Week 2
Group Dynamics


 What is a group?

According to Harris (1993, p. 327),  groups have nine elements:

1. face-to-face communication 
2. among a group of people,
3. who share a common purpose or goal
4. and perceive a sense of belonging to the group
5. who have interdependence
6. create and enforce norms and shared standards
7. exert influence upon each other
8. over a period of time,
9. through some structured patterns

Brilhart refers to this as "groupness."  

Groupness emerges from the relationships among the people involved, just as 'cubeness' emerges from the image of a set of planes, intersects and angles in a specific relationship to each other.  One can draw a cube with twelve lines, if they are assembled in a definite way.  Any other arrangement of lines gives something other than a cube.  Likewise, one can have a collection or set of people without having a group... (Brilhart, 1978, p. 21). 


Do you agree with this definition?  Do you think there is a difference between a group and an organization?  What is it?  It this class a group?
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Behaviorism Model vs. Medical Model
Let's take a look at two group models to explain group behavior:


The Behaviorist Model
Behaviorism is a school of thought that focuses on individual behavior as an end in itself. That is, when you are attempting to explain behavior, you don't have to look for causes. The behavior is the only thing you need to worry about.  It is simple: if you change the behavior, you solve the problem.

Behaviorism is based on the pioneering work of Ivan Pavlov and B.F. Skinner (see your text book for a description of their work).  Their ideas centered on "conditioning," which is a method of behavior modification.  Initially, Skinner's work was with pigeons.  He found that by rewarding successive approximations of movements, he could condition a bird to peck a key in a box.  As the pigeon randomly moved closer to the key, he would give it food.  By rewarding this behavior, he was able to "train" the pigeon to peck the key.  

Skinner was not worried about "why" the pigeon did what it did.  The behavior itself was all that concerned him.  If you want to get a pigeon to peck and key, and you get the pigeon to peck the key, then you have accomplished the task, irrespective of the motivations of the bird.  

Behaviorists use this same approach in their work.  For example, let's say you have a problem with low production in a particular department of your company.  If a behaviorist were tasked to solve this problem, she would not be particularly concerned about why production is low.  Her approach would be to determine the behaviors that should be changed, and then reward or punish behaviors that do not contribute to this goal.  One way to do this is to institute a "piece work" system.  That is, employees are paid by the unit of production.  For each unit, the employee is paid a fixed amount.   This system is 100% behaviorist.  In its pure form, the employer doesn't care how you do your work--all he cares about is your output.  If the employee produces a unit--in pigeon terms, pecks the key--then the employer rewards her--just as the pigeon would get food.  If you are saying, "primitive," you are right.  It functions on a very basic level:  reward and punishment.

One of the most interesting features of behaviorism is that it works.  By providing valent rewards, you can actually modify the behavior of employees.  Countless scientific studies have verified that behaviorist approaches to problem solving in organizations actually work.  Behavior can be modified by using positive and negative reinforcements to reward or punish behavior.  

Remember that the behaviorist doesn't really care what causes problem behavior, but only about rewards and punishments that change it.  


The Medical Model
The second model is the "medical model."  The medical model looks for underlying causes of behavior.  It is called the medical model because it mimics the approach taken by the medical profession.  

When you have the flu, and go to the doctor, you expect the doctor to take a much different approach to curing you than you might use yourself.  You probably know that most of the over-the-counter medications don't really "cure" you.  If your nose is running, and you have a headache, you can take an antihistamine or aspirin for your symptoms.  If you do this, you are a behaviorist.  You want your symptoms to go away.  You know that you have not treated the root cause of your flu (a virus), but have only mitigated the symptoms.  Your expectations of your doctor, though, are much different.  You want the doctor to go after the germs.  You know that your symptoms have an underlying cause, and that just getting rid of the symptoms doesn't really cure your disease.

Your doctor spends a lot of time on diagnosis.  He will probe and test until he isolates the germ or virus.  Then, knowing the cause, the doctor can give you antibiotics to cure you.  When you are cured, your symptoms go away.  The doctor could simply treat your symptoms, but you would not be happy.  If, for example, your doctor treated the symptom of headache, and you had a brain tumor, you would be very unhappy.  You want to know what causes your headache, not just get rid of the symptoms.

