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  Abstract 

Background: Psychosis is a disabling condition which results in an individual losing contact 

with reality. The first episode of psychosis (FEP) often emerges during adolescence or early 

adulthood, when individuals are pursuing important educational and career milestones, which 

can become derailed due to the development of major impairments. Knowledge of the career 

decision-making processes of individuals with FEP is limited. This information would enable 

vocational rehabilitation services to improve the social and career participation of individuals 

with FEP. Thus, this study advanced a model of the career decision-making processes of 

individuals with FEP and the influences that impacted these processes.  

Method: Strauss and Corbin’s Grounded Theory method was used to guide the study design, 

sampling and analysis. Three early intervention programs in Ontario, Canada were included in 

this study. Participants included 36 individuals who were either treated for FEP by an early 

intervention team, program staff who had direct client contact, or family members of individuals 

with FEP. Data collection included sociodemographic questionnaires, one-on-one interviews, 

program documents, case-based memos, and a reflexive journal. Analysis began with open 

coding, proceeded to axial coding, and terminated with selective coding, which resulted in an 

explanatory model. 

Results: The career decision-making processes of individuals with FEP is a multi-staged, 

iterative process of making a career choice based on exploration, evaluation of options, and 

taking actions that moves them towards their career goals. These processes unfolded over five 

phases of illness and recovery and are impacted by internal and environmental influences. 

During the onset of symptoms, participants disengage from career decision-making but reengage 

during recovery. For individuals with substance abuse issues or co-existing conditions active 
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engagement in career decision-making stalled until they quit using substances or co-existing 

conditions are managed.  

Implications: This study’s findings suggest that vocational outcomes of individuals with FEP 

could be improved, if initiatives consider an individual’s phase of illness and stage of career 

decision-making. Future studies should assess the comprehensiveness of this model in other 

jurisdictions, and explore the impact of gender, psychosis onset, and vocational interventions on 

career decision-making. 

Keywords: Career Decision-Making, First-Episode Psychosis, Young Adults, Grounded Theory
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 The following are definitions for terms used in this study  

Code notes- These are memos containing the products of open, axial, and selective coding 

(Strauss & Corbin, 1990, 1998). 

Employment (also referred to as ‘employment’) - Performance of a job, task, or service for 

another individual (employer) in the open labour market for a market wage. 

Constant comparison- This is a data analysis process that involves information from data 

collection and comparing it to emerging categories (Creswell, 2009; Strauss & Corbin, 1990, 

1998). 

Core category- A high level category encompassing related categories and providing the 

foundation for theory development. The core category is identified during axial coding 

(Creswell, 2009; Strauss & Corbin, 1990, 1998). 

Confirmability- The degree to which research results can be confirmed by others (Lincoln & 

Guba, 1985). 

Credibility- Establishing the plausibility of the research results (Lincoln & Guba, 1985). 

Data saturation- The stage at which no new information adds to the understanding of categories. 

This occurs during the development of categories and data analysis phase (Creswell, 2009; 

Strauss & Corbin, 1990, 1998). 

Delusions- These are fixed, false beliefs. For instance, having the belief that one has special 

powers no one else possesses (Compton & Broussard, 2009).
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1985 

Disorganized thinking- The inability to understand complex concepts or solve problems that 

require one to think through several steps (Compton & Broussard, 2009). 

Disorganized behaviour- The inability to follow through with plans, an odd appearance or 

behaviour. For example, wearing shoes on the wrong feet and clothes inside out (Compton & 

Broussard, 2009). 

Job – “A specific work position which may be full-time or part-time in a particular role or 

organization (Patton & McMahon, 2014, p.5).” 

Hallucinations- These are perceptions that are not really present, such as hearing a voice 

(auditory hallucination), having a physical sensation (tactile hallucination) or seeing something 

that is does not exist (visual hallucination) (Compton & Broussard, 2009). 

Reflexive journal- Contemplative journal that illustrates the researcher’s thought processes, 

philosophical position, and decisions about the research process (Lincoln & Guba, 1985). 

Substantive theory- A low-level theory that evolves from studying a phenomenon relevant to a 

specific group and place (Strauss & Corbin, 1998). 

Theoretical sampling- “Sampling on the basis of emerging concepts, with the aim of being able 

to explore the varied conditions along with which the properties of concepts vary (Strauss & 

Corbin, 1998, p.73)
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Transferability- The extent to which research results are applicable to other contexts (Lincoln & 

Guba, 1985). 

Vocation- “Connection of one’s work toward deriving a sense of meaning and fulfillment, 

holding other-oriented values and goals as primary sources of motivation (Dik, Duffy, & 

Eldridge, 2009, p.625).  

Vocational rehabilitation- “Is a multi-professional evidence-based approach that is provided in 

different settings, services, and activities, to working age individuals with health-related 

impairments, limitations or restrictions with work functioning, and whose primary aim is to 

optimize work participation (Escorpizo et al., 2011, p.13)
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CHAPTER 1 

  

Introduction 

 

Psychosis is a debilitating condition that results in an individual losing touch with reality 

(Reed, 2008). Symptoms can include hallucinations, delusions, disorganized thinking, and 

disorganized behaviours (Compton & Broussard, 2009). These symptoms can have profound and 

devastating effects on an individual including cognitive, emotional, and functional impairments,  

increased substance use and suicide (Bassett, Lloyd, & Bassett, 2001; Ontario Ministry of Health 

and Long-Term Care, 2011; Ramsay, Stewart, & Compton, 2012; Reed, 2008). Psychosis is a 

prevalent feature of serious mental illnesses (SMI), which are mental health disabilities 

distinguished by symptoms that are of severe and long duration and substantially impact 

functioning in important life areas (Krupa, 2011). SMIs that are most often associated with 

psychosis include schizophrenia, schizoaffective disorder, bipolar disorder, and major depression 

(Ontario Ministry of Health and Long-Term Care, 2011).  

Individuals experiencing the first episode of psychosis (FEP), or who are early in the 

course of a psychotic illness or treatment (Breitborde, Srihari, & Woods, 2009), often experience 

it during late adolescence or early adulthood when they are working towards important 

developmental milestones (Killackey, Jackson, Gleeson, Hickie, & McGorry, 2006). Over the 

past few decades, due to poor outcomes associated with delayed treatment of psychotic illnesses, 

and accumulating research evidence indicating psychotic illnesses neither uniformly deteriorate 

nor degenerate (Srihari, Shah, & Keshavan, 2012), the focus of research and treatment has 

shifted to early intervention. The objectives of early intervention are to reduce the period of time 

between the onset of psychosis and the commencement of care, during the early critical years of 

illness (2 to 5 years after identification of psychosis), in order to produce better symptomatic and 
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functional outcomes, and prevention of relapse (McGorry, Killackey, & Yung, 2007; Srihari et 

al., 2012). 

Early intervention programs are outpatient services that address the needs of individuals 

ages 14-35 years who experience symptoms of a psychotic disorder and have received either no 

treatment for psychosis or received six months or less of treatment for psychosis (Ontario 

Ministry of Health and Long-Term Care, 2011). These individuals are able to receive services for 

three years, up to a maximum of five years, if they have difficulty with treatment engagement or 

achievement of stability (Ontario Ministry of Health and Long-Term Care, 2011). Early 

intervention services were established on several principles, including the beliefs that 

intervention during the early stages of psychosis can alter the illness trajectory and improve 

outcomes, that multifaceted interventions can reduce treatment resistance, improve psychosocial 

recovery and reduce the risk of relapse (Murphy & Brewer, 2011). In Ontario, each early 

intervention mix was developed following the guidelines of the International Early Psychosis 

Association Writing Group (IEPAWG, 2006) and the National Health Service in the United 

Kingdom (Department of Health, 2005). 

 In Ontario, early intervention programs provide two types of services to clients: Initial 

assessment and treatment and intensive treatment and rehabilitation services.  Initial assessment 

and treatment is provided by each early intervention program to determine which clients will 

benefit from further treatment and rehabilitative services, and which clients should be referred to 

more appropriate services. Clients diagnosed with psychosis who can be treated effectively 

within an early intervention program will receive intensive treatment and rehabilitation. Services 

clients receive include ongoing psychiatric/medical assessments by psychiatrists and registered 

nurses, along with multidisciplinary treatments such as client and family education, psychosocial 
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support and counselling, crisis intervention, and relapse prevention which are provided by 

practitioners that can include psychologists, occupational therapists, and family support workers  

(Archie et al., 2005; Edwards & McGorry, 2002; Hamilton Wilson, Hobbs, & Archie, 2005; 

Malla et al., 2007; Penn, Waldheter, Perkins, Mueser, & Liebermann, 2005).  Psychosocial 

services clients can receive include educational and employment supports that are available 

within their communities, as early intervention programs do not provide targeted vocational 

programs (Ontario Ministry of Health and Long-Term Care, 2011). Early intervention programs 

often have formal service agreements with education and skills training programs; they also 

negotiate with education and training programs to give clients service priority, and monitor 

clients’ vocational progress (Ontario Ministry of Health and Long-Term Care, 2011).  

As FEP often occurs during late adolescence or early adulthood, education completion 

and career development often become disrupted due to the development of significant 

impairments (Killackey, Alvarez-Jimenez, Allott, Bendall, & McGorry, 2013). Disruptions can 

include diminished quality of relationships and social isolation (Bassett et al., 2001; Boydell, 

Stasiulius, Volpe, & Gladstone, 2010), poor access to education, and difficulties in work and 

academic performance (Killackey et al., 2006, 2013; Rinaldi et al., 2010a; Roy, Rousseau, 

Fortier, & Mottard, 2009). One study found that 65% of individuals with FEP were unemployed 

one month prior to hospitalization (Ramsay et al., 2012). On average, 50% of individuals who 

experience FEP do not complete secondary school (Bowman, McKinstry, & McGorry, 2016; 

Killackey et al., 2013), and within the first year of receiving early intervention services, it has 

been estimated that 30% of individuals will make application for disability income and 60% 

within 5 years (Krupa et al., 2012). In addition, the prognosis of individuals with FEP who abuse 

substances is worse compared to individuals with FEP who do not abuse substances. Those with 
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co-occurring substance abuse disorders have poorer treatment compliance, increased risk of 

prolonged psychosis and relapse, and repeated hospitalizations (Archie & Gyomorey, 2009). 

Suicide is also a major cause of premature death among individuals during the early stages of 

psychosis, particularly, within the first few months either before or after initial presentation to 

mental health services for suicidal behaviours (Ayesa-Arriola et al., 2015). 

For many young individuals, a part of transitioning to adulthood includes developing a 

career or establishing a way of life and performing several roles during their lifetime (Salomone 

& Palmer, 1978). Unfortunately, individuals with FEP face many challenges moving toward a 

career (Rinaldi et al., 2010a), which include low expectations from mental health professionals, 

fear of discrimination and large gaps in employment history (Rinaldi et al., 2010a). In response, 

research has increasingly focused on the vocational rehabilitation of young individuals following 

the first psychotic episode (Bassett et al., 2001; Boydell et al., 2010; Killackey, Jackson, & 

McGorry, 2008; Major et al., 2010; Ramsay et al., 2012; Rinaldi et al., 2010a).  

So far, research into the employment of individuals with FEP has followed two primary 

avenues. The first focuses on the influence of client illness characteristics (i.e. diagnosis, severity 

of symptoms, and level of disability) on employment and education participation, but has found 

client illness characteristics have little influence on vocational outcomes (Rinaldi et al., 2010a). 

The second avenue has examined the types of supports and approaches that enable those with 

FEP to gain employment (Rinaldi et al., 2010a). The most widely researched and empirically 

supported employment approach is the Individual Placement and Support model (IPS) (Killackey 

et al., 2006; 2013). IPS is a form of supported employment where the goal is for clients to gain 

competitive employment, and eligibility for support is based on client choice, job choices that 

follow client preferences, rapid job searching, benefits counselling, and ongoing mental health 
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and vocational support based on client need (Killackey et al., 2006; 2013). In a review of several 

studies, IPS was found to increase competitive employment of individuals with FEP relative to 

traditional vocational rehabilitation approaches, where employment is obtained through lengthy 

pre-employment training and is not based on an assessment of clients’ employment readiness 

(Rinaldi et al., 2010a). 

Though there has been an increasing volume of literature about FEP and the development 

of vocational programs to improve employment and education participation, fundamental issues 

remain unaddressed. Specifically, there has been limited emphasis on the concept of career 

among individuals with FEP (Killackey et al., 2013) and SMI (Gewurtz, Kirsch, Jacobson, & 

Rappolt, 2006; O’Day, Killeen, & Goldberg, 2006). Several reasons have been cited for the 

limited emphasis on the career development of individuals with mental illness. First, individuals 

with mental illness can experience cognitive, affective and interpersonal limitations that limit 

their employment prospects (O’Day et al., 2006; Krupa, 2011). Second, individuals often first 

experience the onset of mental illness during late adolescence or early adulthood, which may 

limit their opportunities to obtain the education and training required for professional positions 

(Gewurtz et al., 2006; O’Day et al., 2006; Krupa, 2011). Third, there is a concern that individuals 

with mental illness will relapse if they take on a position that is too demanding and stressful 

(Gewurtz et al., 2006; O’Day et al., 2006). Fourth, there is a belief that individuals with mental 

illness never recover and have worsening episodes over time (O’Day et al., 2006). Finally, there 

is often an underlying belief that individuals with mental illness should minimize their earnings 

in order to retain their disability benefits and medical coverage by being placed in low-wage 

positions (O’Day et al., 2006; Krupa, 2011). 
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As a result, the limited emphasis on the concept of career among individuals with mental 

illness has narrowed understanding of their vocational behaviours and overlooked the 

developmental nature of employment and education decisions these individuals make within the 

context of their lives. In contrast, a developmental perspective considers career decision-making 

a continuous, lifelong and modifiable process, characterized by transitions, and intertwined by 

personal and environmental influences (Chen, 1998). A developmental approach could result in 

an improved understanding of the vocational behaviours of those early in their career 

development, such as individuals with FEP, which could inform the development of effective 

vocational rehabilitation services. 

Specifically, research has not focused on the career decision-making of individuals with 

FEP, even though the condition often emerges during early career development (Killackey et al., 

2006). The delineation of these processes would provide an improved contextual understanding 

of the career development of individuals with FEP. Unfortunately, most existing theories of the 

career decision-making have been developed using quantitative methods, an approach which 

overlooks the complexity of individuals’ work lives (Blustein, 2001; Phillips, Christopher-Sisk, 

& Gravino, 2001; Schultheiss, Kress, Manzi, & Glasscock, 2001).  

