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Summary
The limited amount of literature available which describes the work of practice managers
has been used as the basis for compiling a tentative job description and for the discussion
of a number of actual or theoretical issues which seem to be relevant. A comparison is
made at a superficial level with experience in the U.S.A.
The intention is to clarify some ideas in a newly emerging aspect of community
medicine and primary care with a view to exploring the possibilities for research, training
and consultancy in the future.

responsible for managing the non-clinical
since the late 1960s that there has been a tendency to differentiate and formalise the
role, and the practice manager is emerging as a new specialist member in general-practice
organisations.
Development of ancillary staff
This movement coincides with the period since 1967 of increase in partnership and group
size and the rapid extension of health-centre and new surgery building, both implying
an increase in the degree of organisational sophistication and complexity in general
practice and a need for a more specific management function. At the same time, the
reimbursement of a proportion of the salary of the employees of general practitioners
must have been the main factors underlying the rapid increase in the number of lay
employees in practices, from 8,000 whole-time equivalents (w.t.e.) in 1967 in England
and Wales alone, to nearly 14,000 w.t.e. in 1972.1 The emergence with this enlarging
group of differentiated functions and aspirations towards specialised training and a
career structure is not surprising.
Institutionalisation of these lay elements in the general medical services had already
begun with the formation of the Association of Medical Secretaries in 1964 to represent
clerical and secretarial staff in general practice as well as in hospitals and private practice.
Its negotiating body, the Guild of Medical Secretaries, was formed in 1967 and this led
to the need to categorise the duties of secretarial and administrative staff in general
practice as elsewhere, in order to propose appropriate salary grades for their duties and
levels of responsibility.
There followed.at a symposium in 19692.what seems to be the first appearance
of the term practice manager in conjunction with a description of her work derived
from one of the few empirical studies in this area. This exploratory description was
based on the replies contained in 108 questionnaires returned from general-practice staff
of all grades, 39 of whom were subsequently classified.on the basis of the information
given.as being in the category practice manager'. They were distinguished from
Senior and trusted employees have been

aspects of organisation in many general practices for several years but it is only

'

'

'
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three other grades of staff.the receptionist,' the general clerk (or clerk/reception¬
ist ') and the medical secretary'.by their duties, which included organising and
supervising the other staff, organising and supervising the appointment system, general
administration of the practice office, PAYE and salaries for staff, private patient accounts,
payment of practice accounts, book-keeping, and supervision of domestic chores.
Drury and Kuenssberg3 subsequently showed, in an admittedly biased sample of
140 practices taken in 1969, that this description was probably not generally applicable
at that time, and that major administrative activities tended to be shared among all the
staff of the practices in their sample. Only 20 per cent of this sample, however, consisted
of groups containing six or more doctors, and they claimed that the figures
indicate
that
the
in
in
a
to
use
their
staff
are,
fact,
clearly
large groups
specialist way.
beginning
It is likely that there is a critical size above which it pays to use specialist book-keepers,
filing clerks, etc. and, as yet, doctors do not work in groups of this size." This is a far
cry from 1954, when Taylor4 was concerned to know what size of practice justified the
employment of any ancillary staff at all!
It is difficult now to know how far differentiation of function has progressed because,
of the dozen or so published descriptions of practice managers' work in the English
literature since 1970, none is methodologically rigorous and only three can claim the
status of descriptions based on multiple experience of health centres and group practices.
The remainder describe isolated personal experiences in a single organisation or else are
frankly prescriptive. Where general practitioners have written descriptive papers, there
is a tendency to make ex cathedra pronouncements about the work of the practice
manager without first making clear the basis of their claim to expert (or at least first¬
hand) knowledge of the subject.
Undoubtedly formal appointments are now being made in health centres and large
group practices for the purpose of taking responsibility for being in charge of what
can loosely be called the management of general practice, and the use of the term prac¬
tice manager or its equivalent has become general. In fact, a number of terms are now
being used to describe a similar function in a range of primary care organisations of
different size and structure, and this creates a semantic problem.
For the purposes of this article only, the term practice manager is used synony¬
mously with senior secretary,' administrative secretary' and practice administra¬
tor'. There does not seem to be any overwhelming reason at present to distinguish
the position from its equivalent in health centres, where terms like health centre
administrator and health centre manager are being used. The exact job description
of the practice manager is not fixed. It will vary in order to accommodate the peculiar
characteristics of each practice or health centre and its members. As the health services
become more integrated and health centres develop, the role will presumably embrace
contact with a wider variety of health and social services personnel and consequently
management of what is, a priori, a more complex organisation than that of general
practice by itself.
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The work of the practice manager

