From shame to blame: Institutionalising oppression through the moralisation of mental distress in austerity England 

Abstract
This paper interrogates qualitative data regarding the changing experiences of mental health service and welfare state interventions for those who self-identify as experiencing long-term mental distress. We focus on austerity-related reforms in the English welfare and mental health policy architecture to explore the socio-cultural and material bases of benefit claims-making in relation to long-term illness and incapacity. Recent neoliberal social policy reforms contest the ontological status of mental distress, with the effect recasting distress as a ‘moral’ status.  This tendency is reinforced via three primary dynamics in contemporary mental health and welfare policy: the de-legitimisation of sick role status in relation to mental distress; the foregrounding of individual responsibility and concomitant re-orientation of services towards self-help; and, an increasing punitive conditionality. These intersecting processes represent an institutionalisation of ‘blame’ in various policy contexts (Scambler, 2009, 2018), the moral stigmatisation of mental distress and escalating experiences of oppression for mental health service users and welfare recipients. This reveals shifting conceptions of distress to be entwined with transformations in social policy regimes and political economies. Painting distress as a personal failure legitimates austerity-related restrictions on benefit and service entitlements as part of a wider project of neoliberal welfare state transformation.  
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Introduction
Since 2008, England has experienced the most intense reorganisation and restructuring of social policy since the inception of the contemporary welfare state in the 1940s.  Whyte and Cooper have described this set of changes as an attempt to ‘permanently dissemble the protection state’ (emphasis in original, 2017: 1).  Almost all aspects of welfare policy have undergone intense bureaucratic restructuring including cuts in expenditure, increasing involvement from the private sector and an escalating focus within services on ‘activation’ to engender labour market participation.  Reform of the state’s role in social protection can be implicated in shifting experiences of mental health and distress from a number of distinct angles. In one sense, direct support in relation to mental health need has been reduced through Local Authority (LA) and National Health Service (NHS) cuts (xxxxommitted for anonymityxxxx).  The more general context of austerity has entrenched inequality and deepened labour market precarity, personal debt and poverty, with attendant implications for the levels and intensity of distress across society (xxxxommitted for anonymityxxxx).  Policies directed towards those living with mental distress have undergone a series of transformations including reduced budgets, an increased focus on short-term interventions and moves to embed ‘responsiblisation’ within services. The latter can be described as an increasing concern that the role of policy and practice is to promote self-governance and personal accountability, and is visible across a range of policy arenas (Liebenberg et al, 2015).  The rolling out of responsibilising policy frameworks, whether in welfare, mental health or criminal justice spheres, involves the mobilisation of ‘authoritarian mentalities and practices of rule…in order to enforce obligations on members of the public’ (Dean, 2002: 38), representing an attempt to impose particular modes of individual ‘freedom’.  
In this paper we explore the way in which neoliberal policy transformation in welfare and mental health service contexts seeks to enforce self-governance by undermining claims to incapacity.  Our focus is on a group of individuals who, due to long-term ongoing use of mental health services, do not conform to the imperatives articulated within neoliberal policy frameworks and narratives in terms of individual ‘recovery’.  In order to explore these changing dynamics within health and welfare policy, we draw on Scambler’s (2018) ‘shame to blame’ thesis.  In doing so, we highlight the weaponisation of moral culpability within the state’s social policy agenda as a justification for increasing welfare restrictions including the limiting of sick role entitlements (Schneider and Conrad, 1983; Scambler, 2004; Hansen et al, 2014). 
The weaponisation of blame and shifting conceptions of illness
Scambler (2018) articulates the role of social structural mechanisms in generating or producing tendencies towards the invalidation and denigration of experiences of illness and disability in contemporary welfare policy. He highlights the way in which shaming (related to relations of stigma) are frequently replaced or accompanied by the mobilisation of blame (related to relations of deviance) within neoliberal health and social policy reform agendas (Scambler, 2006; 2009; 2018). As he explains in relation to chronic illness: ‘…the tendency for people with chronic illness to be shunned and discriminated against because of their imperfection has been augmented or displaced of late by the tendency for them to be shunned or discriminated against because of their moral failure’ (Scambler, 2006: 282).    
This weaponisation of the politics of blame is an attempt to harness notions of deviance in the pursuit of a wider neoliberal project to reconfigure and retrench the welfare state and social safety net. Appending blame to shame through the medium of state policy initiatives contributes to this aim by seeking to create a climate of popular hostility to funding for social protection. At the discursive level this involves the generation and reproduction of political narratives and frames of understanding that construct those who are out-of-work as abject scroungers (Tyler and Slater, 2018).  These ideological representations undermine the legitimacy of redistributive welfare interventions and, when re-articulated at the meso (organisational) level via reforms to mechanisms and systems of policy delivery, institutionalise oppression (Hansen et al, 2014) in the form of stigmatising and moralising explanatory frameworks for mental distress and “worklessness”.  