Purpose 

          Given the above considerations, the purpose of this qualitative study was to advance a 

theoretical model that describes the career decision-making processes of individuals who 

experienced FEP, and the influences that impact these processes. Analyzed data from interviews, 

questionnaires, and program documentation produced a theoretical framework that provides a 

contextual understanding of the career decisions of individuals who experienced FEP. The 
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purpose is to use this knowledge to help vocational rehabilitation services become more effective 

in facilitating the career participation and growth of clients with FEP.  

Research Questions 

The following questions provided the focus for this study: 

1. What are the career decision-making processes of individuals with first-episode 

psychosis? 

2. What internal and environmental influences affect the career decision-making processes 

of individuals with first-episode psychosis?  

3. How do these internal and external influences affect the career decision-making 

processes of individuals with first-episode psychosis? 

Boundaries 

 

The boundaries of this study were as follows: 

 

1. Data collection took place from (Oct 2013-Sept 2014); 

2. Study participants were recruited from three early psychosis treatment centres located 

in Ontario, Canada; and 

3. The participant sample consisted of 36 individuals who experienced either FEP, were a 

staff member at an early intervention treatment centre, or family member of a client being 

treated at an early intervention centre. 

Summary 

This chapter introduced the need for research in the area of career decision-making of 

those who have experienced FEP. This need was supported by explicating the background of the 

problem, stating the significance of the current study while revealing gaps in research, and 
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identifying the purpose of this study. The research questions investigated were presented, as well 

as the boundaries of the study.  

Organization of the Study 

 

This study is organized into five chapters. Chapter One provides the background to the 

problem and introduction to the significance of this topic. In addition, Chapter One also presents 

the research questions, and study boundaries. Chapter Two reviews previous research which 

includes youth and adult career development, career development interventions, and decision-

making theories. The description of the research design, participant recruitment, data collection, 

protection of participants, data analysis, trustworthiness, and ethics are described in Chapter 

Three. Chapter Four discusses the study findings and introduces the theory generated. Chapter 

Five presents conclusions generated from this study, including practice and policy implications. 
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 CHAPTER 2 

 Literature Review 

Introduction 

FEP often appears during adolescence or early adulthood when individuals are working 

toward important education and employment goals which can become disrupted as a result of 

cognitive, emotional, and social impairments (Killackey et al., 2006). As a result of these 

impairments, individuals’ with FEP often experience unemployment or increased work 

difficulties (i.e. problems with learning, focusing, and achieving comfort), decreased 

participation and engagement in education and social isolation (Killackey et al., 2013; Woodside, 

Krupa, & Pocock, 2007). In addition, individuals with FEP also report reduced self-esteem and 

decreased quality of parental relationships (Brown, 2011; Roy et al., 2009), as well as increased 

financial and residential dependence (Brown, 2011; Krupa, Woodside, & Pocock, 2009; Roy, 

Rousseau, Fortier, & Mottard, 2013, 2016).    

  The impact of employment programs on the education and employment outcomes of 

individuals with FEP have been inconsistent across studies (Turner et al., 2015). In addition, the 

processes these individuals employ when determining whether or not to participate in career 

development has not been explored. Investigating the career decision-making of individuals with 

FEP could result in a richer understanding of their vocational behaviours and needs which could 

better inform rehabilitation programs on how to facilitate their career participation and growth. 

Given these considerations, the goal of this study was to advance a model of the career 

decision-making processes of individuals with FEP and the influences that impact these 

processes using Strauss and Corbin’s Grounded Theory Method (1990, 1998) as a guiding 

framework. 
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Therefore, this chapter reviews the literature related to the career development of 

individuals with FEP. First, this chapter will begin with a description of FEP and contributing 

influences, as well as a depiction of FEP phases. Next, this review will include an outline of 

relevant career development and career decision-making theories, and then conclude with 

findings from career development and career development intervention research. In order to 

interpret findings regarding the career development of individuals with FEP, literature pertaining 

to those who are not disabled, those with non-mental health disabilities, and those with serious 

mental illness (SMI) are provided for comparison.  

Description of First-Episode Psychosis  

Psychosis is a condition that results in an individual losing touch with reality (Reed, 

2008) and it affects 3% of the population during its lifetime (Compton & Broussard, 2009; 

Ontario Ministry of Health and Long-Term Care, 2011). FEP often begins during late 

adolescence or early adulthood (14-35 years old), with symptoms not often recognized until 

individuals come to the attention of mental health service providers (Ontario Ministry of Health 

and Long-Term Care, 2011). FEP also impacts more males than females (Compton & Broussard, 

2009; Preston, Orr, Date, Nolan, & Castle, 2002; Thorup et al., 2014). Males experience more 

negative symptoms, substance abuse and poorer pre-morbid functioning compared to females 

with respect to school adjustment, school performance and social functioning (Preston et al., 

2002; Thorup et al., 2014). Males with FEP are also less likely to be employed than females 

(Thorup et al., 2014). Individuals can experience positive symptoms or negative symptoms 

(Compton & Broussard, 2009; McGorry, Killackey, & Yung, 2008). Positive symptoms are 

changes in thoughts and feelings that are added on to an individual's experiences. Positive 

symptoms include hallucinations, delusions, and paranoia (Compton & Broussard, 2009; 
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McGorry et al., 2008). Negative symptoms are thoughts and feelings that are removed from an 

individual’s experience. These symptoms include loss of interest, apathy, blunted affect, 

emotional withdrawal, low drive, lack of hygiene, slow thinking and speech, slow movements, 

and social isolation (Compton & Broussard, 2009; McGorry et al., 2008). Additional symptoms 

can include disorganized thoughts and speech, impaired insight, cognitive dysfunction, 

aggression, catatonia, mood symptoms, and suicidal thoughts (Compton & Broussard, 2009; Iyer 

et al., 2008; Lieberman & Fenton, 2000; Yung & McGorry, 1996).  

Influences Contributing to Psychosis  

There are a number of contributing influences to psychosis, each with different etiologies. 

The three main types of influences are:- physical conditions, substance use, and mental illness 

(Barnett et al., 2007; Broome et al., 2005; Compton & Broussard, 2009; Kamatchi & Broome, 

2013). In rare instances, physical health conditions can contribute to psychosis, some of these 

conditions include: brain tumor, epilepsy, HIV/AIDS, liver diseases, stroke, thyroid disease, 

multiple sclerosis, and Parkinson’s disease (Compton & Broussard, 2009). To determine if a 

physical health condition contributes to psychosis, a physician will question a patient about their 

physical health and have them complete a physical exam and laboratory tests (Compton & 

Broussard, 2009). Substances including marijuana, cocaine, ketamine, LSD, methamphetamine, 

and PCP can also contribute psychosis (Compton & Broussard, 2009; McGorry et al., 2008). To 

determine if a patient’s psychosis is substance induced, a physician will have their patient 

complete lab work to determine if and what substances are in the body (Compton & Broussard, 

2009). If one or more substances are in a patient’s body, a physician will encourage their patient 

to discontinue using the substances (Compton & Broussard, 2009). If substances are inducing a 

patient’s psychosis, symptoms will usually discontinue when the substances are washed out of 
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the body (Compton & Broussard, 2009). If substances are not contributing to a patient’s 

psychosis, the psychotic symptoms will continue when the substances are washed out of a 

patient’s body (Compton & Broussard, 2009). When neither a physical condition nor substance 

appears to be the influencing factor, an individual’s symptoms are often associated with mental 

illnesses such as schizophrenia, schizoaffective disorder, bipolar disorder, and major depression 

(Broome et al., 2005; Compton & Broussard, 2009; Volkow, 2009). 

Phases of First-Episode Psychosis  

The onset of FEP is often gradual. Individuals can experience a process of increasing 

social isolation and withdrawal, deterioration in functioning, and slowly developing symptoms 

that may last several months or years (Häfner & Maurer, 2001; Iyer et al., 2008; McGorry et al., 

2007). FEP is commonly conceptualized as evolving through three phases: the prodromal phase, 

the active phase, and the recovery phase (Compton & Broussard, 2009; McGorry et al., 2008).  

            Prodromal phase. This is the phase during which an individual may begin to experience 

changes within themselves, but not yet experience clearly recognizable psychotic symptoms. 

Changes in this phase and its duration vary individually, occurring over several months or more. 

(Chovil, 2005; McGorry et al., 2008; Niedham, Jalbrzikowski, & Bearden, 2009; Yung et al., 

2003). Some of the changes during this phase can include irritability, anxiety, depressed mood, 

difficulty concentrating, obsessive behaviour and social withdrawal (Chovil, 2005; Lieberman & 

Fenton, 2000; McGorry et al., 2008; Niedam et al., 2009; Yung et al., 2003). Young individuals 

with an underlying psychiatric illness often initially present with physical symptoms such as 

sleep disturbances and appetite changes. (Yung & McGorry, 1996).  During this phase, 

individuals will begin to socially withdraw and experience declines in social and vocational 

activities (Yung & McGorry, 1996).  These declines can include decreased job performance, loss 
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of income, poor academic performance, difficulties with significant relationships, and difficulty 

with enjoying life (Brown, 2011; Woodside et al., 2007).  

Active phase. This is the stage at which help is often sought by an individual or their 

family (Compton & Broussard, 2009). This phase of psychosis is characterized by positive 

psychotic symptoms which include disordered thoughts, delusions, and hallucinations, and 

negative symptoms, such as apathy and social withdrawal (Faerden et al. 2009; Gee et al. 2016; 

McGorry et al., 2008; Reed, 2008). These individuals often present to the emergency department 

of a hospital with multiple issues such as aggressive behaviours, suicidal tendencies, and 

substance abuse, and frequently become involuntary inpatients (Malla, Norman, & Joober, 2005; 

Reed, 2008). This stage is associated with further social and vocational declines that can include 

work and school disengagement, inability to maintain friendships, and limited social engagement 

(Brown, 2011; Woodside et al., 2007; Roy et al., 2009). 

Recovery phase. The majority of young individuals experiencing their first psychotic 

episode will experience improvements in short-term functional outcomes after initial treatment, 

but will have relatively poor long-term outcomes which are associated with poor premorbid 

adjustment, limited cognitive functioning and negative symptoms before and after psychosis 

(Payne & Malla, 2005). The trajectory of recovery is quite variable. Once treatment begins, some 

individuals will slowly improve while others will go through a period of delayed progress 

(Menezes et al., 2009; Robinson, Woerner, McMeniman, Mendelowitz, & Bilder, 2004; 

Wunderink, Sytema, Nienhuis, & Wiersma, 2009). Recovery needs to be managed in a timely 

fashion and requires the use of multidisciplinary approaches (Ontario Ministry of Health and 

Long-Term Care, 2011). In this stage, clients begin to reengage in social and vocational roles 

with increasing competency employing strategies such as creating new plans and developing new 
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skills, matching their participation to their competencies and learning to participate within 

changing social contexts (Krupa et al., 2009). Woodside & Krupa (2010) found that individuals 

with late onset FEP made adjustments to established careers during this phase. Adjustments 

included changing work schedules and job responsibilities or positions, retraining for a different 

career and placing priority on health and well-being (Woodside & Krupa, 2010). 

Outcomes of First-Episode Psychosis.  

FEP outcome studies have focused on examining factors that have contributed to the 

variance in functional and symptomatic outcomes in FEP over variable lengths of time. 

Consistently, studies have found that individuals with FEP experience high rates of symptomatic 

recovery and relatively lower rates on functional recovery across different lengths of follow-up 

ranging from 1-year (Menezes et al., 2009) to 10-years (Hegelstad et al., 2012; Revier et al., 

2015), with improvements in negative and disorganized symptoms observed after 4 years 

(Crumlish et al., 2009) with continued progress over time (Hegelstad et al., 2012; Revier et al., 

2015). An exception was a study that found comparable rates of symptomatic and functional 

recovery in participants after a 2-year follow-up (Verma, Subramaniam, Abdim, Poon, & Chong, 

2012), which may have been found due to different scales used to measure symptoms and 

functional status than in other studies, as well as the lack of control of the effects for treatment 

and medication adherence, and a large percentage of participants lost to follow-up. Consistent 

contributors to variance in outcomes were early symptom response (Verma et al., 2012), 

substance abuse (Menezes et al., 2009), shorter duration of untreated psychosis (DUP) (Crumlish 

et al., 2009; Hegelstad et al., 2012), and family involvement (Revier et al., 2015). Trajectories of 

illness for positive and negative symptoms have varied among those with FEP (Austin et al., 

2015; Hodgekins et al., 2015). Positive symptoms were found to consistently improve over time 
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while there was less variation in negative symptoms (Austin et al., 2015), and functional 

recovery was more challenging for individuals to achieve than symptomatic recovery 

(Hodgekins et al., 2015). Influences associated with poor functioning recovery over time include 

being male, early onset, poor premorbid adjustment, negative symptoms, and belonging to an 

ethnic minority (Hodgekins et al., 2015) 

Limitations of FEP outcome studies include not assessing premorbid (Verma et al., 2012) and 

cognitive functioning of participants, which could have resulted in missing important influences 

on participant outcomes (Menezes et al., 2009). Some FEP outcome studies were unable to 

collect participant follow-up data due to participants defaulting on their treatments because of 

cognitive deficits and higher levels of negative symptoms (Verma et al., 2012), those lost to 

follow-up (Hegeslstad et al., 2012) or discharged from treatment prior to study termination 

(Verma et al., 2012). These specific limitations might have resulted in selection bias, with 

incomplete follow-up of symptom variables and potential bias in estimated trajectories (Austin et 

al., 2015). In addition, other limitations included a lack of detailed assessment of the course of 

illness due to limited participant assessment at few time points, which potentially simplified 

symptom trajectories (Austin et al., 2015; Crumlish et al., 2009). 

Career Development Theories  

Career development is the “lifelong process of getting ready to select and continuing to 

select from available occupations available in society (Brooks & Brown, 1990, p.xvii). Career 

development theories facilitate career development by providing guidelines and tools that help 

individuals identify what is important to them career-wise, and by highlighting internal and 

external influences to consider that might impact their career outcomes (Smith & Milson, 2011). 

For this literature review, three career development theories were considered that were relevant 
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to the career development of young adults with disabilities, and provided unique perspectives to 

understanding their career development from developmental, social learning and social cognitive 

frameworks. Despite their age, the career development theories discussed here have remained 

predominant and relevant in current research and career development practice. 

            Life-span, life-space theory. Super (1980) considered career development to include the 

process of an individual developing and implementing self-concepts or beliefs about themselves. 

