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Introduction 
 
Specialized community mental health services have seen a rapid development 
internationally, particularly in Brazil and Canada (Onocko, 2012; MSSS, 2012; 2015; 
Rodriguez, 2011). Part of the continuum of mental health reforms in both countries, 
community mental health care offers the possibility to avoid potentially stigmatizing and 
traumatizing in-patient psychiatric care by placing the person and his or her living 
environment at the centre of care services.   
 
We conducted research on these community-based mental health programs in Campinas 
and Montreal. We bring attention to the particular cities in which the programs were 
deployed rather than to their country since the particularities of the specific city space or 
territory will influence the nature of urban mobility. Both cities of Campinas (Sao Paulo 
state, Brazil) and Montréal (Québec, Canada) have invested in specialized mental health 
care that is community located with the goal of increasing the personal autonomy of the 
person in his or her community. They are cities with a different sociocultural, sociopolitical 
and socioeconomic backdrop, whose residents are facing different levels of social 
inequalities. Thus, several factors identified by Baldwin and King (2016) regarding social 
cohesion, health and well-being (eg. Public transit and infrastructure) differ vastly in these 
two cities. These differences are crucial to our development of a better understanding of 
the complex relationship service users have with their urban mobility. The present paper 
offers an exploration of mental health practice from the point of view of the people who are 
travelling to and from their homes to access the services and/or access resources identified 
in their intervention plans.  Listening to what service users say about their urban mobility 
and observing the facilitators and barriers to their desired mobility, allowed us to identify 
the conditions that help or hinder them experiencing community life in their unique recovery 
process. 
 
In these two studies, we focus on the comparison of experiences of community mental 
health care by outlining the situated actions, interactions and activities that lead to access 
and utilisation of community resources. This international and intercultural dialogue 
between Campinas (Brazil) and Montreal (Canada) allowed for a fresh look at what is 
happening in each city to better grasp and understand the subjective meaning of urban 
mobility and the spatial inequalities in both local realities and how this relates to an 
individuals personal recovery process. This psychosocial emphasis is less prominent in 
the contemporary literature on moving around in in the city space (Whitley and Prince, 
2005, 2006; Thomas et al., 2007). 
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Methods 

 
Our research was supported by the International Community University Research Alliance 
(CURA) for Mental Health and Citizenship (Rodriguez and Onocko, 2015) which was 
engaged in an international effort to renew practices and initiate social transformation so 
that people living with severe mental health issues could have the space and place to 
exercise their rights and live a life of quality in their community of choice. This is important 
for any discussion or research in this field because people living with mental health 
problems are particularly affected by structural and symbolic inequalities (Poirel, Weiss, 
Khoury & Clément, 2015; Ruelland, 2015). These inequalities often result in, and maintain, 
their situation of marginalization and social exclusion. Thus, a legitimate question would 
be: which conditions lead to improved access and use of community resources and 
inclusion in public spaces?  
 
Using the narratives of two service users as particular cases in Montréal and Campinas, 
respectively, these two qualitative case studies examine and compare two community 
mental health models as both mental health policies at the macro level and organizational 
systems at the meso level that play a major role in facilitating or impeding urban mobility. 
Both research studies used a critical ethnographic approach, which allowed for an intimate 
explication of the inner workings of the respective community mental health teams. The 
case study approach, as a way to develop knowledge through detailed exploration of data 
sets, has been supported as a methodology that allows for reasoning through detailed in-
depth data of a particular site, individual or phenomenon (Becker, 2014; Crowe et al., 
2011; George & Bennet, 2005). 
 
In addition to participant observation at both sites, individual semi-structured interviews 
lasting 30 minutes to 2 hours were conducted with a total of 16 service users and 49 
professionals. The semi-structured interview guides were developed independently but 
both included questions about participants’ perspectives regarding their experiences with 
the community mental health team in their neighbourhood, their social network, their 
satisfaction with their community contacts and their ability to access and utilise community 
resources.  
 
Ethnographic analysis is never linear and is tangled up with every stage of the research 
process (O’Reilly, 2005). For both studies, coding followed a highly inductive approach 
that began with an open coding phase.  Connections between these codes were 
ascertained (eg. Social network, medication supervision, community contacts) and led to 
the emergence of key, broad categories. To enhance rigour, analysis of interview findings 
and participant observation data was triangulated with documentary evidence from 
different sources. 
 
