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Abstract
Mental health policy initiatives in England over the last three decades have led to significant restructuring of statutory service provision. One feature of this has been the reconfiguration of NHS mental health services to align with the requirements of internal and external markets. Based on findings from twelve months’ ethnographic fieldwork within one mainstay of NHS statutory services, the community mental health team (CMHT), this paper examines the effects of such neoliberal policy and service reforms on professional practice and conceptualisations of mental distress.
The paper begins with an account of the restructuring of the labour process in mental health services. This utilises the notion of ‘strenuous welfarism’ (Mooney and Law, 2007) to describe an organisational context characterised by escalating performance management, deskilling of professional practice and the intensification of mental health work. Increasingly prominent aspects of managerialism and marketization disrupted attempts by mental health practitioners to sustain supportive and mutual structures with colleagues and engage with service users in therapeutic and relationship-based forms of practice. Moreover organisational processes increasingly recast service users as individual consumers ‘responsibilised’ to manage their own risk, or subject to increasingly coercive measures when perceived to have failed to do so. Consequently biomedical orientations were remobilised in practice in spite of a rhetorical shift in policy discourse towards socially inclusive approaches. The term ‘biomedical residualism’ is coined to describe this phenomenon. However instances of ethical professionalism that reflected resistance to these residualised modes of practice were also visible.




Introduction
In spite of evolution in the structure of service delivery since the 1980s, the community mental health team (CMHT) has remained a central element of mental health service provision in England during this period. CMHTs deliver services to working age adults (18-64) who have a mental health diagnosis, in particular those who have higher levels of need requiring longer-term support. Such teams are part of statutory mental health services and organized through partnership arrangements between the NHS and local government[footnoteRef:1], though teams are located within secondary NHS services alongside in-patient (hospital) and other types of community provision. CMHTs are multi-disciplinary in nature, with practitioners from a number of occupations such as psychiatry, community mental health nursing (CMHN), social work and other allied health professions working together within integrated teams[footnoteRef:2].  [1:  Since the late 1990s pooled health and social care budgets under Section 75 agreements (of the NHS Act 2006) have funded integrated structures whereby local government staff (mainly social workers) are seconded to work within services delivered mainly by the NHS.]  [2:  While integrated teams remain the predominant vehicle for service delivery, processes of health and social care dis-integration are increasingly visible in some parts of the country (Lilo and Vose, 2016).] 

However while this organisational form has endured a number of neoliberal policy reforms since the early 1990s have reshaped the conditions for, and nature of, contemporary work in CMHTs. In particular, there has been a restructuring of the labour process in community mental health services characterised by deskilling, work intensification and escalating performance management. In this paper I will describe the implications of such changes for professional practice and service delivery. I will highlight the increasingly limited discretionary spaces within CMHT work, how this constrains therapeutic and relationship-based forms of practice and consequently generates a tendency towards more residualised forms of intervention. I will also examine the implications of these trends for the ways in which the mental health needs of service users are understood and responded to in this context. The paper will conclude by examining mental health workers’ responses to these processes, highlighting localised challenges to organisational reconfigurations of practice.

Mental health policy in England
The policy context plays an important role in shaping mental health practice. Three broad and overlapping stages in recent mental health policy (Hannigan and Coffey, 2011) are particularly relevant for contemporary service delivery insofar as elements of these remain sedimented into forms of practice at the frontline (Moth, 2019). The first is the 1990-97 period when the NHS and Community Care Act 1990 (NHSCCA) was introduced by a Conservative administration. This policy agenda was discursively framed in terms of increased choice, empowerment and consumer rights (Coppock and Dunn, 2010; Clarke et al, 2007; Rummery, 2007) and institutionally realised via the creation of internal and external markets to promote service commodification and marketisation (Lewis and Glennerster, 1996; Harris, 2003). The subsequent stage from 1997-2008, following the election of New Labour, was characterised by a centralised ‘modernisation’ agenda enacted via targets to further embed market norms (Worrall et al, 2010), and ‘new ways of working’ reforms that challenged established professional identities and organizational divisions of labour (DH, 2007; Vize et al, 2008). Alongside this was a discursive pre-occupation with threats to public safety from mental health service users and concomitant frontline practice reforms emphasising risk management (Glover-Thomas, 2011; Rose, 1998). The third phase of policy development (2009 onwards encompassing the end of New Labour to Coalition and Conservative governments) has so far been characterized by welfare retrenchment through austerity (Gilburt, 2015; Moth et al, 2015) alongside policy discourses promoting personalization, individualized conceptions of well-being, recovery as ‘self care and resilience’ and social inclusion through labour market engagement (Taylor, 2015; Mental Health Taskforce, 2016; McCabe and Davis, 2012; Moth and McKeown, 2016). At the organizational level, the Health and Social Care Act (2012) promoted a greater role for private and voluntary sector provision, and the new mental health payment system has led to service line restructuring of mental health team organization (Timmins, 2012; Jacobs, 2014; Hyde et al, 2016).

Public service reform: Neoliberalism, New Public Management (NPM) & strenuous welfarism
In order to understand how these changes in the policy context translate into reconfigured practices of delivery within mental health services, I will argue that it is necessary to begin by briefly conceptualising the operation of mechanisms at three apposite levels of scale: macro, meso and micro (Porter, 1995; Pilgrim and Rogers, 1999; Hyde et al, 2016). At the macro level, there has been a transition since the 1970s from a Keynesian model of welfare capitalism characterised by nationalisation and comprehensive state provision of welfare to neoliberal capitalism (Ferguson et al., 2002). Advocates of neoliberalism promoted economic restructuring in order to ‘liberate’ markets and reduce the role for the state via public sector deregulation and privatisation (Harvey, 2005).  