Our study is of the existing literature on practice managers and has the limitations
inherent in such an approach when there is a paucity of good studies of the subject. It
is being carried out in the belief that the number of practice managers will increase more
rapidly, and that they will come to occupy key positions in the community health service.
We anticipate that in the course of time their position and its significance will be recog¬
nised by district and area personnel and by the medical professionals of all kinds working
in the community. In this paper we aim to identify the range of responsibilities which
some practice managers have assumed, and to acknowledge the commentaries of other
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(four general practitioners, one medical officer of health and one local health
authority administrator) on the content of the practice manager's work.
This is a prerequisite both for designing definitive research and also for defining
subject areas on which some kind of programme of in-service appreciation and manage¬
ment development could be based. In the descriptions which originate in the smaller
organisations it is very noticeable that the manager's work includes many tasks and
minor responsibilities which, in the larger ones, have been delegated to second echelon
personnel, and reflects the phenomenon that roles become more differentiated and special¬
ised with increase in organisational size and complexity.
From the literature we have compiled the following list of responsibilities and tasks
which might feature in the practice manager's job:
(1) Definition of duties and delegation of limited authority:
To subordinates, e.g. clerks and receptionists.
(Although it is not specified in the literature, these subordinates could be expected
to assume a certain responsibility for ensuring that their special skills are used
for the benefit of the practice and this would be consequent on the delegation
of authority to them.)
(2) Supervision:
(a) Of lay employees, e.g. receptionists, typists, cleaners.
(b) Of functional areas, e.g. office, waiting room, stores.
(c) Of operational systems, e.g. appointments, telephones, filing, record systems.
(3) Liaison, co-ordination and communication:
(The 'expressive' purpose of these processes is reiterated by most authors, i.e.
to create and maintain harmonious relationships between all the staff of the group
or health centre.)
(a) Between lay employees.
(b) Between lay employees and professional workers.
(c) Between professional workers in administrative matters, e.g. decisions of the
health-centre committee.
(d) Between the practice or health centre and other people or organisations
outside the practice or health centre, e.g. visitors, community physicians,
family practitioner services, and area health authorities.
(4) Secretarial:
Personal private secretary to individual doctors.
Executive secretary to the representative committee and servicing the commit¬
authors

'

'

"

"

tee.

(5)

Ad hoc secretarial work when needed.
Personnel management:
Duties relating to employment and discharge of lay staff including cleaners and

gardeners.
Training.
Pay, superannuation and all statutory deductions.
Handling staff complaints.

(6)

Finance:

Book-keeping of varying degrees of sophistication up to, but not including, the
preparation of annual accounts and tax returns.
Petty cash handling.
Submission of accounts for payments and of statutory claims to the Executive
Council.
Budgetary control and expenditure.
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(7) Planning and organising:
Appointment system and reception services.
Communications systems.telephone etc.
Filing and clinical record flow and handling.
Printing and duplicating.
Secretarial services and related equipment.
Clerical services and transactions with the Family Practitioner Services, health
authorities, and hospitals.
Consulting room and special clinic rotas.
Off-duty and holiday rota (professional and lay staff).
Committee and practice meetings.
(8) Equipment and supplies: (with stock records and inventory)
Clinical,
Clerical,
Domestic,
Drugs and vaccines.

(9) Building maintenance and repair.
(10) Research:
Creation and maintenance of special record systems and registers.
Extraction and compilation of data.
Maintenance of library and journals.
(11) Policy, planning, innovation:
Review changing demands on services and accommodation; plan and execute
changes to meet the needs.
Initiate new systems and new equipment.
(12) Public relations:
With patients.

