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T
his year, like previous years, has 
seen a spate of coverage in the 
British media of maulings by 
dogs. The most recent available 
data from the Royal Society for 

the Prevention of Accidents (www.rospa.
co.uk) show that 70 000 people attended 
UK emergency departments in 2002 for 
injuries caused by dog bites. Many of these 
are attacks on children by the family pet and 
take place in the home (European Journal of 
Pediatrics 2003;162:254-8). Dog bites have 
become a public health concern and a child 
protection issue. As with many public health 
issues, however, individuals are reluctant 
to take responsibility and modify their 
behaviour. The medical profession is left to 
mop up the mess. Children are particularly 
vulnerable; one American study found that 
children under 5 were the age group most 
likely to have severe head and neck injuries 
(American Surgeon 1999;65:863-4).

Undoubtedly, few people bitten by dogs 
die or are left with a profound disability. 
However, the number of people admitted to 
UK hospitals after being bitten by a dog is 
rising, despite a fall in dog ownership. Data 
collected by the Information Centre for 
Health and Social Care (www.hesonline.nhs.
uk) show that 4133 patients were admitted 
to hospital in England in 2006 
as a result of injuries from 
dog bites, almost double the 
number in 1996, and that 22% 
of these people were children 
under 9. Apart from the 
psychological and physical consequences 
(including infections) of dog bites, they result 
in unnecessary expense.

It is clear that the 1991 Dangerous Dogs 
Act does not work. For a start, it does not 
cover the majority of bites that occur in the 
family home, and only 764 people were 
prosecuted under the act in 2005. Also, all 
dogs bite, not just the four breeds prohibited 
under the act (the pit bull terrier, Japanese 
tosa, Argentine dogo, and fila Brasileiro, 
including cross-breeds). Indeed, one study 
showed that the most common dog bites 

were from Staffordshire bull terriers, Jack 
Russell terriers, medium sized mongrels, and 
Alsatians (BMJ 1991;303:1512-3).

If proposals to license ownership of dogs 
had succeeded, we would at least have a 
national canine register to document which 
dogs show aggression and need closer 
supervision. But even if the current laws 
were tightened, dog attacks would continue, 
because legislation does not get to the root 
of the problem of why the attacks occur. 
Unless we introduce the equivalent of 
antisocial behaviour orders for dogs—which 
would probably increase the number of 
attacks occurring in the family home—there 
needs to be a change in the way as a society 
we manage dogs in the future.

We must stop placing blame on the dogs 
themselves and focus attention instead on 
who holds the other end of the lead—or who 
isn’t holding the lead, as the case may be. 
Most dog bites to children at home happen 
when the child interacts with the dog in 
the absence of adult supervision (European 
Journal of Pediatrics 2003;162:254-8). It is 
clear that not all dog owners appreciate that 
children should not be left unsupervised 
with a dog. Just as some parents are obliged 
to take parenting classes, I would like to see 
equivalent mandatory classes for expectant 

dog owners to teach them 
about the responsibilities of 
dog ownership. 

Measures targeted at 
children are also needed. 
Educational programmes for 

children, such as the “Prevent-a-bite” scheme 
in Australia (BMJ 2000;320:1512-3), have 
shown the potential to instil precautionary 
behaviour around dogs. Teachers and health 
visitors are in a position to introduce dog 
awareness programmes, such as the new 
Blue Dog project (www.thebluedog.org). 

Some people have advocated muzzling 
all dogs in public places. Although this 
might prevent some attacks, it would not 
prevent the large numbers of bites that occur 
in the family home. Dog-free parks might 
reduce people’s anxiety about dogs and 

ensure that children don’t encounter dogs 
(or their excrement), but again this would 
not reduce the problem of dog bites on 
private property. Neutering all dogs would 
ultimately resolve the problem, but I doubt 
whether such a move would meet ethical 
approval.

It is therefore time for medical 
professionals to act on this issue. Where, for 
instance, is the medical representative on 
the Pet Health Council? Doctors, vets, and 
schools need to work together to research, 
educate, and advise legislators to prevent 
dog attacks in the future. I would like to 
see vets advising all dog owners about bite 
prevention, and doctors have a part to play 
in promoting bite prevention when treating 
patients who have been bitten by dogs. 

