fmancial performance of the 

department. 

Perceptions of Differences of Work Competencies 

In order to discover whether the survey respondents perceived differences among work 

competencies between three managerial levels, the investigator posed the following non-hypothesized 

research question: 

10. Do hospital-based physical therapist managers perceive differences in managerial competencies 

between management levels? 

After summarizing the subjects' perceptions of the tasks performed by hospital-based physical 

therapist managers, the investigator followed a similar process of compiling and summarizing the subjects' 

perceptions of the competencies, i.e. , tools and knowledges used by physical therapist managers. The 

investigator summarized the frequency of responses by the percentage of the subjects identifying the 

competency utilization as not applicable, never performed or utilized by managers, or performed/ utilized 

by one of the three levels of managers within their organization. Because the subjects could select one of 

three management levels from which to assign the competency, the investigator elected to include only 

those responses that had a percentage of response of 33% or greater in the summary tables. The percentage 
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of responses for the competency statements for senior, middle and first-line managers are reported in 

Tables 42, 43, and 44, respectively. The summarized results are presented below in the same order. 

Perceptions of competencies used by senior managers. Of the 80 competency statements contained 

in the online survey, the subjects perceived that senior managers (directors, administrative directors, or vice 

presidents) used 38 of the tools and knowledges most frequently, i.e., 33% or more of the subjects 

perceived that senior managers used these competencies most often. The top twelve competencies 

demonstrated percentages of 50% or greater. Ten of the 12 most highly tools and knowledges described 

financia l or budgeting tools and information used in Planning and Forecasting and Managing Resources 

(Table 42). The next 16 competencies demonstrated frequency percentages ranging from 40.5 to 48.6%. Of 

these, seven described tools or knowledges used in financial planning and analysis. Two tools included in 

th is group are computer hardware and software applications. Three marketing knowledges appear in the top 

two groupings of competencies. The next ten competencies demonstrated frequency percentages ranging 

from 33.9 to 39.2%. Two of these competencies were information related to coding and billing guidelines. 
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Table 42 

Perceptions of Competencies used by Senior Managers by Percentage of Response 

Percentage Content 
Frequency 

58.1 Legislative/Regulatory Changes affecting Financial Outcomes 

56.8 Previous Year's Financial Data 

55.4 Current Budget Data (internal) 

54.1 Wage and Salary Statutes 

52.7 Budget Assumptions 

52.7 Budget Preparation Standard Operating Procedures 

50 Financial Reports (internal data) 

50 Marketing Data 

50 Strategic Planning Formats 

50 Business Statistics 

50 Basic Accounting Terminology and Procedures 

50 Marketing Trends 

48.6 Reimbursement Mechanisms 

4 7.3 Corporate Network 

4 7.3 Expense Analysis 

45.9 Departmental Planning and Performance Documents 

45.9 Marketing Plans (internal) 

44.6 Negotiation Techniques 

43 .2 Computer with Windows Operating System 

43.2 Current Regulatory/Legislative Requirements 

43.2 Legislative/Regulatory Changes affecting Clinical Practice 
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Percentage Content 
Frequency 

41 .9 Payer Specific Reimbursement Policies 

40.5 Spreadsheet Management Software (e.g. Microsoft Excel) 

40.5 Financial Calculator 

40.5 Organizational Chart 

40.5 Payer Fee Schedules 

40.5 Accounts Receivable (AR) Management 

40.5 Epidemiological Trends for Market 

39.2 Payer Specific Coding and Billing Regulations 

39.2 Presentation Software (e.g. Microsoft PowerPoint) 

37. 8 National Performance Standards Databases 

37.8 Email Program 

37.8 CPT and ICD-9 Coding Guidelines 

36.5 Clinical Reports on Program Efficacy 

3 5. I Focus Group Feedback Reports 

3 5. I Projected Changes/ Availability of Technology 

3 3. 8 Census Databases 

33.8 Applicant Interviews 
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Perceptions of competencies used by middle managers. Of the 80 competencies statements 

included in the online survey, the subjects perceived that middle managers (managers or assistant directors) 

used 13 of the tools and knowledges most frequently, i.e., 33% or more of the subjects perceived that 

middle managers used these competencies most often. The top two competencies demonstrated percentages 

of 40.5% or greater. Four of the 13 competencies were information used in financial analysis and budgeting 

(Table 43). Two of the competencies described competencies used in staffing the department. 

Eight of the 13 competencies demonstrated frequencies of at least 33.8% overlapping with 

competencies used by senior managers, also demonstrating frequencies of33.8 to 55.4%, indicating 

perceptions of competencies shared between senior and middle managers. The eight competencies 

demonstrating equal frequencies between middle and senior managers contained four competencies used in 

Human Resource Management activities and four describing competencies related to financial analysis and 

budgeting or Managing Resources. The competencies that demonstrated similar frequencies of use mirrored 

the simi lar tasks also performed by senior and middle managers. 
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Table 43 

Perceptions of Competencies used by Middle Managers by Percentage of Response 

Percentage 
Frequency 

43 .2 

40.5 

39.2 

39.2 

37.8 

35 .1 

33.8 

33.8 

33.8 

33.8 

33.8 

33.8 

33.8 

Content 

Projected Staffing Patterns 

Applicant Interviews 

Departmental Procedure Manuals 

Staffing Patterns for Current Period 

Competency-based Job Description 

Staff Meeting 

Spreadsheet Management Software (e.g. Microsoft Excel) 

Financial Reports (internal data) 

Current Budget Data (internal) 

Legislative/Regulatory Changes affecting Clinical Practice 

Outcomes Analysis Data 

Expense Analysis 

CPT and ICD-9 Coding Guidelines 

Perceptions of competencies used by frrst-level managers. Of the 80 competency statements, the 

subjects perceived that first-level managers (senior therapists, supervisors or coordinators) used 20 of the 

competencies most frequently, i.e., 33% or more ofthe subjects perceived that first-level managers 

performed these tasks most often (Table 44). The top eight competencies demonstrated percentages of 50% 

or greater. All but two of the 20 competencies were tools or information used to perform or document 

patient care. The two non-clinical competencies used by first-level managers were patient and employee 

schedules, indicating perceptions by the subjects that first-level managers performed scheduling tasks. 

Scheduling and staff coordination tasks were demonstrated in the table summarizing tasks performed by 
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first-level managers. None of the 20 competencies used by first-level managers, as perceived by the 

subjects responding to the online survey, overlapped with competencies used by middle or senior 

managers. 

Table 44 

Perceptions of Competencies used by First-level Managers by Percentage of Response 

Percentage 
Frequency 

63.5 

62.2 

62.2 

58.1 

58. 1 

55.4 

54. 1 

54. 1 

47.3 

45 .9 

44.6 

44.6 

44.6 

41.9 

40.5 

39.2 

39.2 

Content 

Patient Medical Record 

Home Exercise Programs 

Physiology 

Basic Sciences 

Clinical Knowledge 

Clinical Textbooks 

Departmental Patient Schedule 

Teaching Materials 

Departmental Employee Schedule 

Course Notes 

Equipment Manuals and Catalogs 

Clinical Literature 

Discipline-Specific Knowledge 

Equipment Available 

Procedures for Medical Record Documentation 

Clinical Mentors 

Pathology 
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Perceptions of competencies not used by managers. Of the 80 competency statements, the subjects 

rated 23 as not applicable to managers, i.e., the percentage of frequencies were greater than 33.8% (Table 

45). Among the 23 identified competencies were 13 tools used in auditing, analysis, planning and 

forecasting, reporting, and computerized scheduling. Six of the competencies were tools used in 

scheduling, providing, or documenting patient care. 

Of the 23 competencies frequently perceived as not applicable to managers, over half(n = 12) 

demonstrated frequencies greater than 33.8% as competencies used by senior or first-level managers. Six 

demonstrated frequencies greater than 33.8% as competencies used by senior managers, and six 

demonstrated frequencies greater than 33.8% as competencies used by first-level managers. The six tools 

used by senior managers were tools and historical information or trending reports used in planning and 

forecast ing. All of the six competencies overlapping with competencies used by first-level managers were 

clinical or related to providing patient care. 
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Table 45 

Perceptions of Competencies not used by Managers by Percentage of Response 

Percentage 

Frequency 

75.7 

71.6 

67.6 

60.8 

58.1 

58.1 

51.4 

50 

50 

47.3 

47.3 

45.9 

44.6 

44.6 

41.9 

39.2 

39.2 

37.8 

36.5 

35 .1 

35. 1 

35. 1 

33.8 

Content 

Survey Technology/ Analysis Software 

Audit Tools (e.g. CBL-Solutions Tool) 

Care Mapping Programs 

Reporting Software 

Computerized Scheduling Software 

Urban Planning Trends 

Clinical Mentors 

Statistical Analysis Software 

Historical Data on Compliance 

Focus Group Feedback Reports 

Course Notes 

Pathology 

Industry Standards for Medical Records 

Epidemiological Trends for Market 

National Performance Standards Databases 

Financial Calculator 

Adult Learning Theories 

Explanation of Benefits (EOB) History 

Strategic Planning Formats 

Census Databases 

Clinical Textbooks 

Basic Sciences 

Approved Abbreviation List 

The summary of the perceptions of competencies used by hospital-based physical therapist 

managers demonstrated similarities to the tasks performed by the managers in the types of competencies as 

well as competencies shared between senior and middle managers. Ten ofthe eighty (12.5%) competencies 

identified by the SMER were perceived by the subjects as tools or knowledge not used by any of the three 
208 



management levels in their organizations. The possible meanings of these perceptions will be discussed in 

Chapter Y. 

Testing the Theoretical Models for Construct Validity 

The final step in the data analysis process was to determine whether the investigator-derived 

theoretical models describing the managerial work and competencies of hospital-based physical therapist 

managers demonstrated construct validity. The investigator posed two final research questions regarding 

construct validi ty: 

I I . Does the theoretical model describing managerial work activities performed by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

12. Does the theoretical models describing managerial competencies required by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

The theoretical models were tested for construct validity by comparing them with the results of the 

computer-based job analysis completed by hospital-based physical therapist managers at three stages of the 

data collection and analysis process. 

Legacy task comparison. In Stage I of data collection, the investigator developed a list of 40 

' legacy tasks ' describing managerial work for the SMEGs to review. The list oflegacy tasks was based on 

theoretical model describing managerial work (Table 6). The investigator compared the work completed by 

the SMEGs to the theoretical models at two points in the SkillObject™ generation process. After Task 

Editing and Reviewing were completed, the investigator compared the final list of edited and reviewed job 

task statements to the 40 Legacy Task statements. To gauge the construct validity of the model at this point, 

the investigator performed a simple visual comparison of the original Legacy Task List (Appendix J) based 

on the theoretical model (Table 6) developed previously in the study to the edited task list (Appendix K). 
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Of the 40 Legacy tasks developed, 37 (92.5o/o) demonstrated overlap with at least one of the 122 

edited tasks. Twenty-two (55%) of the Legacy tasks demonstrated overlap with two or more of the edited 

tasks. Only three of the Legacy tasks did not have a comparable task on the edited tasks list. They included: 

12 Assess market forces affecting unit/organization performance 

19 Assess volume of work to be performed by unit/department, based on 
budget projections 

29 Organize financial and operational information using computer software including 
spreadsheets or databases 

The SMEGs generated 25 task statements that did not correspond to legacy tasks developed by the 

investigator. Table 46 summarizes these tasks by topic and number of tasks within each topic. 

Table 46 

Tasks Generated by the SMEGs During Task Generation not Identified by Investigator 

Number of 

Tasks 

5 

3 

3 

3 

2 

Task Description 

Student supervision and evaluation 

Develop own clinical/managerial skills 

Develop and lead interdisciplinary teams 

Teach physical therapy related classes 

Manage personal daily schedule 

Develop new programs to serve community 

Discipline staff member if work performance does not meet approved organizational 
standards. 

Inspect physical plant for safety and compliance with infection control standards 

Negotiate reimbursement contracts for payment of goods and services 

Promote employees based on qualifications and department criteria 

Provide access to necessary information for staff members to perform their jobs 

Search internet to gather information 
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Seven of the twenty-five tasks generated by the SMEGs, while not included in the legacy task list, 

did correspond to one of the six areas of managerial work described in the theoretical model of managerial 

work. The remaining sixteen tasks not included in the legacy task list fell into the following six categories: 

student supervision and evaluation (5 tasks), developing ones personal skills (3 tasks), developing/leading 

interdisciplinary teams (3 tasks), teaching physical therapy related classes (3 tasks), inspecting physical 

plant for safety and compliance with infection control standards (I task), and negotiating reimbursement 

contracts for payment of goods and services (1 task). The comparison yielded six task categories identified 

by the SMEGs that were not included in either the legacy task list or the theoretical model describing 

managerial work. 

Competency comparison. SkillObjects™ were defined previously as a grouping of tasks, with the 

key competencies, i.e. , tools, knowledges, skills required to perform the tasks. To assess the construct 

validity of the theoretical model describing managerial competencies, the investigator compared the content 

of the Skill Object™ list for content of skills and abilities to the theoretical model describing managerial 

competencies (Table 8). A visual comparison was performed again to identify the amount of similarity and 

repetition between the two sources. 

The theoretical model of managerial competencies contained the following four categories of 

competencies: conceptual, communication, supervisory, and cognitive. These four categories contained a 

total of 34 individual competencies. Of the 34 competencies, 30 (88%) demonstrated overlap with at least 

one of the Ski i!Objects™. Only four of the proposed competencies did not have a comparable skills or 

tasks on the edited SkillObject™ list. They included two conceptual competencies, strategic perspective 

and total organization view, and two supervisory competencies, accurate self-assessment and counseling 

strategies. 

Cluster comparison. In the final step of analysis that assessed construct validity of the theoretical 

models, the investigator compared the theoretical model describing managerial work (Table 6) to the 

contents of the clusters describing managerial work produced by hierarchical agglomerative cluster 

analysis. The theoretical model contained six categories of managerial work, each with four to eleven tasks, 

211 



producing a total of 42 tasks. Two of the tasks were duplicated in two different work tasks, reducing the 

total number of different tasks to 40. Cluster analysis produced eight clusters describing managerial work, 

four clusters each for both frequency of performance and importance oftasks. The four clusters describing 

frequency of performance of work tasks contained 60 task statements; the four clusters describing 

importance contained 62 task statements, producing a total of 122 task statements. Twenty-one of the task 

statements were contained in both the frequency and importance clusters, reducing the total number of 

different task statements contained within the clusters to 101. Of the 101 task statements included in the 

frequency and importance clusters, 86 described managerial activities, while the other 15 described tasks 

associated with providing patient care or activities supporting patient care. Table 47 summarizes the 

comparison between the theoretical model and the clustered task statements. 
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Table 47 

Summary of Validation of Theoretical Model Describing Managerial Work 

Number of Number of Survey 
Model Category and Number of Survey Items in Items in 
Associated Tasks Survey Items Frequency Importance Cluster 

Cluster 
Planning and Forecasting 

Planning 4 2 3 

Organizing work 2 2 

Setting agendas 2 0 0 

Assessing market 0 0 

Evaluating/Developing Business 3 0 

Budgeting 0 

Managing Subordinates 

Communicating 4 3 2 

Assessing Performance 2 0 

Take interest in personal 0 0 0 
Problems 

Managing conflict/labor issues 3 

Leading and Supervising 3 3 2 

Training and developing 5 2 

Motivating/rein forcing 3 2 

Analyzing and design ing job 2 2 

Recruiting and Selecting 2 0 0 

Compensation and benefits 0 0 0 

Managing Operations or actions of unit 

Evaluating and solving 3 3 3 
Problems 
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Number of Number of Survey 
Model Category and Number of Survey Items in Items in 
Associated Tasks Survey Items Frequency Importance Cluster 

Cluster 
Making Decisions 0 0 0 

Conducting Meetings 0 0 

Manage Action 0 0 0 

Implementing agendas 0 

Negotiation 0 0 

Managing conflict 3 

Processing paperwork 0 

Monitoring, controlling 
Performance 

Compliance w/ regulatory and 6 4 2 
professional standards 

Staffing responsibilities 6 3 2 

Building networks: 
Internal peers, and external contacts 

Coordinating 4 2 2 

Liaison 

Negotiation 0 0 

Socializing/ politicking 2 

Foster interdisciplinary/ 2 0 
collaborative relationships 

Serving customers 2 0 

Marketing 2 0 0 

Managing Information: Technical skills 
or expertise, MIS 

Gathering Information 5 2 0 

Organizing information 0 0 
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Model Category and 
Associated Tasks 

Disseminates information 

Reporting 

Managing Resources 

Financial analysis 

Budgeting 

Managing or Monitoring Budget 

Allocating resources 

Total 

Nwnber of 
Survey Items 

2 

4 

4 

2 

2 

95 

Number of Number of Survey 
Survey Items in Items in 

Frequency Importance Cluster 
Cluster 

2 

2 0 

3 4 

0 

2 

45 41 

In the frrst step of the comparison between the theoretical model and the clusters describing 

frequency ofuse and importance of managerial work task statements, the investigator identified all ofthe 

survey items corresponding to managerial tasks in the model. Of the 40 tasks included in the theoretical 

model, 36 (90%) demonstrated overlap with at least one of the online survey task statements. Only four of 

the tasks contained in the theoretical model did not have a comparable task in the online survey. They 

included the following: (a) Take interest in personal problems, (b) Compensation and benefits, 

(c) Making decisions, and (d) Manage action. 

After identifying correspondence between model tasks and survey task statements, the investigator 

looked next for correspondence between model tasks and task statements contained in the frequency and 

importance clusters. Of the 36 remaining model tasks, 32 (89%) demonstrated overlap with at least one of 

86 of the 101 clustered tasks. Twenty-eight ofthe 36 model tasks (78%) demonstrated overlap with two or 

more of the clustered tasks, and 23 of the model tasks (64%) demonstrated overlap with three to six of the 

clustered tasks. Of the 36 model tasks with corresponding survey task statements, four did not demonstrate 

a corresponding task in any of the eight frequency or importance clusters oftask statements. They included 

the followi ng: (a) Assessing market, (b) Recruiting and selecting employees, (c) Negotiation, and 
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(d) Marketing. However, Negotiation was contained in the tools and knowledges clusters. Thirty-two of the 

original forty (80%) model tasks demonstrated overlap with one or more of the 86 managerial task 

statements identifi ed by cluster analysis. 

Summary 

This section of the study provided a detailed description of the results of the data analysis 

performed on the study's subjects, instrumentation, and the theoretical models developed by the 

inve tigator . Demographic information describing the SMEGs and Stage III subjects were presented. 

Univariate tests of differences among 15 variables contained in the demographic survey between the 

SMEGs and the Stage JJ I subjects that completed both the demographic and online surveys, produced only 

differences on five of the 15 variables. All of these differences reflected differences in distribution of first

line supervi sors, middle and senior managers contained in the SMEG sample (33.3% of subjects at each 

level), while the Stage III sample contained only 5.4% of the subjects representing first-line managers. The 

investigator therefore concluded that the SMEGs were representative of the Stage Ill subjects. Univariate 

tests of differences were also calculated on the variables contained in the demographic survey between the 

subjects who completed both phases of data collection in Stage III and those who completed only the 

demographic survey. These tests resulted in no significant differences on any of the 15 variables contained 

in the demographic survey. The investigator concluded that the subjects who completed both parts of data 

collection in Stage UI were representative of the population from the sampling frame, i.e., the physical 

therapist members of the SOA of the APTA employed in hospital settings. 

The investigator tested the content validity and internal consistency reliability of the data 

collection instrument using hierarchical agglomerative cluster analysis and ICC's and Cronbach's 

coefficient a, respectively. All four cluster analyses of the frequency and importance ratings of the task and 

competency statements all produced recognizable and practical groupings of statements describing 

freq uency and importance of managerial tasks and competencies. The results of cluster analysis of survey 

responses rating frequency and importance of tasks and competencies suggest that the data collection 

instrument demonstrated content validity in its ability to describe the managerial work and competencies of 

216 



hospital-based physical therapist managers. All clusters demonstrated statistically significant ICCs. All but 

two of the clusters exhibited Cronbach alpha > .8. The results of tests of internal consistency reliability of 

the groupings of managerial tasks and competencies produced by hierarchical agglomerative cluster 

analysis suggest that the data collection instrument demonstrated acceptable internal consistency reliability 

when used with a population of hospital-based physical therapist managers. 