Such reforms to the political economy of the welfare state constitute both the potentials of and boundary conditions for the reconfiguration of organisational and occupational processes within mental health services at the meso level (Pilgrim, 2015; Archer, 1995). This neoliberal policy orientation delineates multiple ‘routes to market’ including privatisation, marketisation and outsourcing (Clarke, 2004). In the UK health service context, managerialism via New Public Management (NPM) and target-led ‘modernisation’ reforms has been the main vehicle for reshaping the welfare labour process to align with neoliberal priorities. NPM represents an important strategy for integrating the tenets of neoliberalism into the public sector by reconfiguring or dismantling public service bureaucracies at the organisational level, but also by introducing a performance management culture and inculcating business values at the ideological level (Newman, 2007; Clarke and Newman, 1997; Pollock and Price, 2011). 
However it is also important to recognise a third level, the micro, which is necessary for a comprehensive understanding of the processes shaping the reproduction and transformation of provision. This is constituted by the contingent nature of interpersonal interactions and knowledge of practitioners, users and others within the situational context of practice (i.e. particular teams and services). 
The focus of this paper will be the role of meso level organisational structures in enabling and constraining the activities of practitioners and service users at the micro level of interaction utilising the theoretical framework of ‘strenuous welfarism’ (Law and Mooney, 2007). As noted above, NHSCCA reforms in the 1990s led to significant changes in internal managerial cultures, with the adoption of ‘quasi-business’ and consumerist discourses modelled on the private sector. As a consequence practitioners’ locus of technical control shifted during this period with the ‘top-down’ implementation of standardised procedures and performance audit regimes monitored by information technology systems resulting in reduced discretion at the frontline (Harris, 1998; 2003). The notion of ‘strenuous welfarism’ draws on the labour process analysis developed by Braverman (1974), which highlighted the degradation of work through deskilling and managerial control in a context of technological innovation. However strenuous welfarism extends this analysis to convey the specificities of reductions in worker autonomy in the contemporary context of neoliberal transformations of the public sector labour process. Law and Mooney (2007) describe a tendency towards calculable quantification to enable comparative indicators of performance in a quasi-market setting that results in the attempt by institutions, 
[T]o transform the tacit knowledge embedded in particular disciplines and organisational settings into the kind of codified knowledge that could be made subject to generic managerial measurements and controls. (Law and Mooney, 2007, p.43) 
This leads to the flexible intensification of worker effort, the loss of breathing space and porous time, and the imposition of administrative burdens that reduce time for care and support of service users. Moreover, when workers submit to target-oriented work to protect themselves from the potential for disciplinary managerial activity then the affective embodied dimensions of worker-service user interaction are negatively impacted, yet the measuring of outputs via audits and targets does not capture this disengagement process.
However, this proceeds in complex, uneven and incomplete ways and, in the context of a highly stratified labour force, affects diverse groups of workers differently. There is an inherent tension between processes of bureaucratisation and deskilling of welfare professionals and the performative discretion and task autonomy of models of professionalism (Harris, 2003; Law and Mooney, 2007). As a result, 
[E]ven under strenuous welfare regimes, work typically retains something of the character of an artisanal labour process where some discretion is retained over how to carry out predetermined tasks. (Law and Mooney, 2007, p.45). 
Harris and White (2009) argue that these ‘discretionary spaces’ provide opportunities to challenge the constraints imposed by neoliberal managerialism. Later, I will explore these processes and tensions as they unfolded in the particular community mental health team (CMHT) setting studied. Before doing so, however, I will describe in more detail the mechanisms of neoliberal managerialist reconfiguration that have reshaped the labour process and professional practice in the specific context of community mental health services. 

The restructuring of professional practice in community mental health services
During the Keynesian welfare era, the number of professions working in the mental health context expanded as the primary sites of service delivery shifted from institutional to community care (Rogers and Pilgrim, 2001). In this period professional practice was characterised by a relatively high degree of discretion (Lipsky, 1980; Evans, 2010). This changed with the advent of neoliberal reforms to the public sector that were introduced in statutory community mental health services via processes such as outsourcing, managerialism, quasi-markets and new funding systems. 
Market reform in this context began with the NHSCCA 1990 which introduced a purchaser/provider split that facilitated outsourcing of some health and social care functions in a mixed economy of care. As a result third and private sector organisations began to compete in external markets for contracts to deliver services such as community and residential support for the statutory mental health sector. As a consequence staff from the third (voluntary) or private sector, usually without professional qualifications, have become increasingly central to the delivery of services carrying out non-core routine tasks that would have been provided previously by qualified CMHT workers (Ramon, 2006; Ramon, 2007).
Broadly contemporaneous with NHSCCA 1990 was the introduction of a US-influenced ‘case management’ approach known as the Care Programme Approach (CPA) which represented another significant early step in the managerialist reconfiguration of NHS mental health services (Lester and Glasby, 2010). However, in spite of these reforms, the space for practitioners to assert technical discretion in CMHT work tended to remain greater than in other welfare environments from the 1990s through to the New Labour era. Evans (2010) has suggested this less intensive penetration of managerialism and concomitant maintenance of discretionary spaces were intended to facilitate the stronger focus on risk management. 
However a number of more recent reforms further reconfigured this setting. One significant change, from 2003, was the introduction of NHS Foundation Trusts (FT) as service providers. FTs are corporate entities with independence from government control which are expected to produce surpluses through competitive activity in health care markets. These have reshaped professional practice to align with market principles (Pollock et al., 2003) and mark a step change on the path towards neoliberal restructuring of the NHS (Lister, 2008).