Ultimately perhaps the only way to 
stop dog bites will be to ban dogs. In the 
meantime I suggest a Department of Health 
campaign for next Christmas: “Just ask for a 
goldfish.”
Rachel Besser is a trainee within the London Deanery 
and lifetime dog owner rachelbesser@hotmail.com
From the archive: Is it time to ban dogs as household 
pets? (see BMJ 2005;331:1278)

Dog attacks: it’s time for doctors to bite back
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PERSONAL VIEW Lesley Morrison

Treatment not Trident: why nuclear 
disarmament is a medical issue

T
he 1983 BMA report The Medical 
Effects of Nuclear Weapons made it 
clear that preventing the possession 
and use of nuclear weapons is a 
matter of concern for doctors. Then 

over the next 20 years the issue seemed to 
go away. Except it didn’t: in Britain it’s called 
Trident and it’s sitting at Faslane naval base in a 
beautiful loch on the west coast of Scotland.

The proposed replacement of the Trident 
system of ballistic missiles armed with nuclear 
warheads will cost British taxpayers about 
£70bn (€105bn; $140bn). It will cost—and 
is costing—them a lot more in terms of 
international credibility and integrity. Under 
the terms of the Geneva Conventions weapons 
of indiscriminate use are outlawed. As a one 
kilotonne bomb would kill everyone within 
a 1 km radius, such a bomb is illegal. It’s also 
immoral and wrong. The recent Medact 
report Britain’s New Nuclear Weapons: Illegal, 
Indiscriminate and Catastrophic for Health makes 
this clear (www.medact.org). The Nobel prize 
winning organisation International Physicians 
for the Prevention of Nuclear War, of which 
Medact is an affiliate, has been speaking out in 
a similar way for 25 years.

Recently a group of doctors and other health 
professionals, of whom I was one, participated 
in “Faslane 365” (www.faslane365.org), 
the year long blockade of Faslane in which 
community and professional groups of all sorts 
are drawing attention to what is happening in 
our name inside the gates. At the gates, under 
banners offering “Treatment not Trident,” we 
distributed prescriptions for the prevention of 
nuclear war (“Dialogue for disarmament, use as 
often as possible”) to the police on duty.

When we symbolically lay down on the 
road we were duly arrested—an interesting 
experience. The breach of peace was 
committed, as I pointed out when given the 
formal opportunity to respond to the charge, 
to draw attention to a much greater and more 
deadly breach of the peace. Clydebank Police 
Station was not the most beautiful place in 
the universe, and hearing the key turn in the 
cell lock was a salutary moment, but we were 
released within six hours, and throughout the 
police treated us with courtesy and respect.

When interviewed by the press we explained 
that as doctors we spend our professional lives 

encouraging people to express their concerns 
about their health. The major decision to 
replace Trident, which would adversely affect 
the health of millions, has apparently been 
taken without any opportunity for proper 
parliamentary or public debate. Our aim in 
making this public statement was to encourage 
people to express their concerns, to make 
their voices heard in the democratic process. 
As Medact members our view, in line with 

that of many senior 
military strategists, is 
that far from acting 
as a deterrent Trident 
increases the risk of 
attacks, coming at a 
time when the major 

threat to our security comes from terrorism.
Should doctors be seen to be taking such a 

stand on controversial issues? How can we not? 
The General Medical Council states that it is 
part of doctors’ professional responsibility to 
protect the public health. We are, and should 
be, concerned with social justice.

I have never and would never initiate a 
conversation in the consultation setting about 
Trident. If I speak out as a doctor I am doing so 
away from the consulting room as a member 
of a growing international movement. Have 
patients, having heard me on the radio or read 
my views in the paper, ever said anything to 
me? Yes. “Well done on taking a stand,” and, 
“Thanks for doing that for us.” Of course, those 
who disagree with our stance would be less 
likely to say so. Any who were offended or 
felt unable to speak to me again could change 
to another GP, although the situation would 
undoubtedly be more complicated in a remote, 
single handed practice.

The fundamental issue is one of freedom of 
speech. As doctors we are privy to very private 
information about individuals and families that 
we would never divulge in public. Because we 
have a public profile in our communities, and 
people are likely to be interested in what we 
say, should that mean that we cannot say it? 
Like any other citizen, tax payer, or patient we 
have the right to express our views. We have a 
right to expect that they will be listened to. And 
we hope that they will be.
Lesley Morrison is a general practitioner, Peebles  
lesley@ljmorrison.fsnet.co.uk

Like any other 
citizen, tax payer, 
or patient we 
have the right to 
express our views

All health professionals will subscribe 
to the idea that palliative care matters, 
so you may be interested in the website 
Palliative Care Matters (www.pallcare.
info), which comes from a palliative care 
specialist who is based in Wales. It is 
a good, general “one stop shop” with 
all sorts of information available at the 
click of a mouse. Links from the home 
page take you to news, journal articles, 
and a book. There is a section on syringe 
drivers and a well stocked links section. 