In order to complete the description of managerial work and competencies, the investigator wanted 

to know if the subjects perceived differences among the work tasks and competencies between the three 

management levels. The investigator used the subjects' responses as to who performed the work task or 

used the competency in their workplaces. The responses were examined and summarized using frequency 

counts and percentages of responses to describe perceived differences in work tasks and competencies 

between management levels among hospital-based physical therapist managers. 

In the final step in the data analysis, the investigator examined her proposed theoretical models 

describing managerial work and competencies to determine if they demonstrated construct validity. The 

investigator compared the theoretical models with the results of the computer-based job analysis completed 

by hospital-based physical therapist managers at three stages of the data collection and analysis process. 

Visual comparisons for differences and correspondence between the legacy task list developed by the 

investigator and the task statements generated by the SMEGs yielded seven task categories identified by the 

SMEGs that were not included in either the legacy task list or the theoretical model describing managerial 

work. The investigator performed a visual comparison of the theoretical model describing managerial 

competencies with the content of the SkillObject™ list to assess the construct validity of the theoretical 

model. The comparison produced only one competency, coordination, that was not included in the 

theoretical model describing managerial competencies. In the final step of analysis to assess construct 

va lidity of the theoretical models, the investigator compared the theoretical model describing managerial 

work to the contents of the clusters describing managerial work produced by hierarchical agglomerative 

cluster analysis. Thirty-two of the original forty (80%) model tasks demonstrated overlap with one or more 

of the 86 managerial task statements identified by cluster analysis. 
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CHAPTER V 

DISCUSSION 

The purposes of thi s study were to describe the managerial work and competencies (tools and 

knowledge) required by hospital-based physical therapist managers to perform their work. Data describing 

managerial work and competencies were gathered using a multi-step, web-based software application 

called SkillObject™ Process, culminating in an online survey in which subjects rated the frequency of 

performance and importance of both the work tasks and the tool or unique knowledge used to perform the 

task. The validity and reliability of the instrument used to collect data describing managerial work and 

competencies were assessed, since they had not been previously reported for this population. In addition, 

theoretical models (developed by the investigator) describing both managerial work and competencies of 

hospital-based phys ical therapist managers were tested for validity. 

In Stage I of data collection, a group of nine subject matter experts developed task statements 

describing their jobs. In Stage II, one subject matter expert reviewer reviewed their work, grouped the tasks 

together into similar groups and identified common tools and knowledges to perform the tasks. The task, 

tool and knowledge statements were gathered into an online survey format. In Stage III, seventy-four 

hospital-based physical therapist managers representing two management levels, i.e., middle manager and 

senior manager or administrator, participated in the online survey portion of the study. Each ranked the task 

and competency statements on their frequency of performance and their importance to their jobs. The 

subjects also identi fi ed the management level of the person in their organization that was most likely to 

perform the work tasks and/or use the competencies in the performance of their jobs. 

The content validity of the data collection instrument was examined using hierarchical 

agglomerative cluster analysis. Cluster analyses produced recognizable and practical groupings of 

statements describing the frequency and importance of managerial tasks and competencies. The 

investigator examined the internal consistency reliability of the data collection instrument using Intraclass 
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Correlation Coefficients ICC's and Cronbach's coefficient alpha (a), respectively. All ofthe clusters 

demonstrated acceptable inter-item reliability. 

The subjects perceived clear differences among work tasks and competencies between three 

management levels. The subjects perceived that senior managers performed tasks of planning and 

forecasti ng, involving financial planning, budgeting, and analysis, most frequently. Both senior and middle 

managers performed human resource management activities as well as managed the operations of 

departments. Not surprisingly, the subjects perceived that the patient care activities were most frequently 

performed by ftrst-level managers. The subjects also indicated that first-level managers were involved in 

coordinating personnel to provide patient care. 

Finally, the investigator's theoretical models describing managerial work and competencies were 

compared to the results of Skill Object™ process. The investigator concluded that the theoretical models 

dem onstrated satisfactory construct validity in their ability to accurately describe the managerial work and 

competencies of hospital-based physical therapists. 

This chapter presents a summary of the hypothesized and non-hypothesized fmdings, followed by 

a discussion of the findings related to the research questions. The limitations and potential sources of error 

are discussed next. The chapter concludes with recommendations for extensions of this study and 

suggestions future research . 

Hypothesized Findings 

Data describing managerial work and competencies were gathered using a multi-step, web-based 

software application called SkillObject™ Process. Because the instrument had not been used previously 

with a population of hospital-based physical therapist managers, its content validity and internal 

consistency reliability had to be assessed before the results of the SkillObject™ Process could be 

interpreted. 

Instrument Validity 

One of the purposes of this study was to find a job analysis method that was capable of describing 

the managerial work and competencies required by hospital-based physical therapist managers. For the 
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purposes of thi s study, the investigator adopted Rothstein and Echtemach's (1993) definition of content 

validity as "the extent to which a test or measurement is judged to reflect the meaningful elements of a 

construct and not any extraneous elements" (p. 61). 

Frequency and importance of managerial tasks. The first two research questions posed in this 

study addressed the content validity of the SkillObject™ Process in its ability to describe the managerial 

work of the hospital-based physical therapist. The research questions and corresponding null hypotheses 

are stated below, followed by the results of the study that support the rejection or failure to support the 

rejection of the null hypotheses. 

1. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

performance of managerial tasks performed by hospital-based physical therapist managers? 

H0 : The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the frequency of performance of managerial tasks by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

Results: Reject the null hypothesis. Hierarchical agglomerative cluster analysis of the variable set 

containing the ratings of frequency of performance of the work task statements produced a dendrogram 

contain ing four recognizable clusters of tasks. In addition, large changes in the agglomeration coefficients 

were found between the final three stages of clustering, indicating a four cluster solution. Analysis of the 

clusters revealed intuitive and practical groupings of managerial tasks, which confirmed prior research 

examining the work of managers in business and health care sectors. 

2. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial tasks performed by hospital-based physical therapist managers? 

H
0

: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial tasks performed by hospital-based physical therapist 

managers, when analyzed with hierarchical agglomerative cluster analysis. 

Results: Reject the null hypothesis. Hierarchical agglomerative cluster analysis of the variable set 

contain ing the ratings of importance of performance of the work task statements produced a dendrogram 
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containing four recognizable clusters of tasks. Based on examination and interpretation of the clusters 

depicted in the dendrogram, the investigator concluded that a four-cluster solution was appropriate. 

Discussion: As discussed in Chapter Ill, there are no statistical tests of significance for cluster 

analysis (Aidenderfer & Blashfield, 1984, p. 53). Determination of success or failure of the procedure is 

dependent upon the interpretation of the investigator, judging whether the segregation of the statements 

describing frequency and importance of tasks and competencies into subgroups makes intuitive or practical 

sense. 

Each of the clusters contained groupings oftasks describing the frequency of performance or 

importance of task statements that made both intuitive and practical sense. In addition, when the task 

frequency and task importance clusters were compared with one another, the investigator identified 

recogn izable patterns of tasks describing the work of the hospital-based physical therapist. While tables in 

Chapter IV contained the results of the task frequency and importance cluster analyses separately, Table 48 

below illustrates the combined results, which are discussed next. 
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Table 48 

Summary of Frequency and Importance of Work Tasks from Cluster Analyses 

Cluster 
Frequency of Performance 

Cluster 
Importance of Performance 

Rating Rating 

Communicating information Communicating information 

Problem-solving Problem identification and solving 

Most Most 
Financial analysis 

Frequently Important 
Budget development and 
management 

Employee assessment 

Manpower projections and staffing Developing department identity and 
management goals 

Financial analysis and control Develop and maintain job 
performance standards 

Frequently Reporting department operations Important 
Establish, review and revise policies 

Problem-solving and procedures 

Mentoring/ developing subordinates 

Patient care Patient care 

Schedule and coordinate patient care Schedule, coordinate, and supervise 

Somewhat 
staff 

Infrequently Important 
Personal time management 

Developing clinical skills 

Student instruction and supervision Student instruction and supervision 

Least Teaching staff and community Not Justify reimbursement 
Frequently important 

Review and revise policies and 
procedures 
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The results of the cluster analyses of the task statements concur with previous research findings. 

Communicating and problem solving were included in both the 'Most frequently performed' and 'Most 

important' clusters of task statements. These two tasks, alternately referred to as roles, are identified 

repeatedly in the managerial literature describing the work of the managers, both in the business sector 

(Lau & Pavett, 1980; Luthans, Rosenkrantz & Hennessey, 1985; Mintzberg, 1975/1990, 1994; Pavett & 

Lau, 1985 ; Pheysey, 1972; Stewart, 1967) and the healthcare sector (Roemer, 1996; Schafer et al., 2000; 

Wh ite, 1998). 

Financia l analysis and budget development/management were included in the 'Frequently 

performed' and 'Most important' clusters of task statements. These tasks are specifically identified in the 

literature describing the work of the healthcare manager (American Organization ofNurse Executives, 

1992; Roemer, 1996) and, more specifically, the physical therapist manager (Burcham, 1996; Schafer et al., 

2000; White, 1998). Their specific identification highlights the importance of financial analysis and control 

to the healthcare manager. 

Various components of human resource (HR) management were included across multiple 

frequency and importance clusters of task statements. A continuum ofHR management activities were 

described including the following: (a) developing and maintaining job performance standards, 

(b) mentoring/developing employee skills, (c) projecting manpower requirements, (d) coordinating staffmg 

of personnel providing patient care, and (e) observing, assessing and evaluating employee job performance. 

Only limited parts of this continuum of HR management were identified by researchers studying managers 

in business. Gulick and Urwirk (1937/1943) included coordinating in their early work, while Mintzberg 

( 1994) only generally includes managing people in his revised model describing managerial work. Luthans 

et al. ( 1985) identified staffing, and motivating and reinforcing the work of subordinates. Only Fazio 

( 1988) identified specific components ofHR management that were included in an HR management course 

for occupational therapist managers. 

Fourteen tasks describing patient care tasks were included in the 'Infrequently performed' and 

' Somewhat important' task clusters, reflecting their lower position of importance to hospital-based physical 
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therapist managers. ln addition, another 12 patient care-related tasks were excluded from both the 

frequency and importance task clusters. The relative unimportance of providing patient care, as a 

managerial function , is confirmed by its near absence from the literature describing the work of health care 

managers. Only Mueller and Rose (1987) mentioned providing 'quality' patient care as a "primary 

professional value" (p. 1390) in their article describing the dual role of the physical therapy director as 

manager and professional value setter. 

Two facets of managerial work identified by previous studies in both the business and health care 

sectors not con fumed by this study were those of entrepreneurship and marketing. The role of entrepreneur, 

originally identified Mintzberg's (1974/1995) model, was carried through subsequent research using his 

model of managerial work (Pavett & Lau, 1985; Roemer, 1996; Schafer et al., 2000; White, 1998). White 

( 1998) and Schafer et al. (2000) previously identified entrepreneurship as one of the most important work 

skills to the hospital-based physical therapist manager, along with communication. Burcham (1996) 

included business eva] uation and development, and market assessment in his description of the job of the 

physical therapist manager. The SMEGs did not generate any task statements containing specific terms 

such as entrepreneur or entrepreneurial. However, using tasks that described the entrepreneurial activities 

of (a) assessing community need for new services, (b) develop new programs to serve the community, and 

(c) preparing budget projects to start new programs, the results ofthis study did not confirm the importance 

of entrepreneurship. In fact, these three tasks were excluded from both the frequency of performance and 

importance clusters. 

Marketing was identified as an essential management activity of physical therapist managers by 

Schafer et al. (2000). Schafer et al. used factor analysis to analyze White's (1998) data set, which was 

based on Roemer's (1996) survey, who, in turn, based her survey on the roles identified by Mintzberg 

(1974/1990). The role of marketer was not explicitly used by either Roemer or Mintzberg. However, upon 

analysis of the components produced by factor analysis, Schafer et al. proposed that the terms included in 

one of the factors described marketing functions. Marketing was not mentioned as a managerial work role 

or task by any the other authors whose work was reviewed in Chapter II. The SMEGs generated one task 
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statement describing marketing activities, contact(-ing) referral sources and potential customers to market 

departmental services. This task was excluded, again, from both the frequency of performance and 

importance clusters. 

Exclusion of entrepreneurship and marketing from both task-related clusters suggests several 

explanations. It is possible that the work of the physical therapist manager in hospital settings has shifted 

from seeking ways to develop new and expand existing revenue sources to that of controlling costs. This 

sh ift in roles may reflect changes in reimbursement from a cost-based to prospective payment system. A 

second explanation may be that the sample of physical therapist managers used in this study continued to 

perform marketing functions, but did not recognize them as such, or themselves as marketers of services. A 

third possible explanation may lie in the differing nature of the data collected by White (1998) and the 

current study. Wh ite 's survey asked respondents to rate only the importance of marketing to their jobs, 

whi le this study also asked respondents to rate how frequently they performed these tasks. Because the 

respondents rated the marketing tasks on both dimensions simultaneously, low frequency ratings may have 

influenced the accompanying low importance rating. The influence may have either artificially depressed 

the importance response or correctly cued the respondent to rate the importance lower, reflecting their 

infrequent performance. 

The results of the cluster analyses examining the importance of managerial tasks largely 

confirmed prior research in both the business and healthcare sectors that described managerial work. 

However, this study is the first to identifY the additional dimension of the frequency of performance of 

managerial tasks. By cross-referencing the two dimensions of task performance, the relationship between 

frequency of performance and perceptions of importance become evident. The respondents rated 

communication and problem-solving tasks as important and frequently performed. However, the data 

contained in Table 49 also suggest that frequency and importance do not consistently correspond to one 

another, i.e. , certain tasks, while important, may not be performed frequently. For example, while the 

respondents considered the development, review, and revision of policies and procedures important, they 
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reported performing them on a yearly basis. By adding the frequency dimension, the description of the 

work of the hospital-based physical therapist manager becomes more meaningful. 

Examination of the tasks statements excluded from both the frequency and importance cluster 

analyses revealed three consistent collections of tasks (a) patient care-related tasks, (b) personnel 

management, and (c) planning and forecasting tasks. The greatest percentage (35.5%) of excluded tasks 

described clinical or patient care-related tasks. That these tasks were excluded from both the frequency and 

importance cluster analyses is not surprising. Their exclusion does not represent a perception of 

unimportance of patient care as a whole, rather, it represents their relative unimportance within the scope of 

managerial work. Selected personnel management tasks were excluded from both cluster analyses as well. 

The exclusion of tasks describing interviewing and hiring, supervising, developing and mediating staff 

grievances may reflect lack of formal education or preparation in personnel management. These findings 

may also indicate that hospital-based physical therapist managers perceive their primary focus as managing 

processes to insure patient care, rather than focusing on the professional and technical staff providing the 

care. Finally, four tasks describing planning and forecasting tasks were excluded from the analyses. 

Potential explanations for exclusion of these tasks were discussed previously. 

Based on these findings, the first two research questions may be answered as follows: The clusters 

derived from the SkillObject™ process demonstrate content validity in describing both frequency of 

performance and importance of managerial tasks performed by hospital-based physical therapist managers. 

Frequency and importance of competencies. The research questions and corresponding null 

hypotheses used to examine competencies (tools and knowledges) are re-stated below, followed by the 

results of the study that support the rejection or failure to support the rejection of the null hypotheses. 

3. Does the computerized job analysis process demonstrate content validity in describing the frequency of 

use of managerial tools and knowledges, i.e., competencies, by hospital-based physical therapist 

managers? 

Ho: The data set collected using the data collection instrument fails to produce a recognizable set of 
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clusters describing the frequency of use of managerial competencies by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

Results: Reject the null hypothesis. Hierarchical agglomerative cluster analysis of the variable set 

containing the ratings of frequency of competency statements produced a dendrogram containing three 

recognizable clusters of competencies. In addition, large changes in the agglomeration coefficients were 

found between the final two stages of clustering, indicating a three cluster solution. 

4. Does the computerized job analysis process demonstrate content validity in describing the importance 

of managerial competencies used by hospital-based physical therapist managers? 

!{,: The data set collected using the data collection instrument fails to produce a recognizable set of 

clusters describing the importance of managerial competencies used by hospital-based physical 

therapist managers, when analyzed with hierarchical agglomerative cluster analysis. 

Results: Reject the null hypothesis. Hierarchical agglomerative cluster analysis of the variable set 

containing the ratings of importance of competency statements produced a dendrogram containing two 

recognizable clusters of competencies. In addition, large changes in the agglomeration coefficients were 

found in the fmal stage of clustering, indicating a two cluster solution. 

Discussion: Assessing of the content validity of the derived clusters that described the 

competencies needed by hospital-based physical therapist managers was not as clear-cut as those assessing 

the validity of the description of managerial work. Several factors complicated validity assessment of the 

competency clusters. First, the nature of the competencies contained in the online survey differed from 

competencies described in previous research. Prior studies typically contained items related to work 

demands or personality traits possessed by the individual to describe managerial competency (AMA, 1987; 

Management Charter Initiative, 1984/1999; Stewart Hall, 1994). This study, on the other hand, defined 

managerial competencies as ''the knowledge, skills and abilities demonstrated by a manager that 

substantively contribute to the manager's successful performance of his or her job," based on the works of 

Boyatzis ( 1982), Parry (1998), and Woodruffe (1993). In other words, the survey used in the present study 

described tools and knowledges required by physical therapist managers to perform their jobs, rather than 
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on worker characteristics or the work itself. Because the basic premise for defining the frequency and 

importance clusters of tool and knowledges differed substantially from previous research, no comparisons 

are possible. Rather, this study used a novel approach to describe competencies and produced a new 

theoretical model (discussed below). 

A second factor complicating the assessment of content validity of the derived managerial 

competencies is that cluster analysis of competency frequency and importance ratings yielded fewer 

groupings than were produced by cluster analysis of the task statements. The tools and knowledges clusters 

were larger and less clearly defined when compared to the task clusters. In addition, the clusters containing 

the importance of tools and knowledges were the least clear and thus the least useful of the four analyses. 

Potential explanations for the poorer quality of tools and knowledges clusters including the 

fo llowing: (a) errors in tools and knowledge identification in the SkillObject™ process, (b) organization of 

the data collection instrument, i.e., the online survey, leading to potential fatigue of the respondents, and 

(c) lack of knowledge about managerial tools and information on the part of the subjects. In the clustering 

step of the SkillObject™ process, the SMER developed the list of tools and knowledges and assigned them 

to appropriate groups of tasks. While his work was reviewed and edited by three of the SMEGs and the SA, 

it is possible that items contained in the list of tools and knowledges were either unknown or unfamiliar to 

the Stage III subjects. In short, the set of tools and know ledges generated by the SMER may not have been 

representative of those used by the Stage Ill subjects. 

Another possible explanation may be the end-position of the tools and knowledges statements in 

the online survey. Specifically, the 80 tools and knowledge statements appeared after the subjects had 

already responded to the 122 task statements. Given the feedback from subjects who commented about the 

length of the survey, it is possible that the subjects were fatigued by the time that they reached the tools and 

knowledge section of thee survey. However, this would not explain why the frequency ratings of the use of 

tools and knowledge items demonstrated clearer and more practical clusters, more consistently reflecting 

the task frequency and importance clusters, than did the tools and knowledges importance ratings. 
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The final explanation for the poorer quality of the tools and know ledges importance clusters may 

be that the subjects Jacked formal education and training in management and/or business administration. 

