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Abstract
In this article, we conduct an empirical ethics approach
to unravel the different perspectives on good care that are
present in a community mental health team (CMHT) in
Utrecht. With the deinstitutionalisation of mental health
care, the importance of a close collaboration between the
social and medical domains of care on the level of the local
community is put in the foreground. Next to organisational
thresholds or incentives, this collaboration is shaped by
different notions of what good mental health care should
entail. Using the concept of modes of ordering care (Moser
2005), we describe five modes of ordering mental health
care that are present in the practice of the CMHT: the medical specialist, the juridical, the community, the relational
and the bureaucratic perspective. These different modes of
ordering care lead to frictions and misunderstandings, but
are mutually enhancing at other times. Unravelling these
different modes of ordering care can facilitate collaboration between professionals of different care domains and
support a mutual understanding of what needs to be done.
More so, the analysis foregrounds that ordering care from
a relational approach is important in daily practice, but is
in need of stronger legitimation.
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I NT RO D U C TIO N
How should we care for people with severe mental illness in the community? This question about
how to shape deinstitutionalisation is often addressed in organisational terms. This paper addresses
the question from an empirical perspective on care practices: we describe how a team of health-care
professionals in Utrecht, the Netherlands shape care in the community for people with severe mental
illness (SMI)1 and where this leads to problems. We ask ourselves which different modes of ordering
mental health care are present in the practice of the Community Mental Health Team (CMHT) and we
analyse how these modes suggest different types of problems that require particular solutions in order
to create good care. We show how the different modes of ordering care relate to each other –sometimes in a mutually enhancing way, but sometimes leading to friction and misunderstandings about
how to proceed. By articulating these tensions, we hope to clarify what is at stake.
The study of care practices and their tensions have been approached in different ways. Navne and
Svendsen (2018), Pols (2006), Brown and Korczynski (2017) and Zuiderent (2015) address the role
of institutional practices, such as the process of decision-making, the standardisation of care and accountability practices. Other work highlights the role of professional competition in the way different
perspectives on care relate to each other (see, e.g., Sanders & Harrison, 2008). In this paper, we focus
on notions of good care that are not attached to a specific institution or occupation. We draw on John
Law’s (1994) concept of ‘modes of ordering,’ as developed for the analysis of care practices by Ingun
Moser (2005). We use the concept to unravel the frictions we observed during our fieldwork. The plural ‘modes’ opens up the space to account for the fact that people, occupations or institutions can draw
on different modes of ordering. As Moser (2005: 669) points out, ‘in practice people are not caught
in any one mode of ordering (…) but rather slip and move between multiple modes of ordering that
co-exist, [and] are partially related in complex ways and even folded into each other’. The verb ‘ordering’ directs us to the fact that good community mental health care is not a static state or an end goal,
but an ongoing process: of discussing, reframing and trying out what works. Analysing the activity of
ordering helps us to render intelligible the recurrent discussions and misunderstandings in the work
of the team and its partners. We analyse the work and orderings of professionals working in everyday
care: the case managers, clinical nurses and others.
To answer the questions raised in this paper, we turned to the daily practice of caring, by using
ethnography as the main method. For each mode of ordering care, we first describe what is seen as
a problem and then link this to specific notions of good care. Analysing care situations in this way
relates our analysis to the work to an empirical ethics of care (see, e.g., Mol et al., 2010; Pols, 2015;
Willems & Pols, 2010). By describing practices and the notions of the good that are embedded in
these, we follow Pols et al. (2019) who states that ‘empirical ethics combines a “sociology of the
good” (Thévenot, 2001, see also Boltanski and Thévenot 2006) and a material semiotic approach
that does not ‘apply’ theoretical concepts, but studies what these concepts come to be –or how they
become enacted –in specific contexts’. (Pols et al., 2019:100).
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BACKG RO U ND
The context
The first author conducted fieldwork in a CMHT in Utrecht, the Netherlands. The team came into
existence in 2016 due to changes in the policy and funding of Dutch mental health care that started
around 2005, which prioritised the reduction of beds in psychiatric hospitals. The changes were
aimed both at improving care by moving towards more community-based and recovery-orientated
approaches and at reallocating resources and improving efficiency (Ministerie van VWS, 2012).
In Utrecht, this move towards deinstitutionalisation was the incentive to restructure care for people
with so-called SMI. Across the region, care is now decentralised into different CMHTs, in which specialised mental health treatment and supported living teams work side-by-side to provide care in the
community for people with SMI (Taskforce EPA Midden Westelijk Utrecht, 2015). The hope is that
this way of working can close the gap between mental health support (e.g. assistance with daily activities, the household and administration) and mental health treatment (evidenced-based interventions,
medication and hospitalisation), as noted in policy documents (Commissie Toekomst beschermd
wonen, 2015). The other aim is making care more easily accessible by decentralising mental health
care to local communities.

