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Care Quality Commission Monitoring the Mental 
Health Act 2020/21 

The Care Quality Commission (CQC) has published Monitoring the Mental Health Act in 

2020/21, the regulator’s annual report on the use of the 1983 Mental Health Act (MHA). The 

report sets out CQC’s activity and findings from engagement with people subject to the MHA 

and its review of services for people detained using the MHA during 2020/21. This briefing 

summarises key points from the report, and for a comprehensive view of the findings and 

conclusions we encourage providers to read the report in full. 

 

Key points: 

• This year’s Monitoring the Mental Health Act report found services have continued to experience 

unprecedented pressure during the pandemic. Despite this, CQC has seen many examples of good 

practice and the dedication of staff. Many patients and carers told CQC they appreciate the extra 

efforts made by staff during the pandemic. 

• CQC recognised that, with social distancing and other restrictions in place, services have had to 

balance a duty of care towards patients at the same time as upholding the principle of least 

restriction. Overall, the regulator found that services rose to the challenges this presented. 

• CQC found staff are exhausted, with high levels of anxiety, stress and burnout, and there is a high 

level of vacancies. The regulator concludes that the negative impact of working under this 

sustained pressure poses a challenge to the safe, effective and caring management of inpatient 

services and to the delivery of care in a way that maintains people’s human rights. 

• CQC highlights concerns that reduced access to community mental health services during the 

pandemic may in part have contributed to an increase in the number of people detained under 

the MHA. Independent Care (Education) and Treatment reviews have also shown the impact of a 

lack of community care, with people admitted to hospitals for prolonged periods of time. Those 

reviews also found that services were generally not very good at listening to patients and families. 

• The report also raises concerns about children and young people being placed in unsuitable 

environments while they wait for an inpatient child and adolescent mental health bed. 

• CQC has said urgent action is needed to address longstanding inequalities in mental health care. 

While CQC has seen positive action in tackling racist behaviour on wards and services are more 

https://www.cqc.org.uk/sites/default/files/20210127_mhareport_printer.pdf
https://www.cqc.org.uk/sites/default/files/20210127_mhareport_printer.pdf
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aware of the discrimination and exclusion experienced by LGBT people, it calls for a focus across 

integrated care systems on gathering reliable local and national data to identify inequalities in care 

and measure progress towards closing these gaps.  

• The report states many parts of the mental health hospital estate need upgrading, and many of 

the improvements required will be dependent on adequate capital funding being available. 

• CQC highlights its position on a number of the government’s proposals to reform the MHA. These 

include CQC welcoming the intention to introduce a legal duty on commissioners to ensure an 

adequate supply of community services for people with a learning disability and autistic people, 

and a widening of its MHA monitoring remit to extend to commissioning bodies. 

 

Key findings 

Service provision during the pandemic  

CQC found services have continued to experience unprecedented pressure during the pandemic, 

which has placed additional burdens on staff. CQC heard that in many services staff were leaving for 

higher paid roles, or leaving because of burnout, putting additional pressure on remaining staff. In 

many cases, CQC heard concerns that staff may not be able to actively manage incidents because the 

pandemic had delayed training courses. 

 

CQC recognised that, with social distancing and other restrictions in place, services have had to 

balance a duty of care towards patients at the same time as upholding the principle of least 

restriction. Overall, the regulator found that services rose to the challenges this presented.  

 

There were varying accounts of the impact of the pandemic and changes made in response to the 

pandemic: some people felt supported while others were less positive. In some instances, 

reconfigurations helped to improve multidisciplinary working between teams and in turn improve 

patients’ experience. CQC also heard that, in some cases, for example where therapy staff had been 

redeployed onto wards, this had helped to improve patient engagement in activities. 

 

However, CQC found the combination of lockdown restrictions and staff shortages meant many 

patients experienced a poorer service. This included, for example, limited access to leisure and 

therapeutic activities. CQC found the provision and availability of psychological therapies variable. 