Although demographic data describing management education was not gathered in this study, White (1998) 

found that most managers in her study (90. 7%) reported developing their management skills through on

the-job experiences. Other methods of developing management skills included continuing education 

courses (53 .1%) and post-professional classes (30.2%). Only 12% of White's subjects reported completion 

of professional business degrees or coursework. Hospital-based managers in this study may have 

demonstrated a similar lack of formal management training and education, where the ''tools of the trade" 

would have been consistently discussed. 

In spite of these potential limitations of the competency clusters, they still demonstrated 

consistency with the frequency and importance clusters of task statements. The competency clusters 

contained tools and knowledges performed at similar frequencies to the groupings produced in the 

competency frequency cluster analysis. For example, tools describing communication skills and computer 

e-mail software applications used in communication were included in the 'Important' tools and knowledges 

cluster, corresponding with the communication tasks contained in the 'Most frequently performed' and 

'Most important' task clusters. Similarly, accounting and financial process knowledges were located in the 

' Important' tools and knowledges cluster, again corresponding to financial analysis and controls tasks 

contained in the 'Frequently performed' and 'Most important' task clusters. Likewise, staffing and 

scheduling tools were contained in the 'Important' tools and knowledge cluster, corresponding to the tasks 

describing scheduling and coordinating tasks contained in the 'Somewhat important' task cluster. Similar 

patterns of correspondence were noted at the opposite end of the importance spectrum. For example, 14 

clinical tools and knowledges were included in the 'Not important' cluster of competencies, corresponding 

to the patient care tasks located within the 'Infrequently performed' and 'Somewhat important' task 

clusters. While tables in Chapter IV contained the results of the task and competency cluster analyses 

separately, Table 49 summarizes the combined task and competency frequency and importance information 

to help make these patterns more apparent. 
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Previous studies have attempted to describe the competencies required by health care managers 

(Roemer, 1996) and specifically physical therapist managers (White, 1998). However, the data collected by 

these previous studies were limited to the respondents' perceptions of the importance of selected 

competencies. In addit ion, both Roemer and White's studies adapted data collection instruments developed 

by previous investigators (Pavett & Lau, 1985) and based on a model developed by Mintzberg (197411990) 

that described the work tasks and roles of very different subjects than the population of interest in this 

study. It is not surpri sing that when Elliott ( 1999) and Schafer et al. (2000) analyzed the data collected by 

White describing the competencies of physical therapist managers, (who used a modified version of 

Roemer's survey), they concluded that Roemer's 16 groupings of managerial roles lacked content validity 

when used with hospital-based physical therapist managers. 

Numerous methodological differences incorporated into this study contributed to its content 

validity and reliability, as well as breath and depth of detail in describing the work and competencies of 

hospital-based physical therapist managers. First, instead of relying on previously designed models, the 

investigator developed two new models describing the managerial work and competencies specific to the 

hospital-based physical therapist managers. The models were based, in part, on extensive reviews of the 

literature describing the work and competencies of managers in both the business and health care sectors, as 

well as the investigator 's own prior experience as a hospital-based physical therapist manager. Second, in 

constructing the data collection instrument (the online survey) describing the managerial work tasks of the 

subjects, this study used job incumbents, i.e., physical therapists who were currently working as managers 

in hospital settings, as subject matter experts (SMEGs) to generate task statements describing their work. 

Third, the study drew on the knowledge of an expert in physical therapy management to identify the 

competencies (specialized tools and knowledges) required to perform the work. Fourth, the data collection 

instrument captured subjects ' ratings of how frequently they actually performed the individual work tasks 

and used the competencies, as well as their perceptions of the importance of the work tasks and 

competencies to their jobs. Fifth, to gain perspective on stratification of work tasks and competencies 

across management levels, the subjects identified which level of manager in their organization performed 
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the work tasks and used the competencies. The study' s results produced by these methodological 

differences confirm the importance of individualizing job and competency analyses to job categories 

produce accurate and specific information . 

Based on these find ings, the third and fourth research questions may be answered as follows: The 

clusters derived from the SkiiiObject™ process demonstrate content validity in describing the frequency of 

use and importance of managerial competencies used by hospital-based physical therapist managers. 
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Table 49 

Summary of Frequency and Importance of Work Tasks and Competencies 

Frequency of Performance 

Most Frequently Performed Tasks: 

Communicating information 

Problem -solving 

Frequently Performed Tasks: 

Manpower projections and staffing 
management 

Financial analysis and control 

Reporting department operations 

Problem-solving 

Mentoring-developing subordinates 

Tasks 

Importance of Performance 

Most Important Tasks: 

Communicating information 

Problem identification and solving 

Financial analysis 

Budget development and management 

Employee assessment 

Important Tasks: 

Developing department identity and goals 

Develop and maintain job performance 
standards 

Establish, review and revise policies and 
procedures 

Competencies {Tools and Knowledges) , 

Frequency of Use Importance of Use 

Most Frequently Used Competencies: 

Computer Important Competencies: 

Computer spreadsheet software Communication tools 

E-mail Program Staffmg & Scheduling tools 

Communication Skills , Computer/software applications 

Corporate Network Reports 

Accounting/financial processes 

Billing/payor regulations 

Legislative/regulatory standards 

Medical records 

Clinical information 

Managing teams 
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Tasks Competencies (Tools and Knowledges) 

Frequency of Performance Importance of Performance 

Infrequently Performed Tasks: Somewhat Important Tasks: 

Patient care Patient care 

Schedule and coordinate patient care Schedule, coordinate, and supervise staff 

Personal time management 

Developing clinical skills 

Frequency of Use 

Infrequently Used Competencies: 

Departmental reports 

Scheduling tools 

Legislative/regulatory 
Requirements 

I 

Billing/payor regulations 

Patient records 

Clinical references 

~--~=-----~~~--~~~--------------~--~------~~----------------------------------~~--------------

Least Frequently Performed Tasks: Least Important Tasks: Least Frequently Used Competencies: 
I 

Student instruction and supervision Student instruction and supervision Outcomes analysis infonnation 

Teaching staff and community Justify reimbursement Financial reports 

Review and revise policies and procedures Marketing reports 

Statistical analysis software 

Business & financial analysis 

Adult learning & motivation theories 
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Importance of Use 

Unimportant Competencies: 

Analysis and presentation computer 
software 

Receivables history 

Trending and performance standards 
reports 

Marketing reports 

Planning tools 

Adult learning motivation theories 

Patient medical record 

Equipment and supplies 

Clinical knowledge 

Team management 

Clinical practice standards 

Documentation standards 



Instrument Reliabili ty 

In addition to assessing content validity of the data collection instrument, one of the purposes of 

this study was to determine whether the data collection instrument, i.e., the SkillObject™ Process, 

demonstrated acceptable reliability when used by hospital-based physical therapist managers. ln this study, 

the investigator exam ined the internal consistency reliability of the responses gathered by the SkillObject™ 

Process following cluster analysis. 

For the purposes of this study, internal consistency reliability was operationally defined as "the 

extent to which items or elements that contribute to a measurement reflect one basic phenomenon or 

dimension" (APTA, 1991 , cited in Rothstein & Echternach, 1993, Appendix, p. 13).1tems contained in 

each cluster describing work activities and competencies were analyzed to determine whether the item 

responses within each cluster were consistent with one another. 

To address the issue of the data collection instrument's reliability, the investigator again developed 

four research questions and null hypotheses, re-stated below: 

5. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers? 

f-lo: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of performance of managerial tasks performed by hospital-based physical therapist 

managers when analyzed with ICC's and Cronbach's alpha. 

Results: Reject the null hypothesis. All four clusters describing frequency of task performance 

demonstrated statistically significant ICCs. All but one of the clusters exhibited Cronbach alpha > .8. The 

exception was cluster 3 - Most Frequently Performed Tasks (Communication and Problem-solving), which 

demonstrated a = .69, which is still acceptable 

6. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial tasks performed by hospital-based physical therapist managers? 
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~: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial tasks performed by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach 's alpha. 

Results: Reject the null hypothesis. All four clusters describing task importance demonstrated 

statistically sign ificant ICCs and Cronbach alpha > .8. 

8. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

frequency of use of managerial tools and knowledges, i.e., competencies, by hospital-based physical 

therapist managers? 

H0 : The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the frequency of use of managerial competencies by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach 's alpha. 

Results: Reject the null hypothesis. All three clusters describing frequency of use of competencies 

demonstrated statistically significant ICCs. Two of the clusters exhibited Cronbach alpha > .8. The third 

cluster - Most Frequently Used Tools and Knowledges (Communication skills/techniques and computer 

hardware and software applications), demonstrated a= .60, which is marginally acceptable. 

9. Does the computerized job analysis instrument demonstrate instrument reliability in describing the 

importance of managerial competencies used by hospital-based physical therapist managers? 

Ho: The measurement tool fails to demonstrate acceptable internal consistency reliability in describing 

the importance of managerial competencies used by hospital-based physical therapist managers when 

analyzed with ICC's and Cronbach's alpha. 

Results: Reject the null hypothesis. Both clusters describing competency importance demonstrated 

statistically significant ICCs and Cronbach alpha > .8. 

Discussion: All thirteen competency clusters demonstrated statistically significant ICCs. Two of 

the clusters, however, exhibited Cronbach alpha < .8, the 'Most Frequently Performed Tasks' the 'Most 

Frequent ly Used competencies' clusters, both describing communication and problem solving and 

comm unication. On the surface, these results would appear to be disappointing, as the two clusters 
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described the most important tasks and competencies in the study, until one looks at the mechanics of 

calculating Cronbach 's coefficient a. The computation of Cronbach's a is based on the number of items on 

the survey (k) and the ratio of the average inter-item covariance to the average item variance (Cronbach, 

1951; SPSS, 1999, p. 362), or 

kcov I var 
a = 

1 + ( k - 1) cov I var 

As the number of items included in the analysis increases, total variance increases, producing greater values 

of a . The two clusters that did not achieve a = .8 contained the fewest number of items (seven and five), 

whi le the other clusters contained 20 to 30 items. The clusters containing numerous items consistently 

demonstrated greater a. In addition, Cronbach reminded readers that a is a lower bound, or conservative, 

estimate of precision ( 1951 , p. 331 ). Therefore, when these lower levels of a were considered along with 

the significant (p < .01) values of the ICC's, the clusters were interpreted as demonstrating acceptable 

internal consistency reliability. 

Based on these fmdings, the fifth through eighth research questions may be answered as follows: 

The clusters derived from the Skill Object™ process describing the frequency of performance/use and 

importance of managerial tasks and competencies demonstrate acceptable internal consistency reliability 

when used with a population of hospital-based physical therapist managers. 

Conclusions from Non-hypothesized Findings 

To complete the description of managerial work and competencies of the hospital-based physical 

therapist manager, the investigator needed to know if the subjects perceived differences among the work 

tasks and competencies between the three management levels. In addition, the investigator tested the 

theoretical models describing managerial work and competencies upon which the research was based. 
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Perceptions of Differences of Work Tasks 

To discover whether the survey respondents perceived differences in work tasks between three 

management levels, the investigator posed the following non-hypothesized research question: 

9. Do hospi ta l-based physical therapist managers perceive differences in managerial work tasks between 

management levels? 

Results: The subjects ' perceptions demonstrated clear differences in managerial and clinical work 

tasks between three management levels (first-level managers, middle managers, and senior managers or 

administrators). The results suggest that as the physical therapist manager progresses up the management 

hierarchy, the nature of his or her work changes from an emphasis on technical activities, i.e., professional 

activities of the physical therapist, to conceptual activities such as planning and forecasting, involving 

fmancial analysis and budgeting. The findings also suggest an expanding locus of influence and control 

with progression up the management hierarchy. 

The perceptions of differences in managerial work between levels of management confrrm 

previous research by Pavett and Lau (1983) and Carman (1999). The authors of both studies found that 

lower level managers placed greater importance on technical skills, managing the operations within their 

departments, and leading the subordinates within their departments. The results of this study indicate that 

the clin ical services management, i.e., the provision of patient care and supervision of professional and 

technical staff providing patient, care is the exclusive responsibility of first-level managers. Likewise, 

clinical education of physical therapy students as well as patient and community instruction are performed 

by firs t-level managers. In addition, the respondents' responses indicate that the first-level manager's 

sphere of communication and influence is localized within their respective units or departments, while 

middle and senior managers build relationships and communicate between departments. These finding also 

confirm the writings ofRakich, Longest and Darr (1992), who suggested that lower levels ofhealthcare 

managers "tend to use more job-related technical skills, or skills that involve specialized knowledge" than 

more do senior level managers (p. 6). 
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The findings from this study suggest considerable overlap between senior and middle managers, 

particularly in human resource management activities, management of the operations of their departments, 

and financia l management of resources. The perceptions of the work of first-level managers were clearly 

different from the work both middle and senior managers, i.e., more focused on patient care and student 

training. The studies completed by Carman (1999) and Pavett and Lau (1983) demonstrated similar 

findi ngs, with the greatest differentiation in perceptions of importance of work activities and roles existing 

between first level and senior managers. 

It is important to note that respondents were asked to identify which level of manager within their 

unit or department performed each tasks. Therefore, except for tasks they performed themselves, the 

respondents could only provide a perception of who provided the work task. In addition, the sample of 

Stage III subjects did not contain an equal representation from all three management levels, with only four 

first- level manager respondents in the sample. Thus, testing for differences between the three management 

levels using statistical analyses was not possible. However, the perceptions of differences are not without 

value, because they provide a useful starting place for future research examining differences in work tasks 

between management levels. 

Though the findings are limited to perceptions of differences in work tasks between management 

levels, they contain rudimentary suggestions for management education that targets physical therapists. The 

changing emphasis from technical (or clinical) to conceptual activities as management level increases has 

implications for the content of professional physical therapy education programs, i.e., preparing entry-level 

physical therapist to assume the responsibilities of the first-level manager. This study suggests that the 

work of the first-level manager emphasizes clinical expertise, supervision of professional and support 

personnel, education and supervision of physical therapy students, and coordination of therapy personnel 

providing care. Therefore, management courses in entry-level physical therapy programs may need to 

include these topics in order to better prepare students to perform as first-level supervisors. Further, 

continued development of clinical skills through continuing ed-ucation courses and possibly clinical 

specialization are indicated for the first-level manager, as well as training in communication, supervision of 
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employees, and certification as a clinical instructor. As physical therapists are promoted to middle 

management positions, formal education in human resource management and operations management may 

be indicated. Based on the results of this study, both middle and senior managers could benefit from 

programs in process improvement or continuous quality improvement to learn effective problem-solving 

techniques. Finally, formal business and management education emphasizing financial analysis, accounting 

and strategic planning are indicated for the senior-level physical therapist manager. 

Based on these findings, the ninth research question may be answered as follows: Hospital-based 

physical therapist managers perceive differences in managerial work tasks between management levels. 

Perceptions of Differences of Work Competencies 

To discover whether the survey respondents perceived differences among work competencies 

between three managerial levels, the investigator posed the following non-hypothesized research question: 

10. Do hospital-based physical therapist managers perceive differences in managerial competencies 

between management levels? 

Results: The subjects' perceptions demonstrated clear differences in managerial competencies 

between the three management levels, reflecting the stratification in managerial tasks discussed above. The 

results suggest that as the physical therapist manager progresses up the management hierarchy, the types of 

tools and knowledges required change, reflecting the changing emphasis from clinical to managerial work 

tasks discussed above. 

Both middle and senior managers were perceived as using computers and computer software 

applications, as well as knowledge in expense analysis. This suggests that both levels of managers are 

responsible for monitoring and reporting departmental expenses, using computer applications. While both 

middle and senior managers use tools and know ledges to monitor expenses, senior managers were 

perceived as using financial data and reports, as well as accounting knowledge, to prepare budgetary 

projections. Subjects also reported that middle managers use tools and knowledge required to manage 

intradepartmental operations such as policy and procedure manuals, job descriptions, and outcomes 

analysis data. These findings confirm the different competencies required at progressive levels of 
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management demonstrated in the Leadership Effectiveness Framework (Atkinson, 2000). The implications 

for educational demands to gain and develop progressive competencies are similar to those mentioned in 

the previous discussion. 

The tools and knowledge used by frrst-level managers on the other hand, reflect their focus on 

clin ical service management and instruction. Tools and knowledge about clinical and discipline-specific 

knowledge, such as employee and patient schedules, were most closely associated with first-level 

managers, reflecting the involvement of first-level managers in coordination of the provision of patient 

care. 

One group of tools and knowledges, communication skills and techniques, demonstrated equal 

importance to all three management levels. Perceptions of the importance of communication skills and 

techniques were evenly distributed between the three management levels suggesting that first-level, middle, 

and senior managers all use these tools and know ledges. This fmding confirms the writings of Rakich, 

Longest and Darr (1992) who stated that all managers use human relations skills (motivation, leadership 

and communication skills) "because they accomplish work through people" (p. 5). 

Based on these findings, the tenth research question may be answered as follows: Hospital-based 

physical therapist managers perceive differences in managerial competencies between management levels. 

Testing the Theoretical Models for Construct Validity 

The final step in the data analysis process was to determine whether the investigator-derived 

theoretical models describing both the managerial work and competencies of hospital-based physical 

therapist managers demonstrated construct validity. To discover whether the theoretical model describing 

the managerial work of hospital-based physical therapist managers demonstrated construct validity, the 

investigator posed the following non-hypothesized research question: 

11 . Does the theoretical model describing managerial work activities performed by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 
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Results: The investigator ' s theoretical model describing managerial work contained 80o/o of the 

work tasks that were derived from the Skill Object™ Process. The investigator based the model on a careful 

review of managerial literature from business and health care sectors, selecting components from the work 

of 16 authors (or groups of authors) across both work sectors (see Table 5). Multiple authors identified 

similar work tasks contained in the six groups of tasks used by the investigator to organize the model. The 

duplicated work tasks spanned across decades of time, from Fayol's (1916) description of planning, 

organizing, and coordinating work to Schafer et al. ' s (2000) identification of budgeting, problem 

eval uation, and problem solving. Similar work tasks were also demonstrated across work sectors, including 

information gathering and dissemination, described by Lau and Pavett (1980) in their research with 

managers employed by high-tech defense contractors, to Roemer's (1996) research with healthcare 

managers. Both studies were based on Mintzberg's (1975/1990) research with executives. The repetition of 

simi lar work tasks across time and work sectors suggest that some, though not all, managerial work tasks 

may be universal in nature. 

Four work tasks proposed by the theoretical model that were not confirmed by the SkillObject™ 

Process are worth mentioning individually. First, as discussed previously, the respondents in this study did 

not identify entrepreneurial endeavors essential to their jobs as originally suggested by Mintzberg 

(197511990), and included by multiple subsequent authors in their models of managerial work (Pavett & 

Lau, 1985; Roemer, 1996; Schafer et al. , 2000; White, 1998). This included evaluating and/or developing 

new bus iness programs as suggested by Burcham (1996). Likewise, the respondents did not consider 

marketing functions important to their jobs, including market assessment described by Buechlein-Telutki et 

al. ( 1993) and marketing services described by Schafer et al. (2000). Third, while the respondents identified 

many key tasks involved in managing their subordinates, they did not identify taking an interest in personal 

problems described by Pheysey ( 1972), or managing employee compensation and benefits programs 

(Fazio, 1988) as essential to their jobs. Finally, the respondents did not identify decision-making 

(Mintzberg, 1975/ 1990; Lau & Pavett, 1980) or specifically managing action within their departments 

(Mintzberg, 1975/ 1990) in the operations management tasks described in the present study. 
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T he investigator also assessed the theoretical model for any missing essential managerial tasks that 

the study identi fi ed. A review of the tasks generated by the SMEGs that were not included in either the 

theoretical model or the Legacy Task List resulted in the identification of 16 specific tasks. However, when 

these tasks were compared to the results of cluster analyses, they did not appear to be substantive new 

manageri al tasks to be added to the proposed model. After carefully evaluating the theoretical model for 

extraneous or missi ng tasks, the managerial work model was minimally revised and is presented in Table 

50. 
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Table 50 

Revised Model Describing the Work of the Physical Therapist Manager 

Planning and Managing Managing Building Managing Managing 
Forecasting subordinates operations or networks: information: resources 

actions of unit internal peers, technical skills, 
and external or expertise, 
contacts MIS 

Planning Communicating Evaluating and Coordinating Gathering Financial 
solving analysis 

Organizing Recruiting and problems Liaison Organizing 
work selecting Budgeting 

t\4aking Negotiating Disseminating 
Setting Analyzing and decisions Managing or 
agendas designing job Socializing/ Reporting monitoring 

Conducting politicking budget 
Assessing Training and meetings 
M-arket; a developing Fostering Allocating 

Implementing interdisci pI inary resources 
e\'ah:Jatingt' Assessing agendas collaborative 
~e\celoping performance relationships 
business t\4anage action 

Leading and Serving 
Budgeting supervising Negotiation customers 

Take interest in Managing ~4arketing 

personal conflict 
problems 

Processing 
Managing paperwork 
conflict labor 
issues Monitoring, 

controlling 
Motivating/ performance 
reinforcing 

Complying with 
Gompensation regulatory and 
and benefits professional 

standards 

Staffing 
responsibilities 

a Strike-through indicates items that were not confirmed by the results of the current study. 
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Based on these findings, the eleventh research question may be answered as follows: The 

theoretical model developed by the investigator describing managerial work activities performed by 

hosp ital-based physical therapist managers demonstrates construct validity when compared with the results 

of the computer-based job analysis completed by hospital-based physical therapist managers. 