The neighbourhood
The first author conducted participant observation in one CMHT located in a neighbourhood on the
outskirts of Utrecht. Built in the post-war period, the neighbourhood contains mostly high-rise buildings with apartments that are rented out by social housing companies. It has 34,000 inhabitants from
diverse cultural backgrounds, many of whom face problems like poverty, unemployment, school
dropout or criminality. Furthermore, the intensity of demand for and supply of care is relatively high
(Zorgverzekeraars Nederland, 2014).

The team
The newly formed CMHT consists of care workers from two different organisations. The first is
a mental health-care organisation that provides treatment in different forms.2 Staff include a psychologist, a psychiatrist, an expert by experience, a specialised mental health nurse and mental health
nurses. In their work, they adopt Flexible Assertive Community Treatment (FACT), a care model that
combines individual case management with shared caseload and assertive outreach (Nugter et al.,
2016; Van Vugt et al., 2011). The second constituent organisation is responsible for sheltered housing
and supported living in the community.3 The workers involved are personal case managers and an
expert by experience. Other professions, such as a rehabilitation worker and addiction care specialist,
are linked to the team on a consultation basis.
The CMHT thus consists of people from two organisations, working in one team. In practice, this
means that professionals in the CMHT work with different administrative structures and different
accountability systems. The funding of these forms of care is also different: the supported housing organisation is funded by the social support act (Wet Maatschappelijke Ondersteuning in Dutch), which
is a collective act under the responsibility of the municipality, while the clinical treatment team is paid
by health insurance companies, based on individual diagnoses. This way of financing care therefore
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bears the risk of enlarging the observed gap between medical and social services (Mason et al., 2015).
The combined CMHT tries to bridge this gap.

M ET H O D S A ND A NA LYS IS
This article is based on data collected during fieldwork carried out in a CMHT in Utrecht.4 The first
author observed the practice of daily care in the CMHT, with a special focus on notions of good care
that are at stake in these practices. To do so, she joined the team in two periods of first three and then
two months, accompanying daily team meetings, house visits, and other meetings and activities at
the outpatient clinic. She also paid frequent visits to sheltered housing accommodations and a local
recovery college5. During the fieldwork, the first author observed activities and discussed these activities in interviews or more informal conversations with those involved. The fieldwork periods were
separated by a break of three months, in order to analyse material and to gain a better understanding
of the more long-term developments in the team. At the end of the fieldwork, a group discussion with
the team was conducted.
Alongside the participant-observation, several standalone interviews were conducted. Eight important partners of the CMHT were selected based on the fieldwork. These informants work for
respectively the police, the MH crisis department and clinic, the social welfare team, a housing association, the municipality, an association for rehabilitation and work, and a GP practice. Additional interviews were also conducted with five team members to further clarify the first author's observations
and to reflect on their work. At the end of the fieldwork, six service users known to the researcher
from previous house visits were approached through their case manager for an interview about their
experiences with care and support from the CMHT. The selection of service users was based on previous fieldwork and the willingness of people to participate.

Data analysis
The field notes and interviews collected during the fieldwork periods were transcribed and then coded
in MAXQDA using modes of ordering as an theoretical framework. The process of coding involved
open and selective stages. In the open stage, to sharpen the focus of the research and be sensitive to
new questions, the material was analysed during the fieldwork periods. After the fieldwork it was
then read multiple times and openly coded; parts were highlighted to identify recurring themes or
patterns. This analysis was discussed with the research team and a group of qualitative researchers to
strengthen the coherence of the analysis. In the selection stage, we used a second round of analysis
to identify cases or situations that were indicative of different modes of ordering community mental
health care.