The deployment of blame constitutes a significant normative dimension of a concerted material project by capital to mobilise state resources and activities in a project to abolish the remaining sediment of Keynesian social policies. An increasingly visible dimension of this neoliberal policy agenda in relation to those experiencing chronic illness is the dismantling of ‘sick role’ provisions (Parsons, 1975). Parsons’ (1975) ‘sick role’ thesis describes a set of informal social regulations in capitalist society established to manage the ‘deviance’ associated with being unable to fulfil expected familial or labour market-oriented social roles during periods of incapacity or illness.  With this role comes a set of temporary rights (respite from work or care responsibilities and access to professionalised medical help, for example) and a set of obligations (such as following medical advice) intended to encourage recovery and re-adoption of duties as rapidly as possible.  The informal social rules of the sick role became more formally embedded in the post war Keynesian welfare state. As van Hal et al (2013) suggest, the sick role governed the treatment of ill and disabled people under this earlier welfare state model and played an integral role in the distribution of entitlements to support, services and social security: 
‘In Parsons’ sick role it is acknowledged that people can (temporarily) be ‘unable’ to perform societal obligations. ‘Traditional’ social welfare states were constituted on this postulate and this logic constituted expectations towards sick persons’ (van Hal et al, 2013: 10).
One group for whom the recognition and attribution of the sick role has long been more precarious is those experiencing psychological or emotional distress. This has been underpinned by the uncertain and contested ontological status of mental distress (Pilgrim, 2014). An important dimension of this is that, historically, higher levels of personal responsibility have been attributed both to causal processes and coping strategies in relation to mental distress when compared with physical illness (Segall, 1976). Barriers to, and problems with, claiming sick role entitlements on the basis of mental distress were therefore historically visible even during the high point of Keynesian welfare statism. Nonetheless, the institutional framework of the sick role offered at least some formally accredited statuses to protect against assertions of moral failure for this group.  Thus the implications for mental health service users of wholescale reformulation and destabilisation of these established institutional processes warrants close scrutiny.  This paper sought to examine the shifting institutional arrangements which ascribe and assign sick-roles, incapacity and benefits/services for those living with mental distress in the context of austerity-related reforms to welfare and mental health policy in England. Before presenting the findings, the next section will briefly elaborate the design and methodology of the study.
Methods 
This research was conducted as part of a large multi-sited, EU-funded project which explored the social impacts of austerity across 13 European Union countries (for more details about this larger project see RE-InVEST, 2019a). This phase of the project gathered data to examine the ‘social damage’ of the 2008 financial crisis across the participating countries. The findings presented here form the English component which focused on processes of austerity-related social and economic change as described by people with long-term experiences of mental distress.  The data collected for the study enabled in-depth examination of lived experiences of the re-orientation of social policy, healthcare and the wider normative landscape, and theorisation of the structural forces implicated in the reframing of experiences of stigma and distress.  
The study utilised a qualitative design, and data were collected through interviews and focus groups with 13 participants.  Participants were selected on the basis that they had been in long-term contact with the mental health system as service users and were also claimants of various sickness, disability or unemployment benefits including Disability Living Allowance (DLA), Personal Independence Payments (PIP) and Employment and Support Allowance (ESA). Altogether there were six focus groups (with attendance of between 10 and 13 of the 13 selected participants) and three of these participants were selected for a more in-depth interview. The findings presented are based on the transcripts produced from these focus groups and interviews. The researchers were able to develop sustained relationships with participants, leading to more credible and comprehensive accounts. This repeat or sequential focus group research strategy was intended to promote a ‘crossing of knowledge’ (RE-InVEST, 2019b), especially between academic and lay experiential knowledge.  While the numbers of respondents included in the study is relatively small, the data collection methods supported the gathering of very detailed accounts of oppression and mental distress in interactions with welfare institutions during the period of austerity policymaking.  
The study utilised a thematic approach to data analysis (Boyatzis, 1998). In the first instance the data were coded by the first author to establish a large number of more descriptive themes.  These were further refined through discussion, reflection and engagement with the data by both authors.  This process of abduction enabled the authors to move from participants’ descriptions of the effects of changes in institutional processes, entitlements and support to analysis of the social and relational structures operating within healthcare, social policy and the wider public arena that underpin and shape these experiences (Blaikie, 2010).  
Findings
The data and themes presented in this section examine our participants’ lived experiences of austerity related social policy reforms. We identify a propensity in the current neoliberal policy context to utilise the contested ontological status of mental distress as the basis for moralisation of this phenomenon. This increasing tendency to frame distress in terms of moral deficits rests, we suggest, on three constellations of logics and processes within mental health and welfare policies which will be set out in this section. We begin, in the first section, by describing a series of institutional practices that challenge the ontological ‘reality’ and legitimacy of mental distress, and thereby constitute a primary means by which ‘sick role’ validity is being destabilised (Glenton, 2003; Sedgwick, 1973; Shakespeare et al, 2017; van Hal et al, 2013). Through our respondents’ accounts we examine the way in which sick role entitlements and exemptions from social obligations applied to this group under earlier policy regimes have been dismantled within recent reforms. Second, and building on this delegitimisation process, we draw on participant data to examine the ongoing alignment of predominant modes of support with moralising rationalities through an emphasis on self-help and self-management of symptoms. The third data section focuses on the mobilisation by services of increasingly punitive stipulations and sanctions to enforce compliance with new behavioural and attitudinal norms. These relatively recent shifts in mental health and welfare modes of service delivery can be located as part of wider attempts to weaponise blame and mobilise deviance in the pursuit of neoliberal welfare policy goals.  
