
Interview with David
Lammy
David Lammy is MP for Tottenham,
and Parliamentary Undersecretary of
State for Health. He was the youngest
MP when he was elected in 2000, and
is still only 30. For those familiar with
the hierarchical structure of British
medicine it is striking that a man who
is no older than the average registrar
can have reached such a powerful
position in the NHS. Mr Lammy was
raised in Tottenham, trained in the law
and did a Masters in Law at Harvard in
1997.

We met in his spacious office in
Richmond House. As befits his status
as the young face of new Labour he
was dressed smartly but informally.
We sat on large squashy sofas in a light
comfortable office decorated with
modern art. Throughout Mr Lammy
was enthusiastic and knowledgeable
about the NHS. It is clear he has firm
views on the future of the emergency
care service.

He is obviously a very capable man
who is not used to failure. He was very
keen to emphasise that the Labour
policy on health is part of a 10 year
plan and that they were not looking for
quick fixes. However he did come
across as a true fan of the lowly hard
working clinician. As evidence of this,
it turns out that he is a fan of the
Channel 4 series ER—but he does also
like Friends.

Can we start with the four hour
target? How is it going and is it
sustainable?
NHS staff should be congratulated for
their tremendous performance in car-
ing for patients in our A&E depart-
ments. I am confident that clinicians
have met the 31 March 90% milestone
and are on track for achieving 100% by
December 2004.

As I have gone around the country
I’ve been really impressed by the vari-
ety of ways trusts have met the
challenge and the sense of ownership
that nurses and doctors have for meet-
ing the milestone. For instance New-
ham Hospital has an A&E assessment
unit. Leeds have been working flat out
in the face of lots of difficulties in
terms of capacity and space shortages.

A&E departments are innovative
and are employing long term
strategies such as developing MAUs
and CDUs. This shows that local
investment can lead to significant
improvements in performance.

I believe A&E improvements will
become more sustainable when the
Emergency Care Networks and the
Collaborative bed down and because
target achievement impacts on PCT
star ratings.

It is important that milestone
achievements are sustainable. Sustain-
ability is important to patients, the
public and staff as well as managers,
the Department of Health, MPs, and

Ministers. Everyone is working hard to
ensure that there is sustainability in
the long term.

Do you worry that some
departments may not be able meet
these targets without some degree
of manipulation of the figures?
As far as we’re aware figures aren’t
being manipulated. Any hospital that
seeks to manipulate its statistics or
treat patients in an inappropriate way
will find that its star rating suffers in
future.

Many of us find it frustrating to see
patients quickly, only to find there
are not the beds we need in the
hospital
The problem is definitely a whole
systems issue. The trusts that have
made the biggest sustainable advances
are those where there has been com-
plete ownership of what goes on in
A&E across the hospital. In addition
there has been structured cooperation
between trusts, PCTs, GPs, and social
services. In the past emergency medi-
cine was seen as a “Cinderella
service”—a bolt-on at the back of the
hospital.

Emergency medicine is at the very
heart of the emergency service we
offer. Of course in some places there
are capacity problems, but we do have
to remember that this is a 10 year plan.
Ten years is a long period of time, but
we were under-resourced over a long
period of time. I would really like at
the end of 10 years for emergency
medicine to be at the forefront of the
hospital service.

Do you worry that some patients
may suffer due to our obsession
with targets?
No, I don’t get too worried, because
actually everyone wants patients to
move through the system quickly.
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None of us would want a relative to
spend longer than four hours in an
A&E department.

What do you think of the emphasis
on “see and treat” and streaming?
Over the last 10 months there has been
an emphasis on minors but as trusts
move towards the 100% target, with
the support of BAEM and the mod-
ernisation agency, they will increas-
ingly tackle majors.

I think it’s important not to be too
prescriptive because there are big and
incredibly complex differences be-
tween hospitals. Reforming Emergency
Care emphasises that there needs to be
flexibility and all trusts must approach
this in their own way. I recently visited
a hospital in Southend, an area with a
large elderly population, where the
medical admissions unit is actually
called the medical avoidance unit as it
tries to keep patients at home where
they are best looked after. Clearly, this
department can encourage new and
innovative ways of working, and I am
very encouraged by the sorts of results
I am seeing in some of the hospitals I
visit. Some are making great strides in
terms of their performance often from
a very low base and in challenging cir-
cumstances. We should all be pleased
that there will be more consultants,

more nurse practitioners, better net-
works, and improved links with pri-
mary care and social services.