Ethics
Ethical approval was obtained from the research institute at the Free University of Amsterdam, and
the care institute where the research was conducted.6 Informed consent was obtained from workers
of the team, in formal interview situations and for house visits. During site visits and meetings, the
researcher was always open about her role, and in the waiting area of the CMHT information about the
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research was provided, including a picture of the researcher and her contact details. All material was
anonymised, and no names or other personal details were collected. Pseudonyms are used in this text.

F I N D ING S
In this section, we will present the analysis of the five modes of ordering we could unravel from the
practices. Each mode describes a specific way of defining what the problem is, the solutions to it, and
how this aligns with a specific notion of good care. To illustrate the different modes and how they
relate to each other, we introduce each mode with a story about Building U, a U shaped appartement
building, located in the neighbourhood where the CMHT provides its care. Many of the CMHT’s
clients are living in this building.

Mode 1: ordering care as a medical specialisation
The first time I visited Building U was together with a case manager from the CMHT.
We visited a middle-aged man called Tinus. The team has received complaints from
his neighbours that he is moving furniture around at night time. He is often angry and
the team thinks he is becoming more suspicious, possibly caused by an increased use
of amphetamines. The CMHT wants him to start anti-psychotic medication, but Tinus
refuses, since he does not experience problems. The team is contemplating pursuing a
legal decision for coercive care.

What is the problem?
Within the CMHT, one of the ways of defining a problem was to focus on an individual and her or
his mental health diagnosis, based on the classification of symptoms. Care is ordered as a medical
specialisation. In this mode, treating a person with an illness is central to providing good care. In the
story about Building U, treating Tinus’ illness for instance should reduce his anxiety and thereby the
nuisances he causes his neighbours. Hence, we found this problem definition as well in a discussion
about another individual's eligibility for support:
The discussion in the morning meeting revolves around the fact that a man in the team’s
care currently has no psychiatric symptoms. A caseworker asks: ‘But drinking because
of stress is problematic, isn’t it?’ ‘It is’, confirms the psychiatrist, ‘but he is not acutely
psychotic. The question then is if we should look for a solution for his problems in mental
healthcare or whether social services should support him with finding a place to live’
(fieldnotes).
In the example above, the importance of psychiatric symptoms to qualify for mental health treatment
is highlighted. If the problem is not medical, then a solution for the identified problems might be sought
elsewhere. Ordering care from the perspective of medical specialisation thus creates a clear division between treatment and support from social services.
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What is good care?
When mental health care is ordered as a medical specialisation, then care ideally follows a clear
trajectory: a call for help from a patient, an intake to assess whether there is a psychiatric problem, a
diagnosis, a treatment plan with effective interventions, and the monitoring of progress. This framework of evidenced-based medicine is meant to optimise good care for patients and is based on the
philosophical assumptions of psychiatry as a medical enterprise (Ralston, 2013).7 A specific aspect
of this mode of ordering is the relation between care professional and patient. The professional's role
is to offer the best or most effective treatment possible, based on clinical knowledge. The patient is
an individual with a specific illness diagnosed on the basis of a cluster of symptoms. Care should be
aimed at relieving the symptoms in the most effective way and is therefore also time-limited: if symptoms decrease or stabilise, specialised treatment is no longer necessary.

Mode 2: legal legitimation
Talking to the local police chief about Building U, he sees a group of inhabitants who
are causing problems and are in need of support, but they will not call for help or accept
support when offered. He formulates the problem in terms of a lack of a mandate to take
action when people do not ask for help. ‘I would love to work more proactively, but in
practice things have to escalate before something happens’.

What is the problem?
For the treatment offered by the CMHT to work, it requires a motivated, consenting patient. Without
this, the staff faces two problems: the treatment path will stagnate, and questions about which ways of
intervening are legitimate come to the fore.
A clinical nurse brings the case of Mr. Jansen to the morning meeting. He lives in a sheltered housing facility and his condition is declining daily. Clinical nurse: ‘The workers
of the housing facility ask us “to do our job.” But I wonder: what exactly is my job and is
what we are doing right? How far do you go if somebody neglects himself? I try to stimulate him to take his meds, I try psycho-education, to activate him (...)’.The psychologist
adds: ‘I would want to offer him CBT,8 but he is not motivated…’
(fieldnotes)
The above example is not an exception. In the practice of the CMHT, patients-like Tinus whom we
encountered in Building U-often do not explicitly ask for help or consent to the offered interventions.
Then, the problem of ‘how far one can go’ comes to the fore:
In a group conversation about my research, we discuss ways of intervening, besides a
juridical intervention. One of the case managers recalls that he accompanied a service
user to the dentist, even drove him there. ‘It worked’, he adds, ‘the next time he went on
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his own’. They did, however, have a discussion about it in the team, he says, because ‘you
still intervene in somebody’s life’.
(CMHT group discussion).
In this example, all forms of care that intervenes in someone's life are problematised as interference
with a person's autonomy. Yet this raises another crucial question: How to care without interfering? From
a legal perspective, if somebody does not consent, the only option to care is to wait until the situation
escalates and then intervene on legal grounds.

