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Usually the signs and symptoms resolve spontaneously in
the first few weeks or months and expectant management
should be the rule. Massage over the lacrimal sac will raise its
hydrostatic pressure and the parent should be instructed in
gentle but firm massage from above the inner canthus down-
wards along the base of the nose. If the discharge becomes
excessive a circumscribed course of antibiotic eye ointment
should be given, preferably after culture of the discharge.
The decision whether or not to syringe and probe the naso-
lacrimal duct is based on the severity of the watering and dis-
charge, the length oftime that has been allowed for spontaneous
resolution, and the general health ofthe baby. As much time as
possible should be allowed for spontaneous resolution-even
up to a year-provided that the symptoms are not severe. Most
British ophthalmologists prefer to carry out the operation
under general anaesthesia, but it can be done without anaesthe-
tic in smaller babies. Probing is successful in over 90%0 of
patients with simple membranous obstruction of the distal end
of the nasolacrimal duct,9 but is less successful in patients with
obstruction at other sites, which are fortunately much rarer.
Failure to respond to two separate probings may call for the use
of a silicone tube attached to two stainless steel wires which are
passed down the nasolacrimal duct. The tubing is left in the
duct for a few weeks, tied with a suture in the nose to prevent
its loss.10 With appropriate early treatment and care and gentle-
ness in any surgical manoeuvres more extensive surgery is now
rarely needed in childhood for congenital nasolacrimal duct
obstruction.
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Medical manpower
information
A former senior administrative medical officer who wanted
to telephone one of his clinical colleagues was said to refer to a
file in his office which told him where any consultant in his
region would be at any time on any day of the week. How
often he turned out to be misinformed is not on record. Yet
consultants are easy game for a medical manpower information
system, compared with senior house officers and registrars.
With junior doctors the problem is several stages further back
than knowing where they are at a given tine. Indeed, before
knowing who a registrar or senior house officer is, in

terms of age, sex, where he comes from, how long he has
been in post, and where he intends to go, there is the simple
question of which doctor is occupying which job; and even
this presupposes reliable information about exactly what jobs
exist.
The disadvantages of not having better information about

medical staff have been acutely apparent to those concerned
with postgraduate training and were clearly seen by the
House of Commons Select Committee.' Twelve years ago one
postgraduate dean set up an "operations room" with a wall
chart purporting to describe the occupant of every junior
hospital post in his region; he found that he needed a full
time secretary to try to keep the information up to date, and
the attempt was not a complete success. More recently, the
postgraduate dean's office of the South West Thames region
has pioneered a computer based information system for
junior hospital posts and their occupants-a notable achieve-
ment, but the constant updating of any independent system
of this kind must prove expensive in time and effort. Some
other regions-all too conscious of their need-have begun
to develop systems along the same lines as South West Thames
but with variations of style and management. In fact, style
and management are everything, for the way in which the
potential usefulness or meddlesomeness of a data system is
perceived, and the practicability of running it, will certainly
determine its success.

In principle, the National Health Service coding system for
regions and districts and for specialties and subspecialties can
be used as the basis for a system of identification and coding
of hospital posts. Some years ago the Council for Postgraduate
Medical Education proposed such a coding system. There
were untidy problems around the edges concerning part time
and other supernumerary appointments, university posts with
NHS grading, secondments, and rotational training pro-
grammes, but these are not insuperable. The proposals were
discussed but not implemented. Meanwhile, the Royal College
of Physicians has devised its own code numbers for posts
recognised for training by the college and the Joint Committee
on Higher Medical Training, and some other colleges are
developing computer based information systems for their own
specialties.
At the request of the Chief Medical Officer, Mr J C C

Smith, formerly of the Department of Health and Social
Security and now with the Nuffield Provincial Hospitals
Trust, produced constructive suggestions for setting up a
medical manpower information system which would be based
at regional and district level. The mutual compatibility of
these regional and district systems would make it possible to
construct a national data base for medical manpower, and the
DHSS would be an obvious customer for this information.
John Smith's proposals were warmly welcomed, not least by
postgraduate deans. The compilation of three sets of informa-
tion was envisaged: about posts, people in posts, and the
history of those who had previously occupied each post. In
addition to these recommendations John Smith's report
contained a brilliantly written analysis of the problems of the
career structure and the consequent need for better data, which
deserved to be very widely read.
Hopes that an integrated NHS/DHSS system can be

