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ACTUALITY AT WYCOMBE HOSPITAL  

 

GALLEN: This is the coronary care, unit, just coming into it now, 

and you‟ll hear the noises in the background.  These are the alarms recording heart rates and 

the rhythms of the heart which warn the nurses about any change in the patient‟s status. 

 

O‟HALLORAN: In acute wards, clinics and operating theatres, Britain‟s 

hospitals are battling to deal with the massive human damage caused by diabetes.  

 

GALLEN: Many of our patients end up having coronaries.  It‟s 

unfortunately a very common complication for diabetes to have narrow heart arteries leading 

to coronary artery disease. 

 

O‟HALLORAN: Diabetes - failure by the body to control blood sugar 

levels - causes a wide range of severe illness and is afflicting three million people in Britain.  

The caseload is rising steeply and it‟s already costing the NHS up to £9 billion a year.   
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SIMMONS: The costs of diabetes in this country are at least 10% of 

the health budget, they are increasing.  In fact, as one famous professor said, as HIV was to 

the twentieth century, diabetes is going to be for the twenty-first century. 

  

O‟HALLORAN: But File on 4 has learned that many Primary Care 

Trusts are falling down on basic but vital health checks that could save thousands of diabetes 

victims from severe illness or death. And for some patients, spending cuts and economies are 

reducing care and making grave complications more likely.   

 

SIGNATURE TUNE   

 

ACTUALITY WITH PHOTOGRAPHS 

 

SUSAN KOBEWKA: I‟ve brought some pictures.  This is one of the more 

recent ones.  She was full of confidence, really bubbly, outgoing, and this was a picture of a 

family holiday. 

 

DAVED KOBEWKA: Tunisia. 

 

SUSAN KOBEWKA: Yeah, we went to Tunisia, and that was Tasha at the 

front. 

 

O‟HALLORAN: Daved and Susan Kobewka, say that five years ago 

their daughter Natasha was a lively and happy seventeen year old with many friends. But in   

2007 she started suffering from constant thirst. She was eventually diagnosed with Type 1 

diabetes. It meant her body wasn‟t producing insulin, which maintains safe blood sugar 

levels. Hospital staff told her she would need to inject herself with insulin every day.  

 

SUSAN KOBEWKA: I think she was upset, because she was scared of 

needles at that point.  The thought of having to inject herself four times a day with the insulin 

... 

 

O‟HALLORAN: For the rest of her life? 
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SUSAN KOBEWKA: For the rest of her life, yeah.  But then, you know, after 

a while she was a natural at it, wasn‟t she?  We used to go for meals and she‟d just do it.  You 

wouldn‟t even realise that she was injecting herself with insulin.  She was really good with it. 

 

O‟HALLORAN: Natasha learned that doses of insulin would need to be 

adjusted according to food intake. For the next three years her condition appeared stable. But 

in September 2010, she caught a stomach bug and stopped eating.     

 

DAVED KOBEWKA: Natasha and a few friends had been out.  They had a 

takeaway and she had got a little bit of food poisoning, she couldn‟t keep anything down.  

She became concerned because she had always been told that she had to take the insulin with 

food. 

 

O‟HALLORAN: So she was vomiting? 

 

DAVED KOBEWKA: Yes. 

 

O‟HALLORAN: Couldn‟t keep food down? 

 

DAVED KOBEWKA: No, she couldn‟t even keep water down.  Every time 

she tried something it came straight back up. 

 

O‟HALLORAN: And she was concerned about whether she should take 

her insulin or not? 

 

DAVED KOBEWKA: Yes, she didn‟t know what to do, so she went down to 

the local walk-in centre, she spoke to one of the nurses there.  The nurse went away, came 

back and just said, „Don‟t know what to tell you, just go home, see how it goes.‟ The 

following morning she had trouble breathing, so she phoned an ambulance and they took her 

to Oldham Royal Infirmary. 

 

SUSAN KOBEWKA: And she was that serious that they actually put her on 

to the high dependency unit.  She had insulin going into her body, didn‟t she, on an 

intravenous drip? 
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O‟HALLORAN: After three days in intensive care, Natasha was sent 

home. She was still uncertain how to use insulin when not eating and still having problems 

controlling her blood sugar. But neither she nor her parents were worried. When the parents 

went on a three day trip to Berlin, Natasha stayed in their house. When they landed back in 

England after the break they phoned her several times, but got no reply. They became 

worried and drove straight home in trepidation.  

