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Designing Work Integration Social Enterprises that impact the health and well-being of 

people living with serious mental illnesses: an intervention mapping approach 

Terry Krupa, Rosemary Lysaght and Michael J. Roy 

Abstract 

Work integration social enterprises (WISE) have been recognised as having the potential to 

positively impact the health and well-being of marginalised populations. The evaluation of the 

effectiveness of WISE as a health intervention is compromised by both lack of consensus on the 

critical ingredients of the approach, and the inherent need for adaptations to address population-

specific concerns within a wide range of local contexts. To help address these issues, and advance 

the WISE field, we propose the application of intervention mapping, a systematic process 

framework for the development, implementation, and evaluation of complex public health 

interventions. Intervention mapping consists of six processes: needs assessment; specifying 

performance objectives; identifying underlying theory; developing the intervention; 

implementation and adoption planning; and evaluation planning. To illustrate the intervention 

mapping processes we focus its application to WISEs for people with serious mental illnesses. 

Two brief case studies based on Canadian WISEs illustrate how factors specific to each enterprise 

influence the implementation of performance objectives to ensure that expected changes occur 

and, ultimately, influence the health and well-being of workers.  
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Introduction 

Work integration social enterprises (WISEs) are commercial ventures with dual financial and 

social goals (Vidal, 2005; Spear & Bidet, 2005). They produce goods and services to achieve 

sustainability to improve employment and social integration opportunities for people who have 

experienced significant marginalisation from the community workforce.  

As one form of initiative within the broader social enterprise field, they have been studied as a 

highly complex form of public health ‘intervention’, having the potential to positively promote 

health and well-being. (Roy, Donaldson, Baker & Kerr, 2014). Like all complex interventions, 

WISEs have multiple interacting components operating at individual, community and 

organisational levels.  

One of the challenges facing the WISE field is reaching consensus about what constitutes the 

critical ingredients of a WISE (i.e. when is an initiative called a WISE actually a WISE?), while 

recognising the inherent need for sensitivity to local contexts and planned adaptation. Explicitly 

identifying similarities and differences in WISE structures and processes is necessary for the 

design of evaluation processes that can demonstrate, with validity, their impact on health and well-

being outcomes.  

Intervention mapping, a systematic process for the development, implementation and evaluation 

of interventions has the potential to contribute to advancing WISE as a public health initiative. It 

originated with a goal of capturing the complexity of public health interventions (Eldredge et al., 

2016; Fernandez, Ruiter, et al., 2019; Kok & Mesters, 2011). With intervention mapping there is 

an explicit effort to develop the link between theory and practice, with a particular focus on 

‘ecological’ theories (e.g. Krieger, 2001) that can attend to multiple levels of factors, from those 

focused on the individual to broader social interactions and societal structures (Eldredge et al., 
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2016). Attention to local factors influencing design and adaptation are integral to the process. In 

this way, intervention mapping could support both the development of consensus on critical 

features of WISE and recognise differences in specific applications across settings.  

In this chapter we aim to demonstrate an application of intervention mapping to WISE. We focus 

on WISEs designed specifically to address the needs of people living with serious mental illnesses 

(SMI), and the health and well-being outcomes associated with their employment in a WISE. The 

chapter begins with a brief overview of work integration and SMI, and a profile of WISEs and 

their connection to health and well-being. This is followed by a description of the intervention 

mapping process and the application of this systematic framework to WISEs for people with SMI. 

Two examples of WISEs in Canada developed for people with mental illnesses are offered as 

examples of how the intervention mapping approach can be applied to reveal consistency with 

general WISE objectives and performance features while remaining sensitive to local contexts.  

Serious mental illnesses and work integration 

SMI is not a homogeneous health condition, but a concept used to define a collection of features 

related to pervasive and persistent mental disorder, and significant activity limitations and 

participation restrictions (Brennaman & Lobo, 2011). Challenges may be directly associated with 

the mental disorder (for example, difficulties with mood, thought processes, perceptions, etc.), but 

also may comprise psychological challenges such as those related to coping and resilience, as well 

as social-environmental issues such as stigma, poverty and institutionalisation (Krupa & Chen, 

2013).  

Compromised participation in the community workforce is a prevalent issue among those who 

experience SMI. Employment rates for people with SMI have been consistently lower than those 

of people experiencing other disabilities or health conditions, and evidence suggests that 
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employment rates for this group are getting worse over time (National Alliance on Mental Illness, 

2014). In the United States, Bureau of Labor Statistics figures evidenced a net drop in employment 

figures for this population between 2003 and 2012, from 23% to 17.8%, and a similar rise in rates 

of unemployment. Actual employment rates for this population may be even worse than suggested, 

given that labour force participation rates are determined based on numbers of individuals who are 

actively looking for work or working. Many individuals with SMI who are not employed have 

given up looking for work (Kozma et al, 2011), so not only do they not receive the benefits of 

being part of formal job search programs, they are no longer counted as a job seeker. Furthermore, 

due to compromised continuity in their identities as workers, and the associated public and self-

stigma, many do not see themselves as capable of work (Elstad & Johannsen, 2017).  

