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should deter general practitioners from
referring women for the abortions to
which they are entitled.

SHEILA ADAM
DAVID COSTAIN

3 Horwood Close
Headington
Oxford.

TEACHING MEDICAL
SUBJECTS TO SOCIAL
WORKERS

Sir,
The Liaison Committee between the
British Association of Social Workers
and the Royal College of General
Practitioners is currently considering
the requirements for teaching medicine
and related subjects during social work
training. We realize that medical
subjects are taught to a varying extent in
most courses of social work training.
We have made limited soundings of
opinions on the subject among doctors
and social workers, but we would like to
know more about what actually hap-
pens in training courses.

It would be much appreciated if
doctors who teach on social work
training courses would write to us and
let us know what happens. In particular
we would like to know what is taught,
by whom, and the amount of teaching
time that is involved. We would also
appreciate a brief assessment of the
value of such teaching.

Correspondence should be addressed
to the Secretary of the Committee, Miss
D. G. Dedman, BASW/RCGP Liaison
Committee, Department of Social
Work, The London Hospital, White-
chapel, London E 1 I BB.

G. KEELE
Chairman

Theatre Royal Surgery
Theatre Street
Dereham
Norfolk NRl9 2EN.

MEDICAL EVIDENCE OF
INCAPACITY

Sir,
In the January issue (p. 44) there is an
unsigned 'snippet' entitled "Medical
evidence of incapacity" which deserves
comment because it appears to carry
great authority.

However, it fails to distinguish
between advice and certification. Of
course a practitioner must advise his
patient on the time and extent of
resumption of all forms of activity,
including naturally resumption of work.

Certification, on the other hand, is a
process of advising a petty bureaucrat
of the DHSS for the security of the
public purse.
That employers so frequently use

sight or copy of Med 3 is probably not a
breach of confidence in that the patient
hands the certificate to the employer
and incurs the full responsibility
himself. It is, however, a breach of the
practitioner's copyright and fraud-
ulently deprives the practitioner of his
fee. This custom is now contrary to the
policy of the Conference of Local
Medical Committees and of the British
Medical Association.
The suggestion that serious disease

may be detected early because of the
need to attend early for a certificate is
probably vastly offset by those who do
not attend with serious illness because
the doctor is always "so busy"-issuing
certificates and necessarily examining,
and probably treating, large numbers of
patients with straightforward self-
limiting illnesses and minor injuries.

DERMOT LYNCH
The Surgery
281 Hounslow Road
Hanworth
Feltham
Middlesex TW13 5JG.

SELECTING TRAINERS

Sir,
It was with astonishment that I read Dr
Oakley's stirring defence of the Kent
Trainer Selection Committee's method
of selecting trainers (February Journal,
p. 117). It is good to see that they adhere
to the criteria laid down by the Joint
Committee on Postgraduate Training
for General Practice (1976).
Why then was I deferred for a year by

the self-same committee because I had
not been a principal for five years when
those criteria of which Dr Oakley writes
clearly state three years?

It seems that whilst Oxford and the
North of England areas are to be
soundly condemned by Dr Oakley for
not adhering to the criteria in asking for
the possession of the MRCGP, Kent are
to be admired for altering a far more
arbitrary criterion.

Experience rules OK, Dr Oakley?!

JOHN F. GRACE
Hurstmere
2 Colewood Drive
Strood
Kent.

Reference
Joint Committee on Postgraduate Training

for General Practice (1976). Criteria for
the Selection of Trainers.
London: JCPTGP.

Sir,
I could not agree more with Dr John C.
Oakley (February Journal, p. 117)
about the selection of trainers. I would
add that a trainer does not need to be
trained to be a trainer, as some members
of the profession would have us believe.
Surely, teaching and 'putting things
over' to people is an art and one is either
capable of communicating ideas or not.
This is something we should have
learned by now from our school and
student days; that is, that you are either
capable or incapable of teaching, and
that is an end to the argument.

I would like to disagree with Dr M.
Modell (December Journal, p. 759) who
suggested that the MRCGP examination
should have a 'clinical' unit; I suggest
that he not only insults the young doctor
who has already qualified and who has
passed several clinicals in his finals, but
also insults his distinguished panel of
examiners by imputing that they were
not capable of determining whether the
student before them was capable of
conducting a clinical examination.

M. E. GLANVILL
Jocelyn House Mews
Chard
Somerset.

BUTTERWORTH MEDICAL
DICTIONARY

Sir,
I hope you will allow me space to
redress the effect of your curt dismissal
of the Butterworth Medical Dictionary
in your recent review of its second
edition (December Journal, p. 762).
Your complaint was that it contained
none of the newer terms used in general
practice. Although you did not specify
any of the terms for which you had
sought in vain, it is likely that most of
them are defined in standard dic-
tionaries of the English language. Terms
such as 'psychodrama', 'role play', and
'behaviour modification' can be un-
derstood in this way. Other hybrid
terms such as 'collusion of anonymity'
and 'standardized residuals' are better
worked out in discussion with a tutor.