 

The report highlights restrictions imposed by the pandemic tested the effectiveness of some services. 

For example, on some eating disorder units infection prevention control measures had stopped staff 
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from eating meals with patients, with both staff and patients telling CQC that not sharing meals 

detracted from the therapeutic experience.  

 

Person-centred care during the pandemic 

CQC has seen some good practice of services empowering patients, but found this was variable and 

some services were not able to explain patients’ legal rights effectively. The report highlights instances 

of people not always being given the right information and in a way they could understand. 

 

CQC found some examples of good practice of involving patients in care planning, and, where CQC 

has raised concerns previously, many services have made improvements in response. However, the 

regulator continues to find examples of poor patient involvement. A new approach one trust is 

piloting for care planning arrangements – wherein a weekly review is carried out to ensure that care 

plans never go out of date and decisions are made in partnership with the patient – is described in 

the report on page 24. 

 

CQC found access to advocacy services has been variable during the pandemic. While digital 

technology has given people continued access to advocacy services remotely, many advocates told 

CQC that not being able to visit wards has limited their activity. 

 

Many services have improved patients’ access to digital technology during the pandemic. While this 

can raise some security issues, CQC states these should be manageable and urges services to 

maintain access as far as possible. In general, services seem to be maintaining access to mobile 

phones. 

 

The report states that, as a result of CQC activities, many services have made changes and put in 

place processes to monitor and review restrictions, to ensure that these are justifiable and, wherever 

possible, applied according to individualised patient risk assessments.  

 

Ward environments  

The report finds that many parts of the mental health hospital estate need upgrading, with wards 

often being unsuitable sensory environments, particularly for autistic patients. The report highlights 

steps some services are taking to developing sensory rooms on wards in consultation with patients. 

However, the report acknowledges that there are many improvements required in mental health 

inpatient environments that will be dependent on adequate capital funding being available. 
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CQC found use of dormitory wards can leave patients feeling unsafe, even when these wards are 

managed well. The report highlights a number of larger wards were scaled back at the start of the 

pandemic, though this added to pressures over bed availability, and the numbers of beds increased 

again as local infection rates declined. 

 

In many hospitals, patients and staff complained to CQC about poor internet coverage and the 

impact this has on contact with friends and families, as well as online medical and legal consultations 

and tribunal hearings. In a number of cases, services have let CQC know that they are installing signal 

boosters or other technological fixes. 

 

CQC found that services had taken steps to maintain patients’ sense of safety, and also heard about 

good practice in proactively addressing sexual safety. For some services, the reconfigurations offered 

an opportunity to introduce single-sex wards that may continue post-pandemic. 

 

The report states catering still needs serious improvement in some services, though CQC has seen 

some good practice. The report signposts guidance from Public Health England and NHS England 

and NHS Improvement on ‘Managing a healthy weight in adult secure services’. 

 

Leaving hospital 

CQC continues to have concerns about the quality of aftercare planning and multidisciplinary team 

support following a patient’s discharge from hospital. The report highlights that the Local 

Government and Social Care Ombudsman found against a number of clinical commissioning groups 

for failures under section 117 of the MHA over the last year, and CQC also investigated and upheld a 

complaint against a number of agencies relating to a failure to provide statutory aftercare. 

 

CQC welcomes moves to replace the care programme approach with a more flexible, responsive and 

personalised approach, but it is concerned to see some signs of local authority resources being 

withdrawn from discharge planning processes. CQC also welcomes the work underway to explore 

ways to determine which local area is responsible for a person’s aftercare. 