De-legitimisation of mental distress
Our respondents placed a high value on having their psychological distress formally recognized and acknowledged, and expressed concern about instances when policies, professionals and interventions were perceived to be normalizing or minimizing their lived experiences (see also Bonnington and Rose, 2014). Respondents tended to emphasize the many challenges of living with distress but also expressed.  Mental health service user Marion remarked, “You can’t measure mental health...You know if you’ve got a broken leg you can see it.” The imperceptible nature of such conditions was also a source of frustration for Jacky who commented, “You can’t see them [mental health problems], so I’d have to walk round with a placard on saying these are my illnesses.” Jacky went on to describe the implications of this uncertain and contested ontology of psychological distress:
You get worried that your neighbours are watching you getting taxis […] and they must think ‘where she’s going?’[…] If you can’t get around, drive and what have you, your DLA helps with taxis and can’t remember anyone carrying five bags of shopping from [the supermarket] and not paying 2.20 for a taxi round the corner, do you know what I mean? [...] But it’s just suspicion.  It’s like my friend is on a wheelie [mobility walker] she’s quite bent over and people would look at her and say ‘oh, she’s disabled’, but they wouldn’t look at me say I’m disabled. But I have depression.
For Jacky the atmosphere of suspicion linked to the promulgation of wider deserving/undeserving welfare discourses, in combination with the absence of the kind of visible or biological markers that might legitimate lived experiences of mental distress in the public arena, generates significant anxieties linked to the potential for public disapprobation and stigmatization (Bonnington and Rose, 2014; Perry, 2010). 
Such feelings of insecurity articulated in relation to everyday interpersonal interactions were significantly intensified in the context of interactions with state agencies. Our participants described that the validity and legitimacy of their lived experiences of emotional and psychological distress were directly challenged by the organisational and professional processes and procedures encountered in a variety of health, social care and welfare institutional settings. Foremost among these was the benefits system. The current phase of welfare reform began in 2008 with the introduction of Employment and Support Allowance (ESA), an out-of-work benefit for people experiencing illness or incapacity. The government’s objective when introducing ESA was to facilitate the transfer of a proportion of the 2.5 million claimants of its forerunner, Incapacity Benefit (IB), into paid employment. In line with this neoliberal activation focus, ESA’s introduction was therefore accompanied by stricter conditionality in the form of the Work Capability Assessment (WCA) and sanctioning for non-compliance amongst other measures. Following a WCA, claimants are effectively sorted into two different categories, the Work Related Activity Group (WRAG), which has greater associated requirements for claimants to engage in work-related activities and accrues a lower level of financial support, and the Support Group for those assessed as having higher levels of impairment or illness (Grover and Piggott, 2010). 

Between 2008 and 2018, there were 3,921,100 WCAs of new applicants and a further 2,901,400 making a total of 6,822,500 assessments (Kennedy et al., 2019: 10).  Between 2013 and 2019, 26% of cases resulted in a ‘fit for work’ outcome and 17% being placed in WRAGs (DWP, 2019a: 3-6).  The shift to ESA represents a significant reformulation of the principles determining access to welfare for long-term sick and disabled people.   The WCA is the primary policy instrument for realizing this narrowing of the disability category. Critically, the WCA is an assessment of whether an individual has ‘limited capability for work’ (DWP, 2019b).  Generally, the policy disregards evidence of established medical conditions such as testimonies from medical professionals.  Rather it seeks to assess whether any condition ‘affects their [the claiment’s] ability to undertake a range of activities related to physical, mental, cognitive and intellectual functions’ (Kennedy et al., 2019: 5).  Between 2008 and 2018, the ‘fit for work rate’ in the initial assessment from those with ‘mental and behavioural disorders’ was 40% (Kennedy et al., 2019: 11).  Concerns have also been widely raised regarding WCAs tendency to disregard mental health concerns and that ‘current activities and descriptors used in the assessments for ESA’ are ‘weighted towards physical health conditions and disabilities and discriminate against those with mental health conditions’ (Kennedy et al., 2019: 17).  Nonetheless, in 2018, 51% of the 2.25 million claimants of ESA were documented as having a ‘mental or behavioural disorder as their main disabling condition’ (Kennedy et al., 2019: 19).  Perhaps the most staggering indication that the WCA is designed to shrink the legitimate bases for long-term incapacity is that 45.9% of appeals launched between 2008 and 2018 came out in favour of the claimant (Kennedy et al., 2019: 12).  So when subjects of the WCA have the opportunity to present medical evidence outside of the capability-based assessment, they have a good chance of retaining entitlements.    