To discover whether the theoretical model describing the managerial competencies used by 

hospital-based physical therapist managers demonstrated construct validity, the investigator posed the 

following non-hypothesized research question: 

12. Does the theoretical model describing managerial competencies required by hospital-based physical 

therapist managers developed by the investigator demonstrate construct validity when compared with 

the results of the computer-based job analysis completed by hospital-based physical therapist 

managers? 

Results: The investigator's theoretical model describing managerial competencies contained 88% 

of the competencies that were derived from the SkillObject™ Process. The investigator developed the 

theoretical model, containing skills and abilities, through a review of managerial literature from business 

and healthcare sectors, selecting components from the work of 11 authors (or groups of authors) across 

both work sectors. Again, competencies were duplicated in multiple models. This was not surprising, since 

the skills and abilities contained in the O*NET (2001) are considered generic by industrial psychologists 

and applicable to all jobs across multiple hierarchical levels (Fleishman, 1975). 

Four competencies proposed by previous studies and included in the theoretical model were not 

conftrmed by the SkillObject™ Process. They included strategic perspective (Dulewicz, 1989), total 

organization view (Shaffer, 1993), accurate self-assessment (Boyatzis, 1982), and counseling strategies 

(Chase, 1994). It is worth noting that none of these four competencies is included in the O*NET hierarchy 

of skills and abilities, and with exception of accurate-self assessment, idep.tified by Boyatzis (1982), these 

co:npetencies might not readily be considered generic, possibly explaining their absence from this study. 

Only one competency, the skill of coordination, was added to the proposed model. Staff 

coordination by first-level managers and inter- and intradepartmental coordination by middle and senior 
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managers were repeated tasks in the frequency and importance task clusters. After evaluating the 

theoretical model for extraneous or missing competencies, the model was minimally revised and is 

presented in Table 51. 

Based on these findings, the twelfth and fmal research question may be answered as follows: The 

theoretical model developed by the investigator describing managerial competencies required by hospital

based physical therapist managers demonstrates construct validity when compared with the results of the 

computer-based job analysis completed by hospital-based physical therapist managers. 
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Table 5 1 

Revised Model Describing Managerial Competencies used by the Physical Therapist Manager 

Conceptual Communication Supervisory Cognitive 

StFategi6 peFspe6ti't'ea Persuasion A 66\:Jfate sel t: Logical thought 
assessment 

Planning and organizing Influencing/ Con ceptua lizati on 
work Negotiating/ Training, coaching and 

Compromise delegating Perceptual objectivity 
Creating vision and 
establishing direction Oral comprehension Assessing people and Analytical thinking and 

performance judgement 
Time management and Written communication 
prioritizing Disciplining and Creative thinking 

Listening and counseling 
Setting goals and organizing Problem-solving 
standards Directing others 

Giving clear information Identifying and solving 
Planning and schedul ing Counseling strategies problems 
work Getting unbiased 

information Staffing strategies ~.faking de6isions 
Total oFganization Yiew 

Direct persuasion Conflict resolution Evaluation and problem-
solving 

Interpersonal/ Team-building 
Collaborative Management/ business 

Coordinationb skills 

a Strike-through indicates items that were not confirmed by the results of the current study. 

b Item added based on the results of the current study. 
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Sample Representativeness 

Seventy-four subjects completed this study. Subjects were recruited from the membership of the 

Section on Administration (SOA) ofthe American Physical Therapy Association (APTA) and represented 

41 states and the District of Columbia. The sample contained 37 senior managers, 33 middle managers, and 

4 first- level managers. 

The investigator was concerned about sample representativeness because of the limited number of 

subjects (10.3% of the sampling frame) that completed both stages of data collection in Stage III. However, 

tests of differences between the 74 subjects who completed both the demographic survey and the online 

survey with the 152 respondents that completed only the demographic survey revealed no differences 

across the 15 variables contained in the demographic survey. Therefore, the investigator was confident that 

the study' s results from the 74 subjects in Stage III could be generalized to all 226 subjects who returned 

demographic surveys. Because the 226 respondents represented 31.6% of the sampling frame, the 

investigator concluded that the results could be extended to represent the middle and senior managers in the 

sampling frame, i.e., the SOA members working in hospital settings. 

However, the lower percentage of first-line supervisors in the Stage III sample seriously limited 

the ability of these subjects to confirm the task statements describing the work tasks offrrst-line managers. 

The small number (n = 4) of first-line managers that completed both the demographic and online surveys 

prevented the investigator from testing for differences in work tasks and competencies between three 

management levels. Instead, the investigator was only able to report frequencies of the perceptions of task 

performance and competency utilization by the middle and senior managers. 

The low number of first-line managers responding to the demographic survey may have been a 

function of the sampling technique used to solicit subjects. In an attempt to identify physical therapist 

managers employed in hospital settings, the sampling frame was limited to physical therapist members of 

the SOA who reported employment in hospital settings. The use of the SOA as a sampling frame may have 

missed physical therapists who, though they held supervisory positions, did not consider management or 

administration their primary work focus. The middle and senior managers' perceptions ofwork tasks 
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indicated that ftrst-level managers performed patient care more than the other two levels of managers. 

Therefore, it is conceivable that first-level managers may have been members of clinically focused sections 

ofthe APTA, e.g., orthopedics, women's health, geriatrics or pediatrics. The investigator considered 

including the APT A's Acute Care Section as a possible source of subjects for Stage III. Unfortunately, it 

was not possible to parse the membership list by job title or position. Another consideration was to cross

reference the membership lists ofthe SOA and the Acute Care Section (n = 416). While this sampling 

frame was smaller than the one used for this study, it might have captured more first-level supervisors. 

Likewise, it could have excluded middle and senior managers who considered management and/or 

administration their primary focus. Future studies examining managerial work including first-level 

managers may benefit from using these sampling frame considerations. 

Limitations and Potential Sources of Error 

While the results of the study answered the research questions and hypotheses posed at the outset, 

the following limitations were discovered: the design of the study, with its inclusion of two stages of data 

solicitation and response, and the nature of the instrumentation used in data collection, i.e., the computer

based survey. In addition, the study's sampling method, discussed previously, resulted in an inadequate 

response from first-line supervisors, i.e., senior therapists, supervisors and/or coordinators. The absence of 

adequate representation of first-line supervisors limited the investigator's ability to fully describe the work 

of all three levels of hospital-based physical therapist managers. 

Study design. Potential explanations for the small sample size in Stage III include the nature of the 

data collection instrument(s), i.e., two surveys, the length of the online survey, and other individual reasons 

unknown by the investigator. The low response rates for a two-step survey process are to be expected. In 

their discussion of survey research, Portney and Watkins (2000) point out that "researchers can expect 

return rates between 30 and 60% for most studies" (p. 286). Payton confirmed this expectation, stating 

"most researchers consider a 40 percent return on questionnaires conducted by mail a very good response" 

( 1994, p. I 05). Due to the two-step nature of data collection, the response rate decrease in this study was 

even more pronounced. 
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Instrumentation. The use of an online survey may have also contributed to the low response rate. 

While only four (less than 2%) of the 226 respondents who completed and returned the mailed 

demographic survey indicated they would be unable to participate in the online survey because of lack of 

access to a computer or the Internet, 89 (39.4%) never started the online survey. These subjects may not 

have been comfortable with their computer skills to access and complete the survey. In their discussion of 

the use of Internet surveys, Bordens and Abbott (1999) raised the potential for bias and non

representativeness of survey respondents using Internet. Only those comfortable with the electronic format 

of the survey might have responded. 

In addition to the format of the survey, the time involved to complete the online survey may have 

contributed to subject mortality. While the survey was projected to take only one hour to complete, 

multiple responses from subjects via e-mail indicated that it was taking much longer. About half of the 

comments complained of long times for the various screens to load and the inability to see the entire 'page' . 

These problems were a function of dial-up capabilities, modem speeds, computer processor speeds, and 

monitor size. Given the amount of feedback from subjects who commented about the length ofthe survey, 

it is possible that the subjects were fatigued before completing survey, affecting their responses to the tool 

and knowledge statements, which appeared at the survey's end. Pilot-testing the online survey with a small 

group of hospital-based managers might have revealed this problem, leading to deletion of one or more of 

the rating criteria and/or deletion of selected task or tool and knowledges statements. 

Potential influence or bias of the investigator. In this study, the investigator acted as Skills Analyst 

in the SkillObject™ process. The Skills Analyst was involved in several key editing stages of the 

SkillObject™ process, thereby raising potential bias by the investigator. However, the built-in editing and 

reviewing steps at three steps in the Skill Object™ process resulted in an effective system of checks and 

balances to prevent undue influence of the investigator. 

Potential errors in tool and knowledge development. A review of excluded tools and knowledges 

revealed that 17 (21.3%) of the 80 tools and knowledge were excluded from the frequency or importance 

cluster analyses of the tools and knowledges. In addition, the Stage III subjects rated six of the 17 excluded 
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competency statements as inapplicable to the work of hospital-based physical therapist managers in their 

perceptions of which management level used the competencies. The exclusion of the six competency 

statements from cluster analysis, as well as their 'not applicable' rating by the Stage III subjects, raises the 

question of their criticality to the work of hospital-based physical therapist managers. Two possibilities 

explain thei r low ratings: either the competencies were, in fact, critical to the subjects' work, but the 

subjects were unfamiliar with them, or the six competencies were not applicable to the subjects' work. 

Again, pilot-testing the online survey with a small gro4p of hospital-based managers might have revealed 

th is problem, leading to deletion of one or more of the tool and knowledges statements. 

External validity. The results of this study demonstrate acceptable internal instrument validity. 

However, the study's external validity, or the extent to which the results of the research can be generalized 

(Campbell & Stanley, 1963, p. 5) to all physical therapist managers who are members of the APT A's 

Section on Administration, is limited due to the focus of the study, i.e., the managerial work and 

competencies of hospital-based physical therapist managers. Additionally, the generalizability of the results 

is limited to hospital-based physical therapist managers who are members of the APTA. 

Conclusions 

The groupings of both tasks and competencies produced in this study were meaningful and 

internally consistent when applied to a population of hospital-based physical therapist managers. The 

results suggest that the work tasks performed by physical therapist managers are similar to those of other 

managers, and confirm that managerial tasks may be reduced to the six categories proposed by the 

investigator 's theoretical model of managerial work. This study is the first to identify the competencies 

(tools and knowledges) required to perform the specific work of the physical therapist manager, and to 

produce a model that summarizes these competencies. In addition, the study suggests that differences in 

work tasks and competencies may exist between levels of management. While no direct evidence of the 

tasks and competencies of first-level physical therapist managers (coordinators and supervisors) was 

produced, indirect evidence suggests differences in planning and forecasting, financial analysis, budget 
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development and monitoring, management of department operations and personnel, and clinical 

management across the three management levels. 

Significance 

Current demands by the Joint Commission on Accreditation of Health care Organizations 

(JCAHO) require regular, ongoing competency-based assessment of all hospital employees. While clinical 

competency tools exist for physical therapists, none describe the competencies of the physical therapist 

manager. The competency model produced by this study could be used to develop templates for 

competency-based job descriptions and assessments for physical therapist managers. The managers could 

then use the assessment tools to identify deficits in their skill levels, thereby directing their professional 

development to prepare themselves for promotion to successive levels of management. Suggestions for 

competency-based job descriptions and assessment tools could be disseminated to hospital-based physical 

therapist managers through the APT A's Section on Health Policy and Administration and Acute Care 

Section, through education courses at semi-annual meetings, and/or through the Sections' publications. 

Finally, educators in professional and post-professional physical therapy programs may use these models to 

develop management coursework designed to meet the work and competency demands for current and 

future physical therapist managers. 

Recommendations for Future Research 

Recommendations for future study include repeating the current study with other managers in the 

APTA' s Section on Health Policy and Administration to assess the external validity and reliability of this 

study's results, as well as the content validity of the investigator's theoretical models. Future studies should 

use a modified version of the online survey, incorporating previously suggested deletions of measurement 

criteria and tasks and/or tools and knowledges statements that were excluded from cluster analysis or rated 

as not applicable to managers. ln addition, future investigation of differences between management levels 

is warranted using a larger sample that includes representation offrrst-level managers is critical, since no 

direct evidence exists for this group. In order to capture more first-level managers, the sampling frame may 

be expanded incorporating suggestions presented previously. To prevent subject mortality resulting from 
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Management Charter Initiative (MCI)- Key Roles and Unit Competences 

MANAGE ACTIVITIES (key role) 

I . Maintain activities to meet requirements 
2. Manage activities to meet requirements 
3. Manage activities to meet customer requirements 
4. Contribute to improvements at work 
5. Manage the change in organizational activities 
6. Review external and internal operating environments 
7. Establish strategies to guide the work of your organization 
8. Evaluate and improve organizational performance 

MANAGE RESOURCES 

1. Support the efficient use of resources 
2. Manage the use of physical resources 
3. Manage the use of financial resources 
4. Determine the effective use of resources 
5. Secure financial resources for your organization's plans 

MANAGE PEOPLE 

l . Manage yourself 
2. Develop your own resources 
3. Enhance your own performance 
4. Create effective working relationships 
5. Develop productive working relationships 
6. Enhance productive working relationships 
7. Contribute to the selection of personnel for activities 
8. Select personnel for activities. 
9. Contribute to the development of teams and individuals 
10. Develop teams and individuals to enhance performance 
11. Develop management teams 
12. Lead the work of teams and individuals to achieve their objectives 
13. Manage the performance of teams and individuals 
14. Delegate work to others 
15. Respond to poor performance in your team 
16. Deal with poor performance in your team 
17. Redeploy personnel and make redundancies(?) 

MANAGE INFORMATION 

1 . Manage information for action 
2. Facilitate meetings 
3. Chair and participate in meetings 
4. Provide information to support decision making 
5. Establish information management and communication systems 
6. Use information to make critical decisions 
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MANAGE ENERGY 

I. IdentifY the scope for improvement in the ways the organization manages 
energy 

2. Provide advice on the development and implementation of energy policies 
3. Promote energy efficiency 
4 . Monitor and evaluate energy efficiency 
5. Identify improvements to energy efficiency 
6. Provide advice and support for the development of energy efficient 

practices 
7. Provide advice and support for the development and implementation of 

systems to measure energy usage 
8. Provide advice and support for improving energy efficiency. 

MANAGE QUALITY 

1. Promote the importance and benefits of quality 
2. Provide advice and support for the development and implementation of qua~ity policies 
3. Manage continuous quality improvement 
4. Implement quality assurance systems 
5. Provide advice and support for the development and implementation of 

quality systems 
6. Monitor compliance with quality systems 
7. Carry out quality audits 

MANAGE PROJECTS 

I . Contribute to project planning and preparation 
2. Co-ordinate the running of projects 
3. Contribute to project closure 
4. Plan and prepare projects 
5. Manage the running of projects 
6. Complete projects 
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Interview/Focus Group Sample Determination Table 

#or Interviews/ 

Focus Group 

Participants 

I. Num her of Inc um ben ts in Target Job(s) 1-.5 6-25 26-.50 51-2.50 251-500 1 501 - 1000 11000-5000 
(I) (1) (3) (4) (5) (8) (10)--.. 

l . What is the T argct Application ·• 

I Job design/re!lcsig n ( 150,.) II Individual assessment for selection (25"10) 20 Career lalklcrs/succe.ssion 
2 Work load anil.lysis (25%) 12 Job clusificolion (50%) planning (50%) 
J Job dcscri puon & min. qualifications (SO~.) 13 Employee skills hank&. m111ching (50%) 21 Career planning (50%) 
4 Realistic job preview con~ent (50"-) 14 Training needs analysis (100,.) 22 Couching (50%) 
S Interview sys tem (SO%) IS Training program design (150%) 23 Org. analysis & change (0%) 
6 Scored applica ti on blanklbio!lat.a {25%) 16 BARS :l(>praisal systems (25%) 
7 Pape r-&-pcnd ltesting (follow-up val.) (50%) 17 Job evaluation (50%) 
II Papcr-&-pcnciltcsting (val. gen.) (0%) 18 360 instruments for develupmem (25'11>) 
9 Pape r-&-pcnd ltcstinc (custom) (lOO'llo) 191ndivldual assmL fur dev. (0.,.,) 
I 0 SimJcnntcnl -oricn ted 1c.~ 1 consl . ( 150'7.) 

J. BrcadtJt of E~pt!rliie anu Depth of Great Some Very No 
Knowledge of SMEs Ahoul Title~ in Joh Breadth Linle Breauth ~ 

{O'llo) (25%) (SO.,o) (75%) 

4, E~istencc of Job Description lnfunnation Great Some Very None AI 
Amount Little AJI 

{O'llo) (25%) (SO%) (100.,.) 

s. Extent 10 which the l o b Analysis Team ha.~ Great Some Very None At 
Ex p. Working withe Jub(s) Ta rgeted by the Amount Little AJI .. . 
Applicat io n 

(0~) (25%) 50'!1. 75~ 

f. . E~tent to Whic h Results of Work Are Great Some: Very Not 
ObscrVilbl e Amount Little Observ. 

(0%) (25%) so.,. 75.,. 

1. Extent to Which Work Content is Relatively Great Some Very Not 
Fixed/Routine (vs. Dynamic) Amount Little Fixed 

CO~) (25.,.) 100% 150% 

8. Envisioned C hanges in the Organization No Very Some Great 
Affec ting the Job Over Next J Ye;o.r.; Cholnges Little Amount 

(0%) (25%) 100% 150% 

9. Nu mber of Wo rk Locations I 2-5 ti-25 Zti-100 101-5()() I .501-1500 11501+____.., 
CO%) (10.,.) 20.,. 40.,. 60'7. 80% 100% 

10. Number o f D i!Tcrent Business Units. Work: One Several Many .. 
Functions., or Graue Levels 

. 
(0%) (!5%) 50% 

II . Exten t to Wh ich Expec t Work Content to be Great Some Very Not the 

the Slime in a Job Title Across Loentionsl Extent Liule Same 

Business Uni ts/Work Functions/Grade Levels 

(0%) (10'7.) 30% SO% 

12. Number of Spcci lic Jo b Titles Included in I Z-10 11-50 51-100 101-250 I 251-500 
,,_ 

Scope of PrO(Ioscd Application ____... 
(0.,.) (lll'JI.) 20% 25% 30% 40% SO% 

IJ . El<.tenl lD Wh ich Expect Resulting Great Some Very Not A! 