Nephrology Now (www.nephrologynow.
com) gathers together recent relevant 
articles from the field and associated 
journals and builds a virtual journal 
through links to these articles. 
Subscription to the website, which has 
an archive of previous editions, is free 
and painless.

Resuscitation is an important skill for 
all health professionals, and now you 
can keep up to date in this field thanks 
to the UK Resuscitation Council and the 
super collection of documents at www.
resus.org.uk/pages/mediMain.htm. 
Top billing goes to the resuscitation 
guidelines accompanied by algorithms 
and posters. The remainder of the 
material is support information, such as 
frequently asked questions. 

“Dr Livingstone, I presume” is a famous 
quotation about an interesting 19th 
century medical missionary. If you want 
to learn more about the man’s life and 
writings have a look at Livingstone Online 
(www.livingstoneonline.ucl.ac.uk). 
Here you can read his letters and learn 
about the practice of medicine during his 
lifetime. This is a bright and breezy site 
that brings yesteryear alive.

Sending large files attached to emails 
can sometimes be a problem, but an 
easy and elegant solution can be found 
at www.senduit.com. From a simple 
web page you can upload a file from your 
computer (maximum size 100 MB) on to 
a web page and then decide how long 
the uniquely generated link will remain 
active; the maximum is a week. Press the 
upload button and an internet address 
is generated that can then be emailed to 
your recipient, who can download the file 
any time before the expiry date.

Harry Brown general practitioner, 
Leeds DrHarry@DrHarry.net

We welcome suggestions for websites to 
be included in future Netlines. Readers 
should contact Harry Brown at the above 
email address

NeTLiNes
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When he was about 10 years old, my son once said, 
in a fit of philosophical insight, “Someone has to sit 
next to the naughtiest boy in the class.” He was right, of 
course, and his generalisation also applies to medicine. 
Someone has to go first, whether it is a new operation, 
drug, procedure, or experimental finding. For all of our 
experimental protocols, animal testing, and ethics com-
mittees, if it concerns human beings, someone has to 
be the first.

In these four engaging programmes, Michael 
Mosley examines the role of self experimentation in 
medicine during the past two centuries. He divides his 
 programmes by themes; anaesthesia, vaccines, diet and 
disease, and infections. Mosley, a doctor, has a wonder-
fully boyish enthusiasm for medicine and is a skilful 
communicator. He combines a nice mix of history and 
contemporary themes, interviewing several groups that 
still practise the traditional craft of using themselves as 
their experimental subjects. He is keen on experimental 
participation, subjecting himself to analysis of bodily 
scrapings and fluids, breathing nitrous oxide, altering his 
diet, and allowing himself to be bitten by mosquitoes. 
We see him changing into surgical gear, peering down 
microscopes, and being subjected to mild discomfort. 

He is particularly moving at the graves of his dead 
heroes and good, too, at seeking out some of their 
descendants to interview. Thus, we see the son of Fred 
Prescott, who injected himself with curare to observe 
its paralysing effects; the widow and son of Victor Her-
bert, who gave himself megaloblastic anaemia through 
a diet deficient in folic acid; the grandson of Joseph 
Goldberger, whose work on pellagra was pioneering; 
and a descendant of Jesse Lazear, who died, aged 34, in 
the yellow fever experiments in Cuba in 1900.

Mosley presents failures and successes, the mun-
dane and epoch making, in the same excited tone. 
John Hunter was a great experimentalist and surgeon, 
but his experiments on syphilis and gonorrhoea were 
unfortunate, to say the least. He was probably his own 
subject, but the fact that he acquired both diseases from 
inoculating his penis with the fluid from a urethral dis-
charge of someone assumed to be suffering only from 
gonorrhoea set back research on the two diseases for 
more than half a century. Hunter’s contemporary Wil-
liam Stark literally starved himself to death, subsisting 
on bread and water, gradually adding other nutrients—
but too late, as scurvy (and possibly other conditions) 
finally killed him. He recorded his diet and symptoms 
in minute detail, but they had little impact on contem-
porary thinking. Somewhere, perhaps, Dr Mosley ought 
to have reflected more fully on the fact that self experi-
ments are often one-off events, without proper control. 
Their interpretation and reporting can be bound up 
with the experimenter’s subjective feelings. They are 
double edged, needing thoughtful design and execution 
to be top drawer experiments rather than mere acts of 
bravery, exhibitionism, or flamboyance.