Another crucial element in the shift to a more deeply commodified organisation of services is the Mental Health Payments system (MHPS), formerly known as Payment by Results (PbR), introduced in 2013. This marked a shift away from mental health service funding via block contracts. Instead service users are allocated to a new classification system known as a cluster, based on their diagnostic characteristics, which determines the appropriate package of care (Department of Health Payment by Results Team, 2012). This clustering system (based on the Health of the Nation Outcome Scale or HoNOS) and its associated care pathways and tariffs are in effect a mechanism for quantifying and costing units of professional intervention which are commensurate with a particular diagnosis. This reframing of service provision as a priced commodity facilitates the extension and deepening of the market within NHS mental health services that was consolidated with the passing of the Health and Social Care Act 2012 (Pollock and Price, 2011).  
Mental health practitioners have also been subjected to other significant managerialist reforms. Prominent amongst these is an escalating requirement to collect data and meet key performance indicators (KPIs) for a wide range of purposes including Local Authority Adult Social Care Performance Indicators, the Monitor Compliance Framework, Commissioning for Quality and Innovation (CQUIN) payment framework goals and others. Performance measures in contemporary mental health services tend to align with managerial conceptions of efficiency and throughput, and orient summatively to supply and service content (Clarkson and Challis, 2002). This contrasts with the earlier Keynesian welfare regime where professionals tended to have greater discretion, within the boundaries of their particular professional knowledge base, to define the goals (rather than measures) of their work (Harris and Unwin, 2009). 
This article will examine the various ways in which the growth in performance-management within Trusts has reshaped professional practice by placing constraints on the discretionary spaces available to CMHT workers, the tensions generated and practitioner responses and resistance to this. However before presenting these findings I will outline the study’s methodology.

Aims and Methods
The broad aims of the study were to explore the impact of policy and organisational reforms implemented within CMHTs on the articulation and negotiation of differing conceptualisations of mental distress. Participant observation formed the primary research method for this particularistic (small group) ethnographic study. 
I conducted the fieldwork for this study in two teams within a large urban NHS Foundation Trust between 2008 and 2013. Having obtained ethical clearance from the relevant NHS Research Ethics Committee, I collected data by immersing myself in the daily routines and functioning of the teams in order to observe everyday practices. The latter included the individual and group casework meetings of practitioners with service users, and multi-professional fora such as Care Programme Approach, in-patient ward rounds and weekly CMHT meetings. Ethnographic data collection took place in two stages. The first was an eight-week pilot study at Northville CMHT[footnoteRef:3] with a subsequent full-scale study beginning one year later at another team, Southville CMHT[footnoteRef:4]. This second stage consisted of a total of ten months data collection over a three-year period. Following this, I conducted in-depth interviews with practitioners and service users, predominantly those based at Southville CMHT.  [3:  Northville and Southville are pseudonyms]  [4:  It was not possible to continue data collection with Northville CMHT for organisational reasons which is a why a second team within the same NHS Trust was selected for the full-scale stage of the study.] 

The selection of the fieldwork setting involved both pragmatic and theoretical considerations. Statutory CMHTs were chosen as an appropriate setting to address the research topic because this type of team has been the mainstay of community mental health provision and a number of occupational groups work together within an integrated team framework. This was also a pragmatic choice as I had been employed as a social worker within this particular Trust during the period when access was being negotiated (though had not worked within either of the teams studied). 
This raises the issue of field role, that is, how the ethnographer positions the self in the research setting on a continuum from complete participation to complete observation (Hammersley and Atkinson, 2007). In this case, my predominant field role when attending formal team or casework meetings was as an observer because, though data were collected at a Mental Health Trust in which I had formerly worked, I was not employed as a social worker in either of the teams in which the research was conducted. In practice, I engaged in appropriate non-therapeutic social interaction to place participants at ease, and interacted when invited to do so.  However, in more informal work settings such as the office where practitioners were based, I spent time alongside team members interacting to explore aspects of their work but also engaging in workplace conversations that may or may not be practice-related. 
Data analysis was not clearly delineated from other stages of the research process and remained a continuous focus throughout the fieldwork and into the final stages of the project. I utilised a form of thematic analysis drawing on Layder’s notions of adaptive theory and ‘orienting concepts’. This seeks to construct novel theoretical frameworks in the process of ongoing research practice by drawing from aspects of prior theory, general or substantive, in conjunction with theory emerging from data collection and analysis. Furthermore, this approach seeks to formulate links between the level of actors’ meaning making and that of the institutional and wider systemic context (Layder, 1993; Layder, 1998).
Finally, it should be noted that while study participants included practitioners, service users and informal carers the main focus of this paper is the impact of policy reforms on professional practice. Consequently the data presented here are solely from mental health workers collected during the full-scale stage of the study. All participants have been assigned a pseudonym.

Findings and Discussion
In this section I present data from the study to elucidate the impacts of neoliberal organisational reforms on frontline practice. This is organised into four sections. In the first the effects on professional practice of reforms to the meso-level institutional setting of NHS mental health provision are described. In the second part the focus is narrowed to examine the effects at the micro-level of the restructuring of mental health workers’ labour process utilising the lens of strenuous welfarism. In the third section the focus shifts from organisational reforms to changing policy discourses under neoliberalism and their effects on service delivery. In the fourth, practitioner responses and resistance to these organisational and policy processes are examined. However in order to provide context for these findings the section begins with a brief description of the CMHT setting. 