Workforce engagement of people with SMI is complicated by the fact that, as a population, they 

have low levels of previous labour market attachment: that is, they are not on disability leave from 

jobs, have no employment setting awaiting their return, and most are dependent on government 

financial assistance for daily living (Jakobson, Lysaght & Krupa, 2017). Evidence shows, 

however, that most want to work, and at least 60% could succeed at work if provided with 

appropriate support (SAMHSA, 2009). To reconcile this difference between actual employment 

participation and desire to work, the Mental Health Commission of Canada has named the 

population the ‘aspiring workforce’ (Mental Health Commission of Canada, 2013). 

Employment has been identified as a key factor in promoting and maintaining health and well-

being among the general population. The benefits of employment, both ‘latent and manifest’ 

(Jahoda, 1981), are well known. There is no reason to believe that participation in employment 

would not provide health and well-being benefits to people with SMI. Indeed, employment might 

have additional benefits such as promoting personal illness management and recovery, distracting 
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from troubling symptoms, and reducing negative personal experiences associated with stigma and 

discrimination (Dunn, Wewiorski & Rogers, 2008). Concerns that the demands of employment 

may lead to a worsening in mental health have not been supported and the case has been made that 

the stress experiences of unemployment are associated with poor health and well-being outcomes 

for this population (Marrone and Swarbrick, 2020). 

WISEs and the connection to health and well-being 

Roy, Baker and Kerr (2016) identified seven mediating variables that explain how engagement in 

a social enterprise acts to produce health and well-being outcomes, including: 1) engaging people 

in meaningful work; 2) engendering a supportive and safe work environment; 3) improving 

knowledge and skills; 4) expanding social networks; 5) accessing information and welfare; 6) 

raising public awareness, and; 7) building self-worth. Their work is based on the empirical study 

of a range of social enterprise types; that is, their model development is based on businesses with 

social purpose outcomes, but which engage a broad range of populations in businesses with 

varying social goals. The models and causal pathways identified offer an important but broad 

stroke conceptualisation of how WISEs, through their activities, can influence health and well-

being. However, they lack direct reference to the circumstances that create specific employment 

challenges for particular sub-groups.  

There are important historical forces that have contributed to the employment marginalisation of 

people with SMI and serve as critical barriers to successful workforce engagement (Elmes, 2019; 

Gidron & Monnickendam-Givon, 2017). This is an important point because, without attention to 

these underlying conditions, the potential of WISEs to impact health and well-being may be 

neutralised or WISEs could unintentionally sustain marginalising forces.  
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Employment-related interventions for people with SMI have largely been delivered within the 

context of mental health care systems. Conceptual models for WISEs thus need to position them 

relative to other employment interventions and approaches designed for this population if they are 

to have any significant impact on practice, policy and funding. For example, the primary evidence-

based approach to work integration in the mental health field is supported employment, and 

specifically the Individual Placement and Support Model (IPS), which focuses on rapidly placing 

people into mainstream employment and providing the continuous support necessary to 

successfully sustain employment (Bond, Drake & Becker, 2012). IPS, unlike WISEs, is delivered 

using a ‘service’ approach which is more familiar to mental health professionals than the market-

oriented approaches of social enterprises.  

Intervention mapping applied to WISEs 

Intervention mapping includes the following six process steps (Fernandez, ten Hoor et al, 2019; 

Eldredge et al, 2016): 1) Needs assessment/problem analysis; 2) Developing proximal intervention 

objectives; 3) Selecting theory and related methods and practical strategies; 4) Development of the 

intervention plan; 5) Adoption and implementation, and; 6) Evaluation planning. Here, we apply 

each of these six process steps to WISEs for people with SMI in relation to health and well-being 

outcomes.  

1. Needs assessment/Problem analysis 

The needs assessment in intervention mapping focuses on developing a comprehensive 

understanding of the problem. More than a cursory appraisal of the gap between what exists now 

and a desired state, the needs assessment process engages intervention developers with a range of 

stakeholders to consider the problem from multiple perspectives. For example, the assessment 

might include the following questions: What is the nature of the problem in context?; What is the 
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lived experience of relevant stakeholders?; How is this a community issue?; What are the 

consequences, and who is affected? The needs assessment also considers what interventions are 

already in place and how a new intervention might add value to what already exists.  

Although there has been a long history of efforts to advance the work participation of people with 

SMI, these resulting programs have been subject to challenges and critique. The development of 

WISEs as a legitimate and effective option needs to attend to these issues. These challenges, 

described below, include ongoing segregation; sustained patient identities; limited potential for 

advancement and exploitation of workers.  

Segregation 

The employment segregation of people with SMI has historically been in the form of work in 

institutional settings. Even with the growth of community care, employment for this group evolved 

to include work activities that exist in community service contexts ‘parallel’ to the broader 

community. Contemporary efforts to promote employment integration are charged with designing 

initiatives that facilitate regular, positive contact between people with SMI and the general public 

which will then raise their profile as contributing citizens.  