 

DAVED KOBEWKA: We went inside, we shouted Natasha, but didn‟t hear 

anything, but we heard the dogs barking, then we ran upstairs, and then it was just the panic, 

she had to be in the bedroom, we thought.  And I made you wait outside while I went in first. 

When we went into the bedroom she was lying face down on the bed, wasn‟t she, slightly to 

one side. 

 

SUSAN KOBEWKA: She was on her side. 

 

DAVED KOBEWKA: And when we tried and turned her over, she was just 

rigid. 

 

SUSAN KOBEWKA: You know when somebody‟s dead.  She wasn‟t 

breathing.  When you touched her, she was icy cold and it‟s like you‟re panic stations.  It‟s 

like it‟s not real. 

 

O‟HALLORAN: It turned out that Natasha had died of a condition 

called diabetic ketoacidosis or DKA. Although preventable, it hits thousands of Type 1 

diabetes patients every year. It‟s long been known that diabetes takes a heavy toll in disease 

and death.  But it took a large NHS study in England, published in December, to reveal the 

full extent of the devastation. It showed that over 70,000 people a year are dying from 

diabetes. But what is most striking is that about a third of those people are dying before their 

time. The NHS information centre said that up to 24,000 people with diabetes suffer an 

avoidable death each year, and it pinpointed shortcomings in management and treatment of 

patients as among major causes of the preventable death toll. The mortality study, by the 

National Diabetes Audit, was led by consultant physician Dr Bob Young.   
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YOUNG: I think that people were quite shocked by the size of 

the figure.  Diabetes has often been regarded as a rather low level condition, and the fact that 

it was responsible for this very large amount of excess mortality came as a bit of a wake-up 

call, I think.   

 

O‟HALLORAN: What was the headline out of the study as far as young 

people were concerned? 

 

YOUNG: What it showed was that amongst young women with 

diabetes, the excess risk was eight times and amongst young men four times. 

 

O‟HALLORAN: So young women with diabetes are eight times more 

likely to die than the rest of the population? 

 

YOUNG: Than other young women, yes. 

 

O‟HALLORAN: Was that a shock as well? 

 

YOUNG: It is distressing to see people at high risk from a 

condition which is really eminently treatable. If the care for young people with diabetes could 

be optimised, a large proportion of these excess deaths could be prevented, yes. 

 

O‟HALLORAN: As well as trying to prevent thousands of early deaths, 

diabetes specialists work flat out to limit the physical damage caused by a range of 

complications. In the front line of this war of attrition is King‟s College Hospital in South 

London. In its diabetes foot clinic it can often be a race against time to defeat gangrene and 

the threat of amputation.  

 

ACTUALITY AT KINGS COLLEGE HOSPITAL 

 

DOCTOR: Any problems with the foot? 

 

ALISTAIR: No, I think there‟s just a little lesion on the left hand 

side, and that‟s healing.  I‟m feeling a lot better .... 
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O‟HALLORAN: Alistair, who‟s in his late fifties, is remarkably 

cheerful, given the destruction that much of his left foot has suffered in recent months. He 

was first diagnosed with Type 2 diabetes eleven years ago. It means the body isn‟t producing 

enough insulin. And there‟s concern that lifestyle and obesity are causing growing numbers 

of Type 2 cases. It‟s usually diagnosed later in life than Type 1 diabetes. Alastair concedes 

that over the years his blood sugar control wasn‟t always good. And by early last year this 

had caused nerve damage in his feet. This left him with little ability to feel pain or the onset 

of a dangerous infection.  

 

ALISTAIR: I was just kicking around the house, we had the carpet 

up in the hall and I stepped on a splinter.  I just noticed between two toes I had a spot really 

to start with, but then I noticed it seemed to be getting bigger, so I went along to see my GP.  

He looked at it and he asked me if there was any pain.  I said no. 

 

O‟HALLORAN: Did he know you were a diabetes patient? 

 

ALISTAIR: It would be on my record, but I didn‟t mention it to 

him that I was diabetic when I went in, and he said, „I‟ll give you some amoxycillin and 

that‟ll sort it out.‟ 

 

O‟HALLORAN: The penicillin? 