The research setting: Southville CMHT 
Southville CMHT is located in a large urban centre in the south of England with relatively high levels of social deprivation. At the time of the study Southville CMHT served a local population of 22,000 residents and the team had a total caseload of around 300 service users. The staff team consisted of 6 community mental health nurses (one of whom was the team manager), 6 social workers (one of whom was the team’s deputy manager), one occupational therapist (OT), one welfare rights worker and one administrator. The team also included two psychiatrists, one consultant and one Specialty Registrar (ST5), whose time was divided between Southville CMHT and the local mental health in-patient centre.
 (i) Reconfiguring the context of mental health provision
The focus of this section is the effect of structural reforms on mental health service delivery. It begins with examination of meso-level organisational reconfigurations of the NHS underpinned by marketization and NPM. In the data three distinct dimensions of organisational change that had significant implications for frontline professional practice were identified: outsourcing/competition; service restructuring; and downbanding/deskilling. These will now be described in turn.
Outsourcing and competition
Practitioners’ responses to processes of outsourcing included concerns relating to reduced opportunities for therapeutic practice in CMHTs, deprofessionalisation and quality of outsourced service provision. 
Community mental health nurse (CMHN) Leslie felt that there was a “significant difference” (13CPN.2)[footnoteRef:5] in the CMHT worker role compared to the 1990s when he first came into the nursing profession. This was due to the contracting out of support tasks to the third sector and he described his role as, increasingly, shaped by care management, [5:  The information in brackets is a code for the source in my data, with abbreviations SW referring to social worker interviews, CPN for community psychiatric (mental health) nurse interviews, FN for daily fieldnotes, TM for team meeting notes.] 

The job is becoming increasingly […] where others are providing the hands on care and […] we’re acting […] partly as bureaucrats on behalf of the Social Services and NHS systems and partly as… clinical advisors, if you like, to people who are providing the front line care (13CPN.1)
These processes fed into concerns amongst practitioners regarding de-professionalisation (Bhugra, 2008; Ferguson, 2007). However this was rarely articulated in terms of concerns about relative status. For Leslie the primary issue was that opportunities for him to engage in relationship-based therapeutic practice with service users and communities were diminishing as a result of these changes.
For consultant psychiatrist James another concern was the lower skill level amongst third sector support staff which, he argued, was the reason for the breakdown of a community hostel placement for a service user presenting with challenging needs,
 [I]t’s harder for them [hostel staff] than for us, you know, it’s not like a ward, where they’ve got lots of trained staff, they're a hostel, so it is harder and they're not as trained, but they just can't cope with it (TM05)
As well as these implications of outsourcing in competitive external markets, another emergent feature of this new landscape was the promotion of intra-organisational competition. This was facilitated by a managerial culture of continuous monitoring of key performance indicators (KPIs), with each team’s performance on these measured using a traffic light system (with green for KPI achievement, amber for partial achievement and red signifying non-achievement). Comparisons between teams’ levels of achieved outcomes on KPIs were published within the Trust by senior management to leverage performance improvements. This competitive atmosphere began to infuse the relationships between teams creating stress and anxiety amongst practitioners who were concerned to avoid the ignominy of a poor placing in the league table of KPI performance and the potential sanctions (financial, disciplinary and reputational) for failure to meet them. 
Service restructuring 
Another feature of neoliberal reform impacting on the CMHT was recurrent organisational change. During the fieldwork, and only three years after the previous reorganisation within the Trust, the Southville team was informed that there would be a major restructure of CMHTs, known as service line management (SLM), to align with the requirements of the new MHPS/PbR funding arrangements. The market-oriented nature of this new model of provision was apparent at the SLM launch event, where Trust Assistant Director (AD) Terry explained that service lines constitute ‘business units’, and that the Trust was seeking to gauge whether it was positioned ‘as a market leader’ in this new competitive NHS service environment (FN3/12.11). 
However, many Southville CMHT practitioners were critical of these cyclical restructuring processes. CMHN Bill expressed concern about a new culture of short-termism and incessant organisational change in the NHS and the way this undermined attempts within the team to sustain supportive and mutual structures and relationships. This was illustrated by the following quote (attributed to Caius Petronius and dated ‘AD66’) that had been printed out and prominently attached to the door of the CMHT office:
We trained hard, but it seemed that every time we were beginning to form up into teams, we would be reorganised. I was to learn later in life that we tend to meet any new situation by reorganising, and a wonderful method it can be for creating the illusion of progress, while producing confusion, inefficiency, and demoralisation. 
This grimly humorous and ironic act of protest seems to chime with the notion of unnecessary ‘redisorganisation’ of public services (Smith et al, 2001) and captured one aspect of the prevailing mood amongst practitioners. However the restructure also raised the spectre of redundancies, and the prospect of CMHT colleagues competing for a reduced number of posts. Anxiety became apparent in some practitioners’ talk about how their skill set (or practice ‘toolbox’ as CMHN Abbie put it) compared with that of others in the team, and whether this would be sufficient to retain their job (FN4/3.2). 
Downbanding and deskilling
A further trend in the context of austerity was the deleting of senior posts in CMHTs to be replaced, if at all, by more junior staff (for instance non-professionally qualified graduate mental health workers), or downbanding of certain NHS roles, in particular that of nurses (Jones-Berry, 2016). In this transition, participants described feeling that experienced practitioners were no longer considered by NHS Trusts to be a vital resource. Crisis Team CMHN Simon expressed concern that the Trust was considering deleting senior frontline nursing posts (Band 7) as part of the reconfiguration to save money. He explained that practitioners like his colleague Leslie (CMHN) had built up significant “street knowledge” of both local services and the needs of users over many years of practice. This was an important resource that benefitted service users, he argued, but which was no longer valued by Trust senior managers (FN3/13.5). 