Patient identities  

When work opportunities are developed within mental health or social service structures they can 

be perceived by the public, the service sector, and people with SMI as ‘service programs’. This 

situation can contribute to the population being viewed as ‘patients’, rather than legitimate 

workers, dependent on service systems. In this way their work activities and products become 

viewed as a form of charity, rationalising their exclusion from employment, because it lends 

support to the widely held stigma that individuals with SMI do not have the capacity to work to 
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expected standards, and that health, social and economic structures (such as government pensions) 

are in place to meet their needs (Krupa, Kirsh, Cockburn and Gewurtz, 2009). There has 

historically been little opportunity for worker voice and control, contributing to the ongoing 

disempowered status of the population.  

Limited potential to grow and demonstrate competence  

Work-related interventions accessed by people with SMI have largely involved them in the 

creation of products and services that are associated with low status jobs and industries. This has 

resulted in situations of limited worker pride, a fractured sense of work identity, and self-stigma. 

There can also be limited attention to structures that support career or personal development, thus 

sustaining and perpetuating this position of low social status.  

Exploitation 

Historically there has been a tendency to place lowered expectations related to work processes 

such as efficiency, and product quality, on people with SMI. This practice results in undervaluing 

of the capacities of these workers, as well as the products of their labour. Devaluing of products 

and services in turn devalues the workers themselves, both in terms of social status and 

compensation for work performed, which may fall below legal market standards. 

Our own research on WISEs for people with SMI, has revealed that even with the best of 

intentions, particular processes in these businesses can be experienced as sustaining the forces of 

employment marginalisation (Krupa, Sabetti, & Lysaght, 2019; Krupa & Lysaght, 2016). This 

point is echoed by Garrow and Hasenfeld (2014), who recognise that if the business practices and 

culture of the WISE is too heavily dominated by a ‘market logic’, this can result in vulnerable 

workers being treated as a commodity to be exploited. WISEs thus need to be social in both their 
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means (that is, their internal processes) and in their ends to prevent unintended consequences from 

arising, hence our point earlier about the importance of consensus on critical ingredients (see 

Lysaght et al., 2018). Developing WISEs as an intervention strategy that promotes health and well-

being requires them to be developed in a way that not only provides opportunities for participation 

in work activities, but also attends to the forces that sustain inequities, devaluation, disadvantage 

and exclusion. In this way WISEs can be positioned to go beyond economic and social goals to 

serve socio-political goals related to changing the very nature of economic development, 

promoting inclusivity, diversity interdependence and democratisation (Campi, Defourny & 

Grégoire, 2006; Laville & Nyssens, 2001).  

2. Specifying the proximal objectives that will result in the desired health outcomes  

The second step in intervention mapping is the identification of performance objectives which will 

lead to the desired and likely health and well-being objectives. Performance objectives lead to both 

individual behavioural changes and environmental changes (Eldredge, et al, 2016). Performance 

objectives for WISEs will need to recognise both the economic and social mission of the approach. 

The performance objectives should be aligned with the needs assessment and problem analysis. 

So, in the case of WISEs, the objectives would be developed to recognise the forces that have 

operated to marginalise people and align with the optimal health and well-being outcomes.  

Our research has suggested seven distinct but interrelated organisational elements of WISEs 

requiring specific performance objectives to ensure the likelihood of maximising health and well-

being outcomes (Lysaght et al., 2018). These are identified in Table 1.  

 

 



 10 

7 Elements of 

WISE 
Performance objectives 

Expected behavioural and 

environmental outcomes 

Health and well-being 

outcomes 

Products/ 

Services 
Production of good quality products and services 

Products and services based on interests and skills of 

workers (personally meaningful) and market needs 

(socially meaningful) 

Costing of product/service aligned with local market 

rates  

Production meets societal workplace standards for 

safety, equity and fairness 

Individual behavioural changes  

Develop a broad range of new 

knowledge and skills is developed 

Improve work efficiency 

Contribute to the production of 

quality goods and services 

Demonstrate reliability and 

responsibility  

Follow standards for safe and 

inclusive workplaces  

Contribute own voice to aspects of 

business operation 

Demonstrate pride in work of the 

WISE  

Increase knowledge about rights and 
resources related to government 

disability income benefits  

Attend WISE meetings 

Provide support to WISE colleagues 

Demonstrate practices of respect and 
inclusion for WISE employees and 

customers 

Engage in social relations with 

WISE colleagues 

Engage in personal self-care 
including illness management 

practices 

Increase social contacts, activities 

and participation in the broader 

community 

Contribute to positive family 

dynamics 

Balance work, home and community 

life 

Participate in WISE community 

activities  

Sustain work tenure 

Engage in longer-term planning and 

activities related to career and 

community employment 

Environmental level changes 

Public perceives WISE employees as 

competent and contributing citizens 

rather than as patients of a service 

system 

Customers purchase WISE 

products/services because they 

perceive them as worthy and 

valuable 

Improved physical health 

(e.g. stamina, physical 

health practices) 

Improved self-perception 

of mental health 

Improvements in 

indicators of recovery 
including hope, coping 

and resilience, positive 

identity, empowerment, 

self-efficacy  

Decrease in use of 
intensive mental health 

services (such as 

hospitalization, crisis 

services) 

Increased income 

Improvements in quality 

of life  

Improved access to 

community resources 

available to all citizens 

 

Structural 

model and 
business 

practices 

Legally registered as a business based on legal local, 

regional, and national business requirements that 

govern commercial organizations and workplaces 

Marketing focused on the quality of the 

product/service, with its social mission marketed as a 

secondary benefit   

Flexible work processes and practices. 