What is good care?
A specific aspect of ordering care from a legal perspective is that the patient is an autonomous individual and has the legal right to self-determination. This autonomy is underlined by the juridical principle
of informed consent. Care providers should ideally be open and transparent about different treatment
options and should refrain from interfering in the process of decision-making (Widdershoven et al.,
2000). This juridical view on autonomy is closely linked to and sometimes interwoven with the ordering of care as a medical specialisation. The difference is that it is not the doctor who knows how best
how to treat an illness, but rather an autonomous patient that must decide on different treatment options. In this logic, interfering in a patient's life –especially without explicit consent –is problematic.
The only moment that interference becomes legitimate is when a patient is no longer seen as able to
make autonomous decisions, or when he becomes a danger to himself or others. At that point, the
juridical status changes and forced care is possible.9

Mode 3: Caring for the local community
A safety manager of the municipality describes Building U as a cluster of people with
a web of problems. In the building she sees illegal activities ranging from drug dealing
to illegal prostitution. She wants to start a project with different stakeholders to address
these problems on a community level.

What is the problem?
In this third story about Building U, it is not only the individual but also the community that is in need
of care:
‘I remember situations in which I thought: this no longer holds. A situation in which
you couldn’t find a place for someone. That is a difficulty, because it is key for the community approach’s success or failure. Those neighbours are looking at you. You are the
health professional. And if they think: “Oh, you do not act, you just let us rot. That’s how
things work?” (…) That is what I mean with trust: you have to show it, to the neighbourhood and the community. You have to show them that you want to be there for them. You
are not only there for the service user, but also for the neighbours’.
(Interview, worker social welfare team).
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In ordering care in terms of the local community, two instruments are seen as important. The first is
outreach and working proactively. Providing care is not necessarily limited to people with a formal mental
health diagnosis; outreach for those not yet in care is thus a legitimate action, because it can prevent escalations that can harm the whole local community.
The second instrument is working together on the level of the local community and to share responsibility by forming alliances between care professionals and social welfare organisations:
When I enter the meeting room, professionals from the local social welfare team, the supported living team, the GP, a general practice mental health professional, a mental health
nurse, and the team leader of the CMHT are present. They are here for a monthly lunch
meeting to discuss ‘complicated cases’, with the idea of sharing the responsibility. At the
beginning of the meeting, the GP addresses me personally: ‘It is important for your research to take on board that in here, social and medical organizations sit around the table
on the level of the local neighbourhood to organise a strongly-built basic care network.
We want to learn how to do this by mutually discussing individual cases’. This morning,
they discuss the difficulties of providing care for a woman with multiple problems. They
first discuss how to restore contact between the woman and mental healthcare services,
but as the discussion evolves and her social situation is described in more detail, they
decide to start with smaller steps to decrease her social isolation.
(fieldnotes).
In this mode of ordering care, there is an idea of shared responsibility to take care of the more vulnerable members of the local community. Ideally, this means shifting the perspective from one's own
organisational logic towards a mutual community perspective. This shared responsibility is not always
easy to coordinate among the separate organisations. Furthermore, privacy laws make it difficult to share
knowledge. But different actors find innovative ways to overcome these obstacles, for instance by holding
consultation meetings as the one described above.

What is good care?
In contrast to ordering care from a medical specialist perspective, with its focus on the individual patient, good care from the perspective of the local community includes all local citizens. It also means
being accountable for people even where it is not (yet) clear if there is a diagnosable mental disorder.
In contrast to the juridical mode of ordering care, intervening without consent can be the right thing to
do if the wellbeing of the local community is taken into account. Continuity of care and assertive outreach are important in this mode of care. Furthermore, problems that CMHT service users face daily,
such as poverty, nuisances and poor living conditions, are actively addressed with other partners.