Since receiving this fine work as
runner-up to the Butterworth Gold
Medallist I am perhaps the only other
general practitioner to possess a copy. It
seems to me a great landmark in
medical publication, a marvellous
example of the lexicographer's art, and
a work without which few medical
authors could now make their con-
tributions. In anatomical nomenclature
the NA (Paris) terms are incorporated
where appropriate without marching
ahead of the education of doctors who
are still more familiar with the Bir-
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mingham Revision. Units of energy and
pressure are given according to the SI
system. This alone makes it unique.
My limited experience of vocational

trainees has led me to believe that they
often need satisfaction in a specific
clinical sense. Just recently, for in-
stance, everything else was set aside to
discover what the consultant had meant
when he wrote, "This patient is ob-
viously suffering from Frey's syn-
drome".
The scope of the dictionary is

enormous, and the difficulties involved
in its compilation are beautifully ex-
pressed by the Editor-in-Chief in his
preface:
"Avoiding all sensitivity to their
alluring colour, the editor of a medico-
scientific lexicon now finds himself
confronted by the power of words, the
tyranny of words, their not infrequent
falsity and fickleness, their imposture
and their force. At times the
lexicographer has to assume the mantle
of metalanguage and to sit in judgment
outside the arena of word-spinning."
How well he has done his work can be

seen if one opens it at any page. To do
this is to be fascinated by the diversity
of medical and cognate subjects, and
the possession on one's lap of the
greatest concentration of medical
scholarship in existence. Candidates
waiting to appear before committees,
and waiting in libraries, should be
cautioned against becoming too ab-
sorbed in it, and should choose
something less impressive. It is, in any
case, the same weight and size as the old
family Bible.

M. KEITH THOMPSON
24 Fryston Avenue
Croydon
Surrey CRO 7HL.

Sir,
I am grateful to Dr M. K. Thompson
for his defence of Butterworth's
Medical Dictionary and he is certainly
right to emphasize its scope and the fact
that it is beautifully produced.

Nevertheless, several of the terms in
the dictionary are defined in ways not
now currently used in British general
practice. For example 'consultation' is
defined only in terms of a meeting
between two or more physicians.
Similarly a 'group', which is now one of
the more important developments in
vocational training and continuing
education, is defined only in terms of
inanimate objects.

In the list of abbreviations at the
beginning, while fellowship of the

College is acknowledged neither
membership nor the College itself are
given a place, whereas all the other
Royal Colleges are listed in the ap-
propriate groups.

I believe that a dictionary costing
£45 and of almost 2,000 pages, if it is to
be acceptable to our branch of the
profession, should help vocational
trainees to define common terms used in
their discipline. Personally I think
'collusion of anonymity' is just the kind
of term which a trainee might
legitimately expect to have defined as it
is now a common idea in general
practice.

All the following are currently in use
in this Journal and in standard general
practice works and yet are omitted from
this dictionary: A4 records; ANC 1,2,3,
forms; local authorities: a) regional
health authorities (RHA), b) area health
authorities (AHA); age/sex register;
assessment; Balint/Balintology (in-
dividual doctors are listed by names);
consultation rate; course organizer;
diagnostic register; district management
team (DMT); E book; educational
objective; family practitioner committee
(FPC); family practitioner services;
General Medical Services Committee
(GMSC); general practitioner; group
practice premises; health centre; health
visitor; independent contractor status;
practice nurse; probability; regional
adviser; role; social class categories
1,2,3,4,5; social services department;
trainee; vocational training.

This dictionary could be valuable in
postgraduate medical centre libraries,
but I regret I am still not able to
recommend it for practice libraries or
for vocational trainees.

D. J. PEREIRA GRAY
Alford House
9 Marlborough Road
Exeter EX2 4TJ.

ROLE OF ACUPUNCTURE

Sir,
Having several years' experience with
acupuncture, and over 20 years in
general practice, I am in complete
agreement with Dr Sheehan's letter
(February Journal, p. 119). Surely it is
time for the profession to have a
balanced approach? The over-
enthusiastic claimants for acupuncture
do almost as great a disservice as the
closed minds who dismiss it, without
experience, as "having no logical
basis". Of course, acupuncture is not a
panacea and will never replace Western
medicine and surgery. However, it can,

and often does, prove most useful and
effective when conventional methods
are not helping, for example in the
conditions which Dr Sheehan mentions.

EDWARD REDFEARN
11 The Vale
Mackenzie Road
Birmingham B1 1 4EN.

ABDOMINAL PAIN IN
CHILDHOOD

Sir,
Dr Turner's article, "Recurrent ab-
dominal pain in children" (December
Journal, p. 729) is a most interesting
piece of general practice recording. Like
all good research, this paper raises more
questions than it answers.
The almost total absence of a clear

diagnosis in 162 of these cases appears
to lead to the conclusion that recurrent
abdominal pain in children is the
product of psyche and the environment.
The current medical euphemism is 'non-
organic disease'. This is more ac-
ceptable but no more helpful than
'imaginary'. What else is non-organic?
The problem of the aetiology of

abdominal pain is not confined to the
recurrent pains of childhood. In a series
from Leeds of 600 acute abdomens, 100
were labelled 'non-organic disease'
(Staniland et al., 1972).
Only work in general practice can

resolve these puzzles. General prac-
titioners have the unique opportunity of
listening to the patient's original story
before it has been modified by the
development of some parts and the
discarding of others.

It is obvious that we need to expand
our concepts of the aetiology of ab-
dominal pain beyond the sets of surgical
pathology. One way of doing so is to
consider the role of segmental pain
reference in these cases. I have found
this extremely useful. Musculo-skeletal
disorders appear to be a main cause of
abdominal pain in my practice.

I wonder if other of your readers have
a similar view.

B. J. BROOKS
Bourne Hall Health Centre
Ewell
Epsom
Surrey.
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