He theorized that individuals choose occupations that permit them to express their self-concepts. 

As one’s self-concepts become more realistic and stable, career maturity develops along with 

career choices and behaviours. An individual’s work satisfaction is associated to the extent that 

they’ve been able to implement their self-concepts (Osipow, 1990; Super, 1980). 

In order for individuals to develop and implement their self-concepts, they move through 

a series of life stages in a sequence of roles (i.e. child, student, worker, parent, and pensioner), 

with different developmental tasks to be completed during each stage (Herr, 1997; Kidd, 2006; 

Super, 1980). Movement through life stages can be discontinuous as some may cycle within 

stages due to life changes such as an illness or disability (Freeman, 1993; Hackett, Lent, & 

Greenhaus, 1991; Herr, 1997; Kidd, 2006).    

Life stages include growth, exploration, establishment, maintenance, and decline 

(Freeman, 1993; Herr, 1997; Kidd, 2006; Super, 1980). The growth stage (ages birth-13 years) 

involves developing one’s self-concept through identification with family members (Super, 

1980). One also begins to learn behaviors associated with self-help, social interaction, self-

direction, goal setting, and persistence (Super, 1980). Individuals also learn about what kind of 

person they want to be and begin to understand the meaning of work (Super, 1980). In the 

exploration stage (ages 14-24 years), individuals develop their self-concept through self-
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examination, trying out different roles, and exploring occupations in school, through leisure 

activities, and part-time work (Super, 1980). During the establishment phase (ages 25-44 years), 

individuals usually find their permanent field of work (Super, 1980). In the maintenance stage 

(ages 45-59 years), they are concerned about maintaining established work patterns and attained 

status and gains. They also focus on developing new skills and on important activities (Super, 

1980). In the final stage, the decline stage (ages 60 years and above), individuals’ physical and 

mental faculties begin to decline and work activities start to terminate. They gradually involve 

themselves into other life roles and plan for retirement (Super, 1980). 

The primary strength of Super’s (1980) Life-Span, Life-Space Theory is the 

developmental approach it takes to understanding career development throughout one’s lifetime. 

Specifically, the theory presents career development as a series of stages and sequence of 

activities and roles to be completed but acknowledges that movement can be discontinuous 

(Herr, 1997). Super’s theory is limited because it minimizes the impact of social and contextual 

factors on the career decision-making process (Herr, 1997; Hackett et al., 1991; Hodkinson & 

Sparkes, 1997). In addition, his theory overlooks the impact of psychological influences on 

career development in addition to social and contextual influences (Hodkinson & Sparkes, 1997). 

Critiques of the model have argued that Super’s theory should incorporate economic and cultural 

differences in career behaviour, greater inclusiveness of youth and those with disabilities who 

have disrupted vocational trajectories (Herr, 1997). Future studies should also consider how 

individuals cope with developmental transitions and impose meaning and direction on their 

vocational choices (Savickas, 2005). Finally, qualitative studies that employ this theory as a 

guiding framework should focus on examining barriers and other influences that impact persons 

with disabilities (Herr, 1997). 
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Social learning theory.  Krumboltz, Mitchell, and Jones theory (1976) of Social 

Learning builds on the work of Bandura who developed Social Learning Theory. Krumboltz et 

al. (1976) updated theory suggests the interaction of genetic influences, cognitive processes, 

emotional processes, and environmental conditions influence peoples’ career choices and work-

related behaviours (Feller, Honaker, & Zagzebski, 2001; Krumboltz & Worthington, 1999; 

Osipow, 1990). In particular, they emphasize that individuals’ career selections are based on 

what they learn from encounters with other individuals, institutions and events (Feller et al., 

2001; Krumboltz et al., 1976). 

Learning experiences, especially observational learning from significant role models 

(e.g., parents and teachers), have a powerful influence on career decisions (Krumboltz et al., 

1976). Positive modelling, reward and reinforcement are also more likely to lead to the 

development of appropriate career planning skills and career behaviours (Krumboltz et al., 

1976). A strength of this theory has been the incorporation of these learning experiences into 

school to work programs that focus on the development of career readiness among young adults 

(Krumboltz & Worthington, 1999 

 Critics have argued even though this theory acknowledges social and contextual 

influences on career decision-making, these influences are de-emphasized due to the focus on 

learning experiences (Hodkinson & Sparkes, 1997). As a result, this theory assumes that career 

choice is fundamentally an individual process that remains under control of an individual, similar 

to the Life-Span, Life-Space Theory of career development (Fabian, 2000). Future revisions of 

the Social Learning Theory should give greater consideration to additional contextual influences 

to provide a more detailed and representative reflection of the career behaviours and 

development of young adults with disabilities. 
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Social cognitive career theory. Lent and Brown’s (1996) Social Cognitive Career 

Theory is based on Bandura’s Social Cognitive Theory. Bandura’s theory emphasizes personal 

activity in the personal decision-making process and how internal and external influences can 

promote or limit activity (Albert & Luzzo, 1999). Similar to Bandura, Lent and Brown (1996) 

suggest that individuals are active decision-making agents, but add that one’s self-efficacy or 

beliefs about their vocational abilities, their beliefs about the outcomes of their career behaviour, 

and personal goals shaping their career development (Albert & Luzzo, 1999; Fabian, 2000). An 

individual’s work related self-efficacy is shaped by their past accomplishments, vicarious 

learning opportunities, social influences, and psychological and emotional states, which 

comprise the self-perceived opportunity structures within which career plans are developed and 

applied (Lent & Brown, 1996; Lent, Hackett, & Brown, 1999). Self-efficacy is considered 

central to work readiness, career exploration, and workforce engagement. (Albert & Luzzo, 

1999; Lent & Brown, 1996; Lent et al., 1999; Millner et al., 2015; Regenold, Sherman, & Fenzel, 

1999). 

One strength of Lent and Brown’s (1996) theory is that it acknowledges the dynamic 

interaction between social and contextual factors, in addition to psychological influences on 

work lives and career-seeking behaviour. These can be used to conceptualize how various work-

related changes might influence the career outcomes of individuals with mental health 

disabilities (Fabian, 2000; Millner et al., 2015; Smith & Milson, 2011). An additional strength of 

this theory is its emphasis on self-efficacy and its influence on career development, which is 

particularly relevant to young individuals with mental health disabilities who often experience 

low self-efficacy and limited career ambitions (Fabian, 2000). This implies that employment 

service providers can help young clients with mental health disabilities improve their self-
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efficacy concerning career development by providing opportunities for skill building and 

successful work experiences (Millner et al., 2015).        

             Lent and Brown (1996) acknowledge social and contextual influences on career 

decision-making, but have not examined these influences in depth (Chartrand & Rose, 1996). As 

a result, this theory assumes that career choice is fundamentally an individual process, as 

opposed to a constellation of complex, interacting influences (Chartrand & Rose, 1996; Millner 

et al., 2015; Smith & Milson, 2011).  

Career Decision-Making Theories and Models  

Career decision-making, or the “process of how an individual makes career and 

educational choices (Brown & Lent, 2005, p.360) is an important component of career 

development that shapes one’s lifelong career path. A better understanding of career decision-

making can provide information that could potentially contribute to improved career satisfaction 

and quality of life.  

Career decision-making theories are used to describe or explain choices individuals make 

when selecting career options (Tiedeman, 1961), and consists of two types of theories: rational 

and alternative. Rational career decision-making theory assumes career decision-making is 

logical, methodical, systematic, and based on a thorough consideration of knowable facts about 

oneself and one’s alternatives (Phillips, 1997). Also, rational career decision-making can be 

prescriptive, characterizing how decisions should be made, or descriptive, characterizing how 

decisions are actually made (Phillips, 1997). As the focus of this study was on how career 

decisions are made, only rational-descriptive career models are outlined in the following section.    

Rational decision-making theories and models. Career decision models gained 

prominence starting in the 1960s and have evolved with time. One of the first career decision-
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making theorists, Tiedeman (1961), described the sequential process of career decision-making. 

Tiedeman’s conceptualization of the career decision-making process involves progress through a 

series of stages. The first major stage—Anticipation--is divided into sub-stages, including 

exploration (phase of awareness and information gathering), crystallization (materialization of 

alternatives), choice (selection and commitment to one alternative) and clarification (specifying 

how the selected alternative will be implemented) (Tiedeman, 1961; Walsh & Osipow, 1988). 

The second major stage--Implementation and Adjustment--contains sub-stages of induction 

(consequences of implementing a given alternative), reformation (active effort to affect some of 

those consequences), and maintenance (balance between one’s efforts and the demands of the 

environment) (Tiedeman, 1961; Walsh & Osipow, 1988). Progression through these stages is an 

expanding and narrowing process that results in one alternative being chosen. The choice is not 

considered final, and a decision maker can cycle back to an earlier stage (Tiedeman, 1961; 

Walsh & Osipow, 1988). 

 Using Tiedeman’s (1961) model as a framework, Harren (1979) provided a more recent 

sequential model of career decision-making processes, which consists of four stages. Within each 

stage the person attends to certain issues and concerns, the resolution of which eventually leads 

to moving to the next stage (Harren, 1979). In the first stage, Awareness, the decision maker 

focuses on their present feelings, the costs and benefits of the present course of action, and one’s 

decision-making confidence (Harren, 1979). If dissatisfaction results from the evaluation of the 

situation, the individual needs to search for alternatives and transitions into the planning stage 

(Harren, 1979). The Planning stage involves exploration and information seeking. Once the 

decision maker starts to settle on a specific alternative, they transition into the commitment stage 

(Harren, 1979). The Commitment stage involves the announcement of one’s intentions to others 
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to obtain their feedback (Harren, 1979). If positive feedback is attained, action plans and steps 

are carried out. If action plans or steps are not carried out, the individual will return to earlier 

stages of the planning stage (Harren, 1979). Progression to the Implementation stage occurs 

when action steps are carried out and one’s self-concept is enhanced (Harren, 1979). Individual 

and contextual factors that might affect decision progress include self-concept, or the traits a 

decision maker attributes to themselves and the manner they make decisions (Harren, 1979) 

In a more focused description of career decision-making processes, Hilton (1962) 

identified factors that preceded and stimulated career decision-making (Walsh & Osipow, 1988). 

According to Hilton (1962), employment decision-making occurs when premises (one’s beliefs 

about the world) and plans (one’s means of entry into employment) are inconsistent with one 

another, creating cognitive dissension. To reduce this dissension, the decision maker revises their 

plans or premises, with the process being completed when plans are again satisfactory (Hilton, 

1962). 

 While Hilton (1962) focused on the initial stages of the career decision-making process, 

other models have focused on a later stage, that of evaluating alternatives or potential choices 

(Walsh & Osipow, 1988). Vroom (1964) suggested the preference for a certain choice was a 

function of the attraction to the choice multiplied by the expectation of achieving the desired 

outcome (Walsh & Osipow, 1988). In a second model of career decision-making that focuses on 

evaluating choices, Fletcher (1966) suggested that the process of evaluating choice options is 

based on the affect associated with various choices at the time of selection (Walsh & Osipow, 

1988). 

Rational models lack explanatory power and fail to consider relational and emotional 

contexts (Blustein et al., 2001). Furthermore, these models have been developed and primarily 
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tested on Caucasian, non-disabled males, using quantitative methods (Blustein, 2001). In 

addition, individuals with mental illnesses have little experience in career decision-making, have 

limited vocational information, and perceive few career options (Caporoso & Kiselica, 2004). 

Arnett (2000) points out that young adults without disabilities have limited career decision-

making experience and vocational information (Arnett, 2000). As a result, the applicability of 

these models to the career decision-making processes of individuals with young adults with FEP 

could be limited. 

  Alternative decision-making theories and models. In contrast to rational career 

decision-making models, alternative career decision-making theory assumes individuals do not 

apply strictly rational procedures in making decisions. Individuals use intuition, emotion, and 

subjectivity in making decisions, as well as, account for unplanned events and consultation with 

others (Amundson, 1995; Krieshok, Black, & McKay, 2009; Mitchell, Levin, & Krumboltz, 

1999; Murtagh, Lopes, & Lyons, 2011). Decision-making is neither methodical nor objective. It 

is based on incomplete knowledge (Krieshok et al., 2009). The decision maker is characterized 

as sometimes unsystematic, interdependent and impulsive during the decision-making process 

(Krieshok et al. 2009; Mitchell et al. 1999; Murtagh et al., 2011). In contrast to rational career 

decision-making theory, alternative employment decision-making theory is descriptive; thus, it 

describes how decisions are made (Krieshok et al., 2009).  

One model that developed from alternative employment decision-making theory and 

continues to be relevant in research and practice is the Interactive Model of Career Decision-

Making (Amundson, 1995). Amundson (1995) states that the career decision-making process 

requires an Awareness of rational decision-making techniques, and consideration of individual 

Contexts (culture, politics, and economics), which determine Decision Triggers (events or people 
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that highlight the need to make a decision). This results in Framing and Reframing the decision 

(highlighting certain aspects of a problem and minimizing others), and then implementing 

Decision Actions (Amundson, 1995). 

Alternative employment decision-making theory has contributed valuable insights and a 

broader view of the career decision-making process. Unfortunately, it has a limited empirical 

base, as only one model has been developed which does not take emotional or relational contexts 

into consideration (Murtagh et al., 2011).  

Though much information has been obtained from existing research about the 

employment and education participation of individuals with FEP, these studies are limited as 

they overlook that individuals are decision-makers who operate within broad contexts. In 

addition, most career development literature and career decision-making models have been 

developed for and tested on non-disabled populations and have considered few contexts 

(Blustein, 2001); thus, their application to individuals who have experienced their first psychotic 

episode is potentially limited. To improve vocational rehabilitation services and enhance the 

career participation and growth of individuals who have experienced FEP, it is essential to 

understand their career decision-making processes and the contextual influences that impact 

these processes.  

Career Development  Evidence Base 

Late adolescence through early adulthood is a period of great change, as they obtain 

education and skills that provide the foundation for their working lives. During this time, young 

people obtain education, skills, and experiences that provided the foundation for their working 

lives. But for individuals with mental illness, they face not only these typical developmental 

challenges, but they also face medical, economic, and social challenges that can prevent them 
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from achieving their career ambitions (Cook, 2006). In order to interpret findings concerning the 

career development in individuals with FEP, it is important to assess the career development of 

individuals without disabilities, those with non-mental health-related disabilities, and those with 

SMI, which are outlined to provide benchmarks for comparison.  