Mode 4: A relational approach
Speaking to a social worker about Building U, he stresses that care is not only about taking action, but also about working on relations: ‘People have to get to know you and you
have to know them. It is about trust (…). You need caregivers who, so to speak, crawl
into the building’.
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What is the problem?
In this mode of ordering care, the problem is not so much the illness itself but people's relations and
networks. Relating –especially initiating and maintaining contact –is seen as an important part of the
work of the CMHT, especially if people are avoiding care. The team has developed creative ways to
establish relations:
In an interview with a mental health nurse, we discuss the scope of her work and the importance of patients being motivated for treatment. Then she makes a switch: she refers
to a situation in which she does not follow her strict task description as a mental health
specialist:
R: (…) ‘I have a client’, she recalls, ‘with him, trust is really difficult and his house is a
mess. He is 23 years old, dependent on alcohol and cannabis, and looks really bad. Then I
come in and I fry him some eggs. (…)Those are the good parts of the job, the flexibility’.
I: ‘So on the one hand there should be a request for help and a treatment plan…’
R: ‘Yes, but thinking outside the box is also very important’

(Interview, clinical nurse).

The clinical nurse shifts from ordering care as a medical specialisation to ordering care from a relational approach, by mentioning that in some situations she combines the role of being a nurse with frying
eggs. Theoretically, this could lead to friction about which action is right, yet in practice she cherishes this
double-sidedness. What is ‘good’ here is being flexible, thinking outside the box, doing what is necessary
to make contact and motivate others for certain behaviours.
During the fieldwork, there were many examples of professionals relating to clients in creative
ways. Seduction, or what Driessen (2017) calls ‘will work’ –work aimed at aligning the other's wants
with one's own –can be a part of this:
We are both working on a laptop in the ‘office garden’ of the community mental healthcare team when the case manager recalls the case of a woman who was known to be
‘difficult’; refusing care:
R: ‘So I thought of an intervention to enter the house. I knew her coffee machine was
broken and I had a spare one. I rang the bell and the woman opens the door. ‘You can go
‘pierewaaaien,’10 the woman said. ‘Oh, you are lucky, I know the meaning of ‘pierewaaiden,’ I replied. ‘It means I have to leave, right? I will not leave. Maybe I can do some
groceries for you? And here you have a coffee machine.’ Then I was allowed in and after
a while she said: ‘It appears that you can stay…’
(fieldnotes)

What is good care?
In ordering care from a relational approach, the focus is not only on the individual, be it a citizen
or a patient, but also on the relations between patients, caregivers and others. Caring is working on
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these relations –trying to establish or maintain them –and with these relations –to avoid a crisis, for
instance (Muusse et al., 2020). Bringing in the relations between clients and caregivers is also central
in an ethics of care that focuses on the interdependence of people (Tronto, 1993; Voskes, 2014). In
contrast to the ordering of care as a medical specialisation, care here is not so much an outcome of a
time-limited treatment trajectory, but an ongoing process. As Pols (2006) points out, there is no clear
directive or general method that prescribes how these relationships should be crafted; it depends on
circumstances, personal styles and who is involved. What is the good thing to do can differ along the
way.
In this mode of ordering care, it is impossible for care workers to only address mental illness as a
discrete medical domain; they have to engage in non-medical domains of peoples’ life (work, finances,
health). In doing this, the division between treatment and support becomes blurred. Good care is now
about doing both: frying eggs while attending to psychiatric problems.
Ordering care from a relational perspective offers the legitimation for care professionals to intervene in non-medical domains of peoples’ lives. This is what the social worker refers to in his story
about Building U, when he talks about the need for people who are able ‘to crawl into the building’,
to make contact with the inhabitants of Building U. Good care is building trust, knowing people and
intervening when necessary from within the established relationship.

Mode 5: Bureaucratic accountability
To address the problems in Building U the worker of the social welfare team points out
that the way care organised should support the relational approach: ‘You need people
who have the time to work without a fixed caseload, to reach out to the people who are
not seen by anybody’.