Walk-in centres and NHS Direct
have not turned out as well as some
hoped. Do you think these have a
role in the future NHS?
Very definitely. There have been a few
myths about these services and it is
important to try and understand ex-
actly what NHS Direct, in particular, is
there for. The statistics show that the
patients absolutely love NHS Direct
and it’s definitely here to stay. It’s par-
ticularly used by men under the age of
35 and by young mums and the
reassurance of having a nurse on the
other end of the phone cannot be
over-emphasised.

I am also keen to engage in some
myth-busting—for example, in nurse
prescribing and the role of paramedics.

We often hear about the benefits of
sharing good practice. Are we being
fooled by the NHS constantly
reinventing the wheel?
We are and we aren’t. I come from a
generation of people who came from
the Caribbean to work in the NHS and
some of our other public services. I
have lost count of the number of rela-
tives who are nurses or who work for

the NHS, so I do know something of
the pressures people have been under
in the NHS. What family members and
my constituents say to me is how
pleased they are about the progress
being made through initiatives such as
Reforming Emergency Care and the Mod-
ernisation Agency.

And what about non-consultant
career grade staff? In many
specialties they are not so
important, but in emergency
medicine they have always been
part of the backbone of the service
Yes, they are very important and as we
speak Sir George Alberti and Depart-
ment of Health officials are actually
looking at the situation regarding their
contracts, their pay, and indeed their
career evolution and structure. It is
early days, but I am really very
committed and focused on finding
how we can best serve them.

You have just returned from a visit
to Australia and New Zealand. Are
there things about their systems that
impressed you?
They do have an exciting system, and I
recognise that their staffing levels are
high, but do they have a very different
amount of capacity within the hospi-
tals? I would say they are not really
winning the waiting times battle, and
probably we are going to win it over
the next year or so.

Consultant appointments January to March 2003. The information for the consultant appointments is provided by the
Faculty and any errors should be notified to them and not to the journal

Name Hospital Previous post

Peter Ahee Birmingham Heartlands Hospital Consultant, City Hospital Birmingham
Mitam Barooah Birmingham Heartlands Hospital SpR, West Midlands
Teresa Bentley Royal Infirmary (Stoke on Trent) SpR, North Staffs Hospital
Abhijit Bose Ipswich Hospital Spr, Ipswich Hospital
Suzanne Brady Worthing Hospital SpR, Australia
John Butler Manchester Royal Infirmary SpR, North Western
William Coode Newham General Hospital SpR, North East Thames
Bernard A Foex Manchester Royal Infirmary SpR, North Western
John Martin Downe Hospital Consultant, Ulster Hospital
Prodeep Mukherjee Leicester Royal Infirmary SpR, North Thames
Edward Oforka Queen’s Hospital, Burton SpR, Trent
Olugbemiga Okunribido City Hospital SpR, West Midlands
Muthusamy Palanimuthu Queen’s Hospital, Burton Locum consultant, Queen’s Hospital, Burton
Fiona M Saunders Royal Oldham Hospital SpR, North Western
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Round up of forum
news from
FASSGEM
In January I had a meeting with Mr
David Lammy (Minister for Health)
and other representatives of the De-
partment of Health to discuss the role
of non-consultant career grade
(NCCG) doctors in emergency medi-
cine and to consider what could be
done to improve working conditions
and remuneration for doctors working
within these posts.

The Minister was very sympathetic
to the plight of NCCG doctors and
undertook to do everything he could to
address issues around working condi-
tions and an expeditious review of the
overall structure of NCCG posts within
the NHS.

In February I attended a meeting of
a NCCG Focus Group, organised by the
NHS Confederation. The meeting was
entitled “A Clear Role, A Valued Role”,
and featured addresses by keynote
speakers including Professor Sir Liam
Donaldson (Chief Medical Officer) and
Mr Andrew Foster (Director of Human
Resources for the NHS).

The Chief Medical Officer opened
the work of the Focus Group by
making a short presentation in which
he outlined the changes that had
occurred within the medical workforce
in this country over the past 20 years.
He stated that as medicine had
changed over the last 10–15 years
there had been a progressive shift in
service delivery away from trainees
and towards consultants and other
career grade doctors. He explained that
this had necessitated a massive expan-
sion of the medical workforce and as

the number of consultants had not
been able to expand at the required
rate a huge proliferation in NCCG
posts had become an inevitability.