Mosley does show how many modern medical inno-
vations involved self experimentation, although adopt-
ing that as his recurrent theme requires the occasional 
historical sleight of hand. Louis Pasteur’s importance 
gets him full billing, but his offer to be injected with his 
new rabies vaccine was not accepted by his colleagues. 
Robert Koch was never a self experimenter, but he is 
also part of Mosley’s story. Koch’s main German rival, 
Max von Pettenkofer, famously drank a phial of cholera 
germs, to refute Koch’s claims to have discovered the 
organism causing the disease. Pettenkofer lived to tell the 
tale, so interpreted his experiment as proof that water 
sodden soil, not the comma bacillus, causes cholera. He 
later died by his own hand, not from cholera.

Two of Mosley’s interviews stand out as powerful 
testimony to the continued importance of this mode 
of experimental investigation. Hilary Koprowski, born 
in 1916, is one of the forgotten heroes in the develop-
ment of polio vaccines, but his eloquent description of 
his work, and the reasons why he was marginal to the 
media hype that polio vaccine enjoyed in the 1950s, are 
wonderful footage. Barry Marshall describes his work on 
Helicobacter pylori as a cause of gastritis and peptic ulcer. 
His research with pathologist Robin Warren reminds us 
that simple experiments are often the best, and there are 
still Nobel Prize winning discoveries to be made with 
ordinary tools at the bedside and in the laboratory.
W F Bynum is professor emeritus, University College London  
almo43@uk.uumail.com

REVIEW OF ThE WEEk

Physician, heal thyself

Medical Mavericks
BBC Four, Wednesdays at 
9 pm
Rating: ****

Dr Mosley subjects 
himself to analysis 
of bodily scrapings 
and fluids, breathing 
nitrous oxide, 
altering his diet, and 
allowing himself 
to be bitten by 
mosquitoes 

Doctors and scientists have been experimenting on themselves for centuries. A new BBC 
series considers the heroic successes—and spectacular flops, finds w F Bynum
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It was our parting ritual. The train pulled in, and my 
father, holding his copy of the Morning Star, was envel-
oped by the billowing diesel fumes. “Christ,” he said 
as he rolled his eyes. I had started to cry. Too embar-
rassed for words at this public display of emotion, he 
punched me kindly till I stopped. My father may have 
been fat, balding, and not to everyone’s taste, but he 
was the only dad I had, and I missed him. Back then I 
was the only kid in the class to come from a “broken 
home.”

We British have come bottom of the pile when 
it comes to making our kids happy, a recent inter-
national survey has found, and once again absent 
fathers are a focus of concern. Although I am wary 
of surveys (apparently four million Americans report 
having been abducted by aliens, but I don’t believe 
even alien technology could produce a tractor beam 
powerful enough to lift the average American), this is 
an important point.

You need not spend too long in family practice to 
come across problem fathers—either as problems to 
their families or as having problems seeing their fam-
ily. Men who are still shy of crying in public open 
the floodgates in the privacy of their general prac-
tice. Many fathers express stories of frustrated access, 

threats from former wives, and an almost universal 
sense that the courts express naked sexism towards 
them. 

Society still retains a narrow stereotype of fathers. 
We all share conversations about the inadequacy of 
a husband’s domestic and parenting skill—“my other 
kid,” “daddy care,” and the rest. Good humoured it 
may be, but many a true word is said in jest. People 
are oily and will twist and turn, but if cornered every-
one believes that women are genetically the “better” 
parent. Here lies the rub: unless society acknowledges 
that fathers are equal or have the potential to be equal 
parents—worthy of empathy as well as sympathy—then 
unfortunately some fathers will feel justified in duck-
ing their responsibilities.

It is not easy being a parent. “What did the baby 
have for dinner?” my wife asked. “The cat’s food,” I 
replied. “Again—it’s becoming his favourite,” she said, 
smiling. Some scars never heal: men and women may 
be different sorts of parents, but our children need us 
both. We need to do something to help families stay 
together; but if we can’t, we can do much more to 
make sure they stay in contact. I may not like stupid 
skewed surveys, but I like railway stations even less.
Des Spence is a general practitioner, Glasgow destwo@yahoo.co.uk

A senior colleague who had applied 
for an unpaid non-executive 
director post received his “no 
thank you” letter today. It was 
short, electronically signed by the 
director “in his absence,” omitted 
the usual flowery bits praising the 
candidate, and came as an email 
attachment called “rejection.” Not 
the best example of cutting edge 
management practice. However, if 
you want to see some even worse 
rejection letters take a look at www.
lettersofrejection.com, which lists 
more than 200 US examples.