Related to this was a shift towards more direct command, control and surveillance of frontline practitioners by senior managers, reduced discretion and increasing demarcation of practice through contracts and targets/KPIs that left team members feeling deskilled as the spaces for utilisation of their professional and therapeutic capabilities diminished. Social worker Ruth commented with bitter irony that she was considering recording the following office voicemail message: “I can’t get to the phone now or see patients because of my new role as data inputter for RiO [patient record system]” (FN2/11.11). Moreover, the mutually reinforcing organisational dynamic underpinning downbanding and deskilling was highlighted ironically by Bill at the end of one team meeting when he commented on the shift towards recruitment of lower band NHS staff, “if nurses are just sitting on a computer all day then they don't need experience” (FN3/23.3). He too felt this would result in a poorer quality of service for CMHT service users. 
(ii) Strenuous welfarism and labour process restructuring in the CMHT
The issue of deskilling offers a useful bridge as the paper turns from consideration of the effects of structural reforms at the meso-level of organisations to their micro-level impacts within the labour process of CMHT workers. In this section the model of strenuous welfarism is utilised to identify four salient dimensions of reconfigured work practices in the CMHT.
Transformation of the tacit knowledge of mental health practitioners into codified forms subject to audit and control
As noted above, there was a significant escalation in the extent to which practitioners were subjected to various forms of appraisal, monitoring and audit of their activities against an array of targets and key performance indicators (KPI) with electronic KPI data dashboards made visible to practitioners’ on their computer workstations. However team members frequently experienced a disconnect between their own professional priorities and the measures on which the Trust evaluated their performance. In this transition, practitioners felt that data inputted on the various databases, particularly those that triggered funding streams, were increasingly prioritised over face-to-face engagement with service users. For instance, at one team meeting, team manager and CMHN Evelyn described her concern about organisational disregard of aspects of practice that could not be captured on the new electronic record system, commenting that commissioners, “don’t believe in the spoken word anymore, evidence is only what’s on RiO [patient record system].” She later surmised that the Trust only “value what is measurable rather than measuring what is valuable” (FN3/24.3).
Similarly, CMHN Leslie described feeling like he was “working for stats” rather than with service users (FN3/24.3). He later explained, “the process of recording the job has become the job” (13CPN.1). Roger (CMHN) shared a similar view, arguing that he has “a relationship with the computer now, not with patients,” (FN3/24.3). Consultant psychiatrist James expressed concern that the computer had become an additional presence, part of “a weird triadic relationship”, at consultations with service users (FN3/6.1). The new pre-eminence accorded to data management was perhaps most starkly symbolised by the occasion when Southville CMHT workers were instructed to cancel all non-urgent contact with service users for two weeks in order to concentrate on inputting data following criticism by senior managers that prescribed targets had not been met (FN3/24.3). 
Flexible intensification of worker effort 
The intensification of workloads was most starkly apparent in the increase in CMHT worker’s caseload during the fieldwork period from, on average, around 20-25 to 35 service users. It was also visible in the insatiable organisational demands for data collection and entry by practitioners, described above, that were referred to by social worker Alan as “feed[ing] the beast” (FN3/18.6). 
Moreover to facilitate the conditions for efficient data production the environment was spatially and temporally reconfigured. Practitioners previously had their own desks, but the new flexible ‘hot desk’ arrangements that followed the restructure were described by Evelyn as being “like a factory” with people squeezed together in rows (FN3/22.4). As well as new spatial arrangements, demands to extend the temporal routines of mental health workers began to be articulated by senior managers. Assistant Director (AD) Derek criticised the limited ‘nine to five’ opening hours of CMHTs at a managers’ meeting. He compared this to having to settle for an 11am appointment with his GP which would mean his “[working] day is finished”, and used the example of banks having to extend their opening hours beyond 330pm. However opposition to these demands from the perspective of workers was also articulated. “That [earlier closing] was great for me,” came the retort from Patti [deputy manager of another CMHT] “I used to work in [a bank]” (FN3/12.2).
Imposition of administrative burdens that reduce time for care and support of service users 
These processes of work intensification had profound implications for the nature of professional practice in this reconfigured field. CMHN Leslie described how managerialist reconfiguration constrained the spaces for direct practice with service users: 
[T]here's people in every community mental health team, social workers, CPNs [community psychiatric nurses] and OTs, who’ve got lots of skills and abilities to offer people, who are not being allowed the opportunity to do it at the moment, because... the complexities of care co-ordination, bureaucracy, funding issues and so on that we’re getting bogged down in. (13CPN.2) 
For Ruth, her choice to work in mental health over other specialisms within the social work profession was made primarily because, historically, there had been more space for therapeutic work with service users in this sector. She lamented that such contact time was now markedly reduced (03SW). Social worker Yvonne explained that administrative pressures meant that she had had to reduce the frequency of her meetings with service users from two-weekly to monthly (18SW). Constance (social worker) felt that being more desk-based was significantly impacting on the quality of her relationships with service users, and feared becoming a “robot” rather than emotionally engaged in her work (19SW).