A number of our respondents reported the discrediting of their personal testimony noting that thoroughly documented medical histories were subjected to acts of reinterpretation in the course of assessment procedures in order to minimize or invalidate claims. For Marion, supporting evidence from medical practitioners, too, was increasingly disregarded,
I took with me letters from consultants [to the WCA], from the spinal unit, from gastroenterology and other places.  They didn’t ask for any supportive information […] I’ve got letters from consultants saying what is wrong with me and they don’t want to know, she never even asked have I got letters.
This disregard both for claimants own testimony regarding health status and of formal supporting evidence from health professionals reflected a wider institutional failure in the benefits system to acknowledge and validate mental distress in the same manner as other health conditions. Furthermore, under austerity, welfare policy reform agendas have sought to limit disability and incapacity categories (see Grover, 2015). The discounting of medical evidence in the WCA reflects a wider refocusing towards individual attitudinal factors (Shakespeare et al, 2017). The contested ontological status of mental distress, renders such experiences more amenable to forms of public and organisational invalidation. Consequently, in combination, these variegated mechanisms have functioned to undermine the legitimacy of the sick role in relation to mental health conditions within the benefits system. The WCA represents a form of ‘epistemic injustice’ (Newbigging and Ridley, 2018: 36), where stigmatizing and oppressive conceptions of mental health are imposed and individual’s own interpretations of their distress are invalidated and ignored. 
The interviews and focus group discussions highlighted the psychological efforts and costs expended by participants in negotiating their stigmatized identities, and foregrounded a number of strategies and responses to the institutionalized processes through which mental distress was delegitimized in the welfare system. Some participants engaged in complex and contradictory forms of disavowal by condemning the behaviour of ‘the poor’, echoing previous studies (Shildrick and MacDonald, 2013). In other cases, in an attempt to secure validation of their claims to illness and incapacity, respondents narrativised personal ‘deservedness’ to forms of state assistance or described feeling compelled to present their conditions in an intensified form. For instance, the outcome of Jenna was placed on the WRAG pathway in spite of severe physical pain and ongoing mental distress leading to social isolation. Jenna lodged an appeal as she felt her debilitating conditions had been disregarded in the original assessment because she was compliant with the process even when certain tasks had caused her severe discomfort. During the assessment she had declined help and manoeuvred herself onto an examination table in spite of considerable agony. She appealed. During the appeal assessment she described doing everything in her power to foreground her physical and mental health conditions: “…so I didn’t wash my hair for a week, I went in the clothes that I do my gardening in…and I hired a wheelchair from the Red Cross.”  For Jenna, this performative work enacting severe infirmity functioned to counteract the minimization and invalidation of her mental distress and other health needs. 
These processes of normalization and invalidation of mental distress in the benefits system had parallels in mental health services where a number of respondents reported feeling that, on occasion, practitioners responded insensitively to service users’ descriptions of their illness experiences. An example was given by Jacky, who expressed a sense of deep frustration when, during a period of severe depression following her son’s suicide attempt, a psychiatrist suggested to her a management plan involving ‘long walks in the hills’. Similarly, Donna described, in spite of continuing to feel suicidal at the point of discharge from psychiatric hospital, being advised by a social worker assessing her needs in the community to simply ‘get on with it’. Long-term service user Hailey also described a comparable experience in the form of an interaction with a duty mental health nurse when she presented in crisis at her local outpatient service, 
I told [the nurse] how I was feeling and he said, ‘oh, you're just depressed’, just go to bed, that was at half ten in the morning and I'm like, hang on a minute, years ago, you'd moan at me, shout at me for being in bed all day and I'm trying to do my best to stay out of bed. 
These descriptions by Hailey, Jacky and Donna highlight a palpable sense of anger at the normalization of distress, and a perception that their lived experiences were disregarded as illegitimate by healthcare professionals. Moreover Hailey and other participants suggested that the frequency of this type of response by service providers was increasing in a wider context of austerity-related service retrenchment. 
		In contrast, there was a general feeling across many of the focus groups that when distress or illness was sensitively acknowledged by professionals within the mental health system that this contributed to the management and containment of such experiences. Peter explained, when community based day centre care was at its best, it offered ‘an acknowledgement of illness, an opportunity to talk to professionals’,
…having strange thoughts or delusions, or hallucinations, but that’s my reality, I want those to be acknowledged, not always shot down as if that’s a stupid thought, or you shouldn’t have those ways of looking at the world or reading messages into things […] I take them very seriously and it gives me confidence to speak to people and have the freedom of thought to recognise when something is troubling me or is strange or out of the ordinary that can kind of have a detrimental effect on my mental health’  
In summary, welfare and mental health service reforms have increasingly functioned to challenge the ontological validity of users’ lived experiences. Minimization and normalization has led to the systematic delegitimization of mental distress in various institutional contexts, with sick role entitlements undermined as a consequence. Meanwhile neoliberal transformations of social policy have remobilised and intensified moralising tendencies that increasingly recast claims to lived experiences of mental distress in these service contexts as forms of malingering and/or attitudinal or behavioural deficit (Shakespeare et al, 2017). As the following data sections will illustrate, this escalating institutional tendency to question the veracity and validity of their experiences of mental distress provides a rationale for, and legitimization of, the implementation of more responsiblising and punitive modes of intervention in the mental health and welfare systems.  