Operating decisions based on sound business plans 

that balance financial and social goals 

WISE strives to accommodate individual worker 

differences and preferences.  

The WISE capitalizes on interdependence, shared 
learning, and mutual support to achieve social and 

economic goals  

Education and training practices include attention to a 

broad range of competencies: job tasks, social and 

management of personal health and well-being 

WISEs operate in a manner that is economically, 

socially and environmentally sustainable 

Workplace expectations and standards are clear and 

supported through transparent and respectful business 

principles and practices rather than clinical 

interpretations.  

Advancing 

inclusion 

Businesses practices welcome and support diversity, 

including inclusion of all individuals regardless of 

gender orientation, race and culture 

WISE business practices maximize opportunities for 

all workers to have positive contacts with the public  

WISEs seek involvement in activities that demonstrate 

their contribution to their communities. 

Collaborations with individuals and organizations in 
the broader community to advance both financial and 

social goals  

Compensation 

structures and 

practices  

Pay meets standards for fair and equitable 

compensation  

Opportunities to advance in pay scale 

Compensation strategy recognizes implications of 

earned income relative to government income 

supports and associated benefits (e.g. drugs, housing) 

Worker 

engagement 

Workers have opportunity to influence the policies 

that govern conditions of employment, day-to-day 
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business practices and decisions related to the growth 

and development of the business.  

Benefits counselling/training engages workers in 

maximizing finances through employment 

The public perceives the WISE as a 

legitimate business 

Mental health systems and services 

respect the value of WISEs for the 

people they serve 

The local community perceives the 

WISE as community-minded, 
contributing to a socially and 

economically vibrant community 

Stigma and social distancing by the 

public is reduced  

Decrease public view of WISE 

workers as recipients of charity 

Family members view WISE 

involvement positively and 

encourage participation 

Family social dynamics improve and 

family burden decreases 

People outside of the individual’s kin 

network socialize with WISE 

workers 

WISE workers with SMI have 
increased access to practical, 

emotional, esteem and informational 

support through social networks  

 

 

Career 

Progression 

WISE offers opportunities for all workers to develop 

their interests, gain knowledge, learn new skills and 

achieve goals.  

Affirmative policies are in place to ensure that all 

employment positions within the WISE are open to 

people with mental illnesses.  

Policies and practices are in place to promote 

progression through the ranks 

WISE has processes in place to support individual 

workers in transitioning to other employment 

positions if they desire  

Relationship 

to mental 
health 

services  

The WISE is independent and distinct from mental 

health service agencies 

Collaborative relationships with mental health services 

support access to care for workers 

Natural supports in the workplace are enabled  

Specialists in the particular business/trade of the 

WISE support workers  

Table 1: Performance Objectives 

The performance objectives are aligned both with a market-oriented approach and a range of 

foundational social values, including inclusion, equity, fairness, community integration, 

flexibility, empowerment, personal growth, and sustainability. So, for example, WISEs that create 

the conditions for interdependence among workers, the production of quality products and 

services, fair pay, worker engagement and direct contact with the public have potential to increase 

the likelihood that individuals with SMI will experience expanded social networks, a commitment 

to illness management, improved family dynamics and decreased public and self-stigma. 

Similarly, WISEs that are structured to be legally registered, focus on quality of products or 

services for marketing, consider both economic and social factors in decision making, use a market 

orientation, and have work processes that attend to worker safety, are likely to promote worker 

pride and identity, decrease workplace injury or harm, and contribute to the public’s perception 
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that the WISE is a “real business”. All these behavioural and environmental outcomes are 

associated with health and well-being outcomes, such as improvements in indicators of recovery, 

physical and mental health, and quality of life.  

3. Intervention design: Selection of theories and evidence-based methods and strategies  

The third step in the intervention mapping process involves selecting theories that are well aligned 

with the problem analysis and emerging objectives and suggest related theory-based methods and 

strategies for change. This step involves intervention developers in considering what theories, if 

applied, have the potential to increase intervention effectiveness. The identification and application 

of theory can be considered particularly important for WISE in this sector due to the contextual 

history of entrenched negative assumptions and stigmatising attitudes and a history of marginal, 

low status employment. Without ongoing attention to theory that underlies the expected change, 

complacency is likely and WISEs risk replicating practices of marginalisation.  

In the case of WISEs developed for people with SMI, three philosophically aligned theoretical 

frameworks are identified: Community economic development; Empowerment-community 

integration; and Recovery.  

Community economic development 

Community economic development (CED) emerged as a response to failures of predominantly 

market-based approaches that are ill-suited to the needs of local communities; failures which led 

to populations and communities struggling with unemployment, poverty and ruin of local 

economies (Lamb, 2011). CED offers a conceptualisation of how to address these failures to 

reduce disparities and to improve the social and economic lives of people with SMI. Applied to 

people with SMI, the mainstream economy is viewed as failing them by way of structures that 
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systematically deny their access to employment and its associated social and material privileges. 