 

ALISTAIR: Yes.  And then I suddenly noticed a really bad smell as 

the gangrene took hold.  Then I began to feel really really unwell.  I called NHS Direct 

because it was a weekend and a doctor came to see me and he said, „You need to be straight 

in,‟ and they brought me in, and I have to say the treatment here was immediate and fantastic.  

I absolutely wish the first time that I went in with an infected foot, that my GP had 

immediately referred me.  Without any question it could have saved me eleven months plus 

of treatment. 

 

O‟HALLORAN: It could have saved eleven months of treatment and it 

could have saved a large part of your foot that has been removed. 
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ALISTAIR: Yes. I should have been referred straightaway.  There‟s 

no doubt in my mind. 

 

O‟HALLORAN: By the time he was seen in hospital, the infection in his 

left foot was deep seated and septicaemia developed. Alistair came close to death several 

times. He was in the end very lucky to have only the toes on his left foot amputated and to be 

left with a foot on which, though badly damaged, he can actually walk. Supervising his care 

has been consultant physician, Professor Mike Edmonds. He reckons Alistair‟s treatment may 

have cost the NHS £50,000 or £60,000 so far. And he says the NHS has to treat thousands of 

diabetes patients a year with comparable problems.  

 

EDMONDS: There are seventy to eighty major amputations per 

week in England. 

 

O‟HALLORAN: So if you considered Wales, Scotland, Northern 

Ireland, you‟d be getting close to a hundred? 

 

EDMONDS: Indeed, yes. 

 

O‟HALLORAN: What do you think the cost of this particular 

complication – foot and lower leg complication - is? 

 

EDMONDS: It‟s about £600 million, the cost to the NHS. And of 

that £600 million, £252 million are spent on amputations. And it needn‟t be like this.  Of 

those eighty amputations that I mentioned, probably 70% to 80% are preventable. 

 

O‟HALLORAN: Are you seeing some of your patients far too late? 

 

EDMONDS: Yes, we are seeing patients late, where they have 

developed extensive destruction of tissues related to infection.  It‟s very important to increase 

the awareness of these problems within, all healthcare professionals that have contact with 

diabetic patients in this country should be aware of the issues of diabetic foot disease and 

infection. 
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O‟HALLORAN: Preventing such patients ending up seriously, or even 

fatally, ill is crucially dependent on family doctors spotting early tell-tale signs.  At one GP 

surgery in the North East of England, diabetes has been made a top priority.   

 

ACTUALITY AT GATESHEAD PRACTICE 

 

RAMSAY: Would you like to come in, Mr Whitfield?  Come in, 

have a seat. 

 

WHITFIELD: Thank you. 

 

RAMSAY: How are you doing? 

 

WHITFIELD: Not so bad.  Still here. 

 

RAMSAY: Okay, good. 

 

O‟HALLORAN: At the Oxford Terrace surgery in Gateshead,  

specialist nurse Helen Ramsay keeps a careful register of every patient diagnosed with 

diabetes.  By listing them all, she hopes to ensure that as many as possible are given  

a series of regular biomedical tests. Those tests - nine of them in all - are a key part of the 

NHS strategy to limit the human and financial cost of treating diabetes complications. The 

tests measure not only blood sugar levels, but other substances in the blood and urine which 

can provide warning signs of serious illness.  

 

RAMSAY: Because diabetes is a long term condition, we need to 

know what the control of the diabetes is, and we also need to monitor blood pressure and 

cholesterol very closely.  People with diabetes are more likely to have kidney disease.  We 

want to be monitoring their renal function.  We would want to be identifying people with the 

potential to develop serious foot complications and also eye complications.  It‟s extremely 

important to detect any abnormalities early in order to try and minimise complications. 
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O‟HALLORAN: The National Institute for Clinical Excellence, NICE, 

has recommended that all diabetes patients receive each of the nine tests every twelve 

months.  But the record of Primary Care Trusts in actually delivering these tests has been 

very patchy. Gateshead Primary Care Trust, under which this GP practice comes, came out 

top of a league table of the English PCTs who took part in the National Diabetes Audit last 

year. Helen Ramsay, who is also clinical lead on diabetes for Gateshead, says the PCT 

managed to get 70% of its patients fully tested.  