This is the idea of the medical model in organizational behavior.  Those accepting this approach are interested in finding the causes of problems in the workplace.  Their solution is to remove the cause, not just the symptom.  In our example of low production in the work place, for example, the medical modelist would take a much different approach than the behaviorist.  She would first want to find the causes of low production.  She would look at issues such as poor training, motivation, employee satisfaction, personal problems, lack of child care, ergonomics, etc.  After determining the cause (diagnosis), she would then devise solutions that address these issues (treatment).  Instituting a training program as a solution to low production is a typical medical model solution. 

The difficulty with the medical model is that evidence supporting its effectiveness is generally weak.  This is not because treating underlying causes doesn't work, but because of the difficulty in measuring success.  Most organizational problems have multiple causes, and the causes can be highly interrelated.  Human behavior is extremely complex, and the diagnosis of causes of any particular effect on a specific problem can be a daunting task. 

Okay--nobody is a purist.  Adherents of the behaviorist model, on occasions, look for underlying causes.  Those who prefer the medical model may use behaviorist methods to bring about change.  Most people don't really think about whether or not they are behaviorists or medical modelists.  They simply try to solve their problems in the way that is most comfortable for them.  

As a student of organizational behavior, you are interested in the differences for two reasons:  

1.  You are graded in this class on your knowledge.

2.  As a practitioner, you need to be aware of what you are doing, and why.  Each of these models has strengths and weaknesses, and there are ethical considerations attached to each.  An example:  I said that it is difficult to measure success when using the medical model.  Does this mean it doesn't work?  Obviously not.  This method does work, but success is very difficult to measure.  Let's say you are working in a company and have a problem to solve.  You use the medical model to fix the problem-- that is, you look for the root cause and treat it.  After some time, your boss asks you to prove that your efforts are working.  Like a lot of bosses, she is a results-oriented behaviorist--although she probably doesn't know it.  Can you explain to her why your approach is right?  If you understand the working of the two models, it may be possible to do so, and be convincing.


Let me summarize:
Behaviorism focuses on the behavior and not the cause.  It assumes that if a behavior needs to changed, and you change the behavior, the problem is solved.  It uses a system of rewards and punishments to bring about change.

The Medical Model assumes that all behaviors have an underlying cause.  To change behavior, you must find out the cause and "treat" it.   Once the cause is found and treated, the behavior will automatically change as well, since the root has been eliminated.

The advantage of Behaviorism is that it works.  Measurable success can be achieved, in many cases, by standard conditioning techniques.  The disadvantage is that behaviorism can be manipulative.  The method doesn't look at motivation or mitigating circumstances.  It simply (some would argue heartlessly) changes behavior.  Medical Modelists would also argue that behaviorism's success is not long term.  As soon as the "subject" becomes satiated with the positive reinforcement, or accustomed to negative reinforcement, the change will stop, and behavior will revert to the status quo anti.

The advantage of the Medical Model is that it attacks underlying causes of problems, which implies that change is more permanent.  Since it takes the human factor into consideration, it is also not as prone to charges of employee manipulation as behaviorism.  On the down side, because of the complexities of human behavior, it is often difficult to tell if medical model solutions actually work.  In most cases, statistical analysis indicates that only a small fraction of a given behavior can be explained by causal factors.  As your text indicates, this is often less than 2% for any given factor, leaving 98% of the causes of behavior unexplained.  

Two ways of evaluating groups:
Let’s go back to last class:  Groups are generally evaluated on the basis of two factors:  Processes and Outcomes.

The most common way to evaluate process is on the basis of dichotomies.  For example, we looked at task and affect.  Affect is also dichotomous:  we look at positive affect and negative affect.  This allows us to put group activity on a scale.  Issue is to find where an individual falls within a range on that scale, and evaluate what it means.  This is done to discover the internal workings of the group, and why people respond as they do.  One of the most common ways to look at groups is to look at group cohesion.  This is affect-based.  Most group dynamics studies do this.  

Most groups are task oriented—at least the ones we worry about.  They have a purpose.  A pioneer in group decision making was Aubry Fisher, who taught at the University of Utah (now deceased).  Dr. Fisher built on the work of Robert Bales, from the 1950’s, who codified the way we observe groups.  He measured what he called “thought turns” as a way of observing group behavior.  Fisher reemphasized the importance of looking not only at group processes, but at outcomes, and focused his research on how to determine when outcomes are positive or negative.  

The problem is that not all problems have a right answer.  This makes it difficult to measure task.  

Bruce Tuckman gave us the basic method of looking at processes

Forming

Storming

Norming 

Performing

Adjourning.