Career development and young adults without disabilities. Over the past several 

decades, young men and women without disabilities have increasingly pursued postsecondary 

education (Andres & Adamuti-Trache, 2008; Beaujot & Kerr, 2007). The downside of this shift 

in educational credentials is the growing number of individuals who are underemployed relative 

to their qualifications. In the Canadian context, nearly 20% of employed individuals with a 

university education work in a job that requires, at most, a high school education (Beaujot & 

Kerr, 2007). There are also numerous routes that can lead to various educational and 

occupational outcomes, largely influenced by social class and structures (Beaujot & Kerr, 2007). 

That is, individuals from higher socioeconomic backgrounds are more likely to enter and 

complete postsecondary education relative to those from lower socioeconomic backgrounds who 

are more likely work bound or unemployed (Beaujot & Kerr, 2007). Compared to previous 

generations, young adults are more likely to delay life transitions that include leaving home, 

completing education and entry into the labour force (Andres & Adamuti-Trache, 2008; Beaujot 

& Kerr, 2007; Konstam, 2007; Rojewski & Kim, 2003).  

Arnett (2000) states that the time from late teens to late twenties is a period of change and 

exploration. It is not until their late twenties that individuals make more stable choices about 

work, with work experiences focused on preparing for adult work roles (Arnett, 2000). Young 

individuals try out different possibilities that prepare them for different kinds of future work 
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(Arnett, 2000). Family experiences, particularly parents, are highly influential in moving young 

people toward their interests and eventual occupation (Arnett, 2000).  

This developmental phase is also unstable, as many young individuals have fluctuating 

career trajectories which do not become more permanent until their late twenties or early thirties 

(Athanasou, 2002). Despite this instability, career pursuit pathways have been identified in 

young adults. These pathways include: individuals who have a clear life plan and are open to 

change, those able to change their field of study or work despite experiencing difficulties, those 

permanently in a career and unsatisfied, and those who are miserable and unclear about they 

want to do (Shulman et al., 2014). 

Previous investigations found that relational support had a strong influence on the 

vocational decisions of young adults. Across multiple studies, young adults were receptive to the 

support and assistance provided to them by those in their environment when making career 

decisions (Ferry, 2006; Phillips et al., 2001; Schultheiss et al., 2001). Components of relational 

support that had positive influences on the career choices of young adults included social 

support, social integration, validation of thoughts, feelings and actions, as well as information 

and guidance (Phillips et al., 2001; Schultheiss et al., 2001). Family and friends could also 

negatively influence the vocational decision-making of young adults by ruling out career 

possibilities and obscuring decision-making (Mortimer, Gembeck, & Holmes, 2002).  

A major limitation of current studies of the career development of young adults is the 

relatively few longitudinal studies of the occupational stability of interests (Athanasou, 2002). 

Also, few influences besides support relationships have been examined when exploring the 

transition of young adults into education and employment (Athanasou, 2002). 
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Career development and young adults with non-mental health-related disabilities.  

Conditions such as physical, learning, and developmental disabilities can impede an individual’s 

career development. The lack of career development among these young adults can result from 

physical and cognitive impairments, prolonged treatment, limited early experiences, social 

immaturity, lowered aspirations and social attitudes towards disability labels and functional 

limitations (Curnow, 1989; Morningstar, 1997). Limited early vocational and social experiences 

experienced by individuals with these disabilities can restrict the vocational options they 

perceive, impair decision-making and future vocational development (Beveridge, Craddock, 

Liesener, Stapleton, & Hershenson, 2002; Curnow, 1989). A negative social status is often 

assigned to individuals with disabilities, along with lowered expectations of potential employers 

and unemployment to which individuals with disabilities are often subjected (Curnow, 1989). 

Specifically, many young adults with learning disabilities come from low socioeconomic 

backgrounds and prematurely view themselves as adults, taking on responsibilities such as 

entering into the labour force upon leaving secondary school, often with literacy and numeric 

challenges (Stewart et al., 2010). Many young adults with disabilities in the workforce earn low 

wages, and are employed in primarily low-skilled jobs with fewer chances for enrolling in and 

completing postsecondary education (Chambers, Rabren, & Dunn 2009; Human Resources and 

Development Canada, 2010; Winn & Hay, 2009).  Several studies have generally found that 

individuals with disabilities transition into adulthood sooner than non-disabled young adults, 

though variations in career paths exist within and across disability groups (Beveridge et al., 

2002; Caton & Kagan, 2007; Curnow, 1989; Human Resources and Development Canada, 2010; 

Lindstrom, Kahn, & Lindsey, 2013; Stewart, Stavness, King, Antle, & Law, 2006; Winn & Hay, 

2009). For instance, Honey, Mairuki, Emerson, & Llewellyn, (2014) found that half as many 
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individuals with disabilities were working full-time by 25 years of age, compared to individuals 

without disabilities. 

Several barriers related to employment and education participation are related to system 

factors that include exclusion from employment services due to not meeting program eligibility 

criteria, poor communication between clients and service providers, as well as program time 

restrictions (Stewart et al., 2006). Other barriers to employment participation for individuals with 

disabilities include lack of work experience, limited access to postsecondary education and 

training, as well as prejudice and discrimination in the workplace (Lindstrom et al., 2013). 

Achterberg, Wind, deBoer, & Frings-Dresen, (2009) conducted a systematic review that studied 

factors which promoted or deterred young individuals from entering the labour market. They 

found that among young individuals with disabilities entering the labour market, those with 

epilepsy, motor impairments, were wheelchair dependent, had co-morbidities or a developmental 

disability had greater chances of unemployment relative to individuals without these types of 

disabilities.  

One strength of existing studies is the conduct of systematic reviews comprised of 

extensive literature searches and analysis of a broad range of disabilities. Limitations include 

longitudinal studies with short-durations of follow-up (2-years or less), and a lack of focus on 

social and internal influences that might influence employment participation (Burchardt, 2004). 

In addition, the criteria used for identifying disabilities were often not stated in articles 

(Burchardt, 2004).  

Career development and individuals with serious mental illness. During late 

adolescence and early adulthood, individuals are vulnerable to the onset of SMI or mental health 

disabilities characterized by severe and enduring symptoms that significantly impact one’s life 
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functioning (Krupa, 2011) This results in social and vocational deficits that limit career 

experiences and opportunities (Browne & Waghorn, 2010; Gewurtz et al., 2006; Jones et al., 

2006; Krupa, 2011; Tschopp, Bishop, & Mulvihill, 2001).   

For individuals with an SMI, illness onset is often over a period of several years as 

opposed to an acute onset (O’Day, Killeen, & Goldberg, 2006). Similar to others in the general 

population, individuals with an SMI display a variety of career patterns characterized by variable 

levels of education, skills, employment histories, career aspirations, and career mobility (O’Day 

et al., 2006). Often individuals with an SMI experience declines in performance, hours worked 

and income earned when symptoms emerge (Botterbusch, 2000; Mowbray, Bybee, & Harris, 

1994). 

Compared to their non-disabled peers, young adults who have an SMI have lower levels 

of education, financial and residential independence (Vander Stoep et al., 2000). Young adults 

who have an SMI are also at a greater risk of vocational interruption due to reliance on 

government disability benefits, limited accessibility to vocational services and programs, and 

stigma experienced from the community, healthcare providers and their families (Gioia, 2005). 

There are several barriers to employment and education faced by individuals with SMI. 

These include a lack of congruence between individuals and their work environment, competing 

activities (caring for family, volunteer or school work) mental and physical health problems, lack 

of decision-making experiences, deficits in developmental experiences and systemic factors 

(Tschopp et al., 2001). For individuals with an SMI who are enrolled in postsecondary education,  

increased intensity and duration of symptoms have been found to be related to poor academic 

performance and attrition (Kennedy-Jones, Cooper, & Fossey, 2005). In contrast, factors 

contributing to vocational success include involvement in productive activity prior to illness, 
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developing skills to manage symptoms, actively working to maintain and improve mental health, 

and connecting with others in the workplace (Kennedy-Jones et al., 2005).  

Furthermore, the majority of individuals with an SMI enrolled in postsecondary 

education who are not involved in supported education programs (i.e. programs that help 

individuals with mental illness receive the education and skills they need to achieve their 

recovery and career goals) often enroll several times (Collins, Mowbray, & Bybee, 2000; 

Megivern, Pellerito, & Mowbray, 2003; Mowbray & Megivern, 1999). Participants indicated that 

they changed their career goals during the course of studies due to symptoms, with individuals 

who had the first onset of symptoms beginning during their studies having the greatest frequency 

of re-enrollment (Collins et al., 2000). Additional reasons included financial and family 

difficulties, low social and family support, and lack of integration into the educational setting, 

which are important factors for those who are either involved or not involved with supported 

employment programs (Collins et al., 2000; Mowbray & Megivern, 1999; Megivern et al., 2003).  

Despite these discouraging career development patterns, in one study, most participants 

worked during follow-up periods, with a large majority in competitive jobs working for over half 

of the follow-up period (Baron & Salzer, 2000). Individuals reported numerous benefits to 

working which included improved self-esteem, relationships and illness management (Becker, 

Whitley, Bailey, & Drake, 2007; Provencher, Mead, & Mueser, 2002). Unfortunately, most 

individuals worked in service industries in entry-level positions, with low-wages and few or no 

benefits (Baron & Salzer, 2000).  

Regrettably, early vocational identity development is often not emphasized after illness 

onset and vocational rehabilitation for individuals with an SMI has been overshadowed by the 

idea that vocational success is only likely when an individual was competitively employed prior 
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to their illness (Gewurtz et al., 2006; Gioia, 2005). Fear of negative judgments limits 

employment possibilities and holds individuals back from achieving their career goals (Gewurtz 

et al., 2006; Gioia, 2005).  

Though increased attention has been brought to the vocational development of 

individuals who have experienced an SMI, there could be a richer understanding with the wider 

use of qualitative methods (Dunn, Wewiorski, & Rogers, 2010). According to Bond, Drake, & 

Becker (2012) studies have also been restricted to small samples, limiting the generalizability of 

results. In addition, Gewurtz et al. (2006) indicate that most studies of vocational program 

outcomes have focused on individuals without the formal education or training required by many 

careers, which provides only a partial picture of career development among individuals with 

SMIs. Finally, Turner et al. (2015) state that existing studies have been primarily cross-sectional 

and do not capture how participants’ vocational experiences change over time. These limitations 

highlight the need for a stronger focus on understanding the processes associated with the 

vocational development of individuals with SMI and the influences on these processes, 

especially among those in different stages of vocational development and diverse subgroups such 

as those living in rural regions and those with co-existing conditions. 

Career development of individuals with first-episode psychosis. Individuals with FEP 

experience declines in vocational performance from the prodrome phase to the acute phase in a 

fluid fashion, often before their illness is recognized and addressed by mental health 

professionals (Brown, 2011). Early difficulties reported by those with FEP include poor 

concentration, depression, anxiety, and fatigue which interfered with learning, working, socially 

engaging with others, and arrested development of their work identity (Brown, 2011). 

Individuals’ difficulties in social and activity participation of individuals have been found to be 
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related to battling with competency, diminishing commitment and feeling different from others 

(Woodside et al., 2007). 

FEP is often characterized by disengagement from social and vocational participation and 

frequent transitions (Krupa et al., 2009; Woodside et al., 2007). These transitions often involve 

individuals moving away from familiar settings and supports, difficulty managing cognitive 

limitations and mood irregularities, dealing with risk factors such as substance abuse, learning 

disabilities and parental mental illness, while trying to succeed participating in social and 

vocational activities (Woodside et al., 2007). Newly diagnosed young adults with FEP are 

especially at risk of becoming vocationally disrupted due to early dependence on government 

assistance, limited availability and quality of vocational services, stigma, and beliefs by some 

families and mental health professionals that employment may cause stress that limits vocational 

recovery (Rinaldi et al., 2010a).  Comparing young adults with FEP to young adults without 

mental illness, individuals with FEP are less likely to be residentially and financially independent 

compared to those without mental illness (Roy et al., 2013). Those with FEP are also less likely 

to be studying and perform poorly in school compared to those without mental illness (Roy et al., 

2013).  Individuals with FEP who have low levels of global functioning and negative symptoms 

have increased odds of disengagement from competitive employment and education (Dewa et al., 

2012; Norman et al., 2007). 

Recovering from FEP requires individuals to reconstruct their lives in order to move 

forward (Brown, 2011). Returning to social and vocational activities requires individuals to 

develop new plans and more balanced lifestyles, adjust their participation by accounting for their 

limitations, learning new skills, and how to participate within changing social contexts (Krupa et 

al., 2009). For those with late onset psychosis, some of whom have established careers, returning 
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to work and earning money are important recovery indicators, with income being a determining 

factor in deciding when to return to work (Woodside & Krupa, 2010). Upon return to work, these 

individuals place priority on their health by creating adjustments to established careers by 

reducing work hours, making life adjustments due to reduced incomes, moving to less skilled 

positions, or retraining for new work roles (Woodside & Krupa, 2010). Turner et al. (2015) 

found that participation in non-paid work was another important component of recovery for 

individuals with FEP. Roy et al. (2016) found that students with FEP used various strategies to 

succeed within the academic environment, such as, returning to school part-time, aiming for 

lower grades to improve their chance of passing, or dedicating themselves to their education at 

the expense of other life areas such as social activities and romantic relationships. Career 

development is also important to individuals with FEP who have substance use disorders 

(Luciano & Carpenter-Song, 2014). Those satisfied and engaged in substance abuse treatment 

are more active and pursue ambitious career goals, developing careers in treatment through 

school and work placements, despite irregular employment and education histories (Luciano & 

Carpenter-Song, 2014).  

Though increased attention has been brought to the vocational development of 

individuals who have experienced FEP, a greater contextual understanding of illness experience 

could be achieved with increased use of qualitative research methods (Krupa et al., 2009; Roy et 

al., 2009). In addition, current studies have been primarily cross-sectional and do not capture 

how participants’ vocational experiences change over time (Basheev et al., 2012; Bond et al., 

2015; Brown, 2011; Killackey et al., 2008; Roy et al., 2013; Turner et al., 2015). Studies have 

also lacked ethnic diversity (Brown, 2011).  In order to have more applicability to the FEP 

population, greater diversity needs to be included in future investigations (Brown, 2011). 
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Career Development Interventions 

 

An important part of transitioning into adulthood is employment, which provides young 

adults with many financial, social and emotional benefits. To be successful during this transition, 

career development interventions have been created to develop transferrable skills and address 

obstacles. 