 

RAMSAY: One of the most challenging parts of trying to keep 

regular review of people with diabetes is the call and recall system.  It is quite easy for 

patients to fall out of recall for whatever reason, they don‟t attend appointments.  Unless we 

keep a log of those people, they could be wiped off the clinic lists and we would have no idea 

when they were due a check-up again, so I really rely on a very dedicated member of 

administrative staff who keeps a close eye on these appointments. It is absolutely crucial that 

I have a close handle on what is happening with each individual patient. 

 

O‟HALLORAN: But whilst Gateshead has done well, the other end of 

the league table of Primary Care Trusts makes disturbing reading. A chart in the National 

Diabetes Audit shows a huge swathe of them, well over sixty trusts, failing to deliver all nine 

of the key tests to even half of their diabetes patients. 

Looking at this chart of how Primary Care Trusts have performed on getting the tests done, I 

mean, some on them over on the left hand side, six of them over here got the tests done for 

fewer than 30% of their patients, their diabetes patients? 

 

RAMSAY: It is really quite staggering to see those figures.  I can 

only believe the practices do not have any form of systematic approach to call and recall of 

their patients. Whatever reasons they have to be able to explain it, they are not providing the 

care that they should be.  

 

O‟HALLORAN: The Diabetes National Audit is voluntary. Of 151 

Primary Care Trusts that took part, the Mid Essex PCT came bottom of the league. It 

managed to give all of the nine of the tests to fewer than 10% of its diabetes patients. We 

asked the trust to explain its poor performance. It said in a statement: 
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READER IN STUDIO: NHS Mid-Essex is in the mid-range for seven out of 

the nine care processes, but there are two care processes that have significantly reduced our 

overall score. One relates to a routine blood test.  The second relates to protein testing.  It 

seems that information on these was not captured by the National Diabetes Audit system.   

We are making a number of improvements to diabetic care. So our level of performance, as 

measured by the audit, will rise significantly in the future.  

 

O‟HALLORAN: Another PCT which managed to give all the tests to 

under 10% of diabetes patients was Swindon. It told File on 4: 

  

READER IN STUDIO: We are disappointed that the report showed NHS 

Swindon was not performing as well as we should be overall.  In eight out of nine areas, the 

figures show we are testing more than 70% of our patients.  We have written to all GPs and 

are currently developing a business case to make sure a standardised approach is put in place 

to ensure patients have all the health checks.   

 

O‟HALLORAN: But scores of others trusts are falling short as well. To 

find out why, we approached the Primary Care Diabetes Society, which includes GPs and 

specialist nurses. It directed us to Dr Stephen Lawrence, a GP on its executive committee. His 

practice is in Chatham, Kent. How does he explain the low testing figures achieved by so 

many Primary Care Trusts?   

 

LAWRENCE: One of the reasons for this may be that GPs have been 

identifying more and more people with diabetes and increasing the pool of people who 

therefore have the condition, and there will be a difference between some PCTs in terms of 

the amount of financial input and support for diabetes care. 

 

O‟HALLORAN: So some PCTs are not getting their priorities right in 

terms of financing this? 

 

LAWRENCE: I would argue that some PCTs perhaps have yet to 

reorganise their diabetes care in order to ensure that they are delivering the best they can for 

those patients. 
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O‟HALLORAN: Is that quite a concern for you actually? 

 

LAWRENCE: It is a concern if patients are potentially developing 

complications and suffering when all it needs from our point of view is really a 

reorganisation of the services. 

 

O‟HALLORAN: But a key factor in some PCTs‟ low scores on the nine 

tests may be the funding system for GPs introduced under the last government. It‟s called the 

Quality and Outcomes Framework - or QOF. It‟s a points system, based on work the GPs 

carry out across a range of conditions. The more points a practice earns, the more income it 

gets from the NHS. Henry Featherstone, himself a qualified doctor, co-wrote a report for the 

Policy Exchange think tank on how the system works in relation to diabetes care. On a chart 

of the diabetes tests and payments linked to them, he showed me one example. 

 

FEATHERSTONE: For diabetes, there are a number of specific clinical 

indicators which cover things like, for example, making sure that their blood glucose level is 

at the right level.  This is perhaps one of the key indicators for patients with diabetes, it‟s 

called the HPA1C level, so it‟s a sort of a long term view of how good and how stable their 

blood glucose control has been. 