The Chief Medical Officer continued
by outlining what he saw as the major
needs of the NCCG section of the
medical workforce, he described these
as being “The 3 R’s”. He then described
these in detail under the headings,
Recognition, Reward and Resources.

A recently published joint memo-
randum between the Academy of
Medical Royal Colleges and the De-
partment of Health has announced the
formation of a properly resourced
Postgraduate Medical Education and
Training Board (PMETB). It is antici-
pated that the work of the PMETB will
include a review of current CCST
programmes, a review of the National
Training Number Scheme, a review of
the criteria for admission to specialist
register, reformation of the current
staff and associate specialist grades,
and progress towards the introduction
of competency based training and
assessment.

Any thoughts from readers on the
following list of topics for review
would be welcome:

Recognition of competence

• How can we best align competen-
cies and competency assessment
between formal training and service
grades to allow easy movement
between training and service posts?

• Should NCCG doctors have their
own set of competencies?

Progression

• How many grades should there be
within the NCCG workforce?

• How should progression occur,
should it be dependent on compe-
tency based performance or on a
competition for advertised posts?

• What is the scope for competence
based assessment to permit NCCG
doctors with appropriate skills to
move directly onto specialist regis-
ter without re-entering training if
they wish to do so?

Continuing professional
development

• What elements are currently miss-
ing?

• Who should be responsible for sup-
porting NCCG doctors in continuing
professional development, should it
be the responsibility of employers or
postgraduate deans?

Job satisfaction and status

• What other changes to the current
system would help to increase job
satisfaction among NCCG doctors
and what are the barriers to these
changes?

Pay
Regrettably the Department of Health
has expressed the opinion that any
restructuring of the NCCG pay scale
will only take place once the reorgani-
sation of NCCG tiers had taken place. I
have taken every opportunity to ex-
press extreme dissatisfaction with this
proposal and I have also written to the
Minister of Health expressing my con-
cerns over the current inequitable pay
system.

ANDREW NEWTON
Chair of FASSGEM (Forum for Associate

Specialists and Staff Grades in Emergency
Medicine);

apnewton@fairviewshipham.fsnet.co.uk

News from BAETA
BAETA website
Following discussions at the BAETA
meeting at BAEM 2003, the website is
shortly to undergo some improve-
ments. The address, however, stays the
same (www.baeta.co.uk). It is impor-
tant that you drive any developments
so any specific requests or suggestions
for improvements should be for-
warded to me, or Steve Barden your
site developer. We hope that you will
continue to find the improvements
useful.

Courses and conferences
The month of May appears to be a
quiet one on the courses and confer-

ences front. The perennially adver-
tised Emergency Otorhinolaryngology
Head and Neck Surgery Course hosted
by the Institute of Laryngology and
Otology in association with the Royal
National Throat Nose and Ear Hospi-
tal is on again. It is fair to say that
reports from it have been mixed. If
anybody does go, please let me know
what it is like. I really am intrigued.
Details can be obtained from Joy Gib-
ney or Charmaine Henry on 020 7915
1514. This year’s course is on the 22nd
May.

Health R&D North West is continu-
ing to host critical appraisal courses.
One is on the 14th May in Salford; the
other is the 3rd June in Liverpool. For
budding research buffs what about a

Statistical Methods in Health Research
Course at the University of Liverpool
between the 2nd and 6th June 2003?
Contact Vicki Bell on 01524 593209 or
via email hrdn@lancaster.ac.uk.

As battle continues to be waged over
the title “Emergency Medicine”, the
Royal College of Physicians of London
has arranged a one day conference of
the same title to take place on Thursday

To contact the editors write to:
Mike Beckett and Diana Hulbert, Accident
and Emergency, West Middlesex University
Hospital, Twickenham Road, Isleworth, Mid-
dlesex TW7 6AF (tel 020 8565 5486, fax
020 8565 2516, cjura@bmjgroup.com)
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19th June. The programme covers “the
practical management of commonly
encountered problems for physicians
who deal with emergency admissions
or acutely ill medical patients”. It also
has a session by the Medical Protection
Society on how to avoid getting sued,
which hopefully is not such a com-
monly encountered problem. Sparks
may fly and jobs may yet be lost when
the College Board realises that the
organisers have invited an A&E con-
sultant to speak and worse still that
(A&E) trainees have been invited to
attend. Rest assured, that if you can be
given leave to stop performing the
emergency medicine at your trust, that
the College will take your money from
you. The Conference Coordinator can be
contacted on 020 7935 1174 or at
conferences@rcplondon.ac.uk.

