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Introduction 

The three card game, sometimes called find the queen, is a classic confidence trick, typically 

taking place on an impromptu table top, set up on pavement or street corner. The tricksters 

usually operate in teams, pulling in punters and ‘losing’ games with their fellows to persuade 

prospective speculators the game is winnable. For our titular purposes the three card trick 

serves as a metaphor for broader deceits. We are concerned with how well-meaning mental 

health nurses can enter into a set of apparently rational practices, insisted upon by policy 

and protocol, seemingly motivated by ideals of care and protection from harm, yet 

functioning to destroy the very essence of what it might mean to be a caring, progressive 

practitioner by contributing to a mutuality of alienation that, at the relational level, is the 

opposite of what services intend to achieve. This may prove to be the case because an 

external confidence trickster (neoliberalism) is actually in charge, and the real function of the 

game serves other ends.  

 

The whole point of the game is that genuine players can never win, and for the trickster to 

triumph it is necessary that these punters are willing, gullible and in most circumstances 

accept losses without too much fuss. When the losers do not go quietly this is referred to in 

the argot of the con as ‘squawking’, and personnel are deployed on the periphery to ensure 

any squawk is minimised. Various strategies can be used to ‘cool out the mark’, and are 

analogous to the means by which people are assisted to adjust to life’s disappointments in 

other contexts, including encounters with priests or sundry psy-professionals (Goffman 1952; 

McKeown et al. 2013). 

 

This commentary paper seeks to provoke nursing out of its state of gullibility and self-

deception even if this involves painful reflection on the losses inherent in our collective game 

of mental health care. If we are to defend the importance of mental health nursing we must 

think more critically about our complicity within oppressive systems of control and do 

something about it. There is a lengthy critical tradition to draw on. We urge mental health 

nurses to squawk, asserting a more recalcitrant and rebellious standpoint, preferably in 



alliance with service users, refusers and survivors. Acknowledging the constraints upon 

nursing’s agency, deficits of power, and structural disadvantage need not default to 

impotence and inaction: collective resistance is always possible, however difficult the 

circumstances. 

 

The set up: our argument in a nutshell 

First, we provide a critique of Neoliberalism and consequences for mental health and mental 

health care.  Second we indicate how this might be remedied via democratisation. Care 

planning can be located within a wider panoply of administrative tasks that implicitly service 

social governance functions acceded to psychiatry from neo-liberalism under risk society 

(Beck 1992). We are, thus, concerned with questions of power and control in both society 

and the management of care and how these are worked out in consideration of politics, 

policy, professionalism and practice. Our aim is not to undermine rational or caring 

motivations to clarify needs and see these are addressed systematically. Similarly, we do not 

dismiss the fact that mental health nurses provide for much positive and compassionate 

interventions in the lives of mentally distressed people. Rather, we intend to stimulate critical 

thinking about the balance of effort between administrative and actual provision of care. 

Furthermore, we wish to expand critique about the predicament facing mental health care to 

open up consideration of more radical, relational, less administratively burdensome 

alternatives. 

 

In various settings, but perhaps most notably within acute inpatient environs, care planning 

and administrative tasks that flow from it comprise the major element of nursing ‘paperwork’ 

and so-called administrative burden. Albeit the notion of paperwork has rapidly been 

overtaken by its digital near-relative, the computer. Unarguably, many nurses working on 

inpatient wards spend substantial portions of time physically removed from service users 

ensconced in front of computer screens. Similarly, the time that community staff spend with 

service users is rationed by organisational imperatives for paperwork (Simpson 2005). Both 

nurses and service users bemoan a lack of face to face time with each other. Paperwork has 

indeed superseded real work for many if not most mental health nurses. We contend that 

anxieties associated with interaction, or lack of interaction, contribute to alienated states for 

service users and staff within modern care settings. All concerned are vulnerable to the 

detrimental consequences of denuded or inauthentic relationships (Wright & Schroeder 

2016). Alienating environments contribute to diminished staff morale and poor patient 

experience, consolidating prevailing and conflictual ‘us and them’ cultures, further feeding 



processes of othering that sustain legitimation of overly coercive services (see also Fromm 

1955).  