What is the problem?
In this mode of ordering care, the organisation and finical structure defines what is good care. In this
mode, two problems are central: rising health-care costs and waiting lists. To solve these problems,
care should be efficient and cost effective. A way to achieve this is by making the organisation and
accountability of care more transparent and regulating the working time of professionals.
We specify what this means for clinical nurses in the team, because observations showed that they
most frequently juggled with the accountability system they had to work with.11 To receive treatment
from the CMHT, you need to have a diagnosis so that a DBC can be opened. DBC stands for ‘diagnose
behandel combinatie’ and is a registration system in which clinical workers have to register all their
working hours in order to get their work reimbursed by the health insurance company. This is a quite
specific task. Richard, a specialised clinical nurse, shows me how it works:
He shows me a computer screen that consists of four parts. Part one is about productivity:
Richard’s exact working hours are set against the norm set by the institute. Every moment
of the day should have a code. I ask whether these norms influence his work. ‘Not directly’, he replies, ‘our team leader is understanding. But the system sometimes irritates
me. I try to keep thinking: I do what I have to do for the patient’.
(fieldnotes)
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Here Richard frames the tension the system is causing him as an ethical dilemma: he feels stress when
he is not living up to the norms set by the system, but he feels ethical commitment to do what ‘he has to
do for the patient’. Similar dilemmas are described by Brown and Korczynski (2017) in studying home
care work. They describe how by spending more (private) time with patients than provided by the system,
care workers found a way to keep their autonomy and their ideals of what good care entails (the ‘caring
self’). We observed a similar strategy: clinical workers offered the care they perceived as necessary and
then tried to fit it in the accountability system as much as possible. This does not mean that how care is
legitimised does not influence their practice of caring. The protocols for opening a DBC for instance play
an important role in the decision-making process of who qualifies as a patient for the team.

What is good care?
One of the goals of the DBC system is to increase transparency regarding price and performance
(Tummers, 2010), thus making care more transparent and efficient. This specific way of financing and
organising mental health care and the corresponding accountability system is normative; it strengthens the idea that care should be focused on an individual with diagnosable, treatable problems. It
therefore supports the ordering of care from a medical specialist perspective, while creating problems
to account for other forms of care that are not directly linked to caseload reasoning and temporality,
with a clear diagnosis and linear treatment path. This encompasses activities such as caring for the
local community or a relational approach, which cannot be paid for using this DBC system.