Career development interventions and young adults without disabilities.  Career 

development programs and services for young adults without disabilities have focused on 

building individuals’ career exploration skills, goal setting skills, learning and interpersonal 

skills (Turner & Conkel, 2010). These programs have primarily targeted socially marginalized 

youth who are preparing for the workforce (Turner & Conkel, 2010) or young adults who are in 

either the early stages of secondary school or transitioning from secondary school into 

postsecondary education or the labour force (Borgen & Hiebert, 2006).  Despite the creation of 

these programs, service providers have only had limited success in promoting the career 

development of these target groups (Borgen & Hiebert, 2006; Schaefer & Rivera, 2012; Turner 

& Conkel, 2010). Though suburban and inner city schools students who completed these types of 

programs developed clearer career goals, were more contemplative in thinking about college and 

career opportunities, and improved their work readiness skills (Schaefer & Rivera, 2012; Turner 

& Conkel, 2010), these programs were successful only if they were carried out in stages, and 

focused on the academic, social and personal development of students (Schaefer & Rivera, 2012; 

Turner & Conkel, 2010). In a literature review of 32 secondary school transition evidence-based 

practices, only two practices were found to have a strong level of evidence pertaining to 

improving teachers’ skills in relation to student development (Test et al., 2009).  These findings 

suggest that more research needs to be conducted to improve secondary school transition 
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practices with respect to teaching skills, also including a focus on evaluating student outcomes in 

these programs 

A broad range of variables were found to influence young adults’ readiness to benefit 

from career interventions. Personal characteristics and surroundings, insufficient self-knowledge, 

limited availability of career options, and limited previous experience with career interventions 

contributed to ineffective use of career interventions (Sampson Jr., McClain, Musch, & Reardon, 

2012). Consequences of ineffective use of career interventions included early disengagement, 

negative assessment of skills and interests, premature restriction of choices, limited exploration, 

and dependent decision-making (Sampson Jr. et al., 2012). 

Borgen and Hiebert (2006)  recommend greater youth involvement in the development of 

programs and services available to individuals without disabilities and a reconfiguration of these 

services to better reflect their contextual realities (Borgen & Hiebert, 2006). Employment 

preparation courses were also limited across school districts in terms of few course offerings 

strictly offered in classroom settings (Guy, Sitlington, Larsen, & Frank, 2009).  

            Shortcomings of prior research include the lack of systematic and rigorous design and 

evaluation of career interventions, in addition to few available evidence-based practices in 

secondary school transition (Sampson Jr. et al., 2012; Schaefer & Rivera, 2012; Turner & 

Conkel, 2010). 

Career development interventions and young adults with non-mental health-related 

disabilities.  Research that has examined employment interventions for young adults with non-

mental health disabilities suggest an integrative approach to career development planning be 

taken which accounts for their needs with respect to career exploration, medical demands, 

societal and environmental barriers (Lorenz, 2011). Career development planning should include 
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training staff to work collaboratively with students, family, vocational rehabilitation specialists 

and medical teams to ensure optimal client outcomes (Lorenz, 2011). Key elements of optimal 

service delivery include family and person-centred services and multi-skilled interdisciplinary 

teams that deliver interventions targeted toward self-management and self-determination skills 

(Stewart et al., 2006). Strategies to enhance the early career development of young adults with 

non-mental health disabilities also include developing individuals’ attributes and skills, 

broadening the range of careers explored, creating initial work experience opportunities, 

obtaining post-secondary education, providing job supports, and advocating for change in the 

workplace (Lindstrom et al., 2013). In addition, elements of best practice in transition and 

support interventions include: collaboration, navigation to support youth and families through 

transition, building the capacity of all persons involved in transitions, having useful and 

accessible information and education at all levels (i.e. youth, families, and community members) 

and ongoing research (Stewart et al., 2010) 

Unfortunately, previous literature has been primarily confined to theoretical discussions, 

with a lack of emphasis on the conduct of research studies, and a limited focus on internal and 

social influences that impact the outcomes of career development interventions (Lindstrom et al., 

2013; Stewart et al., 2010).  

Career development interventions and individuals with serious mental illness. 

During the past few decades as individuals with SMI have transitioned from institutions into 

communities, several types of vocational services have been implemented to help these 

individuals obtain and maintain competitive employment (Kirsh, Krupa, Cockburn, & Gewurtz, 

2006). 
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            Employment counselling. The goals of employment counselling are to help clients 

develop a greater awareness of their disability, strengths and limitations within the context of 

work (Krupa, 2007), as well as, develop a personal vocational plan that reflects their interests, 

values and skills (Kirsh et al., 2006). An individual work plan can include exploring barriers to 

employment, vocational assessment, labour market research, educational research and planning, 

and work experience placements (Kirsh et al., 2006). A potential issue with employment 

counselling is the possibility of clients viewing counsellors as experts instead of facilitators, as 

those with an SMI often have limited self-knowledge, unrealistic goals, and inappropriate work 

behaviours due to their vocational immaturity (Caparoso & Kiselica, 2004). As a result, they 

may need more assistance relative to clients without mental illness in understanding life roles 

and making life and vocational decisions (Caparoso & Kiselica, 2004). 

            Transitional employment. Transitional employment is available to individuals with an 

SMI as a possible and significant step for individuals in venues such as clubhouses and social 

enterprises (Corbière & Lecomte, 2009; Lysaght, Jakobsen, & Granhaug, 2012). Transitional 

employment is usually negotiated between vocational staff and employers, and consists of part-

time jobs that can be easily taught without requiring specialized skills and are often time-limited 

(Bond, Drake, Becker & Mueser, 1999; Henry, Barreira, Banks, Brown, & McKay, 2001; Kirsh 

et al., 2006). The main goal of transitional employment is for clients to improve their self-esteem 

and sense of independence that will help them to achieve competitive employment (Jones et al., 

2005; Kirsh et al., 2006). Transitional employment has been criticized because of the lack of 

rigorous research examining its effectiveness (Bond et al., 1999). It has also been criticized for 

promoting client dependence, thus undermining client movement to competitive employment 

(Henry et al., 2001). 
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Social enterprises. Work integration social enterprises are organizations that have dual 

objectives, one economic and the other social. In the mental health sector, social enterprises are 

structured to create employment or employment transition for individuals with mental illnesses 

(Krupa, Howell-Moneta, Lysaght, & Kirsh, 2016). Social enterprises fall into several categories 

in the mental health sector. Social enterprises include businesses that employ individuals with 

mental illnesses and include entities labelled as affirmative businesses, work integration, and 

self-employment/micro-enterprise (Mandiberg, 2016). Social enterprises can also generate 

income that provides funds for a mission-based organization (Mandiberg, 2016). Expenditure 

generating social enterprises also exists within non-profit and mission-based organizations to 

procure pay-outs that were made outside the organization. For instance, a non-profit business 

that owns apartment buildings may create a contracting business to paint their apartments once 

they are vacant (Mandiberg, 2016). Social enterprises also include those that assist mission-based 

organizations with obtaining funds, such as small financial institutions (Mandiberg, 2016). 

Additionally, social enterprises can include mental health consumer operated organizations that 

are committed to the financial and community development of mental health communities. An 

example includes the creation of a credit union for individuals with mental illnesses (Mandiberg, 

2016). Joint venture social enterprises are cooperative businesses that benefit more than one 

organization, which can include the combination of non-profit and for-profit organizations 

(Mandiberg, 2016). Finally, independent social enterprise businesses are freestanding 

organizations that employ individuals with mental illnesses (Mandiberg, 2016). 

Researchers have found social enterprises provide career development benefits to 

individuals with mental health disabilities. Social enterprises provide additional income, 

opportunities to build employment experience, flexible and supportive work environments for 
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individuals who have difficulty maintaining a job as a result of trying to stabilize their mental 

health (Buhariwala, Wilton, & Evans, 2015; Lysaght et al., 2012; Mandiberg, 2012).  

Though social enterprises provide benefits to individuals with mental illness, there are 

limitations. Most individuals work part-time with few earning above minimum wage with wages 

unlikely to increase due to the nature of jobs created and government regulations constraining the 

income earned by individuals on disability benefits (Buhariwala et al., 2015).  

Supported employment.  Interest in supported employment developed from the lack of 

government legislation addressing the vocational needs of those with SMI and their limited 

access to vocational services (Anthony & Blanch, 1987). Throughout the 1970s and 1980s the 

development of supported employment programs increased due to the development of mental 

health legislation and growing number of vocational programs and improvements (Anthony & 

Blanch, 1987), and reflect the recovery ideology where individuals with SMI believe they can 

manage their illness and live fully functioning and meaningful lives (Drake, 1998). The support 

employment approach is based on the following philosophical assumptions: 1) All individuals, 

regardless of disability, can performance meaningful work in in ‘normal’ settings; 2) support is a 

function, with many work goals that can be supported; and 3) employment should be considered 

part of the larger environmental context (Anthony & Blanch, 1987). Given these assumptions, 

supported employment programs provide competitive employment- that is, jobs that pay 

minimum wage and align with client choices and capabilities, without requiring lengthy pre-job 

training (Corbière & Lecomte, 2009). Supported employment programs have demonstrated 

superior results in securing competitive employment for clients over traditional vocational 

programs (Corbière & Lecomte, 2009). The Individual Placement and Support model (IPS) is a 

type of supported employment program used with individuals with different types of SMI 
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(Corbière, Bond, Goldner, & Ptasinski, 2005), and is a manualized intervention with 

operationalized principles which are based on the evolution of combined clinical-vocational 

programs (Drake, 1998). In evaluations of randomized controlled trials, IPS consistently 

increased competitive employment and education participation among individuals with an SMI 

(Ellison et al., 2015; Marshall et al., 2014). IPS supplemented with an educational component 

(i.e. completion of mainstream education with the addition of support services) helped 

individuals with SMI achieve their employment and educational goals, increased entry to 

competitive employment or education, the number of hours worked per week  (Browne & 

Waghorn, 2010), and the tenure of employment (Ellison et al., 2015). IPS is an evidence-based 

practice that emphasizes rapid job search based on consumer preference and continuing support 

to employers and consumers. It is facilitated by an employment specialist who contributes to 

treatment planning and delivery (Burns et al., 2007; Corbière et al., 2005).  

Despite evidence-based interventions such as IPS being effective in improving the 

employment and education outcomes of those with SMIs, it is not standard practice across 

mental health systems worldwide (Harvey, Modini, Christensen, & Glozer, 2013; Marino & 

Dixon, 2014; Murphy & Brewer, 2011). Reasons for lack of adoption include: limited 

penetration of employment services, lack of clear payment mechanisms (Mueser, Drake, & 

Bond, 2016),  outsourcing of employment services, budgetary limitations faced by programs, 

variability of services that lack fidelity, and lack of integration of services and providers, and 

social attitudes (Harvey et al., 2013; Marino & Dixon, 2014; Murphy & Brewer, 2011).  

Career development interventions and individuals with first-episode psychosis. 

Supported employment. Individuals with FEP often want to work despite numerous 

challenges, but by the time they come into contact with mental health services with many have 
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disengaged from education or employment (Rinaldi et al., 2010a).  IPS is an evidence-based 

supported employment intervention that has been successful helping individuals with SMI return 

to employment and education and has been translated to individuals with FEP (Killackey, 2015). 

The benefit of IPS in early interventions services is that it minimizes the duration that young 

individuals are out of education and employment, and by focusing on education and 

employment, IPS has the potential to help individuals with FEP begin and develop a career when 

vocational development is normally being engaged in (Killackey, 2015).  

Across different types of study designs, vocational interventions embedded within early 

intervention services have helped individuals with FEP participate in competitive employment or 

education. Specifically, intervention programs that provided IPS reported improvements in 

employment and education outcomes among those with FEP including entry into employment 

and/or education (Basheev, Allott, Jackson, McGorry, & Killackey, 2012; Bond, Drake, & 

Luciano, 2015; Major et al., 2010), increased number of hours worked per week, and increased 

longevity of employment compared to traditional vocational rehabilitation approaches 

(Killackey, Jackson, & McGorry, 2008). In addition, when IPS was augmented with supported 

education, the number of individuals with FEP who participated in competitive employment and 

/or education increased (Nuechterlein et al., 2008; Rinaldi et al., 2010b). Despite IPS being an 

evidence-based intervention that improves employment and education outcomes of those with 

FEP, it is not standard practice in early intervention programs (Bond, Drake, & Luciano, 2015). 

IPS has also not systematically undergone randomized controlled trials with individuals who are 

in the early stages of FEP (Killackey et al., 2006). As a result, it is difficult to establish the 

effectiveness of interventions for individuals in recovery from FEP (Killackey et al., 2006). 

Future studies require additional randomized controlled trials of vocational interventions in order 
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to establish their effectiveness in the FEP population (Major et al., 2010). Other limitations of 

vocational intervention research include short durations of participant follow-up which make it 

difficult to evaluate gains in individuals’ vocational development (Basheev et al., 2012; Bond et 

al., 2014).  Small sample sizes limit the generalizability of findings to the first episode 

population due to limited power to examine the impact of several employment outcomes 

(Killackey et al., 2008).  

Summary  

FEP is a debilitating condition which often emerges during late adolescence and early 

adulthood when individuals are working toward educational, employment and career goals, 

which can be disrupted due to a range of medical, internal and environmental influences. These 

disruptions can result in social isolation, poor education and employment performance or 

disengagement, diminished quality of significant relationships, financial and residential 

dependence, substance use and discrimination. 

Although there is an increasing quantity of literature targeted to improving the 

employment and educational outcomes of individuals with FEP, they are limited by small sample 

sizes, few longitudinal and qualitative studies. Research has not specifically examined the career 

decision-making processes of individuals with FEP. A representation of the career decision-

making processes of individuals with FEP would provide a contextual understanding of their 

vocational behaviours and needs, which would better enable rehabilitation services to facilitate 

their career development. 

Therefore, the purpose of this study was to advance a model of the career decision-

making processes of individuals with FEP and the influences that impact these processes using 

the Grounded Theory method of Strauss and Corbin (1990, 1998) as a guiding framework. 
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CHAPTER 3 

Methodology 

Introduction  

The goal of this qualitative study was to advance a theoretical model that illustrates the 

career decision-making processes of individuals who experienced FEP. This chapter describes 

the methods used in developing the model and outlines the background and assumptions of 

Grounded Theory, the research design, study settings, participant recruitment, researcher 

reflexivity, suitability of study materials, data collection and management, data analysis, study 

trustworthiness and ethics. The chapter concludes with a summary. 