developed have been raised by the report of the Korner
Working Group E on manpower information.2 The recom-
mendations are very much in line with John Smith's but at a
less ambitious level. In other words, the attempt has been
made to define a sensible and practicable minimum set of
data which could be compiled at district and regional level
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throughout the country on a basis of mutual compatibility.
Some districts or regions might choose to add additional
items of information, but there would be an agreed minimum
requisite for the purposes of both postgraduate training and
manpower planning. The hard pressed administrative staff
of a district will be disinclined to cooperate in producing
complicated information if this is thought to be mainly for the
benefit of a regional health authority or a postgraduate dean.
But if the system is soundly based on the Korner principle
that information should be collected only if it is for a clearly
defined purpose then, suitably tested for practicability, it
should appeal as much to districts as to regions and deans.
Although the resulting information will be of great value in
regional planning and postgraduate training there is no doubt
of each district's own need for basic data and its responsibility
for maintaining this.
The quality of data is all important. A consultant remarked

recently that what worried him most about HospitalActivity
Analysis was that nobody ever appeared to have a problem
about interpretation or classification. This is a potentially
disturbing observation: the accuracy of any information
depends on who collects it, how conscientiously they do the
job, and how well they have been trained. Rightly, therefore,
the Korner report places some emphasis on the need to
teach people how to do the necessary work and to make sure
that it is being done properly. How feasible this will prove
remains to be seen, but any system must have built into it a
mechanism for testing its degree of error at intervals. One
seminar has so far been held, at which postgraduate deans and
regional specialists in community medicine were able to
discuss the Korner proposals; further meetings will be held,
and these will include talks between the Korner group and
the DHSS. Pilot trials are beginning, and this Korner
initiative should be able to draw together the threads of a
long continued debate and lead swiftly to the general adoption
of a medical manpower data system capable of supplying the
DHSS with information on which it can base its own planning
for the future.
The question of what medical manpower information is

needed at regional and district level must be reconciled not only
with what is required by the DHSS for its own purposes but
with the wider need for the best possible statistical information
nationally about the make up of the medical profession and
its work. To take a simple example, if an overseas doctor is to
be granted limited registration in respect of a particular job
on the understanding that the job has educational approval
from a royal college, then the employing authority, the royal
college concerned, and the General Medical Council must
be sure they are all talking about the same job and the same
doctor. At a time when the NHS, DHSS, and GMC are all
thinking about coding and data systems they may need
extensive discussions between themselves and the university
medical schools.
The DHSS has had to think about its own medical man-

power data systems as part of the Rayner inquiries. What
information about doctors does the DHSS really need?
Why does it need it? How can it best be compiled, and how
elaborate and expensive a system can be justified in the light
of acknowledged deficiencies and inaccuracies ? This last type
ofquestion would be aimed particularly at the Civilian Doctors'
Career Index-a concatenation of data files which has grown
over the years out of the Central Medical Recruitment
Committee Index originally compiled by the British Medical
Association. This index has considerable potential, but there
may be limits to what can be achieved with the resources

currently available. If, for example, each annual updating
cycle is so complex that it takes 18 months the result is not
likely to be satisfactory. Either we must settle for something
less elaborate or ask at a more fundamental level if it is
reasonable or proper to expect the DHSS to collate all relevant
information and answer all potential queries about the make up
of the medical profession. This raises the question of whether
there should be a central repository of medical manpower
data with comprehensive inputs of information from all
relevant sources and with the expertise to provide analysis
and informed advice. The idea of an identifiable manpower
unit of this kind has been discussed; there are examples in
other countries, such as the National Institute for Planning
and Rationalisation of Health and Welfare Services in Sweden
and the Ontario Physician Manpower Data Center in Canada,
which might well be examined. The Royal Commission on
the NHS3 commented that regular reviews of medical man-
power need to be supported by better data than have so far
been available, and, though it laid the responsibility for such
reviews on the Health Departments, it emphasised that "more
work is needed on numbers and roles" and envisaged this as
part of the function of an independent health services research
institute. Nobody wants to advocate the creation of yet another
new body without good reason, but we all need help with
manpower planning and postgraduate training; and, though
we have good reason to be grateful to the DHSS, which
serves doctors and the public far better than most countries are
served with statistical information about the medical profession,
it is worth discussing whether this is rightly the DHSS's job
and whether it has the impartial ability to devote sufficient
resources to the general information and research aspects of
the task.
Now is the time to start a concerted exercise on medical

manpower information. Continuing discussions about "general
professional training" presuppose good information about
senior house officer and registrar posts in various specialties
and their occupants; GMC regulations about limited registra-
tion and college recognition demand precise information about
the educational status of individual posts; the more general
problems of arranging postgraduate training for overseas
doctors, and giving careers advice to those already here,
become increasingly urgent; the regulations for vocational
training in general practice require exact information about
which hospital posts are selected; university appointments
which carry NHS recognition for training purposes need to
be monitored, as do the increasing number of supernumerary
part time appointments; and the problems of the career
structure have to be emphasised over and over again. Solutions
to these problems require far more information about who
occupies junior hospital posts, for how long, and for what
reasons. We have delayed much too long in getting together a
good system of medical manpower data. Surely it is sensible
to make fast progress now, before too many individual
regions, colleges, and postgraduate deans fly off in their own
potentially incompatible directions.
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