With visitors.
Although we have simply listed all the tasks and responsibilities given by the various
authors, this description lacks a conceptual scheme and says very little about the relation¬
ships created between the practice manager and the other members of the organisation
by these activities. Among the more important of the concepts involved are those of
responsibility, accountability and authority, and these would provide a useful framework
for identifying possible research opportunities which are discussed below.
Several other issues became apparent while compiling the above list as an amalgam
of the lists given in the various papers. We have been very careful to emphasise the
distinction between the professionally-qualified staff (doctors, nurses, health visitors,
dispensers, social workers) and the lay staff in general practices and health centres. In
doing so we have so far implied that practice managers do not have professional medical
and of the five managers whose job
qualifications. This is not always so, of course,and
another a health visitor. Under the
one
is
a
nurse
have
we
used,
qualified
descriptions
and
communication.between
co-ordination
professional workers
Liaison,
heading
in administrative matters (see above) both the practice managers with nursing qualifica¬
tions also saw liaison between professionals in clinical matters as part of their work. In
view of their professional status, it would be acceptable for them to do so, though clearly
their range of professional expertise would differ from that of the doctors, for instance.
In addition to this, the health-visitor manager saw the induction and orientation of new
health visitors attached to the practice as one of her responsibilities. On the other hand,
one lay manager had been given charge of the employment and payment of locum
"

"
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her own initiative

doctors in her practice. If employment' included selection on
(and this was not made clear) then this raises a different issue.
Only one writer (a general practitioner) listed training of staff and budgetary
control and expenditure as duties of a practice manager. Only one manager.not
medically qualified.listed responsibility for carrying out emergency treatment and
allocating patient priorities in the absence of a doctor as duties of a manager. Of the
two writers who list the handling of patients' complaints, one describes a mechanism
which bears the stamp of a carefully thought-out policy, and it is perhaps significant
that this is in a low social class Scottish group practice. The possibility of the practice
manager taking the responsibility for management of a general-practitioner hospital
adjacent to a health centre is mentioned by a local health authority writer, but is not
included in the list above.
'

"

"

Comparison with medical group management in the U.S.A.
A comparison of our own perceptions of the practice manager's work with the job
description for her American counterpart is interesting. In the United States medical
group managers have been established much longer.the Medical Group Management
Association was founded in 1926 and has sponsored conferences, training courses and
regular publications on the subject for many years, as well as a placement service'
for managers. Except in rural areas, the medical groups are larger than in England, with
perhaps as many as 50 or 60 doctors. The range of support services on the premises is
likely to include sophisticated pathology and x-ray equipment and its attendant staff,
with data processing and storage.
The professional objectives of these organisations include a limited form of primary
and continuing care, but owing to lack of access to the population as a whole, opportuni¬
ties for preventive medicine and health education are minimal. These professional
objectives are broadly similar to those of group practices and health centres in Great
Britain, but they are constrained as general practices here are not, by the overriding need
to enable the organisation to pay its way and make a profit. This results in a complex
system for monitoring patients' ability to pay for their treatment (either entirely or with
assistance from insurance company, state or federal funds) and for all the financial
operations surrounding the need to ensure the group's profitability. Medical group
managers appear to be predominantly male (whereas the assumption which we have made
is that practice managers are still predominantly female in this country) and are business
trained and commercially orientated, with profit and loss considerations uppermost.
The contrast with the basic vocational orientation of practice in this country is very
marked to the observer, and Drury5 has noted and discussed this problem of re-orientation
in relation to the recruitment in Britain of practice managers from commerce and industry.
The Medical Group Management Association6 describes the function of the manager
as the business specialist in a professional organisation. His job is to help the physicians
in a group to find professional satisfaction, enjoy pleasant and harmonious surroundings
'

"

and achieve reasonable financial success." There are some subtle contrasts with Norell's
succinct definition9: Administration covers the numerous non-clinical activities
which have as their chief aim the getting together of doctor and patient, under conditions
in which the doctor works best; and the additional aim of arranging as efficiently as
possible the patient's further management in accordance with the doctor's wishes."
The American manager's task areas and responsibilities are similar to those listed
above for practice managers in this country, but' finance covers a much wider area
and is interesting in providing the only mention of patients in the Association's handbook.
Management of patients' accounts, using data processing systems, includes identification
and handling of delinquent accounts" with facilities for credit counselling so that
"

.