If you fancy an educational mini-
break in London, the following day
sees the Royal College of Radiologists
hosting a one day trauma radiology
meeting at the Royal Institute of Brit-
ish Architects in Portland Place. The
programme looks interesting and is a
bargain at £60.

The Royal Society of Medicine Acci-
dent and Emergency section is holding
a joint meeting with the clinical
neurosciences section on the 27th
June. The day is titled “What’s new in
neurological emergencies?” and covers
various topics on the theme. Details
are available from the RSM on 020
7290 2987 or email at a&e@rsm.ac.uk.

The Faculty have approached Ron
Walls, and his group of US and
Canadian emergency physicians and
anaesthetists, to undertake to run
their emergency airway course again,
provided it is financially viable. Places
are likely to be allocated on a regional
basis and the fee will be around £600.
There are two venues: Edinburgh (7–9
July) and London (14–16 July). If you
are interested in attending please con-
tact your regional adviser.

We all use our study leave budget on
different things and I hope that some
of the courses listed here are of interest
and use to most of you. If you do go to
any courses or meetings, even if they
are not mentioned here, then please do
give me some feedback as to whether
you think it would be beneficial for
your colleagues to know about.

EMTEL
EMTEL (the Emergency Medicine
Trainees E-mail List) continues to
flourish as one of the core sources of
information for trainees nationally. If
you want to be included on the list to
receive the bimonthly messages then
contact me at the address given
below.

BAETA 2003
As the countdown continues to this
year’s BAETA conference so the pro-
gramme develops. It is honestly not a
marketing ploy to say that places are
limited so please avoid disappoint-
ment and book early. The wonders of
Scotland in autumn await you. A flyer
and application form can be found on
the website.

If there are any other matters that
you want to ask me about then please
do not hesitate to contact me at the
address below. I hope to be able to
reply reasonably promptly.

STEVE JONES
President of BAETA;

steve.r.jones@bigfoot.com

From the
management
in-tray exercise . . .

To Mr Chief Executive
Dear Chief,
I am writing to make a formal
complaint about the disgraceful
treatment I got at your casualty
department recently.

You will understand that as a gen-
tleman of uncertain address forced
by circumstances to rely largely on
liquid nourishment I am a regular
user of your excellent establishment.
In fact I like to think all the nurses
are my friends and they always call
me by my first name. A couple of
weeks ago I was feeling a bit rough
and it was pretty cold so I went to a
phone box and called up a white cab.
I always say its chest pain, you get a
much better service that way. When I
got in I did my usual—a few days
pain in the leg and now its pain in the

chest and short of breath. This always
works a treat—you get to be in all day
at least, cup of tea, sandwiches, all
that, no trouble. I once tried stomach
pains, but that was no good. Nothing
to eat and a chap came and put his
finger up my bottom, so now I don’t
mess about, I just stick to pain in the
chest and breathing.

This time though, it was all differ-
ent. Hardly anyone in the waiting
room, and lots of doctors and nurses I
didn’t recognise. In no time they’d
taken a load of blood and shipped me
down to x-ray. Nothing to eat and not
even any students to talk to. Students
are always interested in me. I like to
give something back and educate the
next generation so I usually tell them
about the time in the war I was rushed
into Barts with suspected diphtheria.
After a bit this posh looking bloke in a
white coat turned up, listened to my
chest and said my x-ray was OK, and I
could go home. What about the blood
tests, I said. They always wait for
blood tests and I know they take ages.
Don’t worry he said, we’ll get in touch

if they turn up anything unusual. I’ve
never been treated so badly. I tried
my masterpiece—never been known
to fail. “I have this feeling of impend-
ing doom” I said clutching my chest.
That always gets you in, I was on
intensive care once. This chap was no
good at all. “No evidence from
controlled trials that that symptom
in isolation is of any prognostic
significance” he said. What rubbish. I
know my rights, I was about to ask
for the social worker, when these two
porters came and threw me out onto
the street. “I hope you’re pleased
with yourself, treating an old man
like this” I shouted. “I certainly am”
the posh chap said, “3 hours 45
minutes”.

I was so upset I had to throw a
brick through a jeweller’s window
just to get a night inside. I think
these targets are a bad idea and are
going to put off some of your most
loyal and regular customers. I hope
you will give up on this soon and let
everything go back to the way it
should be.

Yours etc . . ..
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