 

Moreover, constrained time and resource allocation is exacerbated by an extant neoliberal 

polity predicated on an unholy trinity of big business, mass media and government. A 

triumvirate that presently insists public services and the most disadvantaged pay the 

austerity price for failings of an iniquitous economic system. The neoliberal regime is 

simultaneously and inextricably entwined with overarching systems of governance and the 

application of technologies to the relations of care; hugely influential in the organisation of 

nurses’ work (McKeown 1995). These tendencies are exacerbated by framings of risk 

society and power relations that reify the status of psychiatry, and attendant psy–disciplines 

(such as nurses), to justify and prioritise a role in policing mental distress (Ingelby 1985, 

Rose 1985). 

 

We argue that critical sense can be made of this unwholesome state of affairs with recourse 

to material and post-material social and political theories (see Barnett 2005, Moth & 

McKeown 2016; Springer 2012). Illumination can then point to remedial action. Latter-day 

affinities for enhanced degrees of service user involvement or co-production in the context of 

mental health care can prefigure more relational, situated alternatives for reorganising care 

and nurses’ work, and these need not be beholden to risk aversion or defensive commitment 

to paperwork. Without, however, sufficient criticality some of these seemingly providential 

strategic opportunities may prove to be a fool’s errand, with co-opted practices and diluted 

emancipatory objectives failing to achieve the necessary escape velocity to transcend 

neoliberalism’s oppressive dominance. Ultimately, transformations in care and nurses’ work 

require a political challenge to neoliberalism, and how this plays out in mental health 

services. One remedy for the crisis in mental health care is to truly democratise services. 

 

The table-top: contemporary mental health care 

Despite the espoused commitment on the part of nursing to therapeutic alliance (Chambers 

1998; Cleary et al. 2012a, 2012b; Peplau 1952; Wright 2014), this has been found lacking 

within psychiatric wards (Cleary 1999; Gilburt et al. 2008; Lelliott & Quirk 2004; McAndrew et 

al. 2014; Rose et al. 2015). Staff can become increasingly distant from service users 

because they effectively prioritise paperwork over other work. This can be for a number of 

reasons: policy, local protocols and managers expect and insist that certain care records are 



kept in a tidy fashion on a daily basis; staff perceive that failure to comply with record 

keeping is an abrogation of professional role, might lead to disciplinary action, or render 

them vulnerable to post hoc scrutiny following critical incidents; or time spent on record 

keeping constitutes avoidant behaviour, an attempt to manage the emotional labour of care 

work; all complicated by limited resources.  

 

Especially in over-stretched urban settings, ward care is typified by experiences of staff 

shortages, significant use of bank and agency staff, over-occupancy, concentration of higher 

levels of acuity and dependency, violence and subsequent stress for staff (Csipke et al. 

2016). Staff face organisational rhythms and practices involving perpetually reacting to 

events rather than pre-empting them (Cleary 1999). This can precipitate emotional strain and 

the moral dilemma of understanding what best practice might entail but feeling unable to 

deliver it. Consequences for patients include at best crushing boredom (Rose 2001) at worst 

alienation amidst a conflictual and oppositional culture that relates to them as ‘other’ 

(Maccallum 2002). Staff and organisational efforts geared towards minimising risk have 

intruded ever increasing levels of compulsion and coercion into a system already overly 

dependent upon singular medical or containing interventions (McLaren 2007, Newton-Howes 

2010, Vassilev & Pilgrim 2007). 

 

Ironically, given that paperwork takes up so much nursing time but time spent with service 

users is at a premium, it is challenging not to conclude that most care records are somewhat 

fictional. If this is so, then any substantive minimisation of risk may also be called into 

question. Research into initiatives to more thoroughly involve service users in care planning 

and coordination activities shows institutional emphasis on formality and procedural aspects 

whilst patients remain mostly passive in the face of staff’s risk management priorities (Coffey 

et al 2016). Furthermore, risk assessment and management proceeds with recourse to 

available ‘fictions’ which assist workers to accommodate themselves to realities of 

indeterminacy and ambiguity; faith in normative certainties is maintained in an implicit 

dismissal of inadequacies and uncertainties of prediction within an overriding context of risk 

aversion (Coffey et al 2016). Taking this to a logical conclusion, perhaps spending more time 

in face to face dialogue and support, or simply occupying the same space, would be a more 

appropriate risk management tactic, regardless of the extensiveness of any record keeping. 