.
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.
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"
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patients with difficult financial problems may be interviewed, sometimes prior to treatment
or examination (our italics). In this area of credit and collections, the clinic manager
must be especially sensitive to the point of view of the doctors whom he represents."
Financial planning includes forecasts of the group's future in terms of profitability,
cash flow, tax implications or other considerations." His position and status vis-a-vis
the doctors in the group gives him a substantial part to play in the recruitment and
orientation of new staff members, their contracts of employment and partnership
agreements." He is responsible for policies concerning vacations, sick leave and group
life and disability insurance."
Boutland7 foresees the possibility in the future that large groups in this country,
consisting often to 20 doctors and their supporting staff, may lead to the need for business
managers modelled on the American pattern, and the phraseology used in the job descrip¬
tion for the manager of a very large new health centre on Teesside certainly echoes that
of the Medical Group Management Association in many ways, though without the
financial overtones. It is interesting to speculate whether an equivalent degree of financial
accountability (but to the area health authority) will also be developed in this country
in the course of time, and on the effect which this might have on the training and source
of recruitment of practice managers.
Training practice managers
Basic training in office skills with a specific orientation towards work in the National
Health Service leading to the Diploma of the Association of Medical Secretaries (A.M.S.)
is available at more than 70 colleges of further education throughout the country.9 No
specific training for practice managers exists on a regular basis, although initiatives in
this direction were taken by discussions between the Association of Medical Secretaries,
the Royal College of General Practitioners, the Department of Health and Social
"

"

"

Services, and other bodies in 1969.
The allegedly chequered career of these discussions was reported in Pulse10 but
eventually they led to a two-week residential course in November 1971, carried out at
the Polytechnic of Central London by their own School of Management Studies. There

do not appear to be any immediate plans for a further course and there is certainly no
suggestion at present of training on a nationwide scale. We understand that finance
is the main obstacle, and that the status of general practitioners as independent con¬
tractors is the underlying reason for this. Area health authorities will presumably take
responsibility for training managers in health centres, but what provision can be made
for managers in group practices operating from their own premises?
The number of practice managers needing training is unknown, but can be deduced
from the accompanying table as being measured in hundreds rather than in tens or
thousands for perhaps the next decade, if the number of partnerships in England and
Wales consisting of five or more principals is taken as a guide. These figures exclude
the groups in which several different partnerships work together in one building, but
include partnerships working in health centres.
Number of partnerships containing five or more principals
1971 (1963)
Total: (England and Wales) 506 (275)
196
Range: South-east region
Wales 20
Remaining regions 39-53
In the absence of any exporatory research on the many organisational and structural
issues which large primary care organisations present, it is difficult at present for the
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training of practice managers to be anything other than pragmatic. Certainly, an attempt
to impose solutions based on empirical findings in quite different kinds of organisations
is likely to be seen as irrelevant and resisted both by practice managers and professional
staff. In particular, a dogmatic management' approach would be unfortunate and
clumsy, and the valuation of the course held at the Polytechnic of Central London hints
at this as one of its outcomes. It is probably unrealistic to take the practice manager in
isolation from her own particular organisation, and this suggests two approaches avail¬
able for her training at the present time.
The first would be based on a didactic extension of her knowledge in related subject
areas such as statistics, economics, social administration, sociology and psychology,
together with 'familiarisation' opportunities in contact with executive councils, local
authorities and the other statutory and voluntary bodies involved in her work. It is
significant that two ofthe four publications from practice managers themselves (Boutland7
and Deacon11) suggest this approach to training.
Boutland also points out that practices vary very greatly in their problems and
needs, and this leads to the possibility of a second kind of training opportunity which
could be provided now. This would be based on a case-study, problem-orientated
approach by means of seminars assisted by management specialists familiar with and
sympathetic to the professional ethos of medical organisations. The ongoing nature
of meetings of this kind for practice managers in a limited geographical area would h^ve
the advantages of dealing with problems which are identified by the participants them¬
selves and therefore seen by them as being 'real'; of relating to local statutory bodies
with which they all have to interact in the course of their work; and lastly of giving a
'