Self-help and self-management
A core feature of neoliberal welfare state reform has been the transfer of responsibility from the state to the individual. In the context of mental health services and policy, this has taken the form of the remoralisation of service users as active agents, who are obliged to take greater personal responsibility for their health and wellbeing and self-manage their condition in order to reduce dependency on services. A pivotal mechanism for embedding this ethos of self-management into the design and delivery of contemporary mental health services is the ‘Recovery Agenda’ (Glasby and Tew, 2015). While recovery is a polyvalent concept, in the currently dominant policy iteration it is conceived as a personal journey involving empowerment attained through changes in the individual’s attitudes, beliefs and behaviours (Pilgrim and McCranie, 2013). Mental distress becomes understood as an aspect of identity and the required locus of change deemed to reside within the person rather than the wider social context (Harper and Speed, 2014). Whilst the recovery agenda has been lauded as a source of empowerment by some (Shepherd et al, 2008), our data revealed that it has also become a vehicle for embedding forms of individually-orientated modes of support.   
This self-management ethos has been organizationally operationalised in mental health services through models such as the ‘Recovery College’ in secondary care and the Improved Access to Talking Therapies (IAPT) programmme in the primary care setting. ‘Recovery Colleges’ are an alternative to day service provision which offers short-term educational courses to service users with the aim of improving skills in self-management of symptoms. Such capacities are considered a precursor to labour market re-engagement, itself regarded an important indicator and mechanism of recovery (Shepherd et al, 2010; Slade et al, 2014). Similarly, the Improved Access to Talking Therapies (IAPT) programmme to extend primary care access to psychological therapies has also come under scrutiny for its tendency to be driven by employment-related objectives. Like Recovery Colleges, IAPT promotes principles of self-management, and focuses on brief interventions to support individuals with adjustment and coping skills in order to facilitate return to employment rather than offering longer-term intensive engagement with psychological or emotional states and past suffering (Binnie, 2015). 
Coterminous with the foregrounding of the individual’s obligation to self-manage their condition have been reductions in other forms of longer-term in-patient and community service provision such as day centres (xxxx omitted for anonymity xxxxx; Mattheys, 2015).  The implications of this shift from collective and longer-term forms of community-based provision to more time-limited and self-care focused interventions were discussed across all the focus groups and interviews, with a majority of participants expressing significant fears and concerns with regard to this transition. Typical of this was Peter, who described the way in which local social care spending cuts under austerity had resulted in more short-term provision,
The support I’ve had in the day centres has been incredible, places where I listen and talk to other people. That’s being cut, there used to be 20-odd centres […], and now it’s two or three. […] To get a place in the day centre you’ve got to have attempted suicide on two or more occasions […] This is driven by the whole ethos to push people towards independence. We want you to self-medicate, we want you to do this, we want you do that, you know, we want you to start cooking for yourself.  And people were doing all these things but there were a couple of suicide attempts and it was because people had been moved on towards accommodation that they were living in without support they should have had wasn’t really there. But the whole ethos remained, you know, pushing people to more and more independence.
While Peter was not advocating a return to paternalistic forms of intervention, his concerns articulate the significant risks associated with rapid withdrawal of support that, while framed as increasing user autonomy, are in his view driven by budgetary pressures. 
Alongside these cuts to and restrictions on collective forms provision, a reconfiguration of secondary mental health services has involved the introduction and expansion of services characterized by a much stronger orientation to self-help. Jenna was highly critical of her experiences in Recovery Colleges, 
There’s like 25 of us in a hall […], they’ve [the facilitators] got a computer going onto the big screen and they’re just reading it out […] One man in the first session said ‘this is no good to me, aren’t we allowed to talk about our feelings, and how we’re feeling, have we just got to sit here and listen to you.’ And at the end of the session they gave us a 69-page booklet to read. 
A particular focus of her criticisms was the adoption of a short-term educational approach within this model that effaces therapeutic engagement with lived experiences of mental distress (Perkins and Repper, 2017). Her statements reflect wider concerns that, once the course is completed, this educational self-help orientation places undue responsibility on the individual to self-manage recovery with the aid of resource packs rather than sustained or ongoing support from services (Harper and Speed, 2012). For another participant, Tina, dominant conceptions of the process of ‘recovering’ articulated within the Recovery College model were highly inadequate,
I think recovery is a lifelong thing […] it’s not being symptom free by any stretch of the imagination […] and it’s certainly not simply being forced back to work. 