I like the signage from some 
surgeries in India, which pronounce 
that the doctors are MRCP (failed), 
as at least it shows that they tried. 
However, my long term favourite 
story comes from Ireland, where in 
the chaotic, jobless mid-1980s one 
friend applied for everything going 
and then wallpapered his bathroom 
with the rejection letters, so that 
his friends could sit in comfort 

while they contemplated his lack of 
success.

The organisational landscape of 
rejection is changing rapidly. With 
electronic matching of applications 
for junior jobs in the United 
Kingdom, computer generated 
responses are the norm. As the 
volume of applications by each 
person goes up, so does the traffic 
in the anonymous replies that turn 
applicants down. More and more 
of us apply for jobs abroad or in 
international organisations, so we 
also must navigate new languages 
and management cultures.

Applicants want the job, but if 
they do not get it they appreciate 
feedback. It is difficult to get right; 
replies should be prompt, written 
by a senior person, courteous, 
thank the applicant, and encourage 
a longer term relation with the 
organisation. Why alienate 
someone who took time and 
trouble to apply and who later may 

be a client or a colleague? And 
yet that is what a badly worded 
rejection letter can do.

We all get more rejections than 
successes, in jobs and in life; 
this does not mean that we have 
failed. Rejection can suggest that 
we change track or can inspire 
us to try again. “What will theyWhat will they 
send me next?” said Edmund 
Hillary’s gym instructor of the puny 
schoolboy now known as the man 
who conquered Mount Everest. 
“Balding, skinny, can dance a 
little,” they said of Fred Astaire at 
his first audition. Beethoven’s music 
teacher declared him “hopeless” at 
composing.

Rejection letters should not make 
us feel like rejects. I encourage 
readers to send their examples of 
good, bad, plain funny, and even 
inspirational rejection letters and 
stories as rapid responses.
Mary Black is a public health physician, 
Belgrade, Serbia drmaryblack@gmail.com

FROM ThE 
FRONTLINE
Des spence

Brief encounters

Rejection
ThE BIGGER 
PICTURE
Mary Black

428	 	 	 BMJ | 24 FEBRUARY 2007 | VolUME 334

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.39129.471505.94 on 22 F
ebruary 2007. D

ow
nloaded from

 

http://www.lettersofrejection.com
http://www.lettersofrejection.com
http://www.bmj.com/


views & Reviews

MeDiCAL CLAssiCs
Phantastica By Louis Lewin

Georg Stilke: Berlin, 1924; reprinted by 
Park Street Press, 1998
Louis Lewin (pronounced Leveen), whom some have 
called the father of toxicology, died in December 1929, 
aged 79. He spent a lifetime studying morphine and 
cocaine, mescaline from Anhalonium Lewinii (the peyote 
plant, named after him by Hennings), the harmala 
alkaloids, Piper methysticum (kava kava), and Chavica 
betel. Lewin eventually became a full professor at 
the Friedrich-Wilhelm Universität in Berlin, although 
recognition took a long time coming. His most 
important works were a textbook of toxicology and 
a compendium of information about the adverse 
effects of drugs.

But Lewin’s most accessible book is Phantastica, 
in which he describes a wide range of recreational 
drugs, beginning with pharmacological tolerance. 
His examples range from adaptation by freshwater 
amoebae to increasing concentrations of salt in 
their environment to the adaptability of Everest 
mountaineers to the adverse effects of altitude. He 
regales us with the information that hedgehogs can 
endure large quantities of cantharides, and that 
opium does not intoxicate ducks, hens, and doves.

Lewin then deals in detail with the major 
psychoactive drugs, including morphine, heroin, 
cocaine, cannabis, peyotl, fly agaric, henbane, 
datura, alcohol, chloral, kava kava, betel, coffee, 

tea, cocoa, and tobacco, 
classifying them as 
euphorics, phantastics, 
inebriants, hypnotics, and 
excitants. His descriptions 
have not, in my view, 
anywhere been bettered. As 
the first investigator of Piper 
methysticum, he details the 
nature of the plant, how kava 
kava is prepared and drunk, 
its effects, and its active 

ingredients. He then paints the plight of the kavaist, 
“incessantly tormented with the craving for his 
favourite beverage  . . . degenerate through prolonged 
abuse . . . eyes red, inflamed, bloodshot, dull, bleary, 
and diminished in their functions . . .  extremely 
emaciated . . . ” Not what Western purveyors of kava 
tell us. Of all the vignettes, that on alcohol is the best, 
illuminated by a profound historical perspective. 
Here we learn how alcoholic beverages have been 
prepared through the ages, around the world, by 
fermentation and distillation techniques used by 
Anglo-Saxons and Aymaras, Kalmuks and Quechuas, 
Tatars and Tungus. And a sober essay on temperance 
and abstinence gives counterbalance to the 
intoxicating language and lore of inebriation.