basis for 'action'-orientated research.
These suggestions have made an assumption that practice managers have been
appointed who already have the basic secretarial, office management or administrative
skills which are presumably among the prerequisites for their appointment or promotion.
These skills will differ depending on the source of the manager's recruitment and a
number of writers have discussed the possibilities in this area.

Recruiting practice managers
Tate,12 who visited 'many' (sic) health centres throughout the country, found practice

a number of backgrounds. Appointment or promotion from within a
could
of a senior receptionist who might also have been a nurse or health
be
practice
visitor. Drury5 felt that doctors worked more easily with a manager promoted from
within the system than one grafted on from outside, but Tate points to the disadvantage
that nurses might need further training in basic office skills, while a lay manager might
have problems in her relationships with the nursing staff of the practice. If several
group practices were joining in one building, the competition between the senior secre¬
taries or existing practice managers from each of the new practices might also create
problems for the one who was eventually appointed in overall charge.
The Harvard Davis report13 equivocated.the practice manager "may or may not
have a medical or nursing background"; Lloyd14 (a local health authority adminis¬
trator) felt that the manager should have a 'professional' qualification and extensive
administrative experience, but need not necessarily have worked previously with doctors;
Deacon11 (a health yisitor become manager) discusses the whole issue at some length
and points out that a manager with nurse training and experience has a great advantage
in creating good relations with the professional staff of the organisation, as well as being
able to answer the medical queries of lay reception and secretarial staff. Both Deacon
and Tate12 mention the possibility of a dual appointment of a lay manager with a senior
nurse who would be based on the health centre in order to supervise the nurses and

managers with
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create an administrative link between them and the practice manager. This proposition

compatible with the position of the 'first-line manager' in the Mayston structure,
organisational solution may possibly be in existence already on an ad hoc

seems
and as an
basis in some

parts of the country.

There is a formal precedent for this structure at the Doctor Martin Luther King
Jnr. Health Centre in the Bronx district of New York.15 This is a large centre in a ghetto
area, with over 100 professional staff providing primary care in teams, and a further
200 or so full-time and part-time staff working in nine specialties. In the late 1960s
the centre developed major problems of organisation and management. Following a
study by management consultants, it is now organised into seven units for clinical work,
each of which has a unit manager who is responsible for the day-to-day operation of
the unit, and whose functions are broadly similar to those described earlier in this paper.
He is accountable and reports to the Director of Health Services of the centre and in
this respect has equal status with the professional chief of the unit, who is responsible
for the professional personnel and their work. Liaison between the unit manager and
the professional chief is effected by a unit co-ordinator who is a qualified nurse who re¬
ports to both, and is herself responsible for the day-to-day supervision of the professional
and technical staff, with their training and development programme. She therefore
carries out the personnel management functions in relation to professional staff which
the unit manager cannot properly do because of his lay status. In comparison with
our own problems the scale of this paradigm is too great, but the trends in growth of
group practice and health centres exist in this country and the problem of lay-professional
interaction which the American structure is designed to solve has already been foreseen
by Boutland, and may exist in embryo in many health centres and group practices.
This discussion paves the way for Tate's remaining suggestions about other sources
of recruitment of practice managers:
(1) Hospital administrators and records officers. Their potential for liaison between
the group or health centre and other health care organisations commends them,
but they will need specific in-service training in the administration of community
health services, and the same salary scale and superannuation opportunities as
they had in the hospital service.
(2) In Scotland, clerical officers from the Scottish Home and Health Department have
been appointed as practice managers.
(3) A medical secretary from any of the three branches of the health service.
recruited outside the
(4) Other writers mention appointments of practice managers the
armed forces and
health services altogether.from industry and commerce,
the civil service specifically.but transfer from many other occupations would be

possible.