Specific marginalising forces in the market economy include: 1) judgements that people with SMI 

do not have the personal abilities necessary to meet the efficiency standards necessary for 

employment; 2) competition and pressure to grow in scale along with lower costs, and; 3) a profit 

orientation that sees wealth distributed to investors outside of business production (Enns, 2018; 

Krupa et al., 2010). Furthermore, given their low social status and levels of poverty, people with 

SMI are viewed as an economic burden and not as a population worthy of focused market attention 

(Mandiberg & Warner, 2012). CED principles that are particularly applicable to WISE include 

local reinvestment of profits, local control, grassroots development, cooperative approaches to 

ownership and business development, recognition of community assets, local skills development, 

business practices that support the local economy, and operations based on dignity .and respect 

(Enns, 2018).  

Empowerment and community integration 

The empowerment and community integration theoretical paradigm was developed to address the 

limitations of traditional medical and rehabilitation understandings of mental illnesses (Jorge-

Monteiro & Ornelas, 2016; Nelson, Lord & Ochocka, 2001). This perspective is concerned with 

the extent to which guiding frameworks in the mental health sector construct “social relations in 

ways that maintain power and control in the hands of professional institutions” (Nelson, Lord & 

Ochocka, 2001 p.17). It is this aspect of the empowerment and community integration theoretical 

paradigm – the power relations between people with SMI and the mental health and social sectors 

developed to serve them – that both aligns with and distinguishes it from the grassroots approach 

espoused in community economic development. Values underlying this paradigm that are relevant 

to WISE include a goal of increasing power, choice, and control by people with SMI in their 
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relations with professionals, as well as the development of autonomous organisations. The second 

value is community support and integration, which is operationalised through self-help, mutual 

aid, and a focus on strengths. Finally, the value of social justice is demonstrated through access to 

valued community resources and opportunities, including employment (Nelson et al., 2001). The 

actual implementation of empowerment theory ideals in practice requires a nuanced attention to 

the ways in which the professional domination of the social relations of people with SMI occurs 

in the context of WISE.  

Recovery  

The recovery concept has gained international recognition as a guiding vision in the mental health 

field. Unlike definitions that focus on cure, current conceptualisations of recovery evolved from 

the writings of Patricia Deegan, herself a woman with SMI, who described recovery as “a way of 

living a satisfying, hopeful and contributing life even with limitations caused by illness” (Deegan, 

1988, p.11). While there is no one agreed upon ‘theoretical model’ of recovery, there has been 

some consensus about the key elements of recovery-oriented practice. These elements include a 

focus on strengths, identity, hope and dignity, empowerment, social supports, and participation in 

meaningful roles and activities. What recovery as a guiding vision adds to theory underlying WISE 

is the focus on catalysing the awareness by people with SMI of the self as active in the process of 

creating a life beyond illness, including active self-management of one’s mental illness. This has 

led to the development of a range of methods and strategies. For example, psychoeducation 

interventions have been developed to enable people with SMI and their families to learn about 

their illnesses and to devise and share strategies for coping with illness as they proceed in their 

recovery journey. WISEs focused on the employment integration of people with SMI will need to 
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attend to how, through their processes and practices, worker agency in illness management will be 

supported while maintaining their profile and practices as a business entity.  

4. Developing the intervention 

While the previous steps lay out the foundation for the intervention, the fourth step in the process 

recognises that developers need to carefully consider the broad range of factors that will influence 

the translation of intervention plans to implementation of related materials and activities. In 

relation to WISE, some of the likely contextual factors that need to be considered include local 

labour laws, and whether there are wage standards that are required to be upheld. Where wage 

standards are not present, prevailing societal norms and beliefs related to income will need to be 

considered and appropriately articulated in business documents such as by-laws and employee 

handbooks.  

Some of the variability in WISEs internationally emerges from the forces pressing for the 

development of community alternatives to institutional opportunities. For example, in Italy work 

integration enterprises developed in response to the country-wide closure of psychiatric hospitals 

(Burti, 2016). WISE development will be influenced by environmental context. For example, 

where WISEs are developed in prisons, they will be limited in their ability to operationalise 

performance objectives that see individual workers interacting directly with the broader public but 

may be able to consider indirect ways of connecting to community. One such business saw 

offenders with SMI in a prison-based sewing enterprise donate headscarves to a local cancer 

organisation to contribute to the community (Davidson, 2010). Similarly, WISE development will 

be influenced by the experiences and needs of particular subgroups. Ferguson’s (2018) work has 

highlighted that social enterprises developed for homeless youth, many of them with mental 

illnesses, could benefit from strong peer mentorship elements to counter the high distrust of this 
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population for helping professionals. In this instance, it was also important to focus on business 

ideas and practices geared to youth culture.  

The local funding regime or funding opportunities may well influence the way that WISEs are 

required (or choose) to describe or market themselves, an important requirement for building 

legitimacy with local stakeholders or funders (Dey & Teasdale, 2016). Some funding sources are 

based on ‘poverty-alleviation’ goals, while others may be more focused on ‘inclusion and 

community integration’. In some jurisdictions, like in Quebec or Ireland, social and economic 

policy that has prioritised the social economy has served as a catalyst to the development of social 

enterprises for people with SMI outside of the medical realm (Mendell & Neamtam, 2010; 

O’Shaughnessy & O’Hara, 2016).  