Background of Grounded Theory 

Two sociologists, Barney Glaser and Anselm Strauss, developed Grounded Theory in 

order to provide a legitimate approach for conducting qualitative research and provide an 

empirical approach for developing theory (Creswell, 2009). In Grounded Theory, theories are 

‘grounded’ in data from the field which is then used to explain actions, processes or interactions 

by interconnecting categories of information based on data collected (Hallberg, 2006). The 

development of a theory might help explain a practice or provide a framework for further 

research. The intellectual dissension between Glaser and Strauss about the meaning and 

procedures and Grounded Theory resulted in three popular and subsequent approaches to 

Grounded Theory, that of Glaser, Strauss and Corbin, and Charmaz (Hallberg, 2006). Glaser’s 

approach is positivist, Strauss and Corbin’s approach is post-positivist, while Charmaz’s 

approach is constructivist (Hallberg, 2006).  Positivists believe an objective reality exists, where 

the researcher and phenomenon under study are independent, whereas, post-positivists believe 

the background, knowledge, and values of a researcher influence what is observed and 
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interpreted (Creswell, 2009; Hallberg, 2006). Constructivists believe multiple realities exist and 

data is constructed through interactions between researchers and participants with the researcher 

adopting a reflexive approach (Creswell, 2009; Hallberg, 2006).  Strauss and Corbin’s method 

was selected for this study due to its systematic approach and analytic procedures, which were 

attractive given this was the researcher’s first Grounded Theory study. 

Despite the philosophical differences between the approaches, there are common features 

of Grounded Theory that include: collection and analysis of data in a simultaneous fashion; 

intensive interviewing; theoretical sampling (sampling based on emerging results); different 

levels of coding, with categories and their properties being generated by the data, and 

identification of a core category brought together by constant comparisons (Hallberg, 2006). 

Theoretical Framework 

In this study, no overarching theoretical framework was selected as Grounded Theory 

methods were employed to address the research questions. The main purpose of Grounded 

Theory is to advance a substantive theory, grounded in the field data collected (Strauss & 

Corbin, 1990, 1998). Existing theories of career development (Life-Span, Life-Space Theory, 

Social Learning Theory, and Social Cognitive Career Theory) and career decision-making 

(Rational and Alternative Theories of Career Decision-Making) informed the development of the 

research questions and participants’ semi-structured interview protocols. These theories also 

facilitated the analysis and interpretation of study results, and the validation of relationships 

between categories and emerging theories. 

Research Design  

The Grounded Theory approach of Strauss and Corbin (1990, 1998) was used to guide 

the study design, sampling, and analysis of this study.  As previously mentioned, Grounded 
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Theory is a research strategy in which the researcher derives a theory that explains a process, 

action, or interaction generated from data gathered and analyzed (Creswell, 2009; Denzin & 

Lincoln, 1994). Grounded Theory uses an iterative design that includes several cycles of data 

collection and analysis (Creswell, 2009). Grounded Theory was suitable for this project since its 

goal was to generate a substantive theory of the career decision-making processes of individuals 

who experienced their first psychotic episode incorporating the perspectives of clients, healthcare 

providers and clients’ family members. Existing career decision-making theories are limited and 

incomplete as they do not consider valuable variables of interest and were developed for and 

tested on populations without disabilities (Blustein, 2001). To develop a theory of the career 

decision-making of individuals with FEP, it was important to speak to them about their career 

decision-making in order to capture their perspectives and concerns. It was also important to 

discuss client decision-making with agency staff, as they have specialized knowledge of the 

mental health of their clients and an in-depth understanding of the unique employment 

challenges encountered by individuals with FEP. In addition, it was also imperative to discuss 

client decision-making with family members, as they intimately understand the context within 

which the career decision-making of their loved ones occurs.  

In client interviews, participants focused on describing their career decision-making 

activities prior to and following their first episode, and the influence of psychosis-related 

symptoms on their decision-making activities. In addition, clients emphasized the strategies they 

used to reengage in vocational and social activities following their first-episode. In staff 

interviews, participants focused on the impact of psychosis-related symptoms on their clients’ 

career decision-making activities, and the challenges clients faced managing their illness. Staff 

also stressed the impact of environmental influences on their clients’ career decision-making. In 
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contrast to client and staff interviews, parent interviews focused on describing the psychosis 

experience of their children and the impact it had on career decision-making and several facets of 

their lives. Parents also described the challenges their children faced in their recovery and their 

support role. 

Researcher Reflexivity Statement 

The ontological and epistemological perspectives of a researcher influence the paradigmatic 

framework selected, and the nature of data collection and analysis (Higgs, 2001). This section 

provides an outline of my personal experiences that shaped the ontological and epistemological 

perspectives of this study.  

I was born and raised in a working class family. Though we had limited disposable income 

and access to social and educational opportunities, my family raised me with strong values.  The 

values that have shaped the course of my life include assisting those less fortunate, and a belief 

that everyone is entitled to participate in meaningful activity, regardless of their abilities. 

These values have served me well during my life, especially when I became ill with an SMI 

when I was 16 years old. For several years, I struggled to maintain stability due to inadequate 

medical management and few suitable supports. Despite several obstacles, I managed to pursue 

higher education and develop a passion to help others in similar situations, which allowed me to 

channel my frustrations and apply my knowledge of the mental health care system. 

I worked as a sexual assault counsellor and mental health counsellor, which provided many 

opportunities to apply my knowledge, education and clinical skills. I enjoyed my positions, but I 

felt limited as I had a desire to produce research that could potentially inform my clinical 

practice. 
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    Many of my clients who experienced psychosis often engaged in few productive 

activities, collected disability benefits and had fatalistic views of their illness. Though existing 

research indicates dismal employment rates for those with FEP and SMIs, programs have 

emerged that have helped improve the employment and education participation of these 

populations. Despite these findings, I have always wondered how individuals with mental 

illnesses decided whether or not to participate in education or employment. I think that in order 

to make any significant improvements to the working lives of those with FEP or any mental 

illness, an understanding of how individuals come to make decisions about education and 

employment participation is paramount. 

  With my questions in hand, and skills I have learned in my doctoral program, I allowed 

my knowledge, experience and intuition guide the research process. My main concern was over-

identifying with clients and allowing my personal experiences, opinions and values to colour my 

interpretation of participants’ responses. This concern was something I mentally and verbally 

documented throughout the study in a reflexive diary. If I was overly affected by a client’s story 

or becoming intrusive in an interview, I acknowledged this and took a step back. 

During the first stage of the research process, I connected with potential research sites 

and met with program coordinators in person to establish working relationships and discuss 

strategies to recruit participants. I had conversations with each participant prior to their 

interview, so we could become familiar and comfortable with each other. This process allowed 

clients to open up and provide richer detail in their interviews. I also spent the amount of time 

that participants were willing to provide and did not pressure them. I also remained behind after 

interviews were completed, if participants wanted to talk. Many participants asked if I had any 

personal experience with psychosis and challenges with employment. I was candid in answering 
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their questions. Overall, most participants expressed that they enjoyed the interview topic and 

felt it was relevant to them. 

Working relationships with program managers and site staff were positive, though it was 

difficult to recruit participants at the beginning of data collection due to staff time constraints and 

client no-shows. To facilitate efficient data collection, I increased my physical presence at each 

research site. I adopted an ‘outsider-insider’ stance at each research site. That is, I acknowledged 

the fact I was an outsider, but became involved in site activities which helped me develop 

relationships with managers and staff. 

My analysis of all documentation was a deep process, where I not only absorbed the text 

I read, but recalled specific interviews while applying my analytic skills and knowledge in a co-

ordinated fashion. These activities brought the entire research process together, and made me 

feel that I was creating something valuable. 

Study Settings  

The three early intervention psychosis programs included in this study were located in the 

province of Ontario, Canada. These programs included were: Heads Up! Early Intervention in 

Psychosis in Kingston, Lynx Early Intervention Psychosis Program in Peterborough, and 

Cleghorn Early Intervention Psychosis Program in Hamilton. Each program accepts young adults 

ages 14-35 years who have experienced FEP and meet the standards set for psychosis early 

intervention programs set forth by the Ontario Ministry of Health and Long-Term Care (2011). 

These sites were selected as they provided access to a large number of individuals who could 

provide rich information about the phenomenon under investigation. In addition, these sites 

provided access to people in different career markets due to city size and type and a range of 

vocational programs. More specifically, the Lynx Early Intervention Psychosis Program serves 
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individuals who live in the city of Peterborough (population, 82,094 in 2016) 

(http://www12.statcan.gc.ca), and the surrounding counties of Kawartha Lakes, Haliburton, and 

Northumberland (Lynx Early Early Intervention Psychosis Program, n.d). The major economic 

sectors in Peterborough and surrounding areas include tourism, aerospace, manufacturing, water, 

and agriculture (http://peterboroughed.ca, 2017). The Heads Up! Early Intervention Psychosis 

Program serves individuals who live in the city of Kingston (population, 117,660 in 2016) 

(http://www12.statcan.gc.ca), and the surrounding counties of Hasting, Prince Edward, Lennox 

and Addington, Lanark, Leeds, and Grenville (Heads Up! Early Intervention Psychosis Program, 

n.d). The largest economic sectors in Kingston include the service sector, healthcare, agri-

business, government sector and manufacturing (Kingston Economic Development, 2017). The 

Cleghorn Early Intervention Psychosis Program provides services to individuals who reside in 

the city of Hamilton (Cleghorn Early Intervention Psychosis Program, n.d.) (population, 693,645 

in 2016) (http://www12.statcan.gc.ca), which has a broad economic base that includes 

manufacturing, life and health sciences, and food processing (Immigrants Working Centre, 

2016).  

Participant Recruitment 

 Sampling for this study began purposefully, with the selection of client and family 

participants based on recommendations of staff from participating study sites, while staff 

participants volunteered for the study (Sbaraini, Carter, Evans, & Blinkhorn, 2011). 

The following criteria were used to select client participants: 

 Between 18 and 35 years old; 

 Experienced the first psychotic episode within the previous three years; 

 Received treatment from a participating early intervention psychosis team; 

http://www12.statcan.gc.ca/
http://www12.statcan.gc.ca/
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 Identified work or advanced education as a goal; 

 Lived in the community;  

 Willing to be contacted by the investigator; 

 Able to devote 1 to 2 hours of time for a one-on-one interview; and 

 Able to communicate in English. 

The following criterion was used to exclude client participants: 

 Unable to understand and provide written informed consent. 

The following criteria were used to select staff participants: 

 Employed by a participating early intervention psychosis team; 

 Provided direct care to clients with early episode psychosis; 

 Willing to be contacted by the investigator; 

 Able to devote 1 to 2 hours of time for a one-on-one interview; and 

 Able to communicate in English. 

The following criteria were used to select family participants: 

 Willing to be contacted by the investigator; 

 Able to devote 1 to 2 hours of time for a one-on-one interview; and 

 Able to communicate in English. 

            The age range of client participants was selected for three reasons. First, most early 

intervention programs admit clients between the ages of 14-35 years (Ontario Ministry of Health 

and Long-Term Care). Individuals outside this age range are assessed by each early intervention 

program on an individual basis, with the treatment team either providing them treatment or 

referring them to another service (Ontario Ministry of Health and Long-Term, 2011). Second, in 

the general population, most individuals do not complete secondary school until they are 18 
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years old. Third, career preparation and entry often do not often occur until after secondary 

school completion, a milestone most youth achieve at about age 18. 

        Once initial data were gathered and analyzed, theoretical sampling, or sampling based 

on emerging results was then used to determine who to sample, what questions to ask during 

interviews, and what additional data to collect (Sbaraini et al., 2011; Strauss & Corbin, 1990). 

This process occurred until all of the concepts under development were well understood and 

could be substantiated in the data, or when repetitive data or no new data were obtained 

(Creswell, 2009; Strauss & Corbin, 1990, 1998). For instance, psychosis onset (early and late 

onset) was a concept that emerged from the data, and its categories and dimensions were 

developed until no new information was obtained. This was completed for all concepts included 

in the theory, which resulted in 36 participants. 

       An important consideration in this study was to recruit participants while protecting their 

identity and without intruding on their privacy. These considerations were important when 

identifying and approaching vulnerable individuals such as those who have experienced their 

first psychosis. With this consideration, contacts and strong working relationships with the staff 

at participating early intervention psychosis programs were developed in order to engage interest 

and establish staff participation in the study. Staff members were briefed at team meetings, 

where questions and concerns were addressed. To solicit potential study participants and family 

members, recruitment posters were placed throughout each facility that included tabs with the 

researcher’s contact information. Also, staff members and managers at participating sites were 

asked to identify clients, family members, and staff who may have wanted to participate in the 

research, by reviewing their client caseloads. They were asked to contact clients, family 

members and colleagues to explain the purpose of the study based on a script provided to them to 
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solicit the interest of potential participants. If a client, family or staff member was interested in 

participating, the researcher followed up to determine if they met eligibility criteria, and then 

arranged interviews and informed consent procedures.   

Suitability of Study Materials 

 The materials designed for this study, sociodemographic questionnaires and participant 

interview questions were subjected to a review process for relevance and understanding. During 

this process, copies of the questionnaires and research questions were given to one employment 

counsellor, who was a long-term employee at a community mental health agency. This expert 

went through the research questions, questionnaires and interview questions carefully to 

ascertain the appropriateness and adequacy of the protocol.  This individual suggested 

rearranging the layout of questions on the questionnaires and rephrasing some interview 

questions to make them more open-ended. The feedback from the expert was useful and the 

suggestions were incorporated. 

Having ensured the suitability of the questionnaires and interview questions, pilot testing 

was carried out on these instruments with three client participants (at two of the research sites), 

with the results included in the study data.  

This was done to determine: 

 How participants reacted to the study materials; 

 Whether items in the study material were clearly written and well understood; 

 Whether there was a need to include additional items in certain areas and exclude 

items  from  existing areas; and 

 Whether there were some items to which participants might not respond. 

Pilot test participants (one female and two males) between the ages of 18-27 years were 
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interviewed. The interview schedule worked adequately. Participants were able to answer the 

questions within the time allotted (30 min – 120 min) for the interviews. The results indicated 

that some interview questions were worded ambiguously and were reworded using simpler 

terminology. 

Data Collection and Management 

Following the testing of study materials, data collection and analysis occurred 

concurrently in stages (Strauss & Corbin, 1990, 1998). Multiple sources and types of data were 

collected which included the following: sociodemographic questionnaires, semi-structured 

interviews, documents from participating sites (i.e. program brochures, handouts of community 

employment resources, handouts of community social services, early intervention program 

meeting minutes and presentations pertaining to vocational rehabilitation), researcher memos, 

and a reflexive  journal. All data sources were analyzed, as they helped generate concepts for the 

emerging theory, provided richer contextual understanding of each study site, and gave insight 

into the experiences, decisions and interpretations that the researcher brought into the 

investigative process.  

