
 
Ian Trenholm, Chief Executive of the Care Quality Commission, said:  

 
“The report from the Joint Committee on Human Rights (JCHR) published today contains some 
important findings and recommendations. Many of the recommendations that relate to CQC are 
already in place or under way – although we are clear that there is much still to be done.   
 

We have been open about the need to change the way we assess mental health and learning 
disability wards so we can better understand their safety and quality and the experiences of people 
who use them. This work was driven in part by the recommendation of the Independent Review of the 
Mental Health Act in December 2018 that we review the prompts and guidelines currently used for 
inspections in the assessment frameworks specific to mental health hospitals. It was also informed by 
our ongoing thematic review which highlights the prolonged use of segregation for people who should 
instead be receiving specialist care from staff with highly specialised skills.  
 

In May, the Panorama programme exposed a culture of abuse and human rights breaches at 
Whorlton Hall that had not been identified during our inspections. This brought a compelling urgency 
to the need to change the way we inspect these services. We are engaged in a programme of work – 
including consultation with people who use services and their families, guidance to providers and 
clearer information for inspectors - to strengthen our approach and to make better use of the 
information that people share with us. We have also commissioned Professor Glynis Murphy to carry 
out an independent review into how CQC’s regulation of services similar to Whorlton Hall can be 
improved in the context of a raised level of risk of abuse and harm.  
  
The Committee makes a recommendation that we make use of covert surveillance in our work. This is 
a complex issue with its own Human Rights considerations that we continue to explore, and we will 
wait for the recommendations from Professor Murphy’s review before making a final decision on this 
issue.  It is worth noting however, given the reference by the Committee to “the methods used 
successfully by journalists” that these methods involve embedding journalists posing as care workers 
in organisations for months at a time. While the issue of covert surveillance is under consideration, we 
are also focussing on new technologies to better enable us to use existing sources of data and 
intelligence to identify services- across all sectors -where particular risks are present.  
  
The Committee also recommends that “when concerns are raised by patients and family members 
about treatment these must be recognised by the CQC as constituting evidence and acted upon.”  We 
are fully committed to strengthening how we use the views and experiences of people who use 
services and their families in our regulation and have issued new supporting information for inspectors 
on gathering information from people who use services and their families early in the inspection 
process, so their views can influence the lines of enquiry that we follow on inspection. It also 
describes the need to identify people at the highest risk of human rights breaches during our 
inspections so particular attention can be given to these individuals and to communicating with them 
and their families.  We will continue to strengthen our work in this area.   
  
Further recommendations from the Committee are that we conduct unannounced inspections on the 
evening and the weekends, which our inspectors already do when they have particular concerns 
about a service. Likewise, on the issue of ratings, our methodology already prevents a service from 
being rated Good if more than two individual domains are Requires Improvement or Inadequate – and 
we have the power to suspend ratings entirely if we have immediate concerns.    
  
We know we need improve how we regulate mental health, learning disability and/or autism services 
so we can get better at spotting poor care and at using the information people give us. We are 
working hard to improve, and we want to involve people, families, carers and stakeholder 
organisations to ensure we get it right.   
  
Meanwhile, our inspectors continue to work hard to protect people and improve care. Since October 
2018, 14 independent mental health hospitals that admit people with a learning disability and/or 
autism have been rated Inadequate and put into special measures. Two of these services have since 
improved, three are now closed and one service is still registered but is closed to new admissions 
with no people resident. We are committed to taking strong action ourselves, and we also expect all in 



the system, from providers, to commissioners to government and other stakeholders to also take 
responsibility for protecting the human rights of those using services.” 
 