Factors affecting the responsibilities and tasks of the practice manager
A question which is implicit in all the literature on practice managers but is discussed
the appointment
explicitly by Boutland7 is that of the criteria of need which determine
of a practice manager and this brings to light some of the many variables underlying
the problems of internal structure.
A number of opinions have been given about the stage of development at which a
be appointed. The Harvard Davis report13 suggested that a
practice manager should
full-time manager is needed in multiple group practices and health centres containing
more than one group practice. Lloyd14 felt that six or more general practitioners would
need a manager for the practice, as opposed to a secretary acting-up' which would
suffice for a smaller number of doctors. Harcus2 describes her work and the organisation
in a seven-man group practice with 21,000 patients and 11 full-time and part-time nursing
'
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staff apart from mid wives. Tate12 thought that the number of patients would determine
the appointment of a manager and saw 15,000-20,000 patients as being a critical number.
Boutland7 examines the problem in much more detail and implies that there is no single
criterion by which the need for appointing a manager can be judged. She observes that
mere size alone in terms of number of doctors, staff and patients is not necessarily an
indicator of need, and points to the enormous variation in the number of staff hours
given to patient contact in practices of similar size (Irvine18) and to the variations in
level of equipment and sophistication in other respects which were observed in the
studies we have quoted above.
Presumably contact with patients is the main organisational aim in the majority
of practices (though the alleged problems between patients and appointment systems
tend to create doubts even about this) and presumably generates the majority of the work,
either directly or indirectly, of the administrative staff in general. Thus even at this
level the number, intensity, duration and content of patient contacts for all the
professional and reception staff in the organisation would be a more reliable criterion
than either the number of staff members or the number of patients. In addition to this,
there are the contacts and transactions, and the work which results from them, between
professional and lay staff within the building not directly related to care of a patient,
and the transactions between the practice and all the other organisational systems out¬
side it. We know that the number of these varies considerably even on the one parameter
of the variation between practices in referrals to hospital.
The need for different kinds of lay staff in different grades is much more likely to
be related to the number of operational systems, the number of inter-relationships within
and outside the practice, and the degree of formality or informality and the richness
of these relationships than it is to the superficial criterion of mere numbers of doctors
or patients. Research is needed to discover which systems of interaction generate most
work.of what kind and how much.and in what way this affects the work of all the lay
B. L. E. C.
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People with whom four practice managers and srx other writers say that managers have contact

General practitioners
Lay practice staff (secretarial/receptionist/clerical)

Frequency of mention
10 (out of 10)
10

Domestic staff

Local authority-attached nurses
Patients
Health visitors
Executive council staff
Local health authority administrators
Manufacturers of equipment and supplies
Builders and tradesmen

h
}*

Local authority doctors
Directly ("privately V) employed nurses
Hospital staff.other than medical

lr

3

Hospital consultants
Social Services Department
Bank
Department of Health and Social Security
Local authority-attached midwives