At the very least, an empirical basis for relevant practices and examination of alternatives 

may be merited. 

 



Despite some notable initiatives to protect time for face to face encounters and expand 

meaningful activities (Gamble et al. 2010; Janner 2007), there is ample evidence that 

contact is demarcated spatially and temporally. Rose and colleague’s (2013) study of life on 

acute inpatient wards found, amongst other things, that whilst service users experienced 

nurses as distant, coercive and uncaring the nurses expressed powerlessness to deliver on 

therapeutic aspirations due to administrative burden. The authors also considered power 

relations, viewing the nurses as marginalised within prevailing medical and managerial 

hierarchies. Lack of face to face contact time between nurses and service users was 

upsetting for all, with staff experiencing conflicting emotions that ultimately exacerbated the 

experience in a vicious circle of avoidance with deleterious consequences: 

 

The main cause of this ‘burnout’ appeared to arise from limited internal coping skills 

and from the need for staff to protect themselves emotionally from the complexities of 

individual service users in their care (Rose et al. 2013: 4) 

 

In such a scenario, avoidant behaviour can serve to justify time spent on nursing paperwork, 

and this time away from care precipitates more interaction anxiety and avoidance. Not to 

admit to the truth of this would be further evidence for nursing’s capacity for self-deception. 

 

Neoliberalism: the con is upon us 

Extensive and erudite criticisms of neoliberalism proliferate in the wider literature (Crouch 

2011; Quiggin 2010; Springer 2016) and the health and mental health context (see De Vogli 

2011; Orton 2015; Moncrieff 2008; Ramon 2008; Teghtsoonian 2009). It is not our intention 

to revisit these in depth or breadth, instead we explore how the critique is germane to the 

failings of mental health care we have identified. The value of doing so is this critique also 

points to means by which our historically contingent circumstances can be redeemed. 

 

Before a state of neoliberalism had ever been identified or named, various scholars with an 

interest in mental health, and others more concerned with society at large had noted 

tendencies associated with ‘late’ capitalism (Jameson 1991). These historical developments 

heralded exacerbations of social inequalities and power distribution and evolved into the 

form of political-economy now recognised as neoliberalism, typified by extreme laissez faire 

economics, privatisation, deregulation, and austerity. In the context of healthcare this is often 



associated with exercise of control via models of administrative governance such as ‘new 

public management’ (Carney 2008). Under this system people are assumed to embody a 

particular form of autonomous individualism, driven by the pursuit of choice to play their role 

in the allocation of resources within free markets. These commentators also observed the 

means by which powerful elites would subtly consolidate power and exert control over those 

whose rights and interests were being eroded.  Hence, Michel Foucault pointed out the 

central role of psychiatry and the psy-professions in maintaining social order through the 

identification, calibration and surveillance of individuals deemed to represent deviation from 

normalcy under a wider rubric of medicalising and commodifying mental distress (Esposito & 

Perez 2014; Fries 2008; Rose 1990). The fact nurses are inescapably bound up with and 

responsible for maintaining this social function does not demand they comprehend this is the 

case. This critique identifies core psychiatric practices such as diagnosis, assessment, care 

planning, symptom and behaviour monitoring as critical to the exercise of a social control 

function. 

 

Moreover, whilst psychiatric services become ever more focused upon risk management and 

increasingly risk averse, this occurs against a backdrop of a more broadly defined risk 

society. The archetypal autonomous individual of neoliberalism is an uneasy depiction of the 

actuality of conventionally understood and approved patient experiences, subject to 

professionally determined decisions with concomitant expectations of passivity and 

deference to psychiatric power. Embroiled within such contradictory expectations is the 

potential to consider service users themselves as blameworthy for negative consequences 

of behaviour (Coffey et al. 2106).  