 

Tackling inequalities 

The report highlights the latest NHS Digital statistics on the MHA, which show significant inequalities 

in the use of the Act. It states that reform of the MHA is shining a spotlight on these inequalities, and 

welcomes the introduction of the Patient and Carer Race Equality Framework pilots, which aim to help 

mental health trusts work with ethnic minority communities to achieve practical change. 

https://www.england.nhs.uk/wp-content/uploads/2021/02/B0121_Managing-a-healthy-weight-Adult-Secure-Services-practice-guidance-090221.pdf
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/2020-21-annual-figures
https://www.gov.uk/government/consultations/reforming-the-mental-health-act/reforming-the-mental-health-act#:~:text=The%20new%20principles%20are%3A,discharged%20as%20quickly%20as%20possible
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CQC has seen positive action in tackling racist behaviour on wards. However, it is concerned that 

poor recording of ethnicity is masking equality issues and encourages services to support system-

wide efforts in tackling existing, and preventing future, health inequalities by improving how data to 

monitor equalities is captured and used. CQC recognises that some factors in inequality are broader 

than health care provision and solutions will require a system response working with their 

communities. 

 

CQC has found services are more aware of the discrimination and exclusion experienced by LGBT 

people and, across the system, CQC has seen examples of excellent care that can be built on.  

 

The report highlights face masks and visors created communication barriers for deaf patients, 

although the adoption of clear masks addressed this in part. CQC found not all services have enough 

access to support for staff, such as signing interpreters. 

 

Children and young people 

CQC is particularly concerned about the number of reports of children and young people being 

placed in unsuitable environments while they wait for an inpatient child and adolescent mental health 

service (CAMHS) bed. The report states CQC had many approaches from providers seeking advice or 

leverage over what to do about this. 

 

In 2020/21, CQC was informed of 191 placements of a patient under the age of 18 being cared for on 

an adult ward for more than 48 hours. All but 31 (16%) of such admissions were under the MHA and 

most of these placements are due to a lack of age-appropriate alternatives. CQC is also concerned 

that these types of admissions are increasing. There were 45 in the first three months of 2019; 56 in 

2020 during the same period; and 66 in the first three months of 2021. 

 

The report states that preventing inappropriate admissions is not simply a matter of providing more 

specialist beds. Demand can be reduced through the development of robust community-based 

provision and flexibility in the specialist support offered to wider hospital-based services. While CQC 

welcomed the recent funding boost for children’s mental health services, it is aware that this will be in 

a context of considerable reduction in services – including community services that could provide 

alternatives to hospitalisation – over several years. 

 

People with a learning disability and autistic people 
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The report states the government’s objective to reduce hospital admissions for people with a learning 

disability and autistic people under the MHA can only be achieved by an increase in community 

support, including trained staff, and high-quality alternatives to admission. CQC welcomes the 

intention to introduce a legal duty on commissioners to ensure an adequate supply of such 

community services, and would also welcome a widening of its MHA monitoring remit to extend to 

commissioning bodies. 

 

Offenders with mental disorders 

The report states that the forensic inpatient system is under stress due to capacity, leading to delays 

in patient transfers and discharge. Although this might require an expansion of bed numbers, CQC 

states there must also be investment in community forensic services and case management at 

commissioning level to address this. 

 

CQC is concerned at the number of patients returned to prison without adequate care plans in place 

for ongoing management of their mental health conditions. Research published in 2020 on service 

transitions, interventions and care pathways found that less than one in five patients returned to 

prison after transfer to hospital under the MHA had care plans in place under the Care Programme 

Approach (CPA). 

 

During the pandemic, CQC heard concerns that mentally disordered offenders were not getting the 

mental health care they needed because lockdowns were causing delays in transfers. However, while 

there was evidence of delays for some inter-hospital transfers, data from the Ministry of Justice 

suggests that transfers continued to be managed at similar levels as before the pandemic. 

 

With regards to proposals to introduce a statutory time limit for transfers, the report states it is not 

clear whether there are enough beds in the appropriate locations and at the required level of security 

to enable it to be effective. The report highlights there are also systemic issues in the prison system in 

terms of lack of suitably qualified and experienced personnel who can identify prisoners who are 

experiencing mental health problems and refer them on to healthcare resources. 