y

i

Accountants
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staff, for in this context the practice manager cannot be considered in isolation from all
the others. Meanwhile ad hoc solutions may suffice, though anecdotal information
suggests that a large number of practices are experiencing some major and protean
problems in the organisation and management of their practices and ad hoc solutions
will not do for ever.
In order to have a rough indication of the number of people with whom a practice
manager might interact, we tabulated all the categories of people given as coming within
the manager's terms of reference by ten of the authors (four of them being practice
managers) who have described the manager's work. The categories are ranked by the
number of authors who mention them in the ten papers.
Bearing in mind the very different organisations being described by the authors,
their differing orientations, the fact that some of the papers are prescriptive and that
all the observations are informal and unqualified, then this list can only be taken as
an indicator of the possibilities. Even so, it is surprising that none of them mentions
contacts with hospital nursing staff or junior hospital doctors. On the other hand, failure
to mention social workers and dispensers is likely to be a function of the limited number
of practices being described.
A group practice or health centre which has appointed a practice manager almost
certainly has become 'hierarchised' to a sufficient degree to need a governing and policyregulating structure more formal than the regular partners' meeting serviced by a senior
secretary where each partner may be responsible for a separate area of management
in the practice in addition to his clinical work. At this level Coulter and Llewellyn21
make the comparison between the partners of the practice and the executive directors
of a board, each of whom carries executive responsibility for effecting the policy deci¬
sions made in his 'area' by the board or committee. Above a comparatively small number
of directors this structure is likely to pose problems of multiple accountability, conflicting
authority and failure of co-ordination as well as competing with the needs of patients
for the doctor's time. While policy-making and executive powers must necessarily
remain with the professional members for clinical matters, the practice manager can
perfectly well be appointed to the committee to advise on policy in her own area and be
given executive powers in relation to all the decisions involving the general management
of the group practice. Coulter and Llewellyn also make useful suggestions for a series
of topics relating mainly or wholly to practice administration which could be reviewed
at partners' meetings in each month of the year.
The move into a health centre in company with other professions and employees of
the local health authority necessarily involves the likelihood of the need for a more com¬
plex representative and policy-making body. Norell9 and Tate12 both discuss the form that
the health centre committee (or 'house committee') takes in their experience although
the position of the practice (health-centre) manager in relation to the committee (officer
or member?) is not made explicit. He or she does however have executive powers dele¬
gated by the committee and seems to be accountable to the committee.
On Teesside, the Medical Officer of Health's job description for the new health
centre manager8 seems admirably clear: he will be accountable to the Health Centre
Management Committee and, as executive secretary to the committee, he will ensure
that policy decisions are implemented and create an effective communications system
to this end. Although paid by the local health authority he will be independent of that
body insofar as the policies he executes will be in accordance with the decisions of the
management committee (or more usually its sub-committee). He will be a member of
this body in his own right, equal in status to the family doctors and members from other
disciplines. He will take an active part in formulating health centre policy and assess
and report on the effects of the policy. He may delegate tasks to appropriate persons,
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and himself has delegated powers to make decisions on matters which need them urgently
between meetings. For this purpose he also has power to convene ad hoc meetings
of the sub-committee or other parties.
This statement seems to create the pattern for the form of decentralised management
which Lloyd14 feels is so important for health centres. It also implies the need for the
appointment of a highly trained and skilled administrator as manager, and a relevant
question at this point is to ask what the reactions of general practitioners are likely to be
when faced with the emergence of a lay group designated as having equal status with
them and having powers which may be seen pejoratively as being' bureaucratic'. Hitherto
in group practices the practice manager has usually been appointed and employed by
the doctors themselves. If the manager is also female and has a medical or nursing
background, the traditional 'triadic'22 relationship of medicine (nurse-doctor-patient)
is reinforced and the impression of the practice manager as being highly professionalorientated and professional-permissive comes over particularly strongly in the paper by
Harcus.20 The difficulty which general practitioners have in transferring authority and
delegating medical functions to nurses has been discussed by Reedy25 and similar con¬
straints may operate in the relationship between general practitioners and a lay practice
manager, tempered only by the tendency for the transferred authority to be in relation
to relatively non-clinical matters, such as the management of staff and the control of
equipment and supplies.
Directions for research

The whole of our thinking about primary care organisations (and most of the discussion
of practice managers so far) has rested on an implicit assumption that because these
organisations share common professional norms, have patient contact as a process
in common and are broadly constrained by legislation, then they must be fundamentally
identical in structure. Although this concept is convenient and useful as a framework,
both for legislation and the activities of the institutions which operate nationally on
behalf of these organisations, there is reason to believe that they may be more dissimilar
than similar when it comes to the level of the real problems and constraints with which
they cope from day to day, and which govern the lives of the people working within them
and the patients who depend on them.