 

Under risk society, governments themselves begin to define their central task as risk 

minimisation and, paradoxically, their political interests are bolstered by simultaneously 

stoking public fears whilst rhetorically holding out the promise that protection can be 

provided for. This Janus-like stance affords politicians opportunities to abrogate from 

providing any progressive manifesto for a better world (Curtis 2004). Interestingly, these 

political machinations are best served with recourse to an appropriate bogeyman; today’s 

prime example being international terrorism, but dangerous madness also suffices 

(McKeown & Stowell Smith 2006). Regardless, mental health care under such a system 

becomes increasingly subject to close supervision and monitoring, including by external 

‘quality’ agencies, and this surveillance further amplifies an imperative for detailed records. 

 



Peter Sedgwick’s (1982) seminal text, Psycho Politics, pre-empted debates over neo-

liberalism in the course of reacting to its emergence within 1980s Thatcherism. He called for 

a new politics of mental health, synthesising Marxist historical materialism with anarchist 

prefiguring of democratised social relations. As such, Sedgwick made the case for learning 

the lessons of both material and post-material critiques of society and mental health care. An 

overriding aim was to make the continued case for state level welfare and support for the 

mentally distressed. Indeed, simplistic anti-psychiatry critiques were dismissed because they 

offered the political right a ready-made prescription for wholesale dismantling and retraction 

of services. This is not to say that Sedgwick was happy with the form and substance of such 

services. He certainly was not: instead advocating for fundamental, wholesale change that 

could be forged in relational, situated ways without denying the importance of seriously 

addressing material disadvantage. Sedgwick’s transformative vision may thus be realised 

without jettisoning the value of historical materialism in the rush to throw out the bathwater of 

simplistic economic determinism. 

 

The tensions between contemporary Marxist and anarchist strategic thinking on the most 

appropriate response to neo-liberalism are evident in much current writings in the social and 

political sciences and, interestingly for mental health care, human geography, where the 

focus is on the politics and usage of place and space. Notable amongst these authors is 

John Holloway (2002) who from within a Marxist tradition decries deterministic approaches 

to urge us to Change the World Without Taking Power. For Holloway, the opportunities and 

contradictions for activists reside in the fact that their activism is always both ‘in and against’ 

capitalism. Hence, the potential for revolutionary transformations may be less about ruptural 

appropriation of state power and more suitably located in smaller scale, everyday refusals to 

succumb to the power of neoliberal capitalism – this is what Holloway refers to as ‘the 

scream’, or ‘anti-power’. In a similar vein, scholars of public services have noted that despite 

the seeming omnipresence of neoliberalism there is ample scope to do something different 

in the interstitial spaces of life, society and institutions, where the powerful are not always 

looking (Bondi 2005, Clarke 2007); resonating somewhat with notions of street level 

bureaucracy (Lipsky 1969, Wells 2007). Similarly, Law and Mooney (2006) have remarked 

upon the virtues of recalcitrance within social movements aspiring to transformational 

change, and there is certainly ample scope for rebellion on the part of service users (and 

potential staff allies) faced with the lack of choices attendant upon compulsion and coercion 

into singularly biologically orientated care and treatment regimes (McKeown 2016a; 

McKeown et al. forthcoming). 



 

In the eye-catchingly titled provocation, Fuck Neoliberalism, and a series of other 

publications, Simon Springer (2008, 2014, 2016) makes the case for prefigurative forms of 

living that demonstrate how human needs can be met equitably and politics organised 

collectively without degrading either the environment or our basic humanity. In this sense, 

Springer and Sedgwick draw upon a similar provenance of ideas, going back to Kropotkin, 

privileging human, relational attributes as the engine for transformative change in a 

modelling of the world we would like to see in the course of trying to achieve it. Springer’s 

deployment of the F-word is purposeful, highlighting the fact that any possible offence at 

alleged ‘bad language’ pales into insignificance against the very real offensiveness of the 

impact of neoliberalism upon the lives of the disadvantaged and the very fabric of our living 

space.  