The word Phantastica comes from a Greek word 
meaning to shine, and that’s what Lewin does here. 
One could get drunk on his literary prose, with its 
historical allusions, without needing recourse to 
the substances themselves. But don’t rely on my 
hallucinations: read this classic yourself.
Jeff Aronson, reader in clinical pharmacology, Oxford  
jeffrey.aronson@clinpharm.ox.ac.uk

Of what use is litera-
ture, especially to doc-
tors? This is a question 
that has long troubled 
me and would con-
tinue to do so even 
were my medical and 
literary accomplish-
ments far greater than 
they are. As another 
literary doctor, Som-
erset Maugham, once 
put it, by the stand-
ards of what eternity is 
it better to have read a 
thousand books than 
to have ploughed a 
thousand furrows?

This, however, is 
jumping the gun a 
little, for just as the 
existentialists say that 
existence precedes 
essence (or is it the 
other way round; I 
can never quite remember), so literacy 
precedes literature, at least now that the 
age of the epic poem is definitively in the 
past. And the administrators of at least 
one NHS trust appear not to be fully 
convinced that the hospital consultants 
in their employ can read, at least if one 
is to take seriously the implications of 
a little leaflet attached recently to their 
monthly payslips.

It was entitled Skills for Life: A Guide 
for Staff. The trust, in that high-flown, 
bureaucratic language that derives 
inspiration equally from the preacher 
and the secret policeman, declared that 
it was “fully committed to equipping all 
employees and teams with the skills, 
knowledge and attitudes required to 
improve and deliver services.” I am not 
certain how one equips people with atti-
tudes, but it all sounds a little re-educa-
tion camp-ish to me. One could almost 
write a satire on the subject, were it not 
that these days satire is prophecy.

The leaflet informs the consultants 
that “Following the introduction of the 
NHS Knowledge and Skills Frame-
work (KSF), the Trust recognises that 
for all posts, learning and development 
is crucial for career progression. This 
means that as an employer our aim is 
to improve basic skills in the workplace 

by developing and 
providing support 
to ALL members 
of staff as part of the 
‘Widening Participa-
tion’ agenda.”

Among the things 
to be imparted 
to consultants by 
courses of three 
hours a week for 

10 weeks, free of 
charge and presum-
ably during working 
hours, were literacy 
and the ability to 
read instructions, as 
well as familiarity 
with the metric and 
decimal systems, 
and addition, sub-
traction, multiplica-
tion, and division. 
The leaflet asked for 
“self-nominations” 

for “Workplace Learning Champions” 
who should be “committed towards the 
development of basic skills.”

Of course, we all have gaps in our edu-
cation, or what the leaflet calls “a Spikey 
Profile.” “Many employees,” it tells the 
consultants, “have what is considered a 
Spikey Profile. Some people may have 
excellent literacy skills, however may 
not be at the same level when it comes 
to maths or vice versa.”

Help is at hand, however. “More 
courses and information is available on 
request.” All you have to do is contact 
the Non-Clinical Vocational Training 
Adviser, or the Vocational Training Man-
ager, or the Clinical Vocational Training 
Adviser, or the KSF Staff Implemen-
tation Lead. If by any chance none of 
them is in when you call, you could try 
the Basic Skills Agency, or the National 
Institute for Adult Continuing Education, 
or the Adult Basic Skills Strategy Unit.”

Someone in authority in the NHS 
has obviously read Alice in Wonderland 
and taken it as an educational blueprint: 
for the teaching of Reeling and Writh-
ing, Ambition Distraction, Uglification 
and Derision, as well as Laughing and 
Grief.
Theodore Dalrymple is a writer and retired 
doctor

Doctors go back to basics
BETWEEN  
ThE LINES

Theodore Dalrymple

The administrators of 
at least one NHs trust 
appear not to be fully 

convinced that the hospital 
consultants in their  

employ can read
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