 

CQC highlights the Centre for Mental Health’s review of mental health care in prisons and that it looks 

forward to follow up work from this mental health needs analysis across the English prison estate. 

CQC hopes that this study will be able to quantify the unmet needs in prison, and consider whether 

prisoners have equal access to mental health hospital care as the rest of the population. 

 

https://pubmed.ncbi.nlm.nih.gov/32741401/
https://www.centreformentalhealth.org.uk/sites/default/files/publication/download/CentreforMentalHealth_TheFutureofPrisonMentalHealthCare_0.pdf
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CQC welcomes the introduction of new sentencing guidelines for mentally disordered offenders, but 

acknowledges that the effectiveness of diversion also relies on resources to ensure that courts are 

provided with relevant information about an offender’s mental disorder, as well as resources to 

provide community-based options where appropriate. CQC also welcomes government plans to 

introduce a power of supervised discharge in the forthcoming mental health bill, but urges such a 

power to be carefully constructed so that it is used only where absolutely necessary. 

 

Interface with deprivation of liberty safeguards 

CQC found there is still confusion around people’s legal rights under the MHA, the Mental Capacity 

Act and Deprivation of Liberty Safeguards (DoLS), with some services making subjective 

interpretations of guidelines to deprive someone of their liberty under the MHA and DoLS. With the 

introduction of the Liberty Protection Safeguards, CQC would welcome clearer guidance about which 

legislation to use and make decisions. 

 

First-tier tribunal (mental health) 

During the pandemic, the first-tier tribunals continued to hear cases via remote hearings. Listings 

were paused for only six working days for some community patients at the end of March 2020. 

 

Changing to remote hearings appears to have had no effect on outcome, with similar proportions of 

discharges in hearings in 2020/21 compared to the previous year. Around 30% of restricted patients’ 

appeals resulted in some form of discharge decision. Patients detained under the assessment and 

treatment power (section 2) were roughly twice as likely to successfully appeal as patients detained 

under treatment powers (section 3 and unrestricted hospital orders). Appeals against community 

treatment orders (CTOs) were in general less successful (about 4% of decisions ordering discharge). 

 

As highlighted in last year’s report, while some people preferred the use of remote hearings, others 

felt disadvantaged. Poor internet connections, data security and protection remained common 

concerns from patients, staff and Tribunal representatives. 

 

Restraint, seclusion and segregation 

Throughout 2020/21, MHA Reviewers took part in Independent Care and Treatment Reviews 

(IC(E)TRs) of people with autism and/or a learning disability who were held in segregation in hospitals. 

These reviews and their findings are discussed in detail in this section of the report. 
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CQC found through these reviews that, for most people, little had changed to improve their situation 

since the publication of its Out of sight report, with people in long term segregation experiencing 

poor care. CQC concludes that a lack of community alternatives and poor commissioning decisions 

had led to people being admitted to hospitals that were a long way from home for prolonged 

periods of time. Over a third of the IC(E)TR patients reviewed had been in hospital for between 10 and 

30 years. 

 

The report states that, for some people, being admitted to hospital may be the right treatment 

decision, particularly where they also have a diagnosis of mental illness. Well planned admissions with 

clear goals for discharge can support some patients to stabilise and move forward. However, people 

being admitted to hospital from the community because their placement has broken down and not 

because they need to be in hospital is a widely accepted and ongoing concern. 

 

CQC found that services were generally not very good at listening to patients and families. Many 

patients told CQC their wishes were not taken into consideration when planning their care and that 

they were unaware of what was being planned for their future. Almost half of the patients reviewed 

did not have an exit strategy from long-term segregation or a robust discharge plan. Where 

discharge plans were in place, almost 20% involved a sideways move to another hospital. 

 

CQC concludes that the system of reviews and scrutiny in place to protect patients were failing them 

and were not safeguarding patients as they should. 

 

Staff shortages were a common theme across many reviews. The report states most staff providing 

hands-on support were caring and compassionate and felt they were doing their very best with 

people with very complex needs. However, some staff demonstrated poor attitudes towards patients. 