Loss of breathing space and porous time
Team members almost universally commented on the reduction in breathing space and opportunities for reflection on decision-making and casework as a consequence of the reshaping of the labour process. CMHN Roger described how, before recent reforms, he had time for reflection and for follow up tasks arising from meetings with service users: 
[We] had time to do it in the past […] because there was less pressure on […] There's no time, no time to reflect any more” (CPN05.2)
CMHN Kath also described having " no time to think” in contemporary practice. Such reflective capacities, she argued, no longer seemed to be valued by Trusts, “as long as we fill the forms in” (CPN06). Similarly, for social worker Ruth, over the last ten years spaces for reflection had become extremely limited in a target driven culture:
I can remember doing my social work training, reflective practitioner you know… what's a reflective practitioner [now], we don't have time to reflect, we don't have time to think about how we’re working with somebody or get new ideas.  I mean in supervision there’s a very limited amount of time because again supervision has become what our team meetings have become, which is all about targets, […] I don't have time to think, I never have time to discuss it. (SW03)
Practitioners coined spatial metaphors such “corridor psychiatry” (the venue for the hurried conversation with the consultant) (FN3/10.2) and “desk nursing” (12CPN) to describe these new constraints on the nature of their practice as an earlier conception of CMHT work as constituted by an the outward gaze to service users and the wider community increasingly became an inward gaze towards the computer screen.
 (iii) Responsibilisation in the CMHT: policy discourses of consumerism, recovery and risk
The two previous sections have described the effects within the CMHT of meso and micro level organisational and labour process restructuring. The paper now turns to a further level, the discursive, and consideration of the role of neoliberal welfare policy discourses in reshaping CMHT work practices. It does so by describing three intersecting discourses: consumerism, recovery and risk, examining how the principles underpinning these are embedded in mental health service provision and elucidating their role in ‘responsibilising’ service users and practitioners in a context of wider service retrenchment.
An important dimension of neoliberal reform of public services is the recasting of the service user as an individualised and responsibilised consumer (Ferguson, 2007). This agenda has been promoted in mental health services through two main policy levers: personalization and the recovery model. Both emerged in the context of critiques of institutionalisation and drew, at least in part, on influences from the disabled people’s and mental health service user/survivor movements (Beresford, 2014). Personalisation involves service users ‘self-directing’ their own support utilizing the individualised funding mechanisms of personal budgets and direct payments in order to purchase support in social care markets. These replace block contract provision of services (Needham, 2013). However, in practice, personalisation reforms have been found to increase bureaucratisation whilst deskilling practitioners without offering additional benefits to users (Slasberg et al 2012). In terms of their implementation at Southville CMHT, practitioners described organizational pressure to promote personalisation options to service users, and applications for support services were, some believed, more likely to be approved by the local funding panel if organized in this way. However, social worker Farooq articulated concerns regarding equity, arguing that this new individualized approach would have negative implications for some service users, because of associated plans to close collective forms of provision such as day centres. He argued that while some users would be able to manage the new system of personal budgets others would not and were likely to lose out as a result (FN2/27.10). 
The second mechanism, the recovery model, was initially developed as a counter ideology to clinical conceptions of the inevitable chronicity of mental health needs and reflected a growing user literature documenting lived experiences of recovery (Anthony, 1993). However, like self-directed support there is a powerful tension between recovery’s origins in user movements and its adaptation into mental health policy and practice in the context of neoliberalism and consumerism. Critics have identified how recovery has been appropriated in neoliberal policy agendas as a means to de-emphasise the provision of services, inculcate tendencies to reduced consumption of support by users, whilst promoting market-oriented responses to mental distress (O’Donnell and Shaw, 2016; Harper and Speed, 2012; McWade, 2016). Similarly censorious perspectives on recovery were apparent at Southville CMHT where a number of practitioners expressed concerns about recovery approaches, in particular that implementation processes were driven by bureaucratic proceduralism and cost-cutting rather than user-led and person-centred values. CMHN Leslie argued that: 
People have become focussed on the stars on the charts, you know, the recovery star [outcomes measure] and… the paperwork process, rather than the practical process of recovery and what exactly recovery means for different people and the individuality of working with people (13CPN.1). 
Evelyn (CMHN/team manager) described an example related to housing provision for one of the service users on her caseload. She explained that senior managers in the Trust and a supported housing provider had utilised the recovery model to justify a shift away from a more secure long-term tenancy model in social housing. Evelyn betrayed her irritation with this shift from welfare universalism towards a more short-term conditional approach, commenting that she doubted whether the Trust Directors responsible would themselves wish to move home every two years as this new approach proposed. “Our values are supposed to be client-centred but that’s not client-centred,” she added (FN3/16.4). Kath noted that as a result of such examples recovery was perceived as “a really weighted political term now” and was increasingly viewed as discredited by some practitioners (06CPN).
These examples indicate the way in which purportedly rights-based demands for greater service user self-management and self-care can be appropriated when harnessed to neoliberal reforms (Carpenter, 2009). Personalisation and recovery reforms represent a transfer of risk from the state to the individual, placing responsibility on individuals to manage their social and biological risk factors via personal ‘choices’ in a context of wider welfare state marketization and retrenchment (Ferguson, 2007; Clarke, 2006). This individualisation of risk and responsibility renders less visible the structural context and determinants of mental distress thereby legitimating a reduction in welfare interventions to address them. Furthermore, in place of supportive welfare there is a growing tendency in neoliberal policy agendas to turn to penal solutions or to reconfigure welfare services so that their policing and social control functions are more prominent (Brown and Baker, 2012). This has been reinforced by a re-emergent construction of risk as dangerousness within mental health services since the 1990s (Ramon, 2005). This was due to a small number of high profile homicides by psychiatric patients at that time which, in spite of an overall downward trend in the number of such incidents, received extensive inflammatory political, media and public attention (Holloway, 1996; Taylor & Gunn, 1999; Rogers and Pilgrim, 2014). In this context, making service users more ‘responsible’ for their actions provides ideological justification for punitive sanctions towards those who are unable or unwilling to do so. Where services consider that users are not satisfactorily managing risks to self or others, individuals have increasingly been subjected to authoritarian measures (Moncrieff, 2009; Brown and Baker, 2012). 
