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from Tallis’s book that ‘there are now many
more medical schools places, but there has
also been a sharp drop in applicants to the
extent that in a year or so nearly all who
apply will be accepted.” In fact, this is far
from the case, for entry in 2005, applica-
tions to study medicine actually rose by
nearly 20%, and for entry in 2004, applica-
tions rose by nearly 30% from the previous
year’s figures. This means that there are
now more than 19,000 applications for
8,000 places, so it is very unlikely that
nearly all who apply will be accepted. The
Council of Heads of Medical Schools is
working with colleagues to consider how
different ways of assessing these candidates
can be developed.

DAVID GORDON

Chair
Council of Heads of Medical Schools, London

Symptoms and perceptions of
disease

Editor — I was fascinated by the very clear
exposition of the problem symptoms and
perception of disease by Dr Donaghy (Clin
Med November/December 2004, pp
541-4), but perhaps one aspect of this was
under-emphasised. Deconditioning, the
opposite of training, may also contribute to
the imbalance between symptoms and
organ impairment.

As Dr Donaghy points out, there are
many reasons for the disproportionate per-
ception of the severity of disease besides
the obvious frank malingering including
‘compensationitis, and what used to be
called ‘poor moral fibre. A patient
attending for the first time with back pain
might be resentful at a seeming lack of con-
cern on the doctor’s part. Another doctor
might take the easy way out and uncon-
sciously try to please by ascribing breath-
lessness to a totally unwarranted diagnosis
of emphysema which acquires immortality
in the notes and can never be undiagnosed
in the patient’s mind.

Often, new symptoms have a dispropor-
tionate impact simply because they are
new. Each of these may set up a vicious
circle of decreased activity and reactive
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depression on the one hand, and decreased
fitness and a real increase in symptoms on
the other. The deconditioning then
becomes independent of the precipitating
factor and so it will persist even if the latter
is removed. The implications of this to
clinical practice are that the initial manage-
ment is critical, and to medico-legal prac-
tice that even where the acute ‘compensa-
tionitis’ was malingering, the chronic
phase might reflect genuine symptoms.
CK CONNOLLY

Retired Consultant Physician
Darlington Memorial Hospital, Durham

Team working

Editor — In the November/December 2004
issue Carol Black and Alan Craft see good
decision-making in teams that promotes
alignment of values and behaviour, forms
alliances with members of other teams, and
good communication within and between
teams as requiring, ‘strong leadership’
(Clin Med November/December 2004, pp
527-33). I agree with this conclusion about
the appropriateness of the leadership
model in team working but the reality is far
from being as precise as the article implies.

In clinical teams, it is possible to identify
four basic models of decision-making - all
of them previously identified in the NHS.
These are the leadership model, the demo-
cratic model, the consensus model and full
or partial anarchy. The consensus model is
found where there is no urgency for a clin-
ical decision and where one key decision
will have a long-term effect on the patient.
Mental health is one area of the NHS where
this model occurs most frequently. By con-
trast the democratic model occurs where
there is an urgent need to take a decision to
treat and where non-doctors do not accept
a leadership model. Crisis teams dealing
with vagrants in community settings con-
tain some doctors who have admitted to
allowing themselves to be outvoted in
respect of urgent clinical decisions needed
because the patient is not likely to reappear
(as opposed to being genuinely clinically
persuaded about the greater appropriate-
ness of the choice).

The most common alternative to the
leadership model is whole or partial
anarchy. This defines a situation where the
team fails to function as a group and where

each individual clinician insists upon
taking their own decision about what they
should do with the patient irrespective of
the views of other members of the team.
Partial anarchy refers to a more common
position in which a leadership model oper-
ates for a tight central core of decision-
making with wider decisions relating to the
patient being taken individually.