 

Gullible nursing?: deceptions, passivity and compliance in the face of a crisis 

The consequences of the neoliberal order of things include substantial alienation of the psy-

workforce. Nurses who wish to identify with caring find themselves alienated from their very 

‘species being’ as nursing work is organised in ways that squeeze out possibilities for human 

connectedness (McKeown et al. 2010). Arguably, the vast majority of the nursing workforce 

is relatively ignorant of the entanglement of neoliberal forces with the day to day organisation 

of their work, or at the very least they are passive and compliant in the face of it. The notion 

that care planning endeavours are essentially valuable, or indeed have utility in minimising 

risk, may be an illusion, grounded in fictional narratives surrounding record keeping and the 

records themselves (Coffey et al. 2016), or outright delusional. The fact that a degree of self-

preservation may be attributable to the deceptions we afford ourselves concerning the value 

of care planning activity does not excuse the privileging of paperwork over real therapeutic 

endeavour. 

 

Similarly, some of our cherished sacred cows, such as commitments to recovery and 

participatory involvement initiatives, which offer a balm to our wounded professional identity, 

may be much less virtuous than they first appear if we consider the socio-political context 

(Harper & Speed 2012; Howell & Voronka 2012). McWade (forthcoming) goes further to 

argue that such allegedly progressive developments in mainstream mental health care are 

inescapably enmeshed with key social and political goals of neoliberalism. In the extreme, 

therapies and therapists are put to the service of the labour market and assessment of work 



capability under new regimes of psycho-compulsion (Thomas 2016). Seen through this lens, 

recovery policy is designedly discriminatory and certain classes of people, such as ethnic 

minorities or poor people, will inevitably be failed more than others by services. Survivor 

activism may have precipitated recovery as policy, but this has served to conceal 

psychiatry’s legitimacy shortcomings, shoring up practices of domination (see also Tyler 

2010, 2013). Psychiatry thus plays its designated part within neoliberal systems of detention, 

accumulating profit at the expense of alienated, dispossessed and ‘failed’ individuals.  

 

Psychiatric power to classify madness and distress as illness, legitimating paternalistic 

approval of coercion and control, assists in strengthening neoliberal interests. This is further 

consolidated within a ‘self’ celebratory society in thrall to market forces, wherein mental 

illness refers to individual rather than collective or social problems. Arguably, nursing’s 

conscious or unconscious complicity in this state of affairs indicates a degree of naivety 

bordering upon professional gullibility. Hence, we are the inheritors of a set of tasks, 

including care planning, commensurate with neoliberal and bio-psychiatric dominance that 

we bolster, despite certain grumblings, through continuing passive compliance.  

 

Listening for a squawk of resistance 

Where then is the squawk from beleaguered nurses and other psy-professionals? There are 

some notable exemplars: the Critical Psychiatry Network, Psychologists Against Austerity, 

and the Critical Mental Health Nursing Network, amongst a few. Similarly, health and public 

service trade unions are often vociferous campaigners against cuts, but arguably require a 

more sophisticated politics of mental health and somewhat less hubris to forge the 

necessary alliances with survivor and service user activism required to pursue change 

(McKeown et al. 2014a). Notwithstanding the energies put into various campaigns, or grass-

roots rumblings of discontent, any collective squawk from mental health nurses seems to be 

very much muted at present but has great potential to grow into something more powerfully 

meaningful.  

 

Under neoliberalism, Western democracies, their health care services and trade unions face 

a multiplicity of interconnected legitimacy shortcomings. An inevitable consequence is the 

precipitation of protest and contemplation of alternative futures. The various crises of 

legitimation include democratic deficits in the state at national and local levels, a crisis in 

care and alleged lack of compassion amongst the workforce (Francis 2013), and trade union 



decline associated with loss of faith in internal democratic structures (Hyman 2007). Bauman 

(2000) posits a state of liquid modernity that has come to typify the experience of life under 

mature capitalistic societies. Public services in particular suffer predictably negative 

consequences of marketization and privatisation, including heightened uncertainties and 

insecurities for the workforce with subsequent damage in terms of continuity and 

fragmentation of caring relationships (Randall & McKeown 2013).  