Appl ica tio n to be Free from Legal Review Extent Little All 

(O'Yo) (25%) SO% 100% 

14. Extent to Whic h It is Important to Create Buy- NOI At Very Some Great 

in on the Pan or En!l -uscrs of the Target All LiLlie Extent _.., 

App lication 

(O'JI.) (56.,.) 100% ISO% 

TOTAL NUMBER OF SUGGESTED INTERVIEWS OR FOCUS GROUP MEMBERS = -
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Questionnaire Sample Determination Table 

# of lnu:n-icws/ 

Fncw Group 

Parti ci pants 

I . Num ber of lncumbcnu in Tar~et Jub(sl 1-5 6 -25 26-50 51-250 :!51 -500 I .501 - 1000 11001 -50()(1 
(I) ()) 00) (20) (40) (60) (80) __. 

1. WhAt~ the T Jrgct App lin tion '1 

I Jo b dcsl~nlredcsie n ( ISO %) W SimJcontcnt -oricnted u:st const. 050%) I Jl 31\0 instruments fur <lev. (25~) 
2 Wort load analysis (l5'l"o) II lmliviuual assessment for selec1inn (25'11>) 19 Individual assmt. fur dev. (0%) 
) Job tlcscn puoo & nun . qu•li lic~tions (50':'. ) 12 Job classi ru:ntion (50.,..) 20 Cueer ladders/succession 
4 Realis tic Job preview content (50% ) 13 Emplo yee ski lu bank & matching (SO 'II> l planning (50.,..) 

5 lntervte w ystcm (30 %) 14 Tr.Umn& nee ds analysis OliO%) 21 Careo:r Planning (SO%) 

fo Seo<ctl •ppl ica lton blanklbtotlal.'l (l5'ro) 15 Traininc program design (JSO'il>) 2:?. Coaching (50%) 

7 Papc r-& -pcnc tl tcstine (folluw -up vml.) (50.,..) 16 BARS appraisal systems (25%) 23 Or¥- analysis & change (0%) 

8 l'llpcr-& ·pcncil tcst.i ng (val. gcn ) (O.,;. ) 17 Job cvoluotio n (50%) 

'I Papcr-& - pcnciltcslin~ (c uscu m l (100%) 

) . Brcadlh of EApcnis..: and Dcp lh of No Very Some Great 
Koowled£C of SM E.s Aboul Tilles in Job Brc:odth Lillie Breadth 

(0%) (10%) (H.,._) (25%) 

~ E•lstcncc uf I b Description In formacion Great Some: Very None AI 

Amoont Lillie All 

(0%) (IS%) (30.,.) (40%) 

5 Ellen I lo Whteh Re• ullS uf Wort Arc Great Some Very No I 

Obse rvable Amuunr Lillie Observ. 

(0%) (10%) (IS,_) (25%) 

fo EAU:nl lu Wh tch Worlc Co mcnl is R<: l:ui vely Great Some Very Not 

FtudlRoullne (vs. Dynamic ! Am ount Lillie FiAcd -.. 
(O'ro) (IO'J'o) (15%) (25%) 

7 EnvtSionco.J Ch•n~:cs in chc Organi7Jl lion Nn Very Some Grc;;u 

Affcc c in~ tile Joh Over Ne Al J Ye ors C h•ngcs Lillie Amount 

(0'1. ) (10'1.) (15%) (25%) 

8 Number o f W nrlc Locociun.• I 2-5 6-25 26- 100 101 -500 I 501 - IS<Xl tl5<ll+ _.. 
(0'1.) (10'1.) (20'11>) (30'7.) (40%) (50%) (75%) 

9 . Number uf Different Bu~l ness Uni cs . Wnrl: One Several Many 

Functions . or Grnde Levels -
( ().,..) (SO._.,) (100%) 

10 . E AI<:ttl to Wh tc h Expcc1 Worl< Conte nt lobe Gre~1 Some Very Nut the 

I he Same tn a Job T itle Across Locattoo&l Ex lent Litllc Same -
Bwtncss Units 

(0%) (25%) (SO%) (75.,.) 

I I Num ber f Spcctfic Jub Tnlcs lncl udco.J in I 2-10 11 -50 51 - 100 101-250 I 251-500 , .. ~ 
Scupc of Prupuscd App liculion 

(100.,.)__. (0%) (10 % ) (20%) (40%) (60'1.) (80'1.) 

12 Ex1cn1 to Whidt E•pcc1 Rcsuh ing Great Some Very Not At 

Appllocion 11.1 he Free: From Lcgol Rcvtcw Exu:nt Lillie All -
(0%) (50.,..) (75.,..) (1110%) 

1) . Exlenl lll Which 11 is lmponanllo Crealc Not At Very Some Great 

Buy-in un I he P:ln of End-wen of I he T <r¥Ct All Linlc Extent 

Apphc ation 

(O 'r.) (15'To) (25%) (50"1.) 

TOTAL NUMBER OF QUESTIONNAIRES = 
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APPENDIX C: 

Informed Consent Form for Stage I Participants 
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TEXAS WOMAN'S UNIVERSITY 
CONSENT FOR ADULT TO PARTICIPATE IN RESEARCH STUDY 

TITLE OF STUDY: Identification of Essential Managerial Work Activities and Competencies 

of Physical Therapist Managers Employed in Hospital Settings 

INVESTIGATORS: OFFICE PHONE # NIGHT/WEEKEND# 

Kathleen A. Luedtke-Hoffmann 214-706-2465 972-414-0929 

You are being a ked to agree to be part of a research study. People who participate in research 
have certain rights. These rights include, but are not limited to, your right to: 

I. Know what the study is about and why it is being done. 

2. Be given a explanation of what you will be expected to do in the study and what 
equipment and measuring devices will be used. 

3. Be told about any discomforts or risks that can be expected from being in the study. 

4. Be told about any benefits from being in the study. 

5. B told whether there are other ways to receive the benefits expected from the study if 
you decide not to be in the study. 

6. Be told about any treatments available during or after the study if complications 
anse. 

7. Have time and attention given to you to ask questions. 

8. Know you can stop being part of the research at any time for any reason or for no 
reason. 

9. Be given a copy of the consent form you sign with the date on it. 

10. D cide whether or not you want to participate without any pressure. The researchers 
are not allowed to force, cheat, pressure, or influence your decision. 
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TITLE OF STUDY: Identification of Essential Managerial Work Activities and Competencies 

of Physical Therapist Managers Employed in Hospital Settings 

People Who May Look at this Study and Your Part in It 

To be sure that people's rights are respected and that research is conducted properly, this 

study and your part in it may be reviewed by the members and staff of the TWU Human Subjects 

Review Committee. You may be contacted by a committee member for information about your 

experience with this study. If you wish, you may refuse to answer any questions the Committee 

may ask of you. We also would like for you to understand that your record may be selected at 

random (as by drawing straws) for the committee to review to be sure the research project your 

are involved in is being done properly. 

If this study is being regulated by the Food and Drug Administration (FDA), there is a 

po sibility that the FDA may inspect your records. If the study is being sponsored by an 

organization other than TWU, that organization may inspect your records. 

The results of the study may be published in scientific magazines or talked about in 

professional presentations. Unless you have given your permission, you will not be identified by 

name in these publications or talks. 

You have the right to privacy. The investigators are not allowed to tell people your name 

or share the information they get from you in this study. The study information that identifies 

you i confidential. 

What if I Get Hurt? 

The investigators must use safety procedures in this study. They must tell you if the 

study has any risks. If you do get hurt or upset, the investigators will help direct you for help. 

Medica l ervices or money for any hurt are not available. 

Only you can decide if you want to be in this study. If you do not want to participate 

nothing will change. There wiiJ be no penalty. You will not lose any benefits you already have. 

No one is allowed to force or pressure you to be in this study. If the investigators learn anything 

whi le they are doing this study which could change your decision they must let you know. 

People You Can Contact About this Study 

If you have any questions, about the research or about your rights as a subject, ask now or call the 

inv tigator . Th ir phone numbers are at the start of this form. If you have questions later, or if 

blem, please call the TWU Office of Research and Grants Administration 

at (940) 898-3375. 

271 



YOU WILL BE GIVEN A COPY OF TillS CONSENT FORM TO KEEP. 

TITLE OF STUDY: Identification of Essential Managerial Work Activities and Competencies 

of Physical Therapist Managers Employed in Hospital Settings 

PURPOSE(S): 

1. Purpose of the study: The purpose of this study is to gather information describing 
the work activities of the hospital-based physical therapist manager, as well as the 
knowledge, skills and abilities that the managers must possess to perform their work 
act ivities . 

2. Participants in the study: The parties being asked to participate in this study are 
physical therapists, employed as managers within a hospital setting. They may hold 
on of a variety of managerial or administrative positions, including senior therapist, 
upervisor, manager or director. 

WHAT YOU WILL BE ASKED TO DO IF YOU PARTICIPATE: 

1 . You will be asked to meet with the investigator for an initial meeting lasting 
approximately two hours with other participants to review the process of the study. 
The initial meeting will be held on the Texas Woman's University Dallas 
Pre byterian campus in the School of Physical Therapy. 

2. You will be asked to use a computer with Internet access to log on to an interactive 
computer software program to help describe the work activities performed by 
ho pital-based physical therapists and the knowledge skills and abilities required to 
perform those work activities. You can choose to use a computer at your home or 
workplace. The computer software program has four modules. The modules can be 
completed individually and you can take breaks within modules. All participants will 
complete Modules 1 and 2. Half of the participants will be asked to complete 
M dules 3 and 4. 

3. ntents of Modules: In Module 1: you will be asked to respond to a list of job tasks 
to indicate whether they are important to your job. In Module 2: you will be asked to 
generate tatements that describe your job. The computer software will assist you to 
generate between 1 00 and 120 work activity statements. In Module 3: you will be 
a ked to review an edited list of the tasks generated by all participants for 
completene and accuracy. In Module 4: you will be asked to edit a list of grouped 
w rk ta k with the tools and knowledge necessary to perform the tasks. 

4. Tim req uirement : The four modules vary in length. Approximate times are given 
for each m dule a follows: Module 1: 30 minutes; Module 2: 4- 6 hours; Module 3: 

h ur ; Module 4: 8 hours. 
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5. You have the right to stop your participation and withdraw from the study at any time 
without penalty . 

6. T he re ults of the study will be made available to you upon request to the investigator 
(K. Luedtke-Hoffmann). 

POTENTIAL RISKS AND INCONVENIENCES AND MEASURES TO REDUCE THEM: 
1. Potential inconveniences: The time commitment to participate in the study ( 15 to 20 

hour total) is a potential inconvenience. The Modules are self-paced, allowing you 
to work at your own speed, thereby possibly decreasing the amount of time required. 

2. Potentia l risks: include mental fatigue due to the time commitment. To minimize 
fa tigue, the software allows you to take breaks between and within the modules. You 
can log off the computer and return to where you were in the software. 

3. onfidentiality Risks. Your name will not appear on any of the computerized 
re ponses . You will be identified only by an assigned password. The results ofyour 
work with the software will not have identifying information linked with it. The 
re ults of your work will be stored electronjcally by the investigator and SkillsNET 
Corporation in electronjc format. The results of your work will converted to a 
computerized survey for use with other hospital managers. The final results of this 
re earch will be disseminated through manuscript preparation to the Journal of the 
American Physical Therapy Association (APT A) and potential presentation through 
the APT A. 

POTENTIAL BENEFITS: 
1. T he re ults of your work, culminating in the computerized survey, will be shared 

with physical therapy educators and managers through the Sections on Education and 
Administration (SOA) of the APT A. The results of the computerized survey may 
b nefit members of the physical therapy profession in the following ways: a) the 
r ults may help educators better prepare entry-level physical therapists to assume 
managerial positions; b) the results may help guide members of the SOA to develop 
continuing education and trainillg programs. 

PPROPRIATE ALTERNATIVES, IF ANY: 

I. At thi time, there are no alternative methods available to gather this type of 
inD rmation. 

273 



TITLE OF STUDY: Identification of Essential Managerial Work Activities and Competencies 

of Physical Therapist Managers Employed in Hospital Settings 

PARTICIPATION IS VOLUNTARY: Participation in this study is completely voluntary. If 

you give your con ent, you are free to withdraw your consent and to discontinue participation in 

this study at any time. Your refusal to participate or your withdrawal from this study will not 

affect treatment in any way. 

YOU AR MAKfNG A DECISION ABOUT WHETHER OR NOT TO PARTICIPATE IN 

THI TUDY. YOU SHOULD NOT SIGN THIS FORM UNTIL YOU UNDERSTAND ALL 

OF TH IN FORMATION PRESENTED ABOVE. YOUR SIGNATURE INDICATES THAT 

YOU HAVE DECIDED TO PARTICIPATE AFTER HAVING READ (OR BEEN READ) THE 

INFORMATION PROVIDED ABOVE. 

Having read the above information, I voluntarily agree that I will participate in this study. I 

under tand that there will be no effect on my status with Texas Woman's University if I decide to 

withdraw from this study. 

Part icipant's Signature Date 

Part icipant' Age 

ignatur f lnv tigator 
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APPENDIX D: 

olicitation Letter and Demographic Questionnaire for Stage III Participants 
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25 MAR 02 

{ID} 
{First Name} {Last Name) 
{Address l } 
{ ity} {Zip Code} 

Dear {First Name} 

I am contacting you to participate in a doctoral research study describing managerial 
work activitie and competencies of physical therapist managers employed in hospital settings. 
Your name was elected from the membership list of the Section on Administration of the 
American Physical Therapy Association. 

Regu lar, ongoing competency assessment of all hospital employees has been one of the 
' hot' compliance i sues in JCAHO accreditation in recent years. Yet gauging the competency of 
hospital managers has proven difficult because of the lack of reliable information describing the 
work of and competencies required by hospital managers. The results of this study will be shared 
with the ection membership, as well as the Leadership, Administration, Management Processes 
(L.A. M.P.) task force within the Section on Administration. In addition, the results will be 
included in the Occupational Information Network (O*NET) of the United States Department of 
Labor. 

In order to be eligible to participate in this study you must a) be a physical therapist, b) be 
employed in a hospital setting, c) hold a supervisory, management or administrative position, d) 
upervi e at lea t one other employee, and e) have ready computer access to the Internet to 

complete an online survey. 

As a participant in this study you will be asked to provide the following information: 
a) general d mographic information describing yourself and your work responsibilities, and b) 
deta iled information describing your work activities and the skills, knowledge and abilities 
required to perform your work activities. The general demographic information will be gathered 
in written form on the accompanying 2-page questionnaire. The questionnaire should take no 
more than 15 minute to complete. Please try to return the completed questionnaire no later 
than April 1St\ 2002. 

The detailed information describing your work activities and the skills, knowledge and 
abi liti to perform y ur work will be collected using an online questionnaire, using software 
d el ped by and provided by SkillsNet Corporation. Approximately one week after returning the 
cncl ed urv y, y ur onlin survey account will be set up. You will be notified by e-mail to 
confirm y ur account availability. At that time, you will be instructed to go to go to the SkillsNet 
UR t c mplete th online survey (http://www.skillobjects.com/skillsnet/html/abc.shtml). 

nlin in truction will prompt you to begin the online survey. The online survey should take no 
more than on hour to complete. Completion of the written and online surveys will be construed 
a. your inti rmed c n ent to participate in this study. 
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Information from this study will be shared in aggregate form only. Your name will never 
appear in any information. Your e-mail address will be used only to notifY you that your logon 
and pa word have been set up with SkillsNet. This information will not be shared with any other 
party by the primary investigator (Kathleen A. Luedtke-Hoffmann). Ifyou need additional 
information ab ut thi tudy or would like a summary of the results, please do not hesitate to 
on tact me by phone at (2 14 )706-2465, by e-mail a KLuedtke@twu.edu or at the address above. 

If you elect not to, or are unable to, participate in the online portion of this study, please 
c mplete and r turn the enclosed demographic questionnaire. This will prevent loss of important 
information about members of the Section on Administration employed in hospital settings. 

f h pe that you will choose to participate in the study. The information that you provide 
is es ntial t the ection on Administration and our profession, as we continue to educate and 
develop qualified physical therapist managers. 

Sincerely your , 

Ka thleen . uedtk -Hoffmann, PT, MBA 
Doctoral andidate 
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IDENTIFICATION OF ESSENTIAL MANAGERIAL WORK ACTIVITIES AND 
COMPETENCIES OF HOSPITAL-BASED PHYSICAL THERAPIST ANAGERS 

(Completion and return of this questionnaire will be construed as informed consent) 

Please check or write the most accurate answer. 

I . In what tate do you work? 
----------------------------------------------

2. How many licensed beds are in the facility in which you work? __________________ _ 

3. How many year have you held a management position, i.e. a position that includes activities 
in addition to or instead of clinical work? --------------------------

4. What is your title? 
----------------------------------------------------

5. What i the title of the person to whom you report? ____________________________ _ 

6. How many full-time positions (or FTEs) are you responsible for? ________ _ 

7. On average, how much time during a typical work day do you spend in direct patient care? 

< 25% 25 - 50% 51%-75% >75o/o 

8. On average, how much time during a typical work day do you spend supervising or 
coordinating the work of subordinates? 

<25% 25 - 50% 51%-75% >75% 

9. On average, how much time during a typical work day do you spend in planning, organizing 
and monitoring your department's operations? 

< 25o/o 25 - 50 o/o 51%-75% >75o/o 

I 0. Which ON of the following statements BEST describes your fmancial responsibility within 
y ur unit or department? (Check only ONE response). 

Provide input into budget development (e.g. requests for equipment for budget year) 

Re p n ibl for developing budget and monitoring budget variances through year 

R pon ible for approving budget and/or capital expenditures through budget year 
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11 . Rank the following phrases describing the focus of your work in descending order of 
importance ( I = most important to 3 = least important). 

The ongoing activities/functions withjn your unit or department 

The activitie in of your department with other departments in the organization 

The activitie of your department(s) in relation with the external environment 

12. What i y ur age? ____ _ 

13. What i your gender? ____ _ 

14. What i your e-mail address? ______________________ _ 
(y u wi ll be contacted by e-mail when your online account for the survey has been set up) 

15. If you are unable to participate in the online survey portion of this study, please indicate the 
corr ct r a on: 
__ No ready access to a computer 

__ No ready access to the Internet 

ther: ---------------------------------------------

Instruction for online survey: Approximately one week after returning thjs information, your 
kill et urv y account will be set up. You will be notified by e-mail to confirm your account. 

At that time you wi ll be given the link to the opening screen of the SkillsNet website to complete 
the online urvey. Online instructions will prompt you to begin the online survey. The survey 
shou ld take approximately one hour to complete. 

THANK YOU FOR PARTICIPATING IN TillS RESEARCH 

PI e place the completed questionnaire in the enclosed addressed and postage-paid 
envelope and mail to: 

Kathleen A. Luedtke-Hoffmann, PT, MBA, PhD(C) 
Texas Woman's Uruversity 
School of Physical Therapy 

8194 Walnut Hill Lane 
Dallas, TX 75231-4365 

RETURN DEADLINE: APRIL 1ST", 2002 
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APPENDIX E: 

Demographic Variables and Numeric Values 
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VARIABLE LABELS FOR DEMOGRAPHIC SURVEY INFORMATION 

Facility Size 

Data 
I Label 

Ma nagement Experience 

# Years Experience Label 
Continuous Data No label 

Respondent ' s Title 

Title Name Numeric 
Label 

-

Senior PT 1 
Superviso r or Coordinator 2 
Manager 3 
Dir ctor 4 
Vice Pr id nt 5 

Title of Re pondent's Supervisor 

~--

Title Nam Numeric 
Label 

Superviso r or Coordinator 1 
Manager 2 
Director 3 
Vice Pre id nt 4 
President 5 

pan f ontrol 

I Label 
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Amount of Time Spent in Patient Care 

Description Numeric 
Label 

< 25°/o 4 
25 - 50o/o 3 
51 - 75o/o 2 
> 75o/o 1 

Amount of Time Spent in Direct Supervision 

De cripti n Numeric 
Label 

< 25 °/o 4 
25 - 50o/o 1 
51 - 75o/o 2 

75o/o 3 

Amount of Time Spent in Administrative Duties 

De cripti n 

~ 

25°/o 
25 - 50o/o 
51 - 75o/o 

75o/o 

Level of Financial Responsibility 
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Numeric 
Label 
1 
2 
3 
4 

Numeric 
Label 
1 
2 
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Focus of work 

Within department Numeric 
Label 

Most Important 1 
Important 2 
Least Important 3 

Between departments Numeric 
Label 

Most Important 2 
Important 3 
Least Important 1 

To external environment Numeric 
Label 

Most Important 3 
Important 2 
Least Important 1 

Age 

I # Years I Label 

Gender 

Gender Numeric 
Label 

Male 0 
Female 1 

Unab le to participate in Survey 

Description Numeric 
Label 

No ace ;s t computer 1 
No acce t Internet 2 
Other 3 
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APPENDIXF: 

Survey Rating Scales 
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Survey Rating Scales 

How frequently do you perform/utilize the item in your job? 