The version of recovery that is actually present within government services frequently ignores the lived experiences of distress and the indeterminate temporal dimensions of recovery (McWade, 2015).  Access to forms of support that potentially exceed the short-term and extend beyond labour market outcomes may be required by many. Tina also problematised the temporal constraints of short-term provision of cognitive behavioural therapy (CBT) via the primary care IAPT programmme,
I think the ridiculous thing is this CBT will make everybody fine, you know 10 weeks CBT […] You’ve only just built that rapport up and then it’s like thank you very much for dragging up all that shit from your past that is messing with your head, oh sorry its week 10 now, bye now thank you very much. It can be counterproductive.
The time-limited approach of IAPT, like the Recovery College, rapidly places pressure on service users to prepare for withdrawal of formal support and self-management and in so doing fails to recognize the complexities of recovery. Furthermore, Tina notes, these models under-acknowledge the inter-personal and relational dimensions of recovery processes (Brown and Calnan, 2012). 
In this new moral economy of the neoliberal welfare state (Taylor-Gooby et al, 2019), a corollary of the endemic injunction to achieve self-management is the disapprobation directed at those regarded as having failed to realise this goal. Service user Gavin described an encounter with a statutory mental health professional in which such a dynamic unfolded,
My CPN [community psychiatric nurse […] when she came out to see me […] she just like took over my house […] it used to stress me out, but she used to say ‘oh god’ […] and look at me like ‘pull yourself together’, you know what I mean, ‘you’ve got a lovely house here and sort yourself out’, it felt like she saying it’s your own fault for the way you are […] She would do it for twenty minutes and go.
In this account, Gavin describes the minimization and normalization of his experiences of mental distress by the CPN that echo those described in the previous section of the paper. However, for Gavin, the CPN’s perception goes beyond this. Her stipulation that Gavin ‘sort himself out’ implies a failure on his part to be ‘active’ in his recovery, and in this way he is constructed as ‘at fault’ and thereby morally culpable for his experiences of distress. In this way, the CPN’s perspective exemplifies a wider shift toward logics of blame in the contemporary service context (Scambler, 2018). 
The closures and restrictions on access to existing longer-term community services operate in tandem with the embedding of the principles of self-management in current and emerging forms of short-term service provision, such as Recovery Colleges or IAPT, to enforce self-care and reinforce the hegemonic notion under neoliberalism that mental distress is amenable to improvements via individual interventions such as behavioural and attitudinal strategies and engagement with employment. The implication of this logic is that when individuals’ experience difficulties in achieving such outcomes or present challenges to service providers, then this constitutes a personal moral failure and justifying restrictive or coercive forms of intervention. This approach parallels the welfare system with its more punitive welfare-to-work and activation-oriented conditionality agenda. In the next section we examine participants’ perspectives on these trends.  
Punitive conditionality
The third dimension of the institutionalized shift from shame to blame within the contemporary welfare state foregrounded by our respondents is the turn towards punitive conditionality. As noted earlier, in the post-2010 period the normative ideal underpinning welfare reform is an ethic of individual self-reliance and rational self-interest realized through ‘activation’ or labour market engagement. However, those welfare recipients deemed to be in breach of such moral injunctions are now subject to behavioural incentivisation via ‘nudges’ (Thaler and Sunstein, 2008) and more overtly coercive interventions to reinforce both self-care responsibilities and labour market discipline. This punitive behaviourism is most obviously manifested in the expansion of disciplinary measures, such as benefit sanctions (Dwyer and Wright, 2014) , but also in the escalating modes of surveillance and conditionality imposed on those seeking access to various forms of support across the welfare system (Fletcher and Wright, 2017). We have already noted participants’ experiences of punitive welfare reform and in particular the draconian and invalidating nature of WCA benefit assessment processes. Our participants also described being subjected to new conditions and multiple forms of checks, assessments and evaluations within mental health service and local authority contexts (Moth and McKeown, 2016; McKenna et al, 2019). One policy measure that was described by our respondents as highly punitive both in terms of design and implementation was the under-occupancy charge or bedroom tax. Gavin was forced to give up a long-term social housing tenancy in the area he had grown up as a result of being unable to afford this charge, 
Because of the bedroom tax I had to move my home and it was like a safe house and that’s really affected me. I’m in a one bed flat now and it’s out of my area, for starters. I’m already stressed out to death. It’s just little things, like you don’t see your family and your friends. Just little things like you’ve got to change your GP where your GP knows all your history. It’s like starting again.
Gavin highlights the practical and emotional disruption of the transition from the relative ‘safety’ of his former home to an unfamiliar setting away from community support networks, and the harmful psychological effects associated with this new form of conditionality. Kay too described the effects of the threat of losing her home due to the ‘bedroom tax’,
I went to the bank to get my money out and all I had was 8 pounds. I rang them (the DWP) and they told me that they had stopped payments because I owed them money from 7 years ago. It turned out that they couldn’t change it for six weeks [...] When I told the benefits officer that I have a disabled son and asked her how I was supposed to live for the next weeks she said ‘you can always go to the foodbank’. I said ‘pardon’ […] And it was like, I am in a situation now, I’ve got bedroom tax hounding me, and it’s mounting up [...] They [the Local Authority] sent me letter saying I owed them £105 for bedroom tax and they’re going to take me to court […] How does it feel when you write a letter saying you’re going to take my home away for £105? 