 

Mental health services are perennially starved of resources and organised around a medical 

model that upholds mass compulsion and coerced treatment, precipitating specific criticisms 

and pro-active consideration of alternatives. Thus bio-psychiatry is subject to a quite 

particular legitimacy crisis, subject to powerful questioning on its own scientific terms with 

credible critique of the evidence for treatments such as medication (Moncreiff 2008, 

Whittaker 2010). The resource squeeze on public services has significantly contributed to a 

workforce crisis, with disquiet over establishment of safe staffing levels. Such concerns have 

largely referenced general adult healthcare; with mental health services (perhaps 

conveniently) neglected in much of the discussion. 

 

In some regards this has resulted in the beginnings of a squawk, but arguably the levels and 

volume of dissent have been insufficient or energies side-tracked into circular debates 

regarding the calibration or evidencing of staffing profiles. Neoliberal regimes favour 

elaborate mechanisms for scrutiny and calculation that promulgate a strange admixture of 

illusory confidence and abject anxieties concerning staffing-levels. The pretence of 

systematisation fosters a veneer of safety to present to auditors and commissioners whilst a 

necessity of defensive practice is reinforced in the face of insufficiencies and high turnover of 

staff. 

 

Taken together, these crises have provoked critical thinking to frame alternative forms of 

care that hold promise to meet Sedgwick’s demand for large-scale responses to mental 

distress. A number of these, such as Soteria, earlier thinking around Therapeutic 

Communities and the more recent Open Dialogue, whilst not panaceas, share a common 

characteristic of privileging democracy, and if at all possible, minimising coercion and 

medication (Mosher 1999, Seikkula et al. 2011, Spandler 2009, Winship 2013).  

 



The notion of user voice has achieved, at least at the level of rhetoric, a certain prominence 

in policy and practice, with examples of involvement extending beyond direct care into 

education and research (Lowes & Hulatt 2013, McKeown & Jones 2014, Terry 2012). 

Somewhat paradoxically, critically minded service users have capitalised on a distinctly 

consumerist turn in social policy attendant on neoliberal assertions of the primacy of 

individualism and personal choice. A consumerist framing perhaps explains both the general 

lack of transformative impact of what passes for standard user involvement initiatives (see 

Suzanne Hodge 2005, 2009) and the ever present hazard of co-option. Cooke & Kothari 

(2002) view such participation as akin to a new form of tyranny, too readily incorporated into 

established systems of governance and control. Yet, whilst not yet revolutionary there are 

also undoubted contemporaneous successes of more creative and deliberative forms 

(McKeown et al. 2014b). To some extent this supports the view of commentators such as 

Clarke (2007) who defy pessimism regarding the possibilities for overthrowing neo-liberal 

hegemony, highlighting the potential of recalcitrant positioning within the cracks and 

interstices of public services. Similarly, Saario (2012) has noted the subtle ways in which 

mental health nurses can resist unwanted aspects of new managerialism. 

 

We turn now to consider opportunities for moving beyond a rhetoric of participation and 

voice towards a logic of democratisation that involves staff and service users in shaping the 

very ways in which care work is organised. Within such a frame, the very idea of 

individualised care planning may become redundant, or at least credibly questioned, in a 

context of more collectivised intervention. 

 

Turning the tables: Democratising the mental health workplace 

At least one normative characteristic of officially sponsored user involvement initiatives is 

that they are almost universally demarcated from forums for staff voice within organisational 

structures. It can be argued that there is value in linking together staff and service user voice 

initiatives, including the involvement of trade unions, in processes that move beyond simple 

partnership arrangements towards deeper and more sophisticated democracies in action 

(McKeown et al. 2016b). Throughout history, other work contexts have offered different 

forms of workplace democracy, distributed or cooperative control, or enhanced employee 

voice (Bernstein 2012, Frege 2002, Mathews 1999). To some extent democratised 

workplaces in mental health care would be compatible with proposed new models of 

distributed leadership, drawing upon, amongst others, left-commentators such as Paulo 

Freire (Bevan & Fairman 2014).  