For the current article, the authors subsequently re-examined the data from the 16 service 
user interviews through the lens of urban mobility, access to public spaces, resource 
utilisation, and wellbeing. The authors found a high level of concurrence in the results and 
key categories that emerged from the two research studies. A comparative approach 
allowed for an encounter between the two sites which highlighted the tensions and 



 

Ruelland_Khoury_AIFRIS_2019  
 
 

paradoxes in attempts to develop recovery-oriented, community-based mental health 
practice.  

Findings and discussion  

 
The notion of special inequality is typically employed in economic and developmental 
discussions (Folmer, 1979; Grant, 2010; Kandbur & Venables, 2005; Kilroy, 2009) to 
demonstrate inequality in economic and social indicators of wellbeing across a 
geographical unit.  It is referred to as a poverty trap by Grant (2010) and discussed as 
“self-perpetuating, embodying serious economic and social problems” (Kilroy, 2009). 
These spatial inequalities are rarely directly discussed in the literature on social 
determinants of health.  However, participants commented regularly on their ability, or 
inability, to access resources based on the specific geographic territory the lived in.  
 
It seems that it is not so much (or at least not only) interventions or sophisticated 
treatments that support or hinder a service user’s recovery journey or sense of 
empowerment as much as structural aspects such as access to transportation. This 
access seems to be related to the personal economic status, the personal network, the 
urban infrastructure and finally the interactions with a mental health professional but in 
Campinas and in Montreal. 
 
The policy and practice emphasis on tertiary care mental health teams has created the 
possibility for mobility with in the city space. Service users that were once relegated to the 
confines of a hospital room are now living in community housing or independent 
apartments and by virtue of their visit to the clinics or other appointments are more present 
in the public space then they would have been 10 years ago. Concurrently, their capacity 
to circulate and the opportunities to circulate and actively engage in the public space, 
especially beyond their immediate local surroundings, are mitigated by the ACT and 
CAPS programs. Returning to our previous discussion on mobility (Anderson & Baldwin, 
2016; Baldwin & King, 2017; Baldwin, 2016) and time-space inequalities (Whitley and 
Prince, 2005, 2006) we believe that our case studies support their suggestion that access 
to transportation and changes in urban design can significantly impact social determinants 
of health.  
 
There is also a variation in the ability to access different spaces within the immediate and 
wider environment in the two case studies. The Montreal case shows an increased use of 
public spaces and a more varied mobility (in terms of where, when and why) through the 
city where public transportation and urban design are more amenable to this.  Also, the 
CAPS model is a one stop shop model, unlike the ACT model which provides psychiatric 
and some psychosocial services but then refers services users to other organisations for 
other needs or interests thus increasing their mobility and community contact. For 
example, if we think about Julio and is bike ride to the CAPS, this autonomy, is limited by 
the total lack of bike paths in the favela where he lives.  
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However, the availability and relative accessibility to public transportation and thus to a 
variety of community activities and services in Montréal does not necessarily reduce 
feelings of isolation.  Participants consistently evoked the lack of a strong social network 
outside of the ACT team. In fact, many stated that the ACT was their only social network. 
Some referred to the treatment team has his “friends” and another participant, Other, 
referred to them as his “family”. They have the public means to circulate but it’s like if they 
circulate in a “track” controlled by third line service within society. If social network is part 
of the clinic then this liberty of mobility favours autonomy but is it used in a way that limits 
their mobility with new form of boundary reproducing hospital centric models. These two 
studies suggest that restrictions in how, when, where and why an individual circulates may 
play a role in the maintenance of hospital centric models that are not truly community 
focused and that retain the status quo of historical social and economic inequalities.  

Conclusion 

 
What we have observed by explicating the mobility within the city of individuals receiving 
medical and psychosocial services in community based tertiary care facilities in two 
cultural contexts is that the institution itself affects the ability to circulate but also 
determines it. On the one had the ability to circulate depends on the case worker or 
treatment team to provide money for bus passes, to make referrals to community 
organisations or to provide car services. However, the ability to circulate also goes beyond 
the role of the treatment team; how, when, where and why an individual circulates is 
dependent on his personal preferences and interests and on structural facilitators and 
barriers such as proximity to public transportation, accessibility to public transportation 
and services or activities that are available in the community.  It is at this juncture that the 
paradoxes inherent in the community based tertiary treatment model are evidenced. 
 
To deal with this paradox within recovery process our researches invite to reinforce on 
basic questions about the person’s meaning of mobility: Where and why do you want to 
go? Can you go there? Yes, how you can go there? No, why and how can we act together 
to facilitate it? Those questions can even lead to political commons acts between users 
and treatment team for better urban infrastructure and for the right to choose and to 
experiment meaningful mobility within or without society (Corin, 2002). 
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