M O D E S O F O R D E R ING T HAT C LASH OR ENHANCE
E ACH OT H E R
As can be seen in the examples above, the different modes of ordering care sometimes enhance each
other, but at other moments they lead to frictions. How does this work? We bring in one more example:
The discussion starts with a remark by the psychologist about how far the team’s responsibility reaches: ‘What is our responsibility if somebody is referred to our team with a
stack of problems, maybe for over 20 years already?’
The psychologist remarks that the team sometimes takes people into care even when
they lack the specific expertise, because the person is not receiving treatment from other
diagnosis-specific outpatient teams that do not engage in outreach. She points out that
one of the differences is that the CMHT, in contrast to those teams, works on demand.
‘You could say that we are then causing under-treatment by taking somebody into care.
For instance with borderline [personality disorder]. I know schema therapy is the first
treatment advised, but we are not trained in it’. What the team then does is to engage in
making contact, and support the patient in daily life, motivating them for care. But is this
good care, or under-treatment? The opinions differ.
A case manager comments: ‘When I started working here, I was told that this team would
end the endless discussions about which patient belongs where. But in practice it is not
solved at all’. A clinical nurse adds: ‘When I started, I had the assignment to get people
into treatment who are hard to engage, to work on outreach. But in our team there is a
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strong focus on the diagnosis and if it is treatable, yes or no. If not, then we refer somebody to a social worker or the GP’. She recalls the case of Anna, a woman with a long
care history, dealing with trauma, personality disorder and addiction problems, but who
lacked treatment motivation. ‘If we then state: we have to refer her because we are not
really treating her, I do not think that is correct. In fact, we do a lot: we make contact, we
stabilise the situation. She is doing better, despite the persisting problems’.
Second nurse: ‘I want to add something positive. We have a lot of these kind of referrals,
so obviously people can find us and that is because we are now [known] in the local
neighbourhood’
(Fieldnotes).
In the above discussion, different modes of ordering care come to the fore. First, the psychologist
problematises taking people into care who are not getting appropriate care, based on their diagnosis. Can
you consider this good care, or is the team facilitating under-treatment? This question reflects the mode of
ordering care as a medical specialisation, in which good care is connected to a diagnosis and evidenced-
based interventions. Second, the clinical nurse points out the team's over-concentration on diagnosis and
that supporting people in daily life is just as important. Here, care is ordered from a relational approach;
it is about different life domains and building relations. Third, there is the perspective of the local community, which is brought in by the final remark from the second nurse. The fact that a lot of people who
have problems obtaining care elsewhere end up in their team's support is not seen as a problem, but as
something positive: obviously they are being successful in making connections with the local community.
In the example above, the modes of ordering mental health care as a medical specialisation and a
relational approach clash. From the perspective of relational working, care can be more than clinically
proven treatment: supporting daily life is also part of good care and is seen as the task of the CMHT.
This is especially so for people facing multiple problems, but who are hard to engage in care or where
there is no clear treatment request. For this group, it is much harder to set out a clear time-limited
treatment path, aimed at symptom relief.
The tensions between the two modes do not arise on a level playfield. Ordering care as a medical
specialisation is supported by the idea of evidenced-based working and the DBC bureaucratic way
of ordering care, while ordering care from a relational perspective has no such strongly articulated
legitimation and a lack of professional specialisation. This distinction is strengthened by the policy
decision to finance treatment and support separately. This lack of legitimation makes a lot of the daily
relational work of the CMHT’s clinical nurses and case managers precarious; nevertheless, the need
to work in this way is often clear to all involved.
The role of these institutional dynamics in legitimising care resonates with Lester’s (2009) analysis of the way clinicians in an eating disorder clinic must make translations between different care
frames. In this process, clinicians have a role she describes as ‘brokers’ wherein they reframe their
own descriptions of what is going on in terms of the managed care model used by insurance companies. Lester describes how in these everyday ethical negotiations clinical workers need to balance
contradictory or conflicting imperatives to legitimise their actions and decisions.
This ethical distress that institutional strains put on caregivers to legitimise specific ways of caring
is also highlighted by Brodwin (2013) who points out that the everyday ethical questions clinicians
in a community mental health team have to face are not only about what constitutes as good mental
health care, but also who will benefit the most from treatment. He describes how clinicians thus become involved in forms of ‘boundary work,’ (Gieryn, 1983). In doing so, clinical workers take on the
role of gatekeepers to care. In our team, this boundary work got shape by questioning the legitimacy
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of the treatment of people who do not fit easily in the medial specialist mode of ordering care, such
as Anna in the example.
It is important to note that these discussions are taking place against the background of the CMHT’s
position in the local care landscape, which contains highly specialised polyclinic teams organised
around a specific diagnosis, and the CMHT, which also offers specialised mental health care, but is
not aimed at a specific diagnosis and is embedded in the local community. So the CMHT has a double assignment: its mission is to be both present and engaged in the local community and to provide
highly specialised mental health care. The team must care for all and care for a few at the same time.
Ordering care from a medical specialist perspective versus a relational perspective is not, however,
in tension in all situations: if a relational approach is lacking, then the team knows that in practice
there is the risk that treatment will never reach the patient or will be less successful. A relational approach is thus no longer in tension with, but a prerequisite or partner for, specialised care. The workers
of the CMHT know this from experience, and fry eggs while making up treatment plans.