Many staff told the review panels that they had only had a basic level of autism awareness training 

(often as part of their induction) and felt ill equipped to meet the needs of the patient. Many services 

reported a lack of specialist staff (such as occupational therapists, speech and language therapists and 

psychologists) to carry out assessments and develop autism-informed care plans. 

 

CQC also saw huge variation in the types of environments patients were being segregated in. Overall, 

a third of patients were living in environments that were of poor quality, did not meet their needs or 

were not compliant with the MHA Code of Practice. 

 

CQC work in 2020/21 

https://www.cqc.org.uk/publications/themed-work/rssreview
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Over 2020/21, CQC carried out 682 MHA monitoring remote reviews of wards, and spoke with 1,895 

patients and 1,111 carers. Second opinion doctors (SOADs) provided second opinions for 14,146 

patients, which resulted in changes to 30% of the 1,030 treatment plans for medication relating to 

detained patients who were refusing consent.  

 

In 2020/21, CQC received notifications for 667 incidents of patients absent without leave. This is 

slightly lower than average (over the last five years, CQC has received an annual average of 736 

notifications).  

 

CQC received notifications that 363 people had died while detained under the MHA between April 

2020 and March 2021, which is a rise on the previous year (240 deaths in 2019/20). A large number of 

these deaths (268 out of 363) were due to natural causes, of which 43% (114) were identified as 

caused by COVID-19. 

 

CQC’s complaints team and call centre received 2,280 contacts in 2020/21 (compared to 2,231 in 

2019/20 and an average of 2,385 over the last five years) from people raising issues concerning the 

MHA. The report states most of these contacts will be expressing some complaint or concern, but the 

vast majority are dealt with through advice or referral to NHS complaints procedures. 

 

NHS Providers view 

We welcome the publication of CQC’s annual Monitoring the Mental Health Act report. It is testament 

to the hard work of mental health trust leaders and staff on the frontline that, while services have 

continued to experience unprecedented pressure during the ongoing pandemic, CQC has seen many 

examples of good practice and many patients and carers told CQC they appreciate the extra efforts 

made by staff during the pandemic. 

 

However, this year’s report makes clear the impact of pressures on quality of care and patient 

experience. It is vital that steps are taken to address the mismatch between demand for services and 

the overall funding, capital and workforce available addressed so that service users receive the quality 

of care they expect and deserve. There is welcome improvement work underway and further plans for 

the NHS and other partners to work together to bring about an overall cultural change within mental 

health services and improve the therapeutic environment of mental health settings, which must also 

be prioritised in order to tackle the issues the report outlines.   
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We also share CQC’s concern about how exhausted staff are, with high levels of anxiety, stress and 

burnout, and the high level of vacancies. Trusts have been working hard over the years to meet the 

workforce gaps they face, by using new roles, changing skills-mixes, and pursuing a range of 

recruitment and retention initiatives. However, the impact of these steps is limited without greater 

national progress on growing and funding the domestic pipeline and retention initiatives. 

 

We agree with CQC about the importance of fully and promptly funding, on a sustainable basis, the 

expansion of community-based specialist mental health care capacity required to meet the demand 

for mental health services, and ensuring these services meet the needs of their local populations. We 

know this investment is key to reducing the need to detain under the Act and providing care in the 

least restrictive setting. The sector receiving its fair share of capital funding to improve inpatient 

environments and capacity is also crucial. There must also be increased support for public health and 

social care given the crucial role these services play in providing wider care and support people need. 

 

We look forward to the government prioritising, and us supporting, the introduction of new 

legislation to reform the Mental Health Act, the development of robust and achievable plan for its 

implementation, as well as taking the necessary steps to progress the broader changes to policy and 

practice required, without further delay. 

 

Contact: Ella Fuller, policy advisor, ella.fuller@nhsproviders.org 

mailto:ella.fuller@nhsproviders.org