 

O‟HALLORAN: So it‟s a three month rolling blood sugar level 

basically? 

 

FEATHERSTONE: That‟s about right.  You‟ll see here that there‟s quite a 

lot of points - 17 points attracted to this - and GPs will get paid approximately over £2,000, 

but the threshold in which they‟ll get that is then made by testing between 40% and 50% of 

the patients. 

 

O‟HALLORAN: So you mean there isn‟t a big incentive or no incentive 

there really to test more than 50% on that particular measure? 

 

FEATHERSTONE: No not really. 
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O‟HALLORAN: He found that GPs were able to obtain maximum 

payment under the scheme by doing far less than maximum testing. Indeed, says Henry 

Featherstone, not long after the QOF system began, most GP surgeries in England were 

earning close to 100% of income available on diabetes treatment measures without fully 

testing anything approaching 100% of their patients.  

 

FEATHERSTONE: For the year that we looked at, which was 2008/2009, 

we found that GPs were hitting 98.4% of their indicators and therefore payments for 

providing clinical care to patients with diabetes. 

 

O‟HALLORAN: So the GP surgeries were earning the maximum 

amount of money they could pretty well on the diabetes measures? 

 

FEATHERSTONE: Yes, so on the performance and quality measures they 

were pretty much hitting their top targets. If you were to look only at the payment system, I 

think the assumption would be, with GPs getting 98% of their targets, that the care was 

absolutely fantastic.  However, if you were to look at the independent National Diabetes 

Audit, that tells a very different story, with only 50% of patients receiving all the care 

processes. 

 

O‟HALLORAN: The payment system has been completely out of kilter 

really with the care processes and the level of testing required for the patients? 

 

FEATHERSTONE: GPs have very quickly and very easily been able to hit 

their QOF scores, but we are still looking at the national audit and we‟re still only having 

50% of patients receiving all these essential processes.  So I think from that we conclude, and 

I think it‟s common consensus that the bar has probably been set far too low for the QOF 

threshold payments. 

 

O‟HALLORAN: The man in the Government responsible for long term 

conditions is the Minister of State at the Department of Health, Paul Burstow. He claims any 

shortcomings in the way GPs are incentivised by payments should be ironed out by the 

Government‟s planned health reforms.  
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O‟HALLORAN cont: Isn‟t there a mismatch really between the funding 

system for GPs and what the National Institute for Clinical Excellence wants? 

 

BURSTOW: No, there shouldn‟t be, because NICE, of course, has 

the responsibility of holding the ring with GP colleagues when it comes to developing the 

measures that go into the Quality and Outcomes Framework. 

 

O‟HALLORAN: But we are told that the GPs can get the maximum 

funding – and the vast majority of them do on diabetes - without doing anything like enough 

of this screening on the patients. 

 

BURSTOW: And of course, one of the opportunities we now have, 

as the NHS Commissioning Board takes on its new responsibilities for commissioning 

primary care is to look at those contracts to make sure that that is improved. 

 

O‟HALLORAN: That‟s part of the health reforms that are coming, just a 

small part of them? 

 

BURSTOW: It‟s an important part of them, yes. 

 

O‟HALLORAN: But don‟t the patients need action now, these diabetes 

patients?  Can they really wait for this huge and contentious legislation? 

 

BURSTOW: If that was all we were doing, I would agree with you 

absolutely, and that‟s why the publication of the atlas information, showing the variations to 

enable the existing commissioners to be challenged to do better is absolutely key, why we do 

need to make sure that we are continuing to support commissioners.  That‟s what NHS 

Diabetes is doing, to deal with these variations.  In fact, they are working with a number of 

PCTs to improve commissioning. 

 

O‟HALLORAN: We learned from the National Audit that only about 

half of diabetes patients are getting all of these nine critical tests.  How satisfactory is that? 
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BURSTOW: It‟s outrageous, it‟s unacceptable, and that‟s why we 

published the information that exposed this in the first place. 

 

O‟HALLORAN: So why is it still going on?  

 

BURSTOW: Well, the point is we published this information 

because we want commissioners to start to change.  The guidance is there, the best practice is 

understood and we need to make sure that best practice is adopted. 