Given that there are approximately 9,000 of these organisations in England and
Wales (43 per cent of which are single-handed); that there is probably very little contact
between them except rather diffusely at political and training levels; and that each one
is 'professional intensive' (Mair and Gunn16), it would be surprising if they did not
conform with Schon's 'centre-periphery' model17 of spontaneous and independent
innovation and goal-setting. These processes, more than any other, would separate
each primary care organisation from all the rest and make it an island which solves,
or fails to solve, its own problems in its own distinctive way.
This thesis would become more credible as the organisations examined increased
size, if the patterns of their internal structure became manifestly different in terms of
authority, accountability, form of internal government and degree of hierarchisation.
It is suggested also by the findings of the surveys carried out by Drury and Kuenssberg,3
Irvine18, and Irvine and Jefferys19 which showed the large variations existing between
general practices in terms oftheir staffing structure, methods of working and level of equip
in

ment.

Earlier in the paper we identified the concepts of responsibility, accountability and
authority as being relevant to any consideration of the role of the practice manager
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and

an

examination of these issues would be central in any future research into the

functioning of general-practice organisations.
Responsibility in a job indicates that the practice manager is accountable to some
degree for the contribution which she makes to the services provided by the practice or
health centre. It will be implicit in the role she plays or is expected to play in the practice
organisation. Some aspects of the role might be generalised, e.g. she is responsible
for the smooth running of the organisation's daily business", or they might be more
specific, e.g. "She is responsible for ensuring that procedures for handling record cards
are adhered to by all other staff". Within such statements there are implied relationships
with other people; at their most simple they are accountability to superiors and authority
over subordinates. Responsibilities can only be made explicit in the context of defining
relationships and interactions with others. The degrees of definition of responsibility
can be regarded as points on a continuum which ranges from general statements of the
desired outcome from the assumption of responsibility, to specific statements of the
precise basis for accountability, including the criteria to be used for assessing performance.
The degree of definition will then establish the terms of reference for the exercise of
authority by the practice manager. She might assume authority tentatively, in order to
help organisational process, or else authority might be formally described and delegated
to her. (By "organisational process" we mean the way in which individuals' time and
effort, supplies and equipment are combined to produce a service.)
Tasks undertaken in the course of a job are not all relevant to the responsibility
with which the job holder is charged. For instance, working out a rota for surgery
cover in order to accommodate general practitioners' commitments to clinical assistantships in local hospitals is a vastly different task for a practice manager from booking
a place at a conference for one of her doctors. Whereas the former is one for which
she must use her ingenuity, tact and discretion, the latter is simply a matter of filling
in the form as instructed. Some tasks may be the subject of decision-making by
the practice manager. She may decide whether or not a task should be undertaken,
when, how and where; or she may make no decision nor exercise any discretion. In the
latter case she bears no responsibility for the impact of that task on organisational process.
Tasks, then, may be classified either as being undertaken with discretion in the course
of discharging responsibility, or as being non-discretionary in any sense.
Thus, the responsibility assumed by the practice manager might be described by
the discretion she exercises in respect of the tasks she undertakes. The evaluation of
responsibilities in this way is important, as it can help to determine the experience,
calibre and training required for the position of practice manager. Unfortunately, the
literature available does not provide the detail needed for such an evaluation. There
is a need for data that will help us to appreciate in some depth the responsibilities and
tasks which, because of increasing size and complexity in general practice organisations,
can be differentiated from others and be identifiable in the roles of practice managers.
The questions surrounding the appointment and functions of practice managers
seem likely to focus discussions of this nature and to precipitate research in an area
which has not so far seriously been approached except at the level of the general survey
by the authors mentioned above. These are all issues which, we submit, will sooner or
later need empirical study in a range of organisations. In the meantime we are aware
that there seems to be a gap between the provision of resources for the creation of
increasingly large general practice organisations (both in health centres and outside
them) and the provision of resources for training and consultancy which might allow
them to work effectively at an earlier stage in their development.
"
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SELECTION OF MEDICAL STUDENTS
There is also a need for international studies of the selection process. Such studies can
take place, however, only if funds are made available from national governments or
other interested bodies. It is hoped that adequate funds will be forthcoming so as to
ensure that the processes of selection for medical education are beneficial to those who
enter medicine, to the schools responsible for their training, and to the people of the
world at large.
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