Does Not Apply 

2 More than once per year 

3 More than once per month 

4 More than once per week 

5 Daily 

6 Several time per day 

How important is this item to your job performance? 

Does Not Apply 

2 Not important 

3 Somewhat important 

4 Important 

5 Very important 

6 Extremely important 

How much time do you spend performing/utilizing this item compared to other 
items? 

Does Not Apply 

2 Almost no time 

3 Less time than 

4 Same amount of time 

5 More time 

6 Almost all of my time 
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How long is required to learn how to properly perform/utilize the item? 

Does Not Apply 

2 One day 

3 One week 

4 One month 

5 Six months 

6 Greater than 6 months 

Among the managers in your unit or department, who performs/utilizes this item most often? 

Does Not Apply 

2 Never performed/utilized by managers 

3 First level managers (e.g. senior therapists, supervisors, or coordinators) 

4 Middle managers (e.g. managers or assistant directors) 

5 Senior managers (e.g. directors, administrative directors, or vice presidents) 
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NONDISCLOSURE AND CONFIDENTIALITY AGREEMENT 

This NONDISCLOSURE AND CONFIDENTIALITY AGREEMENT (this_ "AGREEMENT") is by and between 
SKJLLSNET, Inc. ("SKILLSNET"), a Texas Corporation, having a business address at 310 West Jefferson, Waxahachie, 
Texas 75165, and/(afhltetl A.4uti:til~ tkff'il'E_I{-tite "RECIPIENT"), (collectively, SKILLSNET and the RECIPIENT are herein 
referred to as the "PARTIES"). 

RECITALS: 
I. SKILLSNET designs, develops, and distributes software systems and data related to work and worker performance, 

in part via the internet and markets its technologies and services throughout the world; SKILLSNET expends 
significant resources in its research, development, manufacture and marketing efforts (collectively, the 
"SKILLSNET PROPRIETARY TECHNOLOGY"). 

2. In order for the RECIPIENT to evaluate the PROPRIETARY TECHNOLOGY for the mutual benefit of the Parties and to 
enable the PARTIES each to decide whether to proceed into a further business relationship, it is necessary and 
desirable that SKILLSNET disclose proprietary and confidential information concerning the PROPRIETARY 
TECHNOLOGY to the RECIPIENT. 

3. The PARTIES mutually desire that exchanges of information and data concerning the PROPRIETARY TECHNOLOGY be 
as frank and open as possible to enable the PARTIES each to properly evaluate the same and for the PARTIES each to 
reach a decision as promptly as possible whether to proceed with such a further business relationship. 

4. The PARTIES enter this AGREEMENT with the understanding that SKll.LSNET will disclose certain confidential and 
proprietary infonnation relating to SKILLSNET's business, including certain of its intellectual and tangible 
property, particular details concerning exemplary embodiments of its PROPRIETARY TECHNOLOGY. 

TERMS AND CONDITIONS 
NOW, THEREFORE, in consideration of the premises and the mutual covenants and agreements herein 

contained, the sufficiency of which is hereby acknowledged and confessed, the PARTIES agree as follows: 

1. CONFIDENTIAL AND PROPRIETARY INFORMATION. For pwposes of this Agreement, the phrase "PROPRIETARY 
TECHNOLOGY" will also include, (I) any ideas, concepts, techniques or know how tending to give SKILLSNET a 
commercial advantage, including, but not limited to, any patentable inventions and original works of authorship, 
such as computer software, customer lists, specifications, business plans, trade secrets, and the like, and (2) any 
other information labeled "CONFIDENTIAL" and provided to the RECIPIENT by SKILLSNET. The PROPRIETARY 
TECHNOLOGY excludes, however, any infonnation that: 
• the RECIPlENT already possesses, as demonstrated by written or other tangible evidence; 
• has been or is obtained by the RECIPIENT from a source independent of SKJLLSNET and not under an 

obligation of nondisclosure/confidentiality, whether directly or indirectly, to SKILLSNET; 
• is or becomes generally available to the public other than as a result of an unauthorized disclosure by the 

RECIPIENT, its personnel or a third party within the RECIPIENT's control; or 
• is independently developed by the RECIPIENT without reliance in any way on any portion of the PROPRIETARY 

TECI-n>IOLOGY or any materials (e.g., memoranda, notes, records, drawings, manuals, disks, or other documents 
and media, including all copies, extracts, and summaries thereof) provided to the RECIPIENT by SKILLSNET. 

2. ACKNOWLEDGEMENT. The RECIPIENT acknowledges that the PROPRlETARY TECHNOLOGY described herein and 
disclosed by SKILLSNET is commercially valuable, confidential and proprietary, and that the design and 
development of PROPRIETARY TECI-n>IOWGY required the efforts of skilled development experts and the investment 
of considerable time and resources. The PROPRlETARY TECHNOLOGY represents substantial trade secrets and other 
intellectual property of SKILLSNET, and SKILLSNET claims and reserves all rights and benefits afforded under 
common, state, federal and international law and treaties in the PROPRIETARY TECHNOLOGY. The RECIPIENT further 
acknowledges that, as between the RECIPIENT and SKILLSNET, SKILLSNET is the sole and exclusive owner of the 
PROPRlETARY TECHNOLOGY. The RECIPIENT further acknowledges that any misappropriation (e.g., unauthorized 
access, disclosure, sale, transfer, use, etc.) or attempted misappropriation of any portion of the PROPRIETARY 
TECHNOLOGY by the RECIPIENT or a third party, including a party within the RECIPIENT's control, will very likely 
cause irreparable hann to SKILLSNET, including without limitation damage to, and, possibly, complete loss of, 
domestic or foreign intellectual property rights. The RECIPIENT agrees: 
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to immediately notify SKILLSNET. in writing, of any known or perceived misappropriation of the PROPRJETARJ 
TECHNOLOGY, whether such misappropriation is a result of a negligent or an intentional act of the RECIPiENT or 
such third party; and 
that SKJLLSNET will be entitled, as a matter of right, to injunctive relief, both temporary and permanent 
against any misappropriation or attempted misappropriation of the PROPRlETARY TECHNOLOGY by the 
RECIPIENT or such third party, without the necessity of posting bond or other security (to the extent that 
SKJLLSNET is required to post bond or other security, the Parties agree and stipulate that $1,000.00 is 
sufficient for such bond or other security) or proving actual damages, such right to injunctive relief: 
• will be cumulative and in addition to any other remedies available to SKILLSNET; and 

includes, but is not limited to, a right to pursue a temporary restraining order, whether ex parte or not. 
3. CONFIDENTIALITY. The RECIPIENT will use the PROPRIETARY TECHNOLOGY for the sole purpose of evaluating the 

SKILLSNET technology (the "AUTHORIZED USE") and will not use the PROPRIETARY TECHNOLOGY for any other 
purpose. The RECIPIENT may disclose the PROPRIETARY TECHNOLOGY to affiliates, employees or agents, if any. to 
whom such disclosure is absolutely necessary for the AUTHORIZED USE, but only pursuant to a written 
confidentiality agreement having provisions at least as restrictive as those in this AGREEMENT. Neither the 
RECIPIENT nor its respective affiliates, employees or agents will, without prior written consent of SKILLSNET, use, 
disclose or cause disclosure of the PROPRIETARY TECHNOLOGY to any third party. The RECIPIENT may not copy or 
modify any portion of the PROPRIETARY TECHNOLOGY, or any copy, adaptation, transcription, or merged portion 
thereof, except as expressly authorized prior thereto in writing by an officer of SKILLSNET. 

4 . TERM AND TERMINATION. Upon the earlier of SKJLI.SNET's request or the completion of the AUTHORiZED USE, 
the Recipient will promptly return or destroy all of the PROPRIETARY TECHNOLOGY or any materials delivered to the 
Recipient and discontinue all use of same, if any. Upon SKJLLSNET's request, the Recipient will promptly certify, 
in writing, that such action has been raken. The restrictions contained in this AGREEMENT will remain in effect until 
three years after the return or destruction of all information. 

5. CHOICE OF LAW, JURISPRUDENCE, VENUE, AND THE "ENGLISH" RULE. The PARTIES agree that this 
AGREEMENT, and rhe interpretation and enforcement of the same, will be governed by and enforced under the lcnNs 
of the State of Texas, and to the maximum extent practicable, jurisdiction and venue in any dispute relating to the 
subject matter hereof will be in Dallas County, Texas. The preva:ling party in any such dispute will be entitled to 
recover, in addition to any other relief granted, reasonable arrorney fees and expenses related to such dispute . 

6. NON-SOLICITATION. For a period of two years after the tennination of this AGREEMENT, the RECIPIENT agrees not 
to directly or indirectly solicit, hire or otherwise engage any employee or contractor of SKILLSNET. For a period 
of one year after the termination of a relationship between SKILLSNET and a particular employee or contractor 
thereof, the RECIPIENT agrees not to directly or indirectly solicit, hire or otherwise engage such employee or 
contractor. 

7. GENERAL Nothing in this AGREEMENT prevents SKILLSNET from using in any manner or disclosing to a third 
party in any nature whatsoever in or to the PROPRJETARY TECHNOLOGY, related materials or any products or 
processes encompassed thereby. Nothing in this AGREEMENT prevents SKILLSNET from using in any manner or 
disclosing to a third party in any way of the PROPRIETARY TECHNOLOGY or from entering into licensing negotiations 
or agreements with a third party. Any modification or amendment to this AGREEMENt is only effective if in writing 
and signed by a duly authorized representative of the PARTIES. If a court or other tribunal holds any part of this 
AGREEMENT invalid, the remainder is not affected and will be given full effect, without regard to the part held 
invalid. This Agreement contains the entire understanding between the PARTIES regarding the SKILLSNET 
PROPRIETARY TECHNOLOGY superceding all prior or contemporaneous agreements or understandings between the 
PARTIES regarding the PROPRlETARY TECHNOLOGY. 
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lN WITNESS WHEREOF, the PARTIES have caused this AGREEMENT to be executed below by their duly authorized 
representatives: 
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TEXAS WOMAN'S 

UNIVERSITY 

Institutional Review Board 
Dallas Campus 

August 1, 2001 

D ENTO N I DA L LA S I H O U STON 

Dear Kathleen Luedtke-Hoffman, 

SCHOOL O F 
PHYSICAL THERAPY 
8194 Walnu t Hill Lane 
Dallas, TX 75231-4365 
Phone: 214/ 706-2300 
Fax: 214/706-2361 

Your Level 1 application for Institutional Review Board consideration of the study entitled 
"Identification of essential managerial work tasks and competencies of physical therapist 
managers employed in hospital settings" has been reviewed by the members of the 
Institutional Review Board and in their judgment meets requirements in regard to protection 
of individuals' rights. The Institutional Review Board approves collection of data for this 
project. This approval is granted for one year. 

For this study signatures indicating informed consent from human subjects is not required. 
You are responsible for updating the committee concerning the status of this project should 
it continue past the expiration date of July 10, 2002. You are also responsible for keeping 
the committee informed of any changes in the study that might affect human rights. 
Otherwise this study is exempt from further review by the committee. 

If you have any questions concerning this review I may be contacted at (214) 706-2468 or 
by e-mail, SSadowsky@twu.edu. The Institutional Review Board is pleased to 
acknowledge your sense of responsibility for ethical research. 

S,RRT,PT,CCS 
Associate Clinical fessor 
Co-Chair, IRB - D las 
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Legacy Tasks used in Task Generation 

1. Assess market forces affecting unit/organization performance. 

2. Compares unit/departmental performance to previously determined performance objectives or goals. 

3. Develops operational and fmancial performance goals for unit/department. 

4. Creates unit/department budget based on operational and financial goals. 

5. Coordinates unit/department goal development with other units in the organization. 

6. Sets operational agendas for unit/department based on strategic goals. 

7. Interviews job applicants for available unit/department positions. 

8. Hires job applicants for available unit/department positions. 

9. Reviews available training and education opportunities to make recommendations for staff 

development. 

10. Assesses employee work performance during periodic performance evaluations. 

11. Resolves conflicts between employees. 

12. Coordinates employee work schedules based on volume of work to be performed. 

13. Informs employees about changes/updates in regulatory actions affecting unit performance. 

14. Maintains open communications with subordinates. 

15. Supervises subordinates' work while providing patient care. 

16. Assesses volume of work to be performed by unit/department, based on budgeted projections. 

17. Projects manpower requirements to complete budgeted workload. 

18. Develops and/or revises unit/department operational policies and procedures. 

19. Implements strategic plans to meet unit/department goals. 

20. Coordinates multiple levels of employees to provide patient care. 

21 . Performs patient evaluations and treatment when needed. 

22. Solves operational problems that arise in unit/department functions. 

23. Mediates customer service problems involving unit/department personnel. 

24. Conducts regular meetings with departmental personnel to facilitate communication. 

25 . Performs compliance assessments to ensure accurate billing and payment. 

26. Coordinates unit/department operations with other units in the organization. 

27. Builds communication networks with professional peers between organizations. 

28. Markets unit/departmental services to potential customers and referral sources. 

29. Builds political relationships within and outside the organization to advance or secure career. 

30. Acts as a liaison between unit employees and organization's administration. 

31. Gathers information affecting unit/department function from internal and external sources. 

32. Uses computer technology to gather web-based/Internet information. 
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33. Organizes fmancial and operational information using computer software including spreadsheets or 

databases. 

34. Shares operations information with subordinates. 

3 5. Reviews patient files for correct information to facilitate successful billing. 

36. Identifies resources required to perform work completed by employees. 

37. Analyzes unit/department financial performance on an ongoing basis. 

38. Allocates resources needed to provide patient care. 

39. Monitors unit/department fmancial performance comparing actual performance to budgeted 

projections. 

40. Reports unit/department performance to supervisors and subordinates. 
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Edited Task List Produced by Stage I - Task Generation 

Task 
ID 

Task 
-
5 Adapt physical therapy treatment plans to respond to changing levels of patient functional mobility. 

13 Advise departmental staff to achieve acceptable solutions to job-related issues. 

36 Analyze community information to determine the demand for new programs or services. 

32 Analyze current departmental processes to identify potential sources of problems. 

28 Analyze fmancial and productivity data to assess departmental performance. 

38 Analyze fmancial and productivity data to develop plans for improvement. 

N 74 Assign patients to staff members to maintain equitable workloads. 
\0 
\0 

75 Assist physical therapy patients to perform exercise and mobility skills during treatment. 

77 Assist physical therapy students to develop clinical decision-making and treatment skills. 

86 Attend profession specific courses to develop and/or update skills. 

91 Attend staff meetings to discuss and disseminate information pertinent to department operations. 

94 Audit fmancial and operational reports for accuracy. 

34 Audit medical records information to assure compliance with regulations. 

104 Authorize time off requests after conferring with appropriate staff as necessary. 

98 Authorize departmental spending to accomplish department objectives within budget targets. 



w 
0 
0 

Task 
ID 
124 

122 

135 

157 

158 

159 

475 

551 

156 

165 

163 

164 

114 

172 

175 

193 

Task 

Choose best available solution(s) to solve problem(s). 

Choose treatment techniques methods appropriate for patient's functional limitation. 

Collect therapeutic equipment for use during treatment sessions. 

Communicate information to appropriate superiors, subordinates and peers. 

Communicate instructions to department staff or peers. 

Communicate departmental operational policies and procedures to departmental staff. 

Communicate openly and honestly with patients and/or caregivers to facilitate trust and maximize treatment outcomes. 

Communicate verbally or in writing with payors to verify benefits and provide justification to ensure payment for treatment. 

Communicate with customers to establish relationship and maintain satisfaction. 

Compare available options to solve problems. 

Compare available treatment techniques to select the technique most appropriate for patient deficits. 

Compare projected revenues to expenses to ensure a positive profit margin. 

Contact referral sources and potential customers to market departmental services. 

Coordinate continuing education/training activities for departmental employees. 

Coordinate departmental activities with other departments to maximize outcomes. 

Coordinate intradepartmental activities to meet defmed goals or objectives. 



Task 
ID 

Task 

180 Coordinate scheduling of department personnel to ensure adequate staffmg levels to meet projected workload volume. 

185 Coordinate teambuilding activities within and between departments to promote work processes. 

176 Coordinate therapy schedules between disciplines to minimize conflicts and optimize patient care. 

208 Coordinate work schedules of support personnel to provide patient care. 

195 Correct subordinate job performance with feedback as needed. 

314 Create product line vision for department. 

257 Develop collaborative relationships within the organization to create a positive work environment. 

256 
w 

Develop departmental budget based on operational and fmancial goals. 
0 
........ 

236 Develop education or training activities for departmental staff members. 

263 Develop interdisciplinary teams to provide effective patient care. 

545 Develop job performance standards ensuring compliance with organizational standards. 

271 Develop long and short-term departmental objectives that correspond to organizational objectives. 

40 Develop new programs to serve community. 

241 Develop personal goals as a part of career planning and annual review process. 

235 Develop physical therapy goals for clients based on projected/desired outcomes. 

250 Develop treatment strategies for successful patient outcomes. 



Task 
ID 

Task 

278 Discipline staff member if work performance does not meet approved organizational standards. 

284 Document patient evaluation and treatment information according to departmental policies. 

307 Establish departmental procedures or processes to achieve clinical goals and objectives. 

302 Establish rapport with patients and/or caregivers to build trust. 

312 Establish specific department goals to accomplish objectives. 

328 Evaluate department policies and procedures for modification. 

346 Evaluate employee work performance using clear, objective criteria. 

327 Evaluate functional outcomes data to monitor treatment results. 
w 
0 
N 

323 Evaluate physical therapy patients' impairments and functional limitations to direct course of treatment. 

319 Evaluate physical therapy student's clinical performance. 

354 Exchange best practice ideas with members of professional organizations and network members. 

353 Exchange patient information with multidisciplinary team members. 

356 Exchange patient medical information with co-workers in the unit or organization to facilitate quality patient care. 

360 Explain information to clients based on education/communication level and learning style. 

371 Explain issues and resolution to co-workers including appropriate subordinates. 

381 Formulate long and/or short-term strategies to accomplish organizational goals and objectives. 



Task 
ID 

Task 

386 Gather patient information in order to form a comprehensive picture of patient status. 

406 Help co-workers to promote a positive or peaceful work environment. 

414 Help co-workers with patient treatments. 

405 Help patients and/or family members deal with lifestyle changes as a result of disability. 

417 Hire job applicants who fit departmental needs. 

427 Identify skills needed by subordinates to achieve their goals. 

431 Implement policies and procedures to meet goals and objectives. 

436 
\..;..) 

Influence development of regulations affecting health care services. 
0 
\..;..) 