In tandem with this responsibilisation of service users has been a devolving of accountability for the management of risk to community practitioners whose work is increasingly refocused on behaviour monitoring and management rather than therapeutic and supportive interventions.  Though the absorption of risk on behalf of others and society has always been part of the historical role of mental health practitioners, in the contemporary period there has been an escalating preoccupation with risk and organisational accountability in a context of magnified media and legal scrutiny (Brown and Baker, 2012; Power, 1999; 2004). Moreover there is an inter-dependency between such defensive risk regulation and neo-liberal market economics as the shift from bureaucratic to business-oriented organisational forms requires the increasing prominence of technologies of data collection to manage risk and improve performance within organisations (Webb, 2006, p.172).
The intersection of re-emergent constructions of mental health service users as posing risks on the one hand and an intensified concern with institutional accountability on the other has resulted in an ‘inquiry culture’ of defensive practice in mental health services (Muijen, 1996). Emblematic of this greater focus on risk management is the community treatment order (CTO), a mechanism for supervised treatment post hospital discharge requiring service user adherence to specified conditions (Rugkåsa and Dawson, 2013). Southville CMHT practitioners tended to view CTOs critically or with ambivalence. Consultant psychiatrist James explained that whilst initially opposed to this “coercive” measure when it was introduced in 2008, he had now been “socialised into [CTOs]” (FN3/27.5). However, for social worker Rachel:
They say it's a protective measure […] but I think it's a way of getting people out of hospital a lot quicker […] it can be abused (18SW)
She expressed concern that CTOs were being utilised to enable quicker discharge of service users from in-patient wards in the context of funding cuts and bed reductions. 
Having outlined the implementation and effects of structural reforms arising from discourses of consumerism, recovery and risk, in the final section two modes of practice arising from these structural reforms will be described.
 (iv) Practitioner responses: biomedical residualism and ethical professionalism
While there were a number of responses from practitioners to these organisational and policy reform processes, this section will consider two of the most prominent in more detail. The first is a tendency to retreat to ‘core’ activities of mental health practice, which will be referred to as ‘biomedical residualism’. The second, ethical professionalism, operates in tension with, and as a counterweight to, the first. 
The retreat to biomedical residualism: checking “sleep, mood and meds”
As has already been noted, there are tendencies in CMHT practice towards reductive, medicalised and defensive forms of intervention produced by the intersection of NPM reconfigurations limiting time and opportunities for relationship-based practice and escalating demands for accountability and risk management. Consequently many practitioner contacts with service users were reduced to brief meetings focused primarily on assessing and managing risk (i.e. risks to self and/or others). This was enacted through evaluation of the user’s mental state and medication compliance or, as Evelyn described it, checking “sleep, mood and meds” (FN3/23.2). The term biomedical residualism is proposed here to describe this defensive risk management mode in which practice is reduced to the prescription and monitoring of compliance with psychotropic medication and brief assessment of biological signs and symptoms. Such interventions have become a ubiquitous feature of CMHT practice to the exclusion of more holistic and person-centred approaches (Bracken and Thomas, 2005; Foster, 2005; Moncrieff, 2009). Kath (CMHN) described this type of intervention as “the business end” noting that in appointments, 
I don’t do therapeutic work anymore […] I feel like it’s the Spanish Inquisition. I don’t have time. It’s just asking [the service user] things and then I have to go (FN3/24.3). 
Similarly, for Constance (social worker), “It’s all just about meds here… and risk” expressing concern that, “we’ve become obsessed with it [risk]” (FN3/22.1). CMHN Roger referred to this approach as “arse covering” (TM03/16.6) evoking the defensive ‘inquiry culture’ noted earlier. For him, the organisational pressure to adopt an inquisitorial mode constituted a form of “social policing” (05CPN.1). CMHN Bill considered escalating bureaucratic burdens and reduced contact with service users to be counter-productive even in its own terms, because “the best way of assessing risk is to be with people” (15CPN). 
This emergent biomedical residualist mode of practice is however rarely actively chosen by practitioners but, rather, imposed by the structural constraints of the organisational setting. Moreover these pressures were actively problematised by a number of participants. Roger used the phrase “diagnosis human being” as an ironic and humorous rejection of the tendency towards biological reductionism (FN3/11.2). In a similar vein, Constance argued that an over-emphasisis on risk management has the effect of dehumanising the service user, and as such further undermines the goal of a person-centred approach in services (FN3/22.1). Kath (CMHN) also noted the potentially dehumanising effects of time-limited forms of practice, explaining that, “the more you spend time with people, the less you see them as illness and more as people” (06CPN). 
This highlights a widely articulated theme from across the range of occupational groups represented in the CMHT – the aspiration to engage in relationship-based and therapeutic forms of practice. This is in line with wider evidence that mental health practitioners view the development of therapeutic relationships in their work with service users to be an important aspect of their professional identity and value base (Pilgrim et al, 2009). These desires were, however, frustrated by the organisational constraints described above that limit the possibilities for developing a broader, more holistic understanding of the service user’s distress through greater depth of engagement with the individual’s meanings and experiences in the context of family and community. This shift from depth (longer term therapeutic and relationship-based work) to surface (biomedical residualism) in mental health practice (Luhrmann, 2001; Leader, 2012) ran counter to the preferred orientation of most team members and placed professional values in conflict with the managerialist organisation of the context of practice.