 

The organisation and management of work under capitalism has mainly been under 

hierarchical command structures. Despite some latter tendencies towards more complex 

organisational forms, capitalism has usually eschewed the argued for benefits for more 

democratic or participatory forms, on the grounds of ensuring efficiency or defending 

property rights; though a business case for these has been articulated (Bhattii & Qureshi 

2007, Rogers 2012). The fact that prefigurative democratised workplaces are exceptional 

exposes certain fallacies implicit to western liberal democracies. Johnson (2006) plausibly 

poses the question that if citizens have the right to democratically participate in the 

governance of the State on the basis that those subject to decisions that affect them should 

have a say in how these decisions come about, then why is this logic not extended to other 

public spheres, such as employment? Given the impact of globalization and concentration of 

power and influence away from the State in large corporations, answers to such questions 

assume added importance. 

 

Our vision for democratised care services is, however, more radical than mainstream 

prescriptions and, if realised, would constitute tangible workplace democracy, and this would 

indeed be prefigurative of new ways of organising healthcare work and nurture novel, 

similarly democratised, therapies (Proctor 2016). Under democratised workplaces we could, 

and must, negotiate relational forms of work that minimise or dispense with paperwork. The 

Open Dialogue process has arguably already achieved this to a large extent; with the 

emphasis upon honest, face to face communication amongst all stakeholders and a 

commitment to labour-intensive contact, the need to write everything down becomes less 

essential. Matters of planning are continually part of ongoing dialogue such that roles, 

actions and impacts are out in the open, present in frequent communication, and, hence, 

much more tangibly real than a digitised care plan that interested parties, particularly service 

users, may never actually read, let alone agree the contents. 

 

The scream 

The case for greater democracy is, we believe, the remedy for mental health nursing’s 

legitimacy crisis (McKeown & White 2015). It is not our purpose to prescribe in detail the 

precise form new ways of working might take. Rather, we are concerned with making the 

case for activist tactics that prefigure such ends; particular examples emerging from 

intensely relation collective acts of creativity and imagination. Hence, the priority for nurses 



and their representative organisations is to begin the work of forging cross-sectional 

cooperation, seeking the solidarity with service users and other interested parties necessary 

to fashion a better future. 

 

We have argued that the democratic alternative need not continue to adhere to 

bureaucratised systems of surveillance and managerialism, negatively exemplified in the 

distractions and delusions of care planning and other paperwork. Though alternative futures 

are yet to be fully imagined, ideally these would involve substantial reductions in paperwork 

and a reorientation of nursing energies into democratic, dialogic face to face interactions with 

service users. Care planning and co-ordination would become more indivisible from the 

actual transaction of care, not something that occurs largely in the absence of the care 

recipient. Care plans themselves would be more meaningful documents, better reflecting 

service users’ needs and wishes. Such alternatives would themselves result from 

democratised processes of creative co-production, and these in turn could prefigure more 

fully formed systems of workplace democracy. 

 

New models of workplace democratisation are best suited to post-bureaucratic workplaces, 

typically staffed by well-paid, high performing, functionally flexible workforces, able to use 

their own judgement and adapt to change. This vision offers mental health nurses 

opportunities to more fully actualise an autonomous, caring professional identity. A 

distinctive nursing practice that potentiates the sort of highly skilled interventions needed to 

navigate and hold uncertainty in the context of supporting individuals in mental distress and 

eludes the diminished, standardised, task orientated roles predicated upon subordination to 

bio-psychiatry.  The transformations we propose will need to be organised for, and this in 

itself will demand campaigning and activist alliances between staff and service user 

groupings. Because of current asymmetries in power, these goals may seem unduly utopian, 

but that does not mean they are not realisable. They certainly won’t be unless we make a 

collective start. It is time to raise our squawk into a scream: a wonderfully opportune starting 

point could be a bonfire of the paperwork. 
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