438 Inspect physical plant for safety and compliance with infection control standards. 

445 Instruct departmental staff in additional treatment skills. 

80 Instruct patient caregivers to provide the appropriate level of physical assistance to the client. 

443 Instruct physical therapy students in assessment and treatment skills. 

455 Interview job applicants to determine fit between job demands and applicant skills. 

460 Lead interdisciplinary teams to facilitate continuity of patient care. 

479 Maintain patient records to reflect accurate and current data. 

483 Maintain open and positive communications and relationship with supervisors to aid in managing department. 



Task 
ID 

Task 

484 Maintain personnel files complying with regulatory standards. 

56 Manage personal daily schedule to balance administrative and clinical responsibilities. 

60 Manage therapeutic equipment during treatment sessions. 

515 Mediate employee grievances to assure understanding and satisfied employees. 

487 Mentor subordinates to develop management skills. 

504 Monitor the distribution and use of department assets to prevent loss. 

496 Monitor actual financial performance compared to budgeted projections. 

419 
w 

Move patients during treatment activities using physical abilities. 
0 
~ 

486 Negotiate customer grievances reach acceptable solutions. 

510 Negotiate reimbursement contracts for payment of goods and services. 

519 Observe physical therapy students performance of evaluation, treatment and documentation. 

527 Observe staff job performance to assess competence in job skills. 

535 Organize therapeutic activities to maximize client performance. 

275 Oversee support personnel delivering care to patients. 

553 Plan daily work in order to improve time management and efficiency 

558 Plan learning opportunities for students. 



Task 
ID 

Task 

561 Practice newly acquired skills to gain confidence and validate skills. 

571 Prepare documentation to announce meetings, agendas and record minutes of meetings. 

566 Prepare reports summarizing departmental operations and performance. 

603 Prepare physical therapy patients for discharge by providing appropriate equipment and home program instructions. 

342 Project manpower requirements to ensure adequate staffmg to meet budgeted workload. 

589 Project reimbursement and expense numbers to determine viability of new programs/services. 

593 Promote employees based on qualifications and departmental criteria. 

608 
w 

Provide feedback to staff on job performance. 
0 
Vl 

610 Provide access to necessary information for staff members to perform their jobs. 

613 Read department procedure manuals. 

647 Report compliance data to superiors and subordinates for necessary procedure changes. 

646 Report department/unit fmancial performance to supervisors and subordinates with recommendations to meet goals. 

651 Represent staff, department and organization to community. 

673 Review policies and procedures regularly for compliance with current regulatory standards and laws. 

659 Review changing statutes and regulations regularly to assess impact on department operations. 

679 Schedule patients for physical therapy treatment. 



w 
0 

Task 
ID 
678 Schedule unit or departmental meetings. 

691 Search internet to gather information. 

693 Seek input from departmental staff as appropriate. 

Task 

717 Teach patients exercise and mobility skills to facilitate independence. 

713 Teach physical therapy related classes to hospital staff and community groups. 

724 Treat physical therapy patients using appropriate treatment techniques to maximize treatment outcomes. 

728 Update policies and procedures to reflect changes in regulations or standards of care. 

731 Update patient record in order to track patient progress. 

0\ 752 Write and distribute documents to communicate with superiors, peers and subordinates. 

742 Write annual performance appraisals on supervised staff. 

748 Write equipment justifications in order to get insurance approval for items. 
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O*NET Hierarchy of Skills 

Content Skills 

J>rocess Skills 

Socia l Skills 

Complex Problem 
Solving Skills 

Technical Skills 

I . Reading Comprehension 

2.Active Listening 

3.Writing 

4 .Speaking 

5. Mathematics 

6 .Science 

7. Critical Thinking 

8.Active Learning 

9.Leaming Strategies 

I 0 . Monitoring 

II . Social Perceptiveness 

12 . Coordination 

13. Persuasion 

14. Negotiation 

15 . Instructing 

16. Service Orientation 

17.Problem Identification 

18. Information Gathering 

19. Information Organization 

20 . Synthesis Reorganization 

2 I .Idea Generation 

22. Idea Evaluation 

23 . Implementation Planning 

24 .Solution Appraisal 

25.0perations Analysis 

26. Technology Design 

27.Equipment Selection 

28.Installation 

29. Programming 

30.Testing 

31. Operations Monitoring 

32.0peration and Control 

3 3. Product Inspection 

34.Equipment Maintenance 

35. Troubleshooting 

36.Repairing 

Understanding written sentences and paragraphs in work related documents. 

Giving full attention to what other people are saying, taking time to understand the points being 
made, asking questions as appropriate, and not interrupting at inappropriate times. 

Communicating effectively in writing as appropriate for the needs of the audience. 

Talking to others to convey information effectively. 

Using mathematics to solve problems. 

Using scientific rules and methods to solve problems. 

Using logic and reasoning to identifY the strengths and weaknesses of alternative solutions, 
conclusions or approaches to problems. 
Understanding implications of new information for both current and future problem-solving & 
decision-making. 
Selecting and using training/instructional methods and procedures appropriate for the situation 
when learning or teaching new things. 
Monitoring/assessing performance ofyoursel( other individuals, or organizations to make 
improvements or take corrective action. 

Being aware of others' reactions and understanding why they react as they do. 

Adjusting actions in relation to others' actions. 

Persuading others to change their minds or behavior. 

Bringing others together and trying to reconcile differences. 

Teaching others how to do something. 

Actively looking for ways to help people. 

Identifying the nature of problems. 

Knowing how to find information and identifYing essential information. 

Finding ways to structure or classifY multiple pieces of information. 

Reorganizing information to get a better approach to problems or tasks. 

Generating a number of different approaches to problems. 

Evaluating the likely success of an idea in relation to the demands ofthe situation. 

Developing approaches for implementing an idea. 

Observing & evaluating the outcomes of a problem solution to identifY lessons learned or 
redirect efforts. 

Analyzing needs and product requirements to create a design. 

Generating or adapting equipment and technology to serve user needs. 

Determining the kind oftools and equipment needed to do a job. 

Installing equipment, machines, wiring, or programs to meet specifications. 

Writing computer programs for various purposes. 

Conducting tests to determine whether equipment, software, or procedures are operating as 
expected. 

Watching gauges, dials, or other indicators to make sure a machine is working properly. 

Controlling operations of equipment or systems. 

Inspecting and evaluating the quality of products. 

Performing routine maintenance on equipment and determining when and what kind of 

maintenance is needed. 
Determining causes of operating errors and deciding what to do about it. 

Repairing machines or systems using the needed tools. 
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Systems Skills 

Resource 
Management 

Skills 

3 7. Visioning 

3 8. Systems Perceptions 

39 
Identification of 

·Downstream Consequences 

40
_ Identification ofKey 
Causes 

41 
Judgment and Decision 

"Making 

42 .Systems Evaluation 

4 3. Time Management 

44
_ Management of Financial 
Resources 

45
_Management ofMaterial 
Resources 

46
_ Management of Personnel 
Resources 

Developing an image of how a system should work under ideal conditions. 

Determining when important changes have occurred in a system or are likely to occur. 

Determining the long-term outcomes of a change in operations. 

Identifying the things that must be changed to achieve a goal. 

Considering the relative costs and benefits of (potential actions to choose the most appropriate 
one. 

Looking at many indicators of system performance, taking into account their accuracy. 

Managing one's time and the time of others. 

Determining how money will be spent to get the work done, and accounting for these 
expenditures. 
Obtaining and seeing to the appropriate use of equipment, fucilities, and materials needed to do 
certain work. 
Motivating, developing, and directing people as they work, identifying the best people for the 
job. 
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O*NET Hierarchy of Abilities 

Verbal 
Abilities 

Idea 
Generation 
and 
Reasoning Abilities 

Q uantitative 
Abilities 

Memory 
Abilities 

Perceptual 
Abilities 

Spatial 
Abilities 

Attentiveness Abilities 

I . Oral Comprehension 

2. Written Comprehension 

3. Oral Expression 

4. Written Expression 

5.Fiuency ofldeas 

6. Originality 

7. Problem Sensitivity 

8.Deductive Reasoning 

9. Inductive Reasoning 

1 0. Information Ordering 

II. Category Flexibility 

12. Mathe~atica1 
Reasonmg 

13. Number Facility 

14. Memorization 

15.Speed ofCiosure 

16. Flexibility of Closure 

17. Perceptual Speed 

18. Spatial Orientation 

19. Visualization 

20. Selective Attention 

21. Time Sharing 

The ability to listen to and understand information and ideas presented through 
spoken words and sentences. 

The ability to read and understand information and ideas presented in writing. 

The ability to communicate information and ideas in speaking so others will 
understand. 
The ability to communicate information and ideas in writing so others will 
understand. 

The ability to come up with a number of ideas about a topic (the number of ideas 
is important, not their quality, correctness, or creativity). 

The ability to come up with unusual or clever ideas about a given topic or 
situation, or to develop creative ways to solve a problem. 

The ability to tell when something is wrong or is likely to go wrong. It does not 
involve solving the problem, only recognizing there is a problem. 

The ability to apply general rules to specific problems to produce answers that 
make sense. 

The ability to combine pieces of information to form general rules or conclusions 
(includes finding a relationship among seemingly unrelated events). 

The ability to arrange things or actions in a certain order or pattern according to a 
specific rule or set of rules (e.g., patterns of numbers, letters, words, pictures, 
mathematical operations). 

The ability to generate or use different sets of rules for combining or grouping 
things in different ways. 

The ability to choose the right mathematical methods or formulas to solve a 
problem. 

The ability to add, subtract, multiply, or divide quickly and correctly. 

The ability to remember information such as words, numbers, pictures, and 
procedures. 

The ability to quickly make sense o( combine, and organize information into 
meaningful patterns. 

The ability to identify or detect a known pattern ( a figure, object, word, or 
sound) that is hidden in other distracting material. 

The ability to quickly and accurately compare similarities and differences among 
sets ofletters, numbers, objects, pictures, or patterns. The things to be compared 
may be presented at the same time or one after the other. This ability also 
includes comparing a presented object with a remembered object. 

The ability to know your location in relation to the environment or to know 
where other objects are in relation to you. 

The ability to imagine how something will look after it is moved around or when 
its parts are moved or rearranged. 

The ability to concentrate on a task over a period of time without being 
distracted. 

The ability to shift back and forth between two or more activities or sources of 
information (such as speech, sounds, touch, or other sources). 
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Fine Manipulative 
Abilities 

Control 
Movement 
Abilities 

Reaction Time 
Abilities 

P hysical Strength 
Abilities 

Endurance 
Abilities 

Flexibility, 
Balance, and 
Coordination 
Abilities 

Visual Abilities 

22 .Ann-Hand Steadiness 

23 . Manual Dexterity 

24. Finger Dexterity 

25. Control Precision 

26 
Multi-limb 

·Coordination 

2 7. Response Orientation 

28.Rate Control 

29.Reaction Time 

30. Wrist-Finger Speed 

31. Speed of Limb Movement 

32. Static Strength 

33.Explosive Strength 

34.Dynamic Strength 

35. Trunk Strength 

36.Stamina 

37.Extent Flexibility 

38.Dynamic Flexibility 

39 
Gross Body 

·Coordination 

40 
Gross Body 

·Equilibrium 

41. Near Vision 

42 .Far Vision 

43 . V~su~l ~olo~ 
D1scnmmation 

44.Night Vision 

45 .Peripheral Vision 

46. Depth Perception 

4 7. Glare Sensitivity 

The ability to keep your hand and arm steady while moving your arm or while 
holding the arm and hand in one position. 

The ability to quickly move your hand, your hand together with your arm, or 
your two hands to grasp, manipulate, or assemble objects. 

The ability to make precisely coordinated movements ofthe fingers of one or 
both hands to grasp, manipulate, or assemble very small objects. 

The ability to quickly and repeatedly adjust the controls of a machine or a 
vehicle to exact position. 

The ability to coordinate two or more limbs (for example, two arms, two legs, or 
one leg and one arm) while sitting, standing, or lying down. It does not involve 
performing the activities while the whole body is in motion. 

The ability to choose quickly between two or more movements in response to two 
or more different signals (lights, sounds, pictures). It includes the speed with 
which the correct response is started with the hand, foot, or other body part. 

The ability to time your movements to the movement of a piece of equipment in 
anticipation of changes in the speed and/or direction of a moving object or scene. 

The ability to quickly respond (with the hand, finger, or foot) to a signal (sound, 
light, picture) when it appears. 

The ability to make fust, simple, repeated movements of the fingers, hands, and 
wrists. 

The ability to quickly move the arms and legs. 

The ability to exert maximum muscle force to lift, push, pull, or carry objects. 

The ability to use short bursts of muscle force to propel oneself(as in jumping or 
sprinting), or to throw an object. 

The ability to exert muscle force repeatedly or continuously over time. This 
involves muscular endurance and resistance to muscle futigue . 

The ability to use your abdominal and lower back muscles to support part of the 
body repeatedly or continuously over time without "giving out" or futiguing. 

The ability to exert yourself physically over long periods of time without getting 
winded or out of breath. 

The ability to bend, stretch, twist, or reach with your body, arms, and/or legs. 

The ability to quickly and repeatedly bend, stretch, twist, or reach out with your 
body, arms, and/or legs. 

The ability to coordinate the movement of the arms, legs, and torso together 
when the whole body is in motion. 

The ability to keep or regain your body balance or stay upright when in an 
unstable position. 

The ability to see details at close range (within a few feet of the observer). 

The ability to see details at a distance. 

The ability to match or detect differences between colors, including shades of 
color and brightness. 

The ability to see under low light conditions. 

The ability to see objects or movement of objects to one' s side when the eyes are 
looking ahead. 

The ability to judge which of several objects is closer or further away from you, 
or to judge the distance between you and an object. 

The ability to see objects in the presence of glare or bright lighting. 
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Auditory and 
Speech 
Abilities 

48 . Hearing Sensitivity 

4 9. Auditory Attention 

50. Sound Localization 

51. Speech Recognition 

52. Speech Clarity 

The ability to detect or tell the differences between sounds that vary in pitch and 
loudness. 

The ability to focus on a single source of sound in the presence of other 
distracting sounds. 

The ability to tell the direction from which a sound originated. 

The ability to identifY and understand the speech of another person. 

The ability to speak clearly so others can understand you. 
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Task, Tool and Knowledge Statements from Online Survey 

Question 
ID 

Question Content 

TASK STATEMENTS: 

Modify physical therapy treatment plans to respond to changing levels of patient functional mobility. 

2 Advise departmental staff to achieve acceptable solutions to job-related issues. 

3 Analyze fmancial and productivity data to assess departmental performance. 

4 Analyze current departmental processes to identify potential sources of problems. 

5 Audit clinical and financial records to assure compliance with regulations. 

6 Analyze community information to determine the demand for new programs or services. 

7 Analyze fmancial and productivity data to develop plans for improvement. 

8 Develop new programs to serve community. 

9 Manage personal daily schedule to balance administrative and clinical responsibilities. 

11 Manage therapeutic equipment during treatment sessions. 

12 Assign patients to staff members to maintain equitable workloads. 

13 Assist physical therapy patients to perform exercise and mobility skills during treatment. 

14 Assist physical therapy students to develop clinical decision-making and treatment skills. 

15 Instruct patient caregivers to provide the appropriate level of physical assistance to the client. 



Question 
ID 

Question Content 

16 Attend clinical-specific courses to develop and/or update clinical skills. 

17 Attend staff meetings to discuss and disseminate information pertinent to department operations. 

18 Audit fmancial and operational reports for accuracy. 

19 Authorize departmental spending to accomplish department objectives within budget targets. 

21 Authorize time off requests after conferring with appropriate staff as necessary. 

22 Contact referral sources and potential customers to market departmental services. 

23 Choose treatment techniques methods appropriate for patients functional limitation. 

w 24 Choose best available solution(s) to solve problem(s). -Vl 

25 Collect therapeutic equipment for use during treatment sessions. 

26 Communicate with customers to establish relationship and maintain satisfaction. 

27 Communicate information to appropriate superiors, subordinates and peers. 

28 Communicate instructions to department staff or peers. 

29 Communicate departmental operational policies and procedures to departmental staff. 

31 Compare available treatment techniques to select the technique most appropriate for patient deficits. 

32 Compare projected revenues to expenses to ensure a positive profit margin. 

33 Compare available options to solve problems. 



Question 
ID Question Content 

34 Coordinate continuing education/training activities for departmental employees. 

35 Coordinate departmental activities with other departments to maximize outcomes. 

36 Ensure coordination of therapy schedules between disciplines to minimize conflicts and optimize patient care. 

37 Coordinate scheduling of department personnel to provide adequate staffmg levels to meet projected workload volume. 

38 Coordinate team building activities within and between departments to foster smooth work processes. 

39 Coordinate intradepartmental activities to meet defined goals or objectives. 

41 Correct subordinate job performance with feedback as needed. 

w 42 Coordinate work schedules of support personnel to provide patient care. -0\ 

43 Develop physical therapy goals for clients based on projected/desired outcomes. 

44 Develop education or training activities for departmental staff members. 

45 Develop personal goals as a part of career planning and annual review process. 

46 Develop treatment strategies for successful patient outcomes. 

47 Develop departmental budget based on operational and fmancial goals. 

48 Develop collaborative relationships within the organization to create a positive work environment. 

49 Develop interdisciplinary teams to provide effective patient care. 

51 Develop long and short-term departmental objectives that correspond to organizational objectives. 



V,) --..) 

Question 
ID 

Question Content 

52 Oversee support personnel delivering care to patients. 

53 Discipline staff member if work performance does not meet approved organizational standards. 

54 Document patient evaluation and treatment information according to departmental policies. 

55 Establish rapport with patients and/or caregivers to build trust. 

56 Establish departmental procedures or processes to achieve clinical goals and objectives. 

57 Establish specific department goals to accomplish objectives. 

58 Create product line vision for department. 

59 Evaluate physical therapy students clinical performance. 

61 Evaluate physical therapy patients impairments and functional limitations to establish course of treatment. 

62 Evaluate functional outcomes data to monitor and improve treatment results. 

63 Evaluate department policies and procedures for modification. 

64 Project manpower requirements to ensure adequate staffmg to meet budgeted workload. 

65 Evaluate employee work performance using clear, objective criteria. 

66 Exchange patient information with multidisciplinary team members. 

67 Exchange best practice ideas with members of professional organizations and network members. 



Question 
ID 

Question Content 

68 Exchange patient medical information with co-workers in the unit or organization to facilitate quality patient care. 

69 Explain information to clients based on education/communication level and learning style. 

71 Explain issues and resolution to co-workers including appropriate subordinates. 

72 Formulate long and/or short-term strategies to accomplish organizational goals and objectives. 

73 Gather patient information in order to form a comprehensive picture of patient status. 

74 Help patients and/or family members deal with lifestyle changes as a result of disability. 

75 Help co-workers to promote a positive work environment. 

76 Help co-workers with patient treatments. 

w ...... 
77 00 Hire job applicants who fit departmental needs. 

78 Identify skills needed by subordinates to achieve their goals. 

79 Implement policies and procedures to meet goals and objectives. 

81 Influence development of regulations affecting health care services. 

82 Inspect physical plant for safety and compliance with infection control standards. 

83 Instruct physical therapy students in assessment and treatment skills. 

84 Instruct departmental staff in additional treatment skills. 

85 Interview job applicants job demands, work culture and applicant skills. 



Question 
ID 

Question Content 

86 Lead interdisciplinary teams to facilitate continuity of patient care. 

87 Communicate openly and honestly with patients and/or caregivers to facilitate trust and maximize treatment outcomes. 

88 Maintain patient records to reflect accurate and current data. 

89 Maintain open and positive communications and relationships with supervisors to aid in managing department. 

91 Maintain personnel files complying with regulatory standards. 

92 Negotiate customer grievances to reach acceptable solutions. 

93 Mentor subordinates to develop management and leadership skills. 

u..> 94 Monitor actual fmancial performance compared to budgeted projections. -\.0 

95 Monitor distribution and use of department assets to maximize utilization and to prevent loss. 

96 Negotiate reimbursement contracts for payment of goods and services. 

97 Mediate employee grievances to assure understanding and satisfied employees. 

98 Observe physical therapy students performance of evaluation, treatment and documentation. 

99 Observe staff job performance to assess competence in job skills. 

101 Organize therapeutic activities to maximize client performance. 

102 Develop job performance standards ensuring compliance with organizational standards. 

103 Communicate verbally or in writing with payors to verify benefits and provide justification to ensure payment for treatment. 