 

O‟HALLORAN: But for many clinicians there are problems not only 

with the QOF payments to the GPs, but with how the PCT pays for the treatment of its 

patients who attend hospital. Dr David Simmons, a consultant physician at Addenbrooke‟s 

Hospital, Cambridge, believes the scale of charges that Primary Care Trusts face when GPs 

refer patients to hospital clinics, acts as a disincentive to securing top quality treatment for 

them.  

 

SIMMONS: Access to specialist services for people with Type 1 

diabetes in some cases is not optimal. There are people that we would like to see earlier. 

Sometimes we do see people on the hospital wards who have been under the care of their 

General Practitioner for some time and has not been referred, because for each attendance at a 

specialist service within a hospital, there is a tariff, there is an amount of money that is paid. 

 

O‟HALLORAN: They are being really steered away from hospital 

clinics and centres by their GPs?  

 

SIMMONS: Unfortunately at times we have seen people being 

steered away from hospital specialist clinics. 

 

O‟HALLORAN: These are officials within the Primary Care Trust who 

are saying, „If humanly possible, don‟t refer patients to hospital‟? 

 

SIMMONS: Yes.  I can say that I have been in a meeting where 

there was a GP who said that they would not refer because of the cost of the referral. 
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O‟HALLORAN: And how much does it cost a GP practice to refer a 

patient? 

 

SIMMONS: A new patient appointment for diabetes is around £250 

and a follow up is around £89. The perverse incentive really comes from a tariff-based 

system for something where the cost and the outcomes and the difficulties may be ten or 

fifteen years away.  If you approach health from an annual budgetary cycle approach, when 

in diabetes the payment for it from the person with diabetes is often in fifteen years from a 

heart attack, from other complexities, the kidney disease, the eye disease, then an annual 

cycle of payments every year is not really going to have sufficient incentive, and they‟ll say, 

„Let‟s put this off for a year, let‟s put off dealing with diabetes for a year,‟ when this is 

something which is an epidemic, it‟s an enormous cost on the country and we need to deal 

with it now, without the perverse incentives of saying, „Oh look, £89 for a visit, do away with 

that this time and we‟ll save that money and we can spend it on something else.‟ 

 

O‟HALLORAN: So how does the Primary Care Diabetes Society 

answer the contention that there are perverse financial incentives which could, in the worst 

circumstances, lead to corners being cut on care and expensive to treat complications, and 

ultimately cause greater costs to the NHS in the future? We asked Dr Stephen Lawrence.    

Is there a kind of negative incentive acting on GPs when they have the choice of referring a 

Type 1 patient to a hospital diabetes centre?  Is there a sort of financial penalty? 

 

LAWRENCE: In regards to a person with Type 1 diabetes, I don‟t 

think that there are many GPs at all in the country who would argue that that person should 

not be seen in a secondary care setting, so no, I don‟t think that is an issue at all that confronts 

primary care. 

 

O‟HALLORAN: But the payment system could contain a disincentive to 

send a person to hospital because that does cost the Primary Care Trust something? 

 

LAWRENCE: If I refer any of my patients to hospital, that will incur 

a cost, but you make a referral to hospital on the basis of need, not on whether that is going to 

cost the clinical commissioning group, the PCT or the GP practice. 
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O‟HALLORAN: But in a marginal case, where a GP thought there was 

going to be a financial penalty, in effect, for sending the person to a hospital unit, might that 

not sway his judgement? 

 

LAWRENCE: I think as GPs we have been used to working with 

patients who sit on a border, whether that be for starting treatment, for stopping treatment, for 

making a referral to hospital or not, and at the end of the day we are motivated by a need to 

look after patients and to do that to the best of our professional ability. 

 

O‟HALLORAN: But in some instances of modern diabetes care, it‟s all 

too obvious that it‟s lack of ready cash to pay for treatment or technology that stands in the 

way of transforming a patient‟s quality of life and future health prospects.  

 

ACTUALITY WITH ELVY FAMILY 

 

VICTORIA: Okay, let‟s do your bloods then [beep beep].  We‟re 

just testing his bloods now just to see, yeah, 3.6, he‟s actually having what we call a hypo, so 

he‟s going to have two glucose tablets.  We will have to do another finger prick again in 

about ten minutes and just check that his bloods have actually come up .... 