Even though Kay was not ultimately forced to relocate as a result of this charge, this illustrates the intense pressure and sense of precarity she experienced.  Kay’s interactions with both local authority and benefit systems at a moment of personal crisis are characterized by punitive threats of legal action rather than the mobilisation of support. 
These punitive procedures were also increasingly visible in local authority mental health service settings. A number of participants had their financial status scrutinized by the Local Authority’s Benefit Maximisation Team (BMT).  While the ostensible role of this unit is to ensure that claimants were accessing their full benefit entitlements, the team also assessed people’s income and savings to determine liabilities for council tax and charges for some local welfare services. One example of the latter was the introduction of day centre charges from 2013, marking a shift away from unconditional entitlements in this context. Mental health day centre users Donna and Gavin both faced demands from BMT for bank statements for assessment. Following this process, Gavin was informed that he needed to contribute and as a result attended this support service less frequently. Peter also noted that a number of service users at his local authority day centre were no longer able to afford to attend due to charges. Tina recounted that her partner (also a mental health service user) had incurred debts to the council of several thousand pounds in day centre charges, and the stress of this financial liability together with the increased isolation arising from his inability to pay for ongoing support at the centre had combined to have a detrimental impact on his mental health.
The draconian and punitive nature of welfare reform interventions such as the WCA and measures like the bedroom tax can be characterized as exemplars of ‘hard paternalism’ (Whitworth, 2016). Such forms of punitive conditionality act as a deterrent to seeking support from the state and represent one component of a two-pronged strategy to reduce purported welfare dependency. The other element of this approach is visible in the ‘softer’ forms of activation and self-help associated with IAPT and the Recovery Agenda that were described earlier and seek to inculcate self-reliant dispositions.  In this way, a range of measures located along a neoliberal continuum from hard paternalism to soft activation operate simultaneously to impose personal responsibility and engender independence from the state.
Discussion: Enacting Blame in Welfare and Mental Health Reforms under Austerity
Our findings have highlighted the interaction of three primary dynamics in the increasingly integrated domains of welfare and mental health policy. The first of these is the invalidation and delegitimisation of lived experiences of mental distress. Wider austerity-related retrenchment of the welfare state has meant that claims to benefit and service entitlements on the basis of mental distress has been systematically challenged and restricted. The long-established mechanisms of resource allocation that utilised forms of medical assessment to ascribe sick role status as a gateway to welfare entitlements have been significantly reconfigured and restricted. In their place, our respondents described a second, related mechanism.  The implementation and escalation of highly punitive and conditional forms of assessment and appraisal both by state institutions and the corporate welfare providers to which the state’s functions are increasingly outsourced. Alongside this, participants noted a third dynamic, new models of welfare and mental health service provision which emphasised short-term support, self-management and labour market re-engagement. In combination, these three overlapping institutional processes functioned to restrict welfare state entitlements and generate a sense of shame that intensified stigma. However our respondents also described a further emergent dimension of these developments, the engendering of feelings of blame and personal responsibility for their condition. 
Scambler (2006, 2009, 2018) has argued that such trends can be understood in terms of a shift from the construction of disability and illness as ‘ontological deficits’ during the Keynesian period to a more recent assertion of such experiences as ‘moral deficits’ under neoliberalism. Under the earlier Keynesian welfare system, claims to longer term incapacity were licensed through biomedical certification thereby attracting forms of stigmatisation. However, applying Scambler’s thesis to the field of mental health in the context of neoliberal reform, recent measures to embed the normative principle of individual responsibility in welfare and mental health service design and implementation have institutionalised logics of blame within this policy architecture. Consequently there has been a shift in the prominence of various institutional modes for conceiving mental distress , with the relative certainties of biomedical illness categories increasingly eclipsed by tendencies to construct distress in terms of individual moral failure or motivational inadequacy. 
These trends towards the reconstruction of explanatory models of illness and disability are visible in both mental health and welfare systems. In the latter, for instance, the biopsychosocial (BPS) model developed by Waddell and Aylward has underpinned the foregrounding of psychological factors within WCAs, and at least partly displaced a biomedical model orientation. Moreover the BPS model has appropriated critiques of psychiatric labelling in order to problematise the reality of mental distress. This framework thereby provides theoretical warrant for the reimagining of distress and incapacity as attitudinal or motivational in origin. As Jolly (2012) and Shakespeare et al (2017) have argued, this represents the procedural institutionalisation of victim-blaming within the welfare system.  Similar “innovations” based on individual attitudinal transformation are visible in mental health services. In this context, an integral feature of the mainstream Recovery Agenda is the notion of self-management of mental distress through a process of personal adaptation of attitudes, behaviours and beliefs. In this ‘recovery’ approach, longer-term utilisation of public assistance is identified as a form of dependency that constitutes a barrier to overcoming mental distress. At times the Recovery Agenda proves to be consistent with reductions in services, such as day centre support in order to inculcate independence and, moreover, effaces the role of socio-structural inequalities in relation to mental distress, locating the burden of responsibility for recovery firmly with the individual (Harper and Speed, 2012). Such moralised framings of mental distress do not, however, fully supersede extant biomedical or risk-management models of mental health care (Warner, 2007; xxxommittedforanonymityxxxD) but rather supplement and re-orient them.  