CO NC LU S IO N A N D D IS C U S S ION
In this paper, we described dilemma's related to multiple perspectives on good community mental
health care, using multiple stories about Building U. We unravelled the stories as different modes of
ordering care that are present in the daily discussions about the work of the CMHT. Below, we highlight three important contrasts between the different modes of ordering care:
First, in the different modes of ordering care, the objects of care differ. In ordering care as a medical specialisation, the object of care is an individual with an illness. In contrast, in the community
and relational approach, care is not only aimed at the individual but also the local community; it takes
into account the fact that people are part of a social network. These forms of collective care fit poorly,
however, into the way in which care is organised and financed around caseloads. This tension is all the
more clear in the double task of the CMHT, in which workers simultaneously have to care for a few
(those in need of specialised care) and for all (the local community). Combining these two tasks puts
a strain on the CMHT workers, especially because work that is not registered as ‘productive’ in the
DBC’s terms is much more difficult to justify.
Second, the different modes of ordering care emphasise different views of autonomy. The juridical
and medical specialist modes entail an individualised, negative concept of autonomy or freedom,
namely freedom from interference (Berlin, 1969; Widdershoven et al., 2000). In contrast, in the community perspective or relational approach, the emphasis is not so much on the individual but on the
relations between people and things. In these modes of ordering care autonomy is viewed relationally:
from within relations, options for interference, outreach and will work are explored. We observed
these clashing visions of autonomy in discussions about the legitimacy to interfere in a person's life.
Unravelling the different modes of ordering at stake in these discussions can help to sharpen the formulation of these dilemmas and open up creative ways of dealing with the binary opposition between
coercion and care that is often created (Jerak-Zuiderent, 2012; Lawn et al., 2016).
Third, the different modes of ordering care entail different ideas about continuity of care. Is care
a temporary intervention or a long-term, more cyclical process (Hautamäki, 2018; Lester, 2009)?
This question was important in the discussions about whom to take in as a patient and whom to refer
elsewhere. In a relational mode of ordering care, building relations and trust is essential and takes
time. But the caseload approach to ordering care structures care as a more temporary intervention.
This opposition between temporality and continuity of care at moments causes insecurity about what
is proper care or treatment.
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What can we learn from this?
Different notions on good care are often described and explained from an organisational perspective
or in the light of professional competition. In our research, we approached the question by turning
to daily care practices instead, with ethnography as our main method. In our analysis, we followed
Thévenot (2001) by describing the ‘variation (..) of what is good’ (ibid:59) in care practice. The
concept of modes of ordering points to the way these goods, and also what is taken to be the problem
is part of a particular way of ordering practice (Moser, 2005). With this approach, our research demonstrates that people are not necessarily caught up in one mode of ordering care, but shift between
different modes.
Our research made visible how clinical workers in daily care have to juggle with these different notions of good community mental health care and the tensions that may arise between them. But this is
not a level playing field. The medical specialist mode is strengthened by the juridical and bureaucratic
perspectives, while strong institutional legitimation is often lacking for the relational perspective. At
moments, this leads to insecurity among team members regarding whether the relational approach that
they often engage in is indeed ‘good care’.
These findings point to the necessity for a consciousness that working in the context of these different modes creates ambivalence and other difficulties, especially in caring for those with more complex
problems that are not easily addressed within a ‘managed care model’ in which care is standardised
and time limited (e.g. Lester, 2009). Unravelling these different modes of ordering care can facilitate
collaboration between professionals of different care domains and support a mutual understanding of
what needs to be done. More so, it can give a ‘reflexive backup’ (Pols, 2006: 426) to those forms of
care in lack of an administrative or organisational legitimation. The awareness among practitioners
and policymakers of these dynamics could be helpful by developing new ways of facilitating (mental)
health-care workers in working together in both serving individuals with complex mental problems
and the community they live in.
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ENDNOTES
1

SMI refers to refer to long-term psychiatric disorders that interrupt, destabilise and imperil lives over a long period
of time (Drake, Green, Mueser & Goldman, 2003). This CMHT was not diagnosis specific. Substance abuse was not
an exclusion criterium.

2

This organization also runs the psychiatric hospital in the city centre, a crisis team and different specialised teams
for specific diagnoses. The organization has several integrated CMHTs localised in specific areas providing care for
people with SMI.

3

This organization has different sheltered housing locations in the city and provides comprehensive support to people
who live independently but require additional assistance due to SMI. Some, but not all, also receive treatment from
the mental health department or have done so in the past.

4

We studied the practice of community mental health care in one CMHT in Utrecht, as part of a larger project that
contrasts community mental healthcare practices in both Trieste, Italy and Utrecht, the Netherlands, to learn more
about different ways to deal with a psychiatric crisis in community care.

5

A recovery college supports people living with mental health problems through adult education rather than through
treatment (Newman-Taylor et al., 2016). It is based on self-help and mutual peer support.

6

The medical ethics committee of the Vrije Universiteit Amsterdam (METC Vumc, FWA00017598) declared that the
Medical Research Involving Human Subjects Act (WMO) does not apply to the study.

7

Evidenced-based medicine relies on classification models to conduct clinical trials at the group level. The resulting
information is used to improve the effectiveness of clinical practice for individual patients (van Os et al., 2019).

8

CBT stands for Cognitive Behavioural Therapy.

9

After fieldwork was completed, a new law concerning compulsory care was introduced in the Netherlands (see
Frederiks, 2018).

10

The Dutch ‘pierenwaaien’ refers to going out, or partying, but is used in this context to tell someone to go away.

11

As mentioned above, part of the team is paid by the social welfare act, and accountability for their work is organised
differently.
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