 

O‟HALLORAN: At seven o‟clock in the evening, Victoria Elvy 

discovers that her nine year old son Max is undergoing a sudden plunge in his blood sugar 

levels at their home near Blackpool, Lancashire. Since Max was diagnosed with Type 1 

diabetes a few years ago, his blood sugar levels have at times varied wildly and dangerously. 

On one occasion the results were dramatic.    

 

VICTORIA: It‟s not something I would ever want to experience 

again. It caused him to suddenly drop to the floor and start fitting.  It was the most terrifying 

thing that I personally have ever seen.  And the noise, that will live with me for ever.  It was 

like a very deep groaning of an animal, it was horrible, but thank God Nick was there. 

 

NICK: I seriously thought at that point that Max was going to 

die.  His eyes had rolled into the back of his head, there was nothing to see on his face, and I 

seriously thought he was going to die. 
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O‟HALLORAN: Preventing such events means having several injections 

a day, and Max‟s blood sugar checks also have to be done in the middle of the night, 

disrupting the whole family‟s sleep.  

 

MAX: It‟s just a pain, because like when you‟re hungry you 

have to do your bloods.  It‟s quite annoying really, because you can‟t just say, „I‟m hungry,‟ 

and my mum say, „Well, have a biscuit.‟  You have to check your bloods and see what you 

are, and I‟d be like, grrrrr.  Sometimes I get segs, where my finger is pricked so many times 

that it‟s like all gone black and it feels really crusty and horrible. 

 

O‟HALLORAN: But last year the Elvys learned that a new device, an 

insulin pump, worn like a pager but plumbed into the body, could prevent most of these 

painful episodes. It could also control blood sugar more closely, lowering the risk of severe 

illness in the long term. About six months ago, doctors agreed that an insulin pump would be 

suitable for Max. It seemed that the Primary Care Trust would pay for the pump itself, 

costing about £3,000. But Max still hasn‟t got it, because the hospital trust has yet to provide 

funding for the family to be trained in how to use it.   

 

VICTORIA: We have been told that there is only funding to train 

two families a year on an insulin pump, there is no funding for staffing. 

 

O‟HALLORAN: Is it fair to say that in a way Max is now in a queue? 

 

VICTORIA: Yes, and there aren‟t supposed to be queues for NHS 

pumps, according to NICE guidelines.  This investment in him now will stop a gross waste of 

money later on down the line. 

 

O‟HALLORAN: And if the investment is not made, the clinical result is 

what? 

 

VICTORIA: Well, he could be blind, he could have gangrene, he 

could have neuropathy in his feet, he could end up with problems with his stomach. 
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O‟HALLORAN: And these are all complications which diabetes  

sufferers get later on in life? 

 

VICTORIA: Yes, definitely. 

 

O‟HALLORAN: When we put Max‟s case to the Blackpool Teaching 

Hospitals NHS Foundation Trust, it said it was sorry and that waiting times for the pumps 

would now be reduced.   

 

READER IN STUDIO: We‟d like to apologise to Max Elvy and his family for 

the delay with the provision and training of an insulin pump.  The resources have now been 

put in place to provide the required training to all patients requiring this support. The Trust 

will be commencing the initial training sessions in the next few weeks.  

 

O‟HALLORAN: Health Minister Paul Burstow says in his view patients 

shouldn‟t have to wait for insulin pumps once they have been approved by their doctors.   

 

BURSTOW: Well, obviously anyone who is forced to be waiting in 

a queue when we know from NICE that this is a very very effective way of providing greater 

control over Type 1 diabetes is unacceptable. 

 

O‟HALLORAN: But you said over a year ago that you were 

disappointed and shamed by that situation over the insulin pumps, what have you done to sort 

it out? 

 

BURSTOW: And when I said that, one of the things that we did is 

publish in the NHS Operating Framework, which are the instructions to the NHS that they 

have to follow every year, that they needed to focus on this area, and that‟s why we are 

seeing an increase in the numbers of insulin pumps being made available. 

 

O‟HALLORAN: But it‟s not just the provision of new technology that is 

being hit by tight spending controls in the various different parts of the NHS. A national 

survey by the charity Diabetes UK has shown a dramatic drop in the number of specialist 
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O‟HALLORAN cont: diabetes nurses. About one in six such posts have been 

effectively frozen, according to the charity‟s head of advocacy, Simon O‟Neill.  