The psychologically reductive, blame-oriented and individually responsiblising ethos of this suite of neoliberal policy reforms across the welfare and mental health systems has been mobilised to justify the delegitimisation of sick role status in relation to lived experiences of mental distress. However, in these contexts, restructuring of this status has taken a particular form. This involves the retention of sick role obligations (i.e. that individuals must engage in all available therapies or treatments to ensure a rapid recovery or return to functioning), while rights are denied (i.e. access to out-of-work status) (van Hal et al, 2013).  The reorientation of sick role regulation is therefore characterised by the foregrounding of obligations to recover function (particularly in relation to employment), alongside an erosion of entitlements to support. Punitive forms of conditionality supplement this by imposing forms of discipline in relation to these responsibilities and thereby regulating the conduct of welfare recipients. However these disciplinary interventions operate along a continuum from the ‘soft’-activation of the Recovery Agenda to the ‘hard paternalism’ of the bedroom tax, sanctions and WCA (Whitworth, 2016: 415).  
In orienting our arguments to the concept of the sick role and its attendant social deviance paradigm in relation to mental distress and disability (Thomas, 2012; Scambler, 2018), our intention is not to mobilise a defence of a purported progressive Keynesian welfarism vis-à-vis the punitive turn under neoliberalism. Though modes of welfare provision based on Keynesian principles arguably offered a degree of social protection and support when validated by health professionals through formalised welfare procedures, these earlier welfare structures should be understood as Janus-faced in relation to those with mental health diagnoses. This is because, while operationalising limited sick role entitlements, they also reinforced the stigma and oppression faced by this group through coercive interventions (Beresford, 2016). Consequently, in line with the social oppression paradigm, we consider both Keynesian and neoliberal welfare mental health policy agendas to have enacted forms of disablism through paternal and neo-paternalist tendencies (Thomas, 2012; RiTB, 2019). Nonetheless the claims to welfare entitlements which formed an important dimension of our participants’ epistemic struggles for their lived experiences to be validated, and the countervailing tendency to impose structural invalidation by the state firmly positions ‘sick role’ status as a site of social and political contestation. For this reason, we contend, it is necessary to understand these social processes of invalidation and stigmatisation through the lens of social oppression and utilise an analytic framework of political economy to understand the operation of power in this particular arena of policy and practice. 
Consonant with this, we therefore argue that the humiliation and social degradation described by our participants should be ‘conceptualised vis-à-vis the motives of institutions and states within broader political economy of neoliberal capitalist accumulation’ (Tyler and Slater, 2018: 732). Scambler’s shame to blame thesis assists in connecting the logics of these new forms and practices of moralisation to a concerted project to remake the politics of welfare.  The re-crafting of the rights and obligations associated with the sick role is arguably an attempt to reorient the extant moral order through a reconfiguration of state power in the interests of capital (Thomas, 2009). Weaponising blame by re-imagining worklessness and mental distress in terms of individual failure or poor personal decision-making recasts those experiencing such conditions as undeserving, and provides a cultural rationale for the dismantling of systems of support and their replacement with individualised models of self-help. Moreover, such reforms increase the precarity of labour whilst simultaneously reducing the fiscal responsibilities of large corporations. In other words, the forms of oppression described in the study are not unintended consequences of neoliberal policy reform but in fact reflect the vision of a new system of social protection being pushed by various vested powerful interests.  More recently, Scambler (2018) has argued that financialised capital has gained significant control over key dimensions of state power and has flexed its muscle in pursuit of welfare policies which align to the accumulation of capital.  The policy changes discussed here both align to forms of welfare retrenchment (by restructuring forms of welfare support around short-term intervention), structure labour market participation through ‘activation’ and seek to discipline the working class in its entirety through removing alternative forms of support outside the labour market.  
Conclusion
The logics of shame and blame and the narratives and practices through which they are enacted transcend the cultural framings of social problems by politicians and the media and play out in mundane and everyday settings. In these contexts, prominent practices and discourses regarding the purported causes of and appropriate responses to phenomena such as mental distress have shifted as a result of wider neoliberal projects of welfare state transformation seeking to reduce and redesign the nature of mechanisms of intervention and support. This has involved the displacement of sick role oriented forms of entitlement associated with the Keynesian welfare system, and the remoralisation of forms of financial and service support which are codified into the range of policy measures described in the paper. As a result of these policy shifts, new and significant instances of degradation and harm have been generated and embedded within the mental health and welfare system as well as beyond. The intensification of forms of resistance and recalcitrance to challenge these agendas is consequently an urgent necessity.
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