Anarchy can occur when one profes-
sional group is seeking what the team
member feels to be greater independence
from the team leader, usually the doctor.
This is when decisions to behave indepen-
dently are taken outside the team, as
opposed to team discussions where the
‘leader’ makes major concessions on the
clinical decisions taken in order to keep the
team together.

In the last 20 years, the practice in clin-
ical teams has drifted away from a firm and
unchallenged acceptance of the leadership
model in a way than can be clearly mea-
sured on a spectrum. The more urgent and
acute the condition of the patient, the
stronger the leadership model within a
formal NHS setting. The more chronic the
patient’s condition and the fewer clinical
interventions needed, the more likely it is
for the leadership model to erode into a
form a bargaining, the best negotiator
often having greater influence than sapien-
tial authority might imply. This erosion is
worrying and it is good that the College is
addressing these fundamental issues. It is
because the patient is not best served by an
arrogant team leader who does not take
seriously the contribution of other team
members, that this is such an intractable
issue. The ideal is a team leader who under-
stands the group dynamics and can ensure
that they are used to the patient’s best

interest.
ROGER DYSON
Chairman, Essex County Council Health
Overview & Scrutiny Committee

Fluid, electrolytes and nutrition

Editor — In reading Simon Allison’s informa-
tive and engaging article ‘Fluid, electrolytes
and nutrition’ (Clin Med November/
December 2004 pp 573-8), my attention
kept on being drawn back to the opening
paragraph.

I'am sure that Professor Allison meant to
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say that ‘following emergence from the sea,
organisms’ further ‘developed their own
internal sea’ I was troubled over my break-
fast on Boxing Day with images of evolu-
tionary jumps that would alarm any right-
thinking person!
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There are also some vestiges of memories
of undergraduate lectures on Fick’s law of
diffusion. Professor Allison’s paper has
further enlightened this soul as well as
causing a smile over my toast and orange
juice!

My own knowledge of the evolution of
homeostatic mechanisms as well as the
origin of the species is really limited to my
leisure reading of Gould, Dawkins et al.

CONVERSATIONS WITH CHARLES

IAN R THOMPSON
Locum SpR, GUM/HIV

Chelsea and Westminster Hospital, London

Cannabis — the right decision but the wrong way to

go about it?

I thought Charles would take a very strong line on
drugs but nevertheless I was interested in his reaction
to the somewhat more liberal approach that 1
sympathise with.

‘Charles, what do you think about the downgrading
of cannabis?’ I asked. I think you are likely to take a
harder line on this than I.

“Yes probably; he said, ‘but just because I would
take a very hard line on enforcement of the law it
doesn’t mean that I believe that change in the law is
always inappropriate’

‘So you approve of the changes?’

“That’s an over simplification Coe, but before we
discuss the implications, I am sure there is one
point with which you will agree: the legal status on
cannabis has nothing to do with its possible use as
a prescription drug for medical purposes.’

‘Absolutely; I said.

‘It follows then, that it is dishonest to use the
probable positive outcome of the investigations of
the medical use of cannaboids as an argument in
favour of changing its legal status.

‘Agreed, I said ‘and sometimes this is not drawn
sufficiently forcibly to the attention of the
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protagonists who argue thus and should know
better.

‘As to the original question I think there are three
things to consider. Firstly, is cannabis potentially
dangerous; secondly, is the potential hazard
sufficiently different from drugs in the same group
to justify a change; and thirdly, how should the
change be made?’

‘Surely you should also ask whether the cost of the
change justifies the benefits of downgrading?’

‘Are you concerned about the administrative cost,
Coe?

‘Not really; I replied

‘Do you mean that misconceived perceptions about
the implication of the change of status such as “so
it’s harmless after all”, might increase its use?’

‘That’s right! It’s often a major component of the
argument of those who are opposed to change. I do
have some sympathy with their fears.

‘I intended to cover that in my third point.” He
continued: ‘Let’s take the first two points and agree
that cannabis is potentially harmful, but on balance
it is less hazardous than drugs in the same group.
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