 

O‟NEILL: We‟ve been undertaking a survey of diabetes specialist 

nurse posts for the last few years, and very sadly have seen a decline in numbers.  Most 

people recognise that the diabetes specialist nurse is a lynchpin in diabetes care delivery, but 

we are seeing diabetes specialist nurses being redeployed onto normal wards, posts being 

frozen, and we are very worried by that trend.  By not having those nurses in place, we 

believe that the overall quality of care falls.  The last survey, which was done sort of this time 

last year, was about a hundred fewer posts, I understand, and about two hundred posts had 

been frozen, so a reduction in total numbers of about three hundred posts altogether.  We are 

concerned that this is a major resource which is just being decimated. 

 

O‟HALLORAN: So in your view, are these cuts, in the context of 

everything else going on in the Health Service, are they well thought out, do they make 

economic sense? 

 

O‟NEILL: They are not thought out well in terms of the long 

terms effects of that reduction in posts.  It may save money in the short term on an individual 

post, but the long term damage to patients with diabetes, the potential cost of complications is 

huge.  Diabetes nurses can make a key difference and there should be a post that is in place 

now. 

 

O‟HALLORAN: Health Minister Paul Burstow suggests he doesn‟t like 

to hear news of such cuts any more than the diabetes patients do. But we asked - what are he 

and the Government actually doing about it?   

 

BURSTOW: I don‟t find it acceptable at all that NHS organisations 

think that removing what has been a very much well supported and reported aspect of 

diabetes care for many years is being reduced.  What we want to see is more of the money 

being spent on specialist nurses, because the case is compelling. 

 

O‟HALLORAN: But the number of posts unfilled doubled within a year 

and the shortage of these nurses is getting worse. 
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BURSTOW: Well, that‟s why we published earlier this year the 

economic case to demonstrate that actually by doing that you are creating a system that is 

more likely to waste money rather than a system that is going to use that money wisely. 

 

O‟HALLORAN: But what are you doing to force the trusts to actually 

take the action rather than publishing documents? 

 

BURSTOW: Well, I‟m very conscious that for years, central 

Government has tried to micromanage our hospitals, and as a consequence of that we have 

the postcode lottery that this programme is all about.  So I‟m not convinced that trying to 

micromanage the appointment of any specialist nurse is a good way of trying to run the NHS. 

 

O‟HALLORAN: But with shortages continuing under this Government - 

you have been here for twenty-one months, just about – I mean, it‟s going to be blamed on 

you, isn‟t it? 

 

BURSTOW: Well, the reality is the numbers of clinical staff in the 

NHS since the coalition government came into office has gone up, and we need to make sure 

those clinical staff – and particularly nursing staff - are available in the right places. 

 

O‟HALLORAN: So why on earth do you think the number of specialist 

nurses is actually going down? 

 

BURSTOW: I have not seen all the details as to why individual 

trusts are deciding to disinvest, to cut their spending on specialist nurses. What I have done, 

and what we are clear about is that there is a very clear case for the benefits that that delivers 

to patients of having specialist nurses, and there‟s a very clear economic case, as it releases 

money from less productive, more costly, wasteful activities of managing complications in 

diabetes. 

 

O‟HALLORAN: We are told on all sides that more money spent now 

can deliver massive savings in the future for the NHS.  Do you agree with that? 
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BURSTOW: That‟s why we have been making all of those things 

very clear and explicit in the NHS Operating Framework this year and we will continue to 

pursue those courses. 

 

O‟HALLORAN: And it‟s not just hundreds of millions that could be 

saved, is it?  Presumably in the long run it‟s billions of pounds that could be cut from the 

NHS budget? 

 

BURSTOW: Well, none of it is about cutting any money from the 

NHS budget.  It‟s about making better use of the money that‟s in the system. 

 

O‟HALLORAN: Among GPs, hospital consultants, specialist nurses, 

and even in the Government, File on 4 found near unanimity on one point - that greater 

investment on measures to prevent the complications of diabetes could result in huge savings 

for the NHS in the future. But will the Government‟s bitterly disputed health reforms be able 

to unleash that kind of visionary investment?  And do that, while billions of pounds of NHS 

savings have to be found in the next few years?     
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