Local standards related to the social economy may also need to be considered. For example, in 

some areas (such as with Italian ‘type B’ social co-operatives) there are requirements related to the 

percentage of WISE employees that must have a type of disadvantage, such as living with SMI 

(Warner and Mandiberg, 2006). The population of people with SMI working in the WISE may 

present other situations or conditions meriting consideration, such as a history of involvement with 

the justice system, substance abuse or intellectual disability. Beyond disability associated with 

mental illnesses, other sources of disadvantage also need to be considered, such as gender, race, 

or ethnicity, with care given to ensure that business product/service ideas do not exclude certain 

groups of people.  

5. Implementation and adoption planning 

Eldredge and colleagues (2016) highlight that even with interventions that are theory and evidence-

based, implementation can require several levels of adoption and negotiation. At its most basic, 

implementation and adoption planning involve ensuring sufficient clarity with regards to the 
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specific elements of the initiative, the multiple stakeholders involved and their activities and the 

necessary structures and resources. The adoption of new interventions can also require 

considerable system and organisational change. The implementation and adoption of WISEs for 

people with SMI will necessarily include a broad range of structural and organisational 

considerations. We identify only a few of these considerations below.  

WISEs focused on people with SMI will require clarity with respect to the relationship with the 

mental health system and mental health service providers. This can take many forms; for example, 

WISEs may wish to provide information and training related to the roles of mental health 

professionals in relation to supporting WISEs and WISE workers. Several logistical issues may 

merit explicit attention, including space agreements, business licences, corporate naming, bank 

loans, and so on, with a view to ensuring control over central features. 

WISE implementation also calls for clarity related to the relationship between the available 

employment interventions. For example: what is the relationship between WISE and other 

vocational support services, such as Individual Placement and Support, job coaching, on-the-job 

supports? Career counselling is an important consideration in relation to implementation of values 

of supporting growth and advancement of workers, yet a difficult one practically. WISEs will be 

forced to balance their efforts to support worker career development with the need for attention to 

economic sustainability and the challenges posed by the loss of valued and reliable employees. In 

some mental health systems, clarity with respect to relationships with local unions will be required, 

as well as transparency with respect to procurement of services. Consideration will also need to be 

directed to identifying opinion leaders who could champion the development and implementation 

of WISEs.  
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Implementation and adoption efforts will also depend on clarity of communication, and feedback 

processes that have the capacity for rapid and supportive responses for issues as they arise, and for 

ongoing planning. WISEs may construct, for example, active committee structures and governance 

requirements for regular reports related to business processes and activities, as well as providing 

evidence of worker health and well-being.  

6. Evaluation plan  

The purpose of this step is the development of an evaluation plan based on the previous steps of 

the intervention mapping process. Evaluation is considered an invaluable step in the process, both 

to move advance an evidence-base for an intervention, but also to provide feedback for ongoing 

intervention development. Where an intervention, such as WISE, has been implemented without 

prior intervention mapping, mapping is important to explicate both the rationale of intervention as 

applied and to provide a clear articulation of the processes by which change is expected. As the 

WISE field advances and comes to agreement on critical elements of the intervention approach, 

intervention mapping is advisable for individual WISE initiatives, given the influence of local 

conditions and contexts.  

Evaluation of association between WISE participation and health and well-being outcomes is itself 

a distinct and complex process. An important question to be addressed in the evaluation is the 

extent to which the WISE is reaching the intended population, and who is being excluded. For 

example, there has been a concern in the mental health field that employment initiatives that are 

financially dependent on outcomes will tend to select those individuals deemed likely to be high 

performing, a phenomenon referred to as ‘creaming’ (McGrew et al, 2007), and a potential concern 

for WISEs that are under pressure to achieve financial sustainability. Evaluation plans also need 

to consider the extent to which the intended performance objectives are actually adopted, 
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implemented, refined and maintained (Fernandez, Ruiter et al, 2019), and have the capacity to link 

particular WISE practices to outcomes. To this point, some scholarly work has suggested that the 

involvement of mental health professionals in the day-to-day operation of the WISE can lead to 

favouring the social over commercial activities, while potentially compromising sustainability 

(Battilana, Sengul, Pache & Model, 2015) and so evaluation planning would need to be sensitive 

to this possibility. Evaluation planning for complex public health interventions requires careful 

consideration of the multiple stakeholders to engage. For example, the performance objectives and 

expected environmental changes outlined in Table 1 suggest the need to engage members of the 

public, business customers, other businesses, potential future employers, cross-sectoral partners 

and family members in the evaluation process.  

The involvement of the primary beneficiaries of WISEs, the employees with SMI, in evaluation 

planning and implementation related to health and well-being outcomes needs to be carefully 

considered. There are many examples of evaluation research accessing the perspective of people 

with SMI working in WISEs regarding their experiences with WISE and the impact on their well-

being (Milton, et al, 2015; Lanctôt, Duran & Corbière, 2012; Williams, Fossey & Harvey, 2010; 

Svanberg, Gumley & Wilson, 2010). However, evaluation of the health and well-being outcomes 

associated with participation in WISEs will depend on the development of participatory 

approaches to evaluation that engage those with SMI in the design and implementation of 

evaluation processes. The collection of much personal medical, health and well-being data about 

individual employees is somewhat inconsistent with the running of a business, but determining 

what information requires to be collected, and how, is an important consideration. The collection 

of information related to diagnoses, health service utilisation, and other health measures, for 

example, will ultimately depend on the involvement and acceptance of the WISE workers 
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themselves and may be more appropriately conducted through partnership with external 

evaluators.  

Case studies 

This section presents brief studies of two WISEs developed to meet the needs of people with SMI. 

A full intervention mapping of both organisations is beyond the limits of this chapter, and so the 

studies are presented here as illustrations of how the construction of the elements in of the 

intervention in practice were influenced by local contexts and situations. Although both WISEs 

were developed prior to the explication of the intervention mapping approach, their developmental 

processes aligned with multiple elements and associated performance objectives identified in 

Table 1. The specific context of their evolution, however, presented challenges pressing for 

ongoing adaptations in implementation. It is these challenges and examples of adaptations that 

focus the descriptions.  

The Umbrella Organisation: Negotiating a relationship with a mental health agency 

The “Umbrella Organisation” is a not-for-profit corporation in a small city in Canada. The 

organisation oversees the development and implementation of businesses that aim to provide 

employment with fair renumeration for people with SMI, particularly those who have received 

services from specialised mental health services. It has been incorporated for more than 25 years, 

and today oversees seven distinct businesses employing more than 75 individuals with SMI. Over 

the years the businesses have ranged from cafes and catering to landscaping, car washes, packaging 

services, pet care and food, personal care and well-being products and cleaning services.  

The organisation emerged in response to government-imposed requirements to close sheltered 

workshops in favour of a community-based approach that capitalised on the strengths of workers 
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and created real employment opportunities. A social business model was selected as one 

employment intervention option. Developers of this new social business approach were guided by 

a community economic development perspective, which provided a well-articulated counterpoint 

to traditional rehabilitation paradigms that focused almost solely on individual characteristics 

considered essential to employment by focusing on creating conditions and opportunities for 

employment.  

Their initial challenge was to create a business organisational structure that was distinct from but 

linked to the parent mental health agency. Separation from the mental health service was 

formalised by the creation of an autonomous corporation with its own Board of Directors, with 

members recruited based on expertise related to both the economic and social mission. With 

incorporation, business by-laws and policies were established, compensation and workplace 

practices were governed by local fair and safe workplace practice standards, and business decisions 

focused on community marketing and business sustainability. Work policies were developed with 

the involvement of workers themselves to create supportive conditions for employment while 

maintaining business productivity. For example, volunteer relief schedules were developed to 

address unexpected absences for health and well-being reasons, and jobs were held for workers on 

health-related leave.  

From the beginning, the need for a formal link to the mental health agency was clear. Early 

business development depended on the transfer of resources from pre-existing sheltered 

workshops, including equipment and space, a commitment to the employment of individuals who 

worked in the workshops, and the involvement of vocational rehabilitation staff in key business 

positions. An ‘affirmative business’ approach, with its focus on the mutual benefits of partnerships, 

guided the development of the ongoing relationship with the mental health agency. Strategies 
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included formalising the shared interests of both organisations in the employment of people with 

SMI through the creation of a liaison position. This person, employed by the mental health agency, 

was integral to facilitating communication and addressing challenges to business development; for 

example, reconciling union issues and advocating for the businesses in the context of hospital 

restructuring. More recently, the organisation has explicitly embraced a recovery philosophy, 

aligning its intentions with the broader mental health field.  

Implementation over the years has seen multiple changes to the businesses being operated by the 

WISE in response to local economic considerations. Annual evaluations include attention to both 

business net income and payroll expenses, the latter indicating the direct financial benefit to 

workers. The ongoing development of partnerships with community organisations has spun off 

businesses within the broader community. Key management and supervision positions continue to 

be held by mental health agency staff, but the organisation has initiated an education award for 

employees to enable the career development of workers, and some supervisory/mentoring 

positions and jobs linked to special business initiatives have purposely been created to promote 

job advancement of people with SMI. The organisation has maintained a commitment to 

evaluation and has been instrumental in advancing understanding of how health and well-being is 

both supported and challenged by ongoing linkages with mental health agencies. For example, 

some businesses that are located within the grounds of the mental health agency have raised 

concerns about stigma against the businesses and the workers, yet these same businesses are 

viewed as having the potential to encourage the employment aspirations of those who are receiving 

treatment in hospital and have few opportunities to view people with SMI at work.  

The Cleaning Business: Empowering consumer/survivor identity and pride 
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This business, located in a large Canadian city, has been in operation for over 25 years. The 

organisation aims to provide stable employment for consumer-survivors of the mental health 

system, along with job training and support, life skills training, and peer support. It is incorporated 

as both a community development corporation and a charity. The organisation employs 

approximately 90 workers in a range of cleaning and property management activities.  

The organisation was founded by a group of mental health service users, supported by a community 

economic developer. A few local community agencies were supportive and were among the 

business’s first clients. Falling outside of the scope of most funding for mental health initiatives, 

the founders received start-up monies through anti-recession funding made available by a 

government keen on developing the strengths and capacities of consumer-survivor groups.  

The Cleaning Business emerged in the context of the growth of a consumer-survivor movement 

that advocated for the importance of “identity communities”, celebrating the interdependence 

among people with mental illnesses and countering the normalisation practices and service 

dependence inherent in vocational rehabilitation approaches (Mandiberg, 2012; Church et al., 

2000; Trainor & Tremblay, 1992). Subsequently, the development of the business demonstrates a 

focus on empowering the collective strengths of consumer/survivors. This included policy 

requiring most Directors to identify as consumer-survivors and all employment positions to be 

filled by individuals who identify as mental health service users. As business demands increased, 

a management structure was created to enable a focus on developing practices, training and 

conditions that can facilitate both getting the work done, and worker growth and well-being. 

Emphasis is placed on explaining issues as work-related skills, rather than examples of mental 

illness. In addition to business practices focused on the delivery of quality services, the business 

includes opportunities for peer support and the development of a strong peer community. The need 
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to move the business operation to a larger location has pressed the organisation to consider how 

the sense of community and peer support can be maintained.  

The economic sustainability of the business has been supported by the creation of new specialised 

business options related to cleaning and property management in response to market needs. Much 

of the work is in sectors where daily contacts are often with other marginalised people. This 

cleaning work is focused on reducing a range of health and safety issues that can compromise 

stability and health in public housing. On the one had this is a source of pride for services offered, 

and evidence of their skill and expertise to fulfil an important need. On the other hand, it is a source 

of concern related to how ongoing associations with marginalisation might negatively impact the 

employees’ personal sense of social status and potential. The business employs a “learning 

attitude” recognising the communication, skill, information, and problem solving inherent in the 

services provided.  

The consumer operated business regularly implements evaluation of the economic sustainability 

of the business. Grants to the organisation are used to cover administrative and business 

development costs, while business revenues cover all costs related to the actual work of the 

business. While data related to mental illness and health are not routinely collected, the business 

has participated in evaluations that have demonstrated their positive impact on mental health, 

including reduced use of intensive mental health services.  

Discussion 

This chapter focuses on the potential of employment in Work Integration Social Enterprises to 

positively impact the health and well-being of individuals who have traditionally been 

marginalised from gainful work in the broader community. The chapter has a specific focus on 

WISEs developed for people with SMI.  
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WISEs have been identified as a type of complex public health intervention. They are complex 

because they operate from a hybrid model that balances both social and economic missions (Pache 

& Santos, 2013; Doherty et al., 2014; Battilana & Lee, 2014) and because they operate at multiple 

levels, including the individual, the organisation, the community and broader society. In addition, 

they regularly serve several populations (and subpopulations) of disadvantaged people. The result 

of this complexity is that the field has lacked clear descriptions of the intervention approach, 

agreement on essential ingredients of the approach (including expected health and well-being 

outcomes), and ultimately this has compromised the implementation and interpretation of research 

meant to advance the field.  

The chapter has proposed Intervention Mapping as a systematic process to guide the development, 

implementation and evaluation of WISEs. One strength of the approach is its attention to theory 

underlying the intervention. WISE as an intervention approach for people with mental illnesses, 

for example, benefits from theories such as community economic development, empowerment and 

community integration, and recovery, which provide alternatives to traditional biomedical and 

rehabilitation views of employment and mental illness and are well aligned with business 

principles. The intervention mapping approach promotes the development of general WISE 

performance objectives and outcomes that attend to processes of change at both individual and 

environmental levels. Yet, it also provides the opportunity for WISEs to be sensitive to their local 

contexts and situations to explicate informed adaptations to the approach. In the brief case studies 

provided, these adaptations highlight the extent to which tensions are ongoing, beyond initial 

business development, and require constant consideration for informed implementation. While in 

this chapter there is no effort made to organise these local adaptations, there have been efforts to 

do so in the broader social enterprise literature. For example, Smith, Going and Bersherov (2013), 
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identify four categories of social-business tensions faced by social enterprises (performing, 

organising, belonging and learning tensions) that that may be useful in advancing mapping of 

WISE interventions.  

The routine application of intervention mapping in the WISE arena will not be without difficulties. 

In their conceptual review of intervention mapping, Kok and colleagues (2017) note that some 

authors describe the process using terms such as “elaborate”, “time consuming” and “expensive”. 

In the WISE field, where business development is characterised by limited funding and often 

depends on the extended commitment of multiple stakeholders, the process may be challenging. 

However, in the long run, it may contribute to advancing the field in a way that positively 

influences practice, policy and funding.  

Conclusion  

In this chapter we used an intervention mapping approach to inform existing gaps in the 

conceptualisation of WISE as applied to populations with SMI. By positioning WISE as a complex 

and powerful ‘intervention’ that can address the longstanding employment marginalisation of this 

population, we have begun to unpack the particular challenges and imperatives associated with 

effective WISE development. We consider that this work lays the foundation for a systematic 

process guiding the development, implementation, and evaluation of WISEs, thus providing 

guidance for WISE practitioners and scholars.  
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