Defence of ethical professionalism
The predominant response to these developments was one of anger and fear with some practitioners considering leaving the mental health professions. CMHN Leslie felt ‘dispirited’ and explained that he had reached the point where he thought: “Fuck the mortgage and go and work in Tescos [supermarket]...” Kath (CMHN) laughed with the others at this, but commented anxiously under her breath “fuck the mortgage?” In a tone of bitter irony Bill added, “You’d have more contact with the public in Tescos” (FN3/23.4). 
However, modes of practice that countered biomedical residualist tendencies were also occasionally visible. The points where managerial and professional processes are in tension produced resistance that was sometimes channelled through trade union structures[footnoteRef:6] or emerged in other more spontaneous forms (Fairbrother and Poynter, 2001) such as small-scale ‘quiet challenges’ to managerialism in everyday practice, for example through the exercise of professional discretion to secure greater resources for service users (Harris and White, 2009). Our focus here will be on two examples of resistance that are underpinned by what Lavalette (2007) terms ‘ethical professionalism’, which is the transcendence of particular economic or sectional interests by members of an occupational group through the promotion or embodiment in practice of progressive value commitments.  [6:  Levels of organized collective resistance via trade union structures in the fieldwork sites during the period of data collection were relatively low in spite of widespread concern amongst practitioners about the effects of the imposition of managerialist reforms to working practices. This limited collective response reflected, amongst other factors, the twin barriers of high levels of bureaucratic inertia by trade union leaderships and relatively low levels of confidence amongst frontline union members to organise action independently from below (see Darlington and Upchurch, 2012). The segmented nature of trade union membership amongst health and social care workers constituted another limiting factor. Nonetheless, the possibilities for cross-sectional alliances between professional groups in this context were visible in the development of localised links between the separate UNISON (trade union) health and social services branches at the CMHT instigated by CMHN Roger and social work trade union representative Alan in order to adopt a more integrated campaigning orientation. One initiative was a proposed joint statement and petition, drafted by social workers that sought to mobilise staff from across the Trust against service cuts and increased workloads.
] 

The first was the bi-monthly ‘Mental Health Matters’ group co-facilitated by Evelyn, Leslie and other Trust workers alongside service user colleagues, which sought to create spaces accessible to wider communities, thus challenging the constraints of individualised forms of provision and restrictions of eligibility criteria. The delivery of these sessions was not a formal contractual obligation for the practitioners involved and therefore this work reflected an ethical commitment on their part, as Leslie explained, to provide spaces within the wider medically-dominated hierarchy of the NHS, to engage in inclusive and egalitarian practice. Leslie emphasised the importance of creating such alternative spaces which reframe user-practitioner power relationships and challenge “the medical model… [and its] one size fits all” approach (13CPN.1). 
The second example was a vociferous and lengthy campaign to keep open the local ‘walk-in’ centre run by the Trust that involved a number of Southville CMHT’s service users, and which Evelyn and Roger had actively supported (FN3/28.4). The campaign involved the creation of horizontal cross-sectional alliances (McKeown et al, 2014; Sedgwick, 2015) between workers and service users to lobby against closure. Unlike the services of the CMHT, which can only be accessed via referral, or the locked door of the ward, the walk-in centre had an open door policy to those experiencing mental distress in the local area. Evelyn described how the loss of this space seemed to represent a turning away from the community, a metaphorical and literal closing of the door to the surrounding environment and its residents. The walk-in mobilised collective and relational forms of engagement that are increasingly marginalised in a context of individualised and target-driven recovery approaches. She explained her belief in the need to develop and extend service responses that draw on and value: 
The wisdom of [and] in the community […]. You [as service user] are expert of your own life, it's about connections and it's about communities (09CPNM.2)
Evelyn’s involvement reflected an egalitarian ethos of partnership with service users and commitment to universal and accessible service provision that was integral to her professional identity. 
These two examples of ethical professionalism do not reflect the mainstream of everyday practice within Southville CMHT, nor do they exhaust the articulations of recalcitrance and resistance observed in this setting. However, they do illustrate the ways in which some practitioners sought to create and sustain alternatives to the dominant reductive modes of practice imposed by neoliberal managerialist restructuring processes. Moreover they indicate the potential to utilise the performative discretion intrinsic to these forms of welfare professionalism as a means to reclaim values-based orientations, in these instances person-centred, democratic and collective forms of engagement with service users and carers. 

Conclusion
In this paper I have provided an overview of neoliberal restructuring of NHS community mental health services via managerialism and marketization and sought to address lacunae in our understanding of the effects of these meso-level institutional reconfigurations on micro-level mental health practice in such settings. The main contribution of the paper has been to suggest that work intensification and deskilling, increased administrative burdens and reduced reflective practice opportunities due to NPM, in combination with trends towards responsibilisation of service users, have significant implications for contextually situated understandings of and responses to mental distress. More specifically it has illustrated how, in spite of a shift in policy rhetoric and professional discourse towards more recovery-oriented and service user-centred perspectives, neoliberal organisational reforms have generated a tendency towards risk-averse and ‘desk-bound’ practices that reinforce the very forms of reductive biomedical intervention that social inclusion-oriented policy agendas have sought to transcend. However I have also described how these organisational reforms have engendered forms of resistance that seek to counter reductions in occupational autonomy and defend ethical modes of professionalism. These activities and alliances suggest potentialities for a different kind of mental health practice oriented to more holistic and egalitarian forms of engagement. Whether or not these potentials will be realised will depend on the outcome of the wider processes of social and political contestation to which these activities contribute. 
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