Sociodemographic questionnaires were given to participants to complete prior to 

interviews. The following information was collected from each client participant: gender, age, 

age at the first-episode of psychosis, diagnosis, the length of treatment from an early intervention 

psychosis team, employment status, source of income, education, marital status, living status, 

and ethnicity. Information collected from staff members included: name of facility, gender, age, 

education, marital status, ethnicity, occupation, the length of employment, hours worked per 

week and hours of patient contact per month. Information collected from family members 

included: gender, education, employment status, marital status, ethnicity, and length of time 
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affiliated with the treatment facility. As one interview was conducted with a client via Skype, 

informed consent sheets and sociodemographic questionnaires were emailed to them prior to the 

interview.  

 One-on-one interviews were conducted with participants using a semi-structured  

interview protocol to enable participants to develop ideas and respond on their own terms. This 

method provided the researcher with flexibility in the sequencing of questions and depth of 

exploration (Creswell, 2009). Interviews were audio-recorded by two separate devices that were 

pre-tested to mitigate the possibility of equipment malfunction or failure. Each interview ranged 

from 30 minutes to 2 hours (On average 1 hour) and was conducted at a location mutually agreed 

upon by the participant and researcher. A second interview was included if a participant became 

fatigued during the first interview, or if upon review of the first session, issues arose that would 

be valuable to follow up with. In total, only one second interview was conducted with a client 

who had to leave the interview to attend to a family emergency part way through the first 

interview. In addition, documents relevant to career decision-making in individuals with FEP 

were collected from each study site. At the conclusion of every interview, each participant was 

given a Tim Horton’s 15 dollar gift card.  

 Following each interview, the researcher wrote a case-based memo reflecting on what was 

learned during the interview (Sbaraini et al., 2011; Strauss & Corbin, 1990, 1998). These memos 

contained the researchers’ impressions about the participants’ experiences, the interviewer’s 

reactions, or systematic questioning of pre-existing ideas related to what is said in the interview 

(Sbaraini et al., 2011; Strauss & Corbin, 1990, 1998). After a few interviews, this process 

facilitated comparisons among memos (Sbaraini et al., 2011). 
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           Audio recordings were transcribed by a professional transcriptionist and the recordings 

and transcriptions of the interviews downloaded onto a computer hard drive, and onto compact 

discs that were encrypted and kept in a locked office with locked cabinets. Interview transcripts 

were then anonymized using a pseudonym selected by each participant. In this document, 

participants are referred to with numerical codes instead of names. These procedures were 

employed in order to protect participants’ privacy and confidentiality (Denzin & Lincoln, 1994).  

            Throughout the study process, the researcher kept a reflexive journal to detail thinking 

about the research area and how it might influence analysis of the data (Strauss & Corbin, 1990, 

1998). Prior to study initiation, pilot testing was completed to refine the researcher’s interview 

skills, revise the interview questions and other data collection instruments.  

Data Analysis 

 The analytic process  involved immersion in data and repeated sorting, coding, and 

constant comparison between passages of text and emerging categories-within and between 

participants and programs (Creswell, 2009; Strauss & Corbin, 1990, 1998). Analysis began with 

open coding, which involved breaking down, examining, comparing, conceptualizing and 

categorizing segments of text line-by-line (Strauss & Corbin, 1990, 1998).  This process 

promoted the discovery of categories along with their properties and dimensions (Strauss & 

Corbin, 1990, 1998). Categories and the concepts about them were documented as code notes 

(Strauss & Corbin, 1990, 1998).  

Individuals with FEP were distinguished between those with an early or late onset of 

psychosis based on their life stage and illness (Woodside & Krupa, 2010). These groupings were 

based on age limits for late onset individuals used at each early intervention program (25 years or 

older), a study by Woodside & Krupa (2010), and six criteria set forth by Häfner, Hambrecht, 
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Löffler, Munk-Jorgensen, & Riecher-Rössler, (1998). The criteria included: finished school; 

completed occupational training; employment; own income; partnership and own 

accommodation (Häfner et al., 1998). In this study, participants were considered to have finished 

school if they completed high school, because it provided the minimum level of education 

needed to pursue postsecondary education and training. Based on these criteria, four participants 

were considered late onset psychosis as they were 25 years or older at the onset of their first-

episode and met the majority (at least four) of Häfner et al.’s (1998) six criteria. Regardless of 

their age, participants who did not meet the majority of Häfner et al.’s (1998) criteria were 

considered to have early onset psychosis (n = 14). 

Open coding was then followed by axial coding, which puts data “back together in new 

ways by making connections between categories” (Strauss & Corbin, 1990, p.97). From this 

process, categories emerged and assigned labels (Strauss & Corbin, 1990). Each category was 

developed in relation to its causal conditions, context, action strategies used to manage it, and the 

outcomes of actions carried out (Strauss & Corbin, 1990). Code notes were used to document the 

development of each category, assumed connections between them, and areas for further 

investigation (Strauss & Corbin, 1990, 1998). 

Selective coding followed. This was the integrative process of “selecting the core 

categories, systematically relating it to other categories, validating those relationships by looking 

for confirmatory and disconfirmatory examples, and filling in categories that needed further 

development” (Strauss & Corbin, 1990, p. 116). Codes and categories were sorted, compared, 

and contrasted until saturated, or no new information emerged (Strauss & Corbin, 1990, 1998). 

QSR NVivo 10 computer software was used to help code, sort, and organize text and generate 

reports (QSR International Inc, 2012).   
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Trustworthiness of Data 

          Several strategies were used to enhance the trustworthiness of the emerging findings. First, 

to establish the credibility of the results, the researcher spent several months conducting data 

collection at each site. This prolonged engagement allowed the researcher adequate time to 

observe each research site, engage with and develop positive working relationships with 

stakeholders (Lincoln & Guba, 1985).  In addition, findings were shared with every participant at 

the completion of data analysis. This allowed them to provide feedback, as well as challenge 

interpretations. In total, 10 participants provided feedback. 

Also, multiple data sources were employed and existing theories examined to provide 

corroborating evidence to shed light on emerging perspectives (Lincoln & Guba, 1985) .The use 

of rich, thick description allows readers to make decisions regarding transferability of findings to 

other settings (Lincoln & Guba, 1985). The researcher used a reflexive journal to detail 

observations, perceptions and biases, from the outset of the study, so readers understand the 

researcher’s position and any assumptions that might impact the inquiry (Strauss & Corbin, 

1990, 1998). To ensure dependability, an intense audit of the project was conducted by 

investigator’s supervisor to evaluate the accuracy and whether or not the findings, interpretations 

and conclusions were supported by the data (Lincoln & Guba, 1985). To ensure confirmability, 

data triangulation ensured that the resulting account was rich, robust, comprehensive and well-

developed (Lincoln & Guba, 1985). In addition, project review by the researcher’s supervisor 

helped contribute to confidence in the interpretations and conclusions from the findings (Lincoln 

& Guba, 1985). Again the use of data triangulation provided corroborating evidence on findings 

(Denzin & Lincoln, 1994).  
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Ethics 

         Prior to commencing the study, the proposal for this project was submitted and judged to 

be ethically acceptable by the Queen’s University Health Sciences Research Ethics, Hamilton 

Integrated Research Ethics Board, and Canadian Mental Health Association- Haliburton, 

Kawartha, and Pine Ridge Ethics Committee. 

Summary 

          FEP often emerges during a vulnerable time in an individual’s life and can impair their 

career development.  An improved understanding of the career decisions made by individuals 

who experienced their first psychosis could enable vocational rehabilitation services better able 

to facilitate their vocational participation and growth. Therefore, this study used a Grounded 

Theory approach to advance a model of the career decision-making processes of individuals who 

experienced FEP.  

          The methodology employed in this study to develop a model of career decision-making 

processes includes the background and assumptions of Grounded Theory, the research design, 

study settings, participant recruitment, researcher’s reflexive statement, suitability of study 

materials, data collection and management, data analysis, trustworthiness and ethics. 
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CHAPTER 4 

Results 

Introduction 

         The objective of this study was to advance a theory of the career decision-making processes 

of individuals who experienced FEP, with a particular focus on the internal and external 

influences on these processes. This chapter begins with a description of the study sample and 

each client participant’s diagnostic and sociodemographic characteristics. Next, client 

participants’ conceptualizations of a career will be provided, followed by an overview of a model 

that describes the career decision-making processes of individuals with FEP that is grounded in 

this study’s results. The model will then be followed by descriptions of each of its components.  

Description of the Study Sample 

        Attributes of individuals with first episode psychosis (n = 19). The majority of the 

sample consisted of males (n = 15), while 14 individuals were under 25 years of age and five 

individuals were 25 years of age and older. Almost one-third of the sample (n=7) experienced 

their first-episode of psychosis within the past year, while the remainder (n=12) experienced 

their first-episode more than 1-year ago. Participants had a variety of primary diagnoses that 

included: schizoaffective disorder (n=2), bipolar disorder (n=2), schizophrenia (n=2), 

unknown/undetermined diagnosis (n=4), psychosis (n=5), drug induced psychosis (n=3), and 

depression and anxiety (n=1). Most participants (n=13) completed ‘some college’, ‘some 

university’ or ‘some high school.’ Five participants completed high school and one completed 

university. Seven participants were students and nine were employed (full or part-time), while 

five individuals were unemployed. Finally, most participants resided with their parents (n=15), 
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and those who were students or unemployed were dependent on financial assistance from either 

family or government income support (ODSP) (see Table 4.1). 
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Table 4.1. Attributes of Individuals with First-Episode Psychosis (n= 19)  

* Participant identification by participant type (C= client, F=family, & S=staff), order (number = 1, 2, …) and intervention centre (C= Cleghorn, H=Heads Up, 

Lynx=L); Ontario Disability Support Program (ODSP).   

Participant* Gender 
Current 

Age 

Age at First-

Episode 

Time Since 

First-Episode 
Primary Diagnosis Highest Education Employment Status 

Current Living 

Situation 
Primary Income  

C1C Female 21 years 18 years 3 years Schizoaffective Disorder Some University Unemployed With Parents ODSP 

C2C Male 24 years 22 years 2 years Bipolar Disorder High School Employed FT With Parents Wages 

C3C Male 24 years 22 years 2 years Unknown Some College Employed FT With Parents Wages 

C4C Female 25 years 22 years 3 years Schizoaffective Disorder Some University Student With Parents Family Assistance 

C5H Male 26 years 25 years 1 year Unknown Some University Student Alone Savings 

C6H Male 29 years 26 years 3 years Schizophrenia Some College Employed FT With Parents Wages 

C7H Male 18 years 18 years 3 months Unknown Some High School Unemployed With Parents Family Assistance 

C8H Male 18 years 18 years 6 months Psychosis Some High School Student With Parents Family Assistance 

C9H Female 24 years 21 years 3 years Psychosis Some University Student, Employed PT Alone 
Wages, Family 

Assistance 

C10H Male 30 years 27 years 3 years Schizophrenia Some University Student, Employed PT With Parents ODSP 

C11L Female 27 years 25 years 2 years Depression, Anxiety University Employed FT Alone Wages 

C12L Male 24 years 23 years 1 year Drug Induced Psychosis Some College Student, Employed PT With Parents Wages 

C13L Male 18 years 15 years 3 years Drug Induced Psychosis Some High School Seasonal Work Group Home Family Assistance 

C14L Male 21 years 20 years 1 year Psychosis High School Unemployed With Parents ODSP 

C15L Male 22 years 21 years 1 year Unknown High School Unemployed With Parents Family Assistance 

C16L Male 23 years 18 years 5 years Bipolar Disorder High School Unemployed With Parents ODSP 

C17L Male 22 years 20 years 2 years Psychosis High School Employed FT With Parents Wages 

C18L Male 18 years 15 years 3 years Psychosis Some High School Student With Parents Family Assistance 

C19L Male 26 years 25 years 1 year Drug Induced Psychosis Some College Employed FT With Parents Savings 
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 Attributes of family members of individuals with first-episode psychosis (n=9). The 

study sample also included family members of individuals with FEP. Most parents were mothers 

(n=7) who completed postsecondary education (college or university) (n=6), were married (n=6) 

and employed full-time or part-time (n=6) (see attributes of family members in Table 4.2.). 

  Table 4.2. Attributes of Family Members of Individuals with First-Episode Psychosis (n=9) 

* Participant identification by participant type (C= client, F=family, & S=staff), order (number = 1, 2, ...) and 

intervention centre (C=Cleghorn, H=Heads Up, L=Lynx). 

 

 

 

 

 

 

 

  

Participant* Gender 
Highest 

Education 
Employment Status Marital Status 

Family Member 

Receiving Services 

F1C Female Some College Employed  FT Married Child 

F2H Female University Employed FT Divorced Child 

F3H Male 
Graduate 

School 
Employed PT Married Child 

F4H Female College Laid Off Common-Law Child 

F5H Female High School Employed FT Separated Child 

F6H Male College Employed FT Married Child 

F7H Female College Employed PT Married Child 

F8L Female University 
Unpaid 

Employment 
Married Child 

F9L Female Some College Seasonal Work Married Child 
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              Attributes of staff working with individuals with first-episode psychosis (n=8). The 

study included the sociodemographic and employment characteristics of staff working with 

individuals with FEP at participating early intervention programs. The sample primarily included 

females (n=6). Most staff completed postsecondary education (college, university, or graduate 

school) (n=7), and worked for multiple years in job positions that included titles such as: care 

coordinator (n=1), RN care coordinator (n=1), psychologist (n=1), case manager (n=1), RN case 

manager (n=2), and family support worker (n=2) (see Table 4.3.).  

       Table 4.3. Attributes of Staff Working With Individuals with First-Episode Psychosis (n=8)  

* Participant identification by participant type (C= client, F=family, & S=staff), order (number = 1, 2, ...) and                                                                                     

intervention centre (C=Cleghorn, H=Heads Up, Lynx=L) 

  

                        

 

 

 

                          

Participant* Gender Highest Education Job Title 
Length of Employment  

at Facility 

S1C Female Some University Care Coordinator 8.5 years 

S2C Female University RN Care Coordinator 19 years 

S3H Male Graduate School Psychologist 3 years 

S4H Female Graduate School Case Manager 1.4 years 

S5H Female University RN Case Manager 9 years 

S6L Female College Family Support Worker 2 years 

S7L Female College Family Support Worker 2.5 years 

S8L Male College RN Case Manager 8 years 
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What is a Career? 

