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Is West Hampshire CCG fit for purpose for delivering NHS Continuing Healthcare? 

 
In the second part of our national campaign, we are highlighting the claim by West Hampshire CCG that on-going eligibility for 
NHS Continuing Healthcare has not yet been proved in our case. As you will see, if my wife is not clearly eligible then who is? 
And, considering the evidence of the medical experts, what level of proof is actually required (unless West Hampshire CCG 
are hiding behind mistakes, failing to follow processes and misleading us)? 
 
My wife has life-threatening epilepsy. She gets no warning of seizures and sometimes stops breathing, requiring intervention, 
at the end of ‘tonic-clonic’ seizures (previously known as ‘grand mal’ seizures). Within the “Decision Support Tool”, used for 
making eligibility decisions, it states that 

“A clear recommendation of eligibility to NHS continuing healthcare would be expected in each of the following cases: 

• A level of priority needs in any one of the four domains that carry this level. 

• A total of two or more incidences of identified severe needs across all care domains.” 
 
My wife was assessed in review by the case co-ordinator (in January 2018) as having one priority and two severe needs across 
the domains. But, without our knowledge or consent, the levels were “reviewed” after the meeting by Meriel Chamberlain, a 
senior manager, and the case coordinator.  These amendments, which Pauline Dorn, Head of Continuing Healthcare at West 
Hampshire CCG, said should not have taken place, reduced the levels so there was no priority and only one severe. Is this 
just good practice by the CCG? No. It is contrary to case law, the Data Protection Act and national and local processes for 
NHS Continuing Healthcare. And contrary to the evidence. 
 
We will exemplify the ‘priority’ domain of Altered State of Consciousness (ASC). A Priority need in this domain requires the 
patient to be “in a coma” or: 

• “ASC that occur on most days” 

• “Do not respond to preventative treatment” 

• “And result in a severe risk of harm”. 
When considering levels, assessors must consider the Nature, Intensity, Complexity and Unpredictability and the condition. 
 
The medical experts in our case (consultants and professors of neurology, an Epilepsy Specialist Nurse and GPs) have written 
very much in support of our case, demonstrating all of the above criteria. This information has been openly shared with West 
Hampshire CCG throughout this case. However, the review report (written by Jo Craven, the case coordinator) was amended 
without our knowledge or consent to state that Meriel Chamberlain “felt Rachael’s needs in Altered State of Consciousness 
would not meet the Priority Level”. Case law (R Clarke v Bromley) states that expert opinions have precedence over non-expert 
views. We have made the CCG aware of this but they have not responded to this point. Ironically, the review report still includes 
the following statement in the ASC domain: 
“Mr Austen-Jones has copied letters from health professionals involved in Rachael’s care. Please read attached documents on 
CONI for further and more in depth information in regards to Rachael’s epilepsy history. Health professionals (GP, epilepsy nurse, 
Consultant neurologist) have advised that Rachael’s epilepsy is unpredictable, difficult to manage, life threatening, and requires 
constant monitoring. The health professionals advise that Rachael often stops breathing when having a seizure which is life-
threatening.” 
In our view, the opinion of Meriel Chamberlain, as stated in the review paperwork, is either a lie or gross incompetence. 
Unfortunately, West Hampshire CCG has stood by the comments of Meriel Chamberlain, despite the lack of consent or evidence 
of a rationale behind her decision. 
 
More controversially, this appears to be a deliberate attempt to pervert the Duty of Candour. We had asked for an escalation 
to management but on completely different grounds – the case co-ordinator stated that my wife is eligible with an identified a 



Primary Health Need but our case had to go to MDT because it was “simply the guidelines”. [No evidence of the guidelines 
has been produced by West Hampshire CCG.] The manager, Meriel Chamberlain, was to be asked that with one “priority” and 
two “severes” does the case have to go to MDT? We received a response phone call just 75 minutes after the meeting to 
confirm that the MDT will go ahead despite those judgements. We challenged this formally, in writing, the day after. From the 
only evidence provided, the review by Meriel Chamberlain took place several days later. With the distances involved and the 
amount of evidence to be reviewed, it is incomprehensible that the evidence was reviewed prior to the phonecall. Thus, it 
seems that the CCG behaved in a way to circumvent our complaint. 
 
Unlike West Hampshire CCG, we can and will back up everything we say with evidence. As such, we have attached documents 
highlighting the statements made, in writing, by the medical experts who have being supporting us over the last ten to fifteen 
years. There is a lot to go through. 

• If you have no time at all, take confidence in the fact we have shared the evidence with you. 

• If you have some time, look at ‘Evidence 1’. This focuses on the view of the experts on whether my wife has a ‘Primary 
Health Need’. 

• If you have more time, look at ‘Evidence 1 and Evidence 2’.  This is a thorough breakdown of the view of the experts 
on my wife’s needs in “Altered State of Consciousness”. 

 
 
 
Phil Austen-Jones 