Question 
ID 

Question Content 

104 Plan daily work in order to improve time management and efficiency 

105 Plan learning opportunities for students. 

106 Practice newly acquired skills to gain confidence and validate skills. 

107 Prepare reports summarizing departmental operations and performance. 

108 Prepare documentation to announce meetings, agendas and record minutes of meetings. 

109 Project reimbursement and expense numbers to determine viability of new programs/services. 

111 Promote employees based on qualifications and departmental criteria. 

w 112 Prepare physical therapy patients for discharge by providing appropriate equipment and home program instructions. 
N 
0 

113 Provide feedback to staff on job performance. 

114 Provide access to necessary information for staff members to perform their jobs. 

115 Read department procedure manuals. 

116 Report department/unit fmancial performance to supervisors and subordinates with recommendations to meet goals. 

117 Report compliance data to superiors and subordinates for necessary procedure changes. 

118 Represent staff, department and organization to community. 

119 Review changing statutes and regulations regularly to assess impact on department operations. 

121 Review policies and procedures regularly for compliance with current regulatory standards and laws. 



w 
tv 

Question 
ID 
122 

123 

124 

125 

126 

127 

128 

129 

Question Content 

Schedule unit or departmental meetings. 

Schedule patients for physical therapy treatment. 

Search internet to gather information. 

Seek input from departmental staff as appropriate. 

Teach physical therapy related classes to hospital staff and community groups. 

Teach patients exercise and mobility skills to facilitate independence. 

Treat physical therapy patients using appropriate treatment techniques to maximize treatment outcomes. 

Update policies and procedures to reflect changes in regulations or standards of care. 

131 Update patient record in order to track patient progress. 

132 Write annual performance appraisals on supervised staff. 

133 Write equipment justifications in order to get insurance approval for items. 

134 Write and distribute documents to communicate with superiors, peers and subordinates. 

TOOL STATEMENTS: 

136 Spreadsheet Management Software (e.g. Microsoft Excel) 

137 Financial Reports (internal data) 

13 8 Computer with Windows Operating System 



Question 
Question Content 

ID 
139 Corporate Network 

141 National Performance Standards Databases 

142 Financial Calculator 

143 Payer Specific Coding and Billing Regulations 

144 Current Budget Data (internal) 

145 Marketing Data 

146 Statistical Analysis Software 

w 147 Census Databases 
N 
N 

148 Focus Group Feedback Reports 

149 Clinical Reports on Program Efficacy 

151 Care Mapping Programs 

152 Strategic Planning Formats 

153 Survey Technology/ Analysis Software 

154 Medical Records 

155 Reporting Software 

156 Presentation Software (e.g. Microsoft PowerPoint) 



Question 
Question Content 

ID 
157 Current Regulatory/Legislative Requirements 

158 Approved Abbreviation List 

159 Procedures for Medical Record Documentation 

161 Industry Standards for Medical Records 

162 Historical Data on Compliance 

163 Audit Tools (e.g. CBL-Solutions Tool) 

164 Clinical Textbooks 

w 165 Course Notes 
N 
w 

166 Clinical Mentors 

167 Organizational Chart 

168 Departmental Patient Schedule 

169 Departmental Employee Schedule 

171 Staff Meeting 

172 Home Exercise Programs 

173 Teaching Materials 

174 Patient Medical Record 



Question 
Question Content 

ID 
175 Equipment Manuals and Catalogs 

176 Email Program 

177 Departmental Planning and Performance Documents 

178 Equipment Available 

179 Clinical Literature 

181 Departmental Procedure Manuals 

182 Previous Year's Financial Data 

183 Competency-based Job Description 
VJ 
N 
.+::>. 

184 Applicant Interviews 

185 Computerized Scheduling Software 

187 Business Statistics 

188 Budget Assumptions 

189 Budget Preparation Standard Operating Procedures 

191 Payer Specific Reimbursement Policies 

192 Payer Fee Schedules 

193 Reimbursement Mechanisms 



w 
N 
V'o 

Question 
ID 
194 

195 

196 

197 

198 

199 

201 

202 

203 

204 

205 

206 

207 

208 

209 

211 

Question Content 

Basic Accounting Terminology and Procedures 

Marketing Trends 

Marketing Plans (internal) 

Legislative/Regulatory Changes affecting Financial Outcomes 

Accounts Receivable (AR) Management 

Explanation ofBenefits (EOB) History 

Staffmg Patterns for Current Period 

Projected Staffmg Patterns 

Projected Changes/ Availability of Technology 

Legislative/Regulatory Changes affecting Clinical Practice 

Epidemiological Trends for Market 

Urban Planning Trends 

Current Acceptable Clinical Practice Standards 

Abbreviations 

Pathology 

Physiology 



Question 
Question Content 

ID 
212 Basic Sciences 

213 Outcomes Analysis Data 

214 Adult Learning Theories 

215 Individual Employee Development Plans 

216 Communication Techniques 

217 Clinical Knowledge 

218 Communication Skills 

w 219 Expense Analysis 
N 
0\ 

221 CPT and ICD-9 Coding Guidelines 

222 Discipline-Specific Knowledge 

223 Negotiation Techniques 

224 Adult Motivation Theories 

225 Interdisciplinary Team Management 

226 Wage and Salary Statutes 
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Clusters of Task Statements Grouped by Frequency of Performance 

Cluster Question ID Content 

15 Instruct patient caregivers to provide the appropriate level of physical assistance to the client. 

76 Help co-workers with patient treatments. 

Modify physical therapy treatment plans to respond to changing levels of patient functional mobility. 

25 Collect therapeutic equipment for use during treatment sessions. 

52 Oversee support personnel delivering care to patients 

55 Establish rapport with patients and/or caregivers to build trust. 

12 Assign patients to staff members to maintain equitable workloads. 

w 36 Ensure coordination of therapy schedules between disciplines to minimize conflicts and optimize patient care. 
w 
w 

66 Exchange patient information with multidisciplinary team members. 

68 Exchange patient medical information with co-workers in the unit or organization to facilitate quality patient care. 

2 98 Observe physical therapy students performance of evaluation, treatment and documentation. 

59 Evaluate physical therapy students' clinical performance. 

105 Plan learning opportunities for students. 

14 Assist physical therapy students to develop clinical decision-making and treatment skills. 

84 Instruct departmental staff in additional treatment skills. 

126 Teach physical therapy related classes to hospital staff and community groups. 



w 
w 
,f;:.. 

Cluster 

2 

3 

Question ID 

86 

49 

62 

106 

121 

129 

63 

53 

115 

51 

102 

26 

125 

27 

33 

24 

2 

Content 

Lead interdisciplinary teams to facilitate continuity of patient care. 

Develop interdisciplinary teams to provide effective patient care. 

Evaluate functional outcomes data to monitor and improve treatment results. 

Practice newly acquired skills to gain confidence and validate skills. 

Review policies and procedures regularly for compliance with current regulatory standards and laws. 

Update policies and procedures to reflect changes in regulations or standards of care. 

Evaluate department policies and procedures for modification. 

Discipline staff member if work performance does not meet approved organizational standards. 

Read department procedure manuals. 

Develop long and short-term departmental objectives that correspond to organizational objectives. 

Develop job performance standards ensuring compliance with organizational standards. 

Communicate with customers to establish relationship and maintain satisfaction. 

Seek input from departmental staff as appropriate. 

Communicate information to appropriate superiors, subordinates and peers. 

Compare available options to solve problems. 

Choose best available solution(s) to solve problem(s). 

Advise departmental staff to achieve acceptable solutions to job-related issues. 



Cluster Question ID Content 

3 28 Communicate instructions to department staff or peers. 

64 Project manpower requirements to ensure adequate staffmg to meet budgeted workload. 

21 Authorize time off requests after conferring with appropriate staff as necessary. 

37 Coordinate scheduling of department personnel to provide adequate staffmg levels to meet projected workload. 

9 Manage personal daily schedule to balance administrative and clinical responsibilities. 

3 Analyze fmancial and productivity data to assess departmental performance. 

4 Analyze current departmental processes to identify potential sources of problems. 

19 Authorize departmental spending to accomplish department objectives within budget targets. 

w 
w 71 
Vl 

Explain issues and resolution to co-workers including appropriate subordinates. 

93 Mentor subordinates to develop management and leadership skills. 

134 Write and distribute documents to communicate with superiors, peers and subordinates. 

107 Prepare reports summarizing departmental operations and performance. 

116 Report department/unit fmancial performance to supervisors and subordinates with recommendations to meet goals. 

119 Review changing statutes and regulations regularly to assess impact on department operations. 

67 Exchange best practice ideas with members of professional organizations and network members. 

72 Formulate long and/or short-term strategies to accomplish organizational goals and objectives. 

78 Identify skills needed by subordinates to achieve their goals. 



Cluster Question ID Content 

118 Represent staff, department and organization to community. 

32 Compare projected revenues to expenses to ensure a positive profit margin. 

94 Monitor actual fmancial performance compared to budgeted projections. 

18 Audit fmancial and operational reports for accuracy. 

7 Analyze fmancial and productivity data to develop plans for improvement. 

5 Audit clinical and financial records to assure compliance with regulations. 

79 Implement policies and procedures to meet goals and objectives. 

35 Coordinate departmental activities with other departments to maximize outcomes. 

w 
w 114 
0\ 

Provide access to necessary information for staff members to perform their jobs. 

82 Inspect physical plant for safety and compliance with infection control standards. 



w 
w 
-....] 

Clusters of Task Statements Grouped by Importance of Performance 

Cluster 
Question 
ID 
23 

15 

88 

11 

25 

66 

68 

52 

69 

16 

62 

55 

106 

99 

Content 

Choose treatment techniques methods appropriate for patients functional limitation. 

Instruct patient caregivers to provide the appropriate level of physical assistance to the client. 

Modify physical therapy treatment plans to respond to changing levels of patient functional mobility. 

Maintain patient records to reflect accurate and current data. 

Manage therapeutic equipment during treatment sessions. 

Collect therapeutic equipment for use during treatment sessions. 

Exchange patient information with multidisciplinary team members. 

Exchange patient medical information with co-workers in the unit or organization to facilitate quality patient care. 

Oversee support personnel delivering care to patients. 

Explain information to clients based on education/communication level and learning style. 

Attend clinical-specific courses to develop and/or update clinical skills. 

Evaluate functional outcomes data to monitor and improve treatment results. 

Establish rapport with patients and/or caregivers to build trust. 

Practice newly acquired skills to gain confidence and validate skills. 

Observe staff job performance to assess competence in job skills. 



w 
w 
00 

Cluster 

(1) 

2 

3 

Question 
ID 
104 

9 

37 

84 

123 

126 

49 

59 

105 

14 

103 

133 

118 

58 

81 

111 

Content 

Plan daily work in order to improve time management and efficiency 

Manage personal daily schedule to balance administrative and clinical responsibilities. 

Coordinate scheduling of department personnel to provide adequate staffmg levels to meet projected workload volume. 

Instruct departmental staff in additional treatment skills. 

Schedule patients for physical therapy treatment. 

Teach physical therapy related classes to hospital staff and community groups. 

Develop interdisciplinary teams to provide effective patient care. 

Evaluate physical therapy students clinical performance. 

Plan learning opportunities for students. 

Assist physical therapy students to develop clinical decision-making and treatment skills. 

Communicate verbally or in writing with payors to verify benefits and provide justification to ensure payment for treatment. 

Write equipment justifications in order to get insurance approval for items. 

Represent staff, department and organization to community. 

Create product line vision for department. 

Influence development of regulations affecting health care services. 

Promote employees based on qualifications and departmental criteria. 



w 
w 
\0 

Cluster 

(3) 

4 

Question 
ID 
51 

57 

102 

91 

38 

39 

35 

56 

121 

75 

17 

27 

3 

33 

71 

113 

Content 

Develop long and short-term departmental objectives that correspond to organizational objectives. 

Establish specific department goals to accomplish objectives. 

Develop job performance standards ensuring compliance with organizational standards. 

Maintain personnel files complying with regulatory standards. 

Coordinate teambuilding activities within and between departments to foster smooth work processes. 

Coordinate intradepartmental activities to meet defmed goals or objectives. 

Coordinate departmental activities with other departments to maximize outcomes. 

Establish departmental procedures or processes to achieve clinical goals and objectives. 

Review policies and procedures regularly for compliance with current regulatory standards and laws. 

Help co-workers to promote a positive work environment. 

Attend staff meetings to discuss and disseminate information pertinent to department operations. 

Communicate information to appropriate superiors, subordinates and peers. 

Analyze fmancial and productivity data to assess departmental performance. 

Compare available options to solve problems. 

Explain issues and resolution to co-workers including appropriate subordinates. 

Provide feedback to staff on job performance. 



Cluster 
Question 
ID 

Content 

2 Advise departmental staff to achieve acceptable solutions to job-related issues. 

41 Correct subordinate job performance with feedback as needed. 

4 Analyze current departmental processes to identify potential sources of problems. 

24 Choose best available solution(s) to solve problem(s). 

132 Write annual performance appraisals on supervised staff. 

134 Write and distribute documents to communicate with superiors, peers and subordinates. 

89 Maintain open and positive communications and relationships with supervisors to aid in managing department. 

19 Authorize departmental spending to accomplish department objectives within budget targets. 

\.;.) 

~ 
0 32 Compare projected revenues to expenses to ensure a positive profit margin. 

72 Formulate long and/or short-term strategies to accomplish organizational goals and objectives. 

18 Audit financial and operational reports for accuracy. 

94 Monitor actual fmancial performance compared to budgeted projections. 

7 Analyze fmancial and productivity data to develop plans for improvement. 

5 Audit clinical and fmancial records to assure compliance with regulations. 



Clusters of Tool and Knowledge Statements Grouped by Frequency of Performance 

Cluster 

w 
~ 

Question 
ID 

162 

146 

155 

198 

199 

195 

203 

152 

196 

145 

167 

189 

215 

226 

141 

156 

Historical Data on Compliance 

Statistical Analysis Software 

Reporting Software 

Accounts Receivable (AR) Management 

Explanation of Benefits (EOB) History 

Marketing Trends 

Projected Changes/ Availability of Technology 

Strategic Planning Formats 

Marketing Plans (internal) 

Marketing Data 

Organizational Chart 

Budget Preparation Standard Operating Procedures 

Individual Employee Development Plans 

Wage and Salary Statutes 

National Performance Standards Databases 

Presentation Software (e.g. Microsoft PowerPoint) 

Content 



Cluster 
Question 

Content 
ID 

(1) 182 Previous Year's Financial Data 
/ 

181 Departmental Procedure Manuals 
/ 

183 Competency-based Job Description 

177 Departmental Planning and Performance Documents 

184 Applicant Interviews 

149 Clinical Reports on Program Efficacy 

213 Outcomes Analysis Data 

188 Budget Assumptions 

w 194 Basic Accounting Terminology and Procedures 
~ 
N 

219 Expense Analysis 

187 Business Statistics 

214 Adult Learning Theories 

224 Adult Motivation Theories 

142 Financial Calculator 

147 Census Databases 

2 209 Pathology 

159 Procedures for Medical Record Documentation 



Cluster 
Question 

Content 
ID 

(2) 211 Physiology 

212 Basic Sciences 

172 Home Exercise Programs 

173 Teaching Materials 

158 Approved Abbreviation List 

165 Course Notes 

164 Clinical Textbooks 

166 Clinical Mentors 

w 
175 Equipment Manuals and Catalogs ~ 

w 

179 Clinical Literature 

178 Equipment Available 

161 Industry Standards for Medical Records 

185 Computerized Scheduling Software 

217 Clinical Knowledge 

222 Discipline-Specific Knowledge 

169 Departmental Employee Schedule 

201 Staffmg Patterns for Current Period 



Cluster 
Question 

Content 
ID 

(2) 154 Medical Records 

174 Patient Medical Record 

168 Departmental Patient Schedule 

143 Payer Specific Coding and Billing Regulations 

221 CPT and ICD-9 Coding Guidelines 

197 Legislative/Regulatory Changes affecting Financial Outcomes 

204 Legislative/Regulatory Changes affecting Clinical Practice 

157 Current Regulatory/Legislative Requirements 

1.,;.) 

207 Current Acceptable Clinical Practice Standards ~ 
~ 

192 Payer Fee Schedules 

193 Reimbursement Mechanisms 

191 Payer Specific Reimbursement Policies 

137 Financial Reports (internal data) 

144 Current Budget Data (internal) 

171 Staff Meeting 

202 Projected Staffing Patterns 

223 Negotiation Techniques 



Cluster 

3 

w 
.j;::.. 
u-. 

Question 
ID 

218 

136 

138 

176 

139 

Content 

Communication Skills 

Spreadsheet Management Software (e.g. Microsoft Excel) 

Computer with Windows Operating System 

Email Program 

Corporate Network 



Clusters of Tool and Knowledge Statements Grouped by Importance 

Cluster Question 
Content 

ID 
209 Pathology 

172 Home Exercise Programs 

173 Teaching Materials 

178 Equipment Available 

179 Clinical Literature 

175 Equipment Manuals and Catalogs 

203 Projected Changes/ Availability of Technology 

w 
..&:;:. 164 Course Notes 0\ 

158 Approved Abbreviation List 

208 Abbreviations 

165 Course Notes 

166 Clinical Mentors 

153 Survey Technology/ Analysis Software 

163 Audit Tools (e.g. CBL-Solutions Tool) 

151 Care Mapping Programs 



Cluster Question 
Content 

ID 
(1) 206 Urban Planning Trends 

141 National Performance Standards Databases 

148 Focus Group Feedback Reports 

161 Industry Standards for Medical Records 

162 Historical Data on Compliance 

155 Reporting Software 

205 Epidemiological Trends for Market 

146 Statistical Analysis Software 

w 
Financial Calculator ~ 142 

-1 

147 Census Databases 

149 Clinical Reports on Program Efficacy 

145 Marketing Data 

195 Marketing Trends 

156 Presentation Software (e. g. Microsoft Power Point) 

167 Organizational Chart 

152 Strategic Planning Formats 

198 Accounts Receivable (AR) Management 



Cluster 

(1) 

2 

w 
.+:>. 
00 

r 

Question 
ID 

199 Explanation of Benefits (EOB) History 

214 Adult Learning Theories 

224 Adult Motivation Theories 

219 Expense Analysis 

139 Corporate Network 

194 Basic Accounting Terminology and Procedures 

196 Marketing Plans (internal) 

187 Business Statistics 

226 Wage and Salary Statutes 

191 Payer Specific Reimbursement Policies 

192 Payer Fee Schedules 

193 Reimbursement Mechanisms 

157 Current Regulatory/Legislative Requirements 

Content 

197 Legislative/Regulatory Changes affecting Financial Outcomes 

188 Budget Assumptions 

223 Negotiation Techniques 



Cluster Question 
Content 

ID 
(2) 143 Payer Specific Coding and Billing Regulations 

217 Clinical Knowledge 

222 Discipline-Specific Knowledge 

216 Communication Techniques 

218 Communication Skills 

201 Staffmg Patterns for Current Period 

202 Projected Staffmg Patterns 

204 Legislative/Regulatory Changes affecting Clinical Practice 

w 
207 Current Acceptable Clinical Practice Standards ~ 

\0 

136 Spreadsheet Management Software (e.g. Microsoft Excel) 

138 Computer with Windows Operating System 

137 Financial Reports (internal data) 

176 Email Program 

189 Budget Preparation Standard Operating Procedures 

221 CPT and ICD-9 Coding Guidelines 

171 Staff Meeting 

181 Departmental Procedure Manuals 



w 
VI 
0 

Cluster 

(2) 

Question 
ID 

144 

184 

183 

168 

174 

169 

213 

225 

Content 

Current Budget Data (internal) 

Applicant Interviews 

Competency-based Job Description 

Departmental Patient Schedule 

Patient Medical Record 

Departmental Employee Schedule 

Outcomes Analysis Data 

Interdisciplinary Team Management 
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