            To better understand the career decision-making processes of individuals who 

experienced FEP, client participants were asked to provide a definition of a career and what it 

meant to them. Features of a career that were identified included being long-term, an expression 

of identity, with opportunities for learning and advancement, and a sense of purpose.        

Participants stated that a career involved a longstanding work commitment that provided 

opportunities for advancement. For Participant C17L, “A career, as opposed to a job, to me 

refers to something that you see as long-term with some sort of growth.” 

           Similarly, Participant C6H expressed that, “It’s permanent-something I’ll have for the rest 

of my life. Probably salaried and that it would be something I would like to do for the rest of my 

life.” A career was also perceived as being distinct and requiring a personal contribution, as 

described by Participant C11L, 

A job is simply what you do to support your basic necessities to get income flowing. But 

a career means something more, like a personal investment. It’s more than a dime a 

dozen job. There’s something special and unique about you that you bring to the table 

that qualifies it as being a career as opposed to a job.  So I think there needs to be some 

sort of personal investment.  

            In addition, a career was considered to provide opportunities for professional 

advancement, and providing high-quality learning opportunities. 

 

It means focusing on a profession and making your life and education about it-

continuously learning about it. I want to become a case manager. Currently, I am working  
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as a peer support worker, which I started following treatment. I also attend college 

studying social service work, and I’m currently in my second semester and will be 

finished next September. Once I am finished I plan on enrolling in university. (Participant 

C19L) 

            A career was also considered something enjoyable that provided a sense of purpose, self-

direction and fulfillment. “It is doing something I love that supports me, that I can give my time 

and life to (Participant C18L).” This sentiment was expressed by other participants. For instance, 

Participant C3C stated, 

A career is a job where you have your own purpose, like you’re inspired to be there and 

you have a direction that you’re going in, rather than just being told what you’re 

supposed to be doing for the day. 

Career Decision-Making Processes of Individuals with First-Episode Psychosis -          

Model Context and Overview 

The primary objective of this study was to advance a theoretical model that describes the 

career decision-making processes of individuals who experienced FEP. A model of the “Career 

Decision-Making Processes of Individuals with FEP by Phases of Illness and Recovery” is 

presented in Figure 4.1., followed by a brief description of the model’s details. For a detailed 

summary of the components of the career decision-making processes of individuals with FEP 

and its contextual influences, see Table 4.4 located in Appendix S. p.214.   



Figure 4.1 Career Decision-Making Processes of Individuals with First-Episode Psychosis by Phases of Illness and Recovery 
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First-Episode Psychosis 

Career Exploration (1) 

Career Exploration (2) 

 Contextual Influences 

CDM Process Vocational Disengagement 

Demographic 

Influences Symptom 

Onset 

Vocational & Social Decline 

Vocational and Social Participation 

Internal & Environmental Influences 

Decision Progression 



      
 

67 

The data implies that individuals with FEP transitioned through five illness-related 

phases (i.e. pre-morbid, prodrome, post-onset, early recovery and late recovery) which provided 

the context for career decision-making. The labelling of these phases was based on existing 

literature (Bourdeau, Lecomte, & Lysaker, 2015; Malla & Payne, 2005; McGorry et al., 2007; 

Yung & McGorry, 1996) (see Fig. 4.1.). 

In the pre-morbid phase, or period of time when individuals were largely asymptomatic, 

demographic features could influence the early evolution of career decision-making by providing 

information and experiences participants used to engage in career exploration activities and make 

career decisions through education attainment, geographic region, and prior employment 

experiences. For instance, Participant C19L described that individuals who achieved higher 

levels of education typically had more available career paths and opportunities compared to 

individuals with lower levels of education. 

Well, when I finished high school, I thought a job was simply something you’d do for 

the rest of your life with the minimum amount of education. Now I kind of see it like – 

sure, you can get the minimum amount of education. But you can also continuously 

learn and move along in the field and you don’t necessarily, especially in today’s age, 

you can move around a lot.  Even if you stay in the same field, you don’t necessarily 

have to do the same thing. 

 

Career exploration activities clients engaged in involved improving self-knowledge, skill 

development, and discovering interests and values. Individuals often engaged in more than one 

activity simultaneously, and not in any specific order. Participant F1C stated that various 

employment positions enabled her daughter to develop transferable skills, as well as, discover 

her aptitudes and explore her interests.  
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…I mean obviously for anybody, whether you’re sick or not, as you have a job and 

you have new experiences, you realize what you like, what you don’t like, and what 

you are good at; it gives you an idea of what kind of jobs exist. So having the actual 

jobs have helped. The exposure to the Rotary and other organizations, and meeting 

people. 

During the prodrome phase, clients experienced symptoms that included decreased 

energy and motivation, insomnia, reduced concentration and irritability. These symptoms were 

associated with vocational and social decline which included reductions in daily, work and 

school responsibilities and social isolation. For example, the first symptom noticed by Participant 

C5H was social anxiety which eventually led to isolating himself from others. 

The first thing I noticed was that I was anxious around new people when I talked 

to them. One day I’d be fine to talk to people and another day I avoided them; I 

didn’t feel comfortable around them, so I avoided them.  

 

 On the other hand, Participant S3H discussed that specific symptoms were most often 

associated with declines in the vocational functioning of his clients. “It’s almost always anxiety, 

depression, some social anxiety or other issues surrounding their decreased functioning at school 

or work.” 

As participants transitioned from the prodromal phase, they experienced their first-acute 

episode of psychosis. During the first-episode, an individual’s symptoms progressed to the point 

where they lost touch with reality. Clients struggled with symptoms such as hallucinations, 

delusions, disorganized thinking and disorganized behaviour, which they each experienced to 

various degrees, intensity and duration, and could result in hospitalization. Participant F1C 
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shared that her daughter started experiencing hallucinations, and eventually deteriorated until she 

was hospitalized. 

DeGeneres were fighting over her artwork.  Different things were happening. Blimps 

were following her – all kinds of different things where comments were made over a 

period of time.…Several weeks later, things really worsened and she ended up having 

sort of a complete breakdown and was hospitalized over at [Hospital X]. 

 

 Another mother shared that her son struggled with disorganization which negatively 

impacted him personally and financially. “But he – again, with this disorganization stuff – 

things just sort of fall apart generally. He doesn’t do the clean-up, the organizing…His financial 

and personal situation is not well thought through or handled.” (Participant F8L) 

As a result of psychosis-related symptoms, participants experienced further vocational 

and social decline, which continued through the post-onset phase and early recovery phases. For 

instance, early onset individuals became ill during a critical time when the development of work 

skills and interpersonal skills were interrupted. Some found it difficult to focus and concentrate, 

or plan and make goals. Others were unable to perform their work or school responsibilities.  

For instance, one staff member, Participant S6L explained that the impact of psychosis on 

career development often depended on the age of an individual. Younger participants were more 

negatively impacted than older participants, due to their lack of education and fewer life 

experiences, whereas, older participants were often more established in their careers before they 

became ill. 
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And I think really that depends on the age level. I mean if we’re talking about 

somebody really young, maybe they haven’t had the opportunity to really start 

thinking about what they may like to do regarding career.  And then for others, 

they’ve given a lot of thought to what they’d like to do; and perhaps in some cases 

they have already pursued career goals and then if and when they become unwell, 

they perhaps weren’t able to continue with their education, or they had to leave the 

jobs they had because of unwellness. (Participant S7L) 

Clients who struggled with psychosis disengaged socially and vocationally during the 

post-onset and early recovery phases. That is, an individual either left school, became 

unemployed, or received financial assistance from the government or their family, or a 

combination of these. While unemployed and collecting government income assistance, 

Participant C15L tried to focus on distracting himself from negative thoughts. 

 

Right now I’m unemployed and on disability. I was laid off because I didn’t have the 

confidence, which is kind of weird because I’d usually be able to do it. I try to keep 

busy, so when I keep busy I don’t think about negative stuff…I become like an ant in 

the herd and I just do what I need to.  

          From early recovery phase into the late recovery phase, some individuals’ symptoms 

gradually improved as they better learned to manage their illness and gained greater decision-

making clarity. As a result, many became more vocationally and socially active, with renewed 

interest in activities of daily living, work and social participation. For example, Participant C2C 

decided to obtain work in a factory as he grew tired of engaging in unproductive activities. 



      
 

71 

I work in a food plant.  I’m one of the workers that is in charge of vegetable prep and I 

work along with my brother-in-law, and that’s the person that got me the job…I was 

kind of unhappy about my lifestyle – just sitting at home playing games, doing 

nothing.  

Increased social and vocational participation occurred even while participants were 

partially disengaged. Though participant C4C collected government disability income, part of 

her recovery included involving herself in numerous activities. 

I am on disability and working on my recovery right now. I do a lot of things. I go 

to the gym. I have actually several appointments during the week that I come to, 

like I’m working with an RT, an OT, and [Dr. X] every week.  I also do art.  

In contrast, others remained disengaged; that is, they were unemployed, outside of 

education and on government or family assistance, or a combination of these. Participant C14L 

explained that he was inactive because he found it difficult to engage in meaningful activities. “I 

haven’t got around to pulling myself together. I’m pretty non-active. I just lie down watching TV 

pretty much. I just haven’t got around to pulling myself together to do it.” 

 In addition, Participant F6H mentioned that his son was inactive, and neither attended 

school nor work. “I don’t know if he really wants a job or return to school. He’s not doing a lot.”  

From early through late recovery, individuals became involved in career exploration, 

depending on the severity of their illness and their readiness to vocationally engage. Individuals 

were occupied in career exploration during early recovery, if they were able to manage their 

illness, whereas, those who struggled to manage their illness delayed career exploration until late 
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recovery. Participant C1C explained that as her illness improved, she engaged herself by writing, 

drawing and painting. 

I have recently started feeling much better. I have been writing about recovery, like I 

have a journal of it and my own blog. And I write fiction as well and short stories; and 

I’m working on a longer novel.  And I draw characters for stories and like scenes and I 

like to paint too.   

 

 In contrast, Participant C16L wanted to find work but was uncertain if he would pursue 

it, as he was trying to stabilize his illness and maintain his sobriety. 

Well, just basically want to find something that works for me. Part of me wants to just 

get out and find a job. But then another issue is that I am dealing with bipolar and I 

am an alcoholic. I’m trying to stay stable and clean; so that’s kind of in the way of 

that. I don’t know. I’m really up in the air on a lot of this stuff right now.  

Activities during post-psychosis career exploration included skill development, 

exploration of interests and values and enhancing self-knowledge. Individuals often engaged in 

more than one career exploration activity simultaneously, not in any specific order. In an effort 

to become self-employed doing internet advertising, Participant F9L’s son engaged in several 

career exploration activities which included researching business start-ups, setting up computer 

equipment and learning how to create internet videos. 

He’s got his whole room set up so that he could start doing – it’s like internet 

advertising kind of deal. He’s got a really, really great laptop and he’s got a web cam 

that he’s set up down there, and he has started doing how-to videos and putting them 
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on the web…He’s looked at, like what do I need? But at the same time he was 

cautious and careful. He researched very thoroughly what he’d need to get him 

started.  

Some individuals chose to return to prior employment and not engage in further career 

exploration. For instance, Participant C16L returned to carpentry after his illness due to his 

familiarity and comfort with this type of work. “The main reason I do carpentry work is because 

I’ve been brought up around it. My dad builds houses and sells them. We live in them for a year 

or two and then we usually sell them.”   

Additionally, some individuals who started career exploration early in their recovery 

found the process overwhelming and vocationally disengaged, becoming unemployed, leaving 

school, or collecting government or family assistance. Participant S4H explained that one of her 

clients experienced psychosis half-way through his studies, then returned to complete his 

education elsewhere, but eventually dropped out. 

…I have another client who – he earned two years of university and then he went to 

another city to complete his degree at a larger university and then had an episode of 

psychosis. He then returned to school, and starting feeling overwhelmed. Now he’s 

left school and chosen not to go back and complete the degree.  

Individuals developed career goals as they advanced through career exploration, though 

some remained open to other career opportunities, which was the situation of Participant C3C. 

“So I don’t really want to be confined into a single job for too long unless it’s part of my 

dream….  But who knows?  Maybe something else will come up, but I’ve got to try.”  
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 If a participant had not decided on any career goals, they remained in the career 

exploration stage until they made a decision. This was the situation of Participant of C13L who 

was uncertain of a career path, though he was aware of the qualities he wanted in a career and 

had considered a few career options. 

I want to do something that is a little out of the ordinary and that would make me 

feel good about working and like I’d have fun doing.  So like I’m saying if you 

love your job, you’ll never work a day in your life. I don’t remember exactly how 

it goes, but that is kind of what I want to do. I want to have a job that I wouldn’t 

want to work a day in my life and I’d enjoy doing. I want to get into like 

animation and maybe animated video games or movies or commercials or 

whatever – whatever I can do. I also thought, I’d love to be a therapist or someone 

that, like you get in depth and you try to figure out what’s going on and then 

trying to help them. 

Participants engaged in decision progression once they selected career goals, and took 

actions that moved them toward their goal.  

That is, they used vocational services, volunteered, networked, entered school or training 

programs. One staff participant shared that a client returned to school to eventually become a 

primary grade teaching assistant, and had taken several steps in order to achieve her career goal. 

I have a young woman who hadn’t finished high school who had psychosis and wanted 

to return to school. So the first step for her was getting her connected with some adult 

education. So her first step was that she did correspondence work at home working on 

her degree or working on her high school graduation credits; and she was able to get 
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that…And by the time September came around, she made the call that she wanted to 

work with kids, balance sort of ECE with teaching assistant. And so she went to college 

and we got her – or the occupational therapist got her connected to the student 

accessibility services at the college. And so she had a little bit of modification to her 

schedule so that she could kind of ease into college without sort of jumping in with a 

full load schedule…But she found it really challenging, as schools have different paces. 

So out of the experience she sort of said - you know what? I think I’m better in a 

primary grade as a teaching assistant and working in like one classroom so that I know 

the teacher, I know the routine, and working with the same children – same group of 

kids. So that’s where kind of she’s at. (Participant S2C) 

 

After an individual took action to move forward, they evaluated whether or not they were 

progressing toward their career goals. If they felt they were not making progress, they could 

make modifications that helped them move forward.  

Another staff participant shared that one of her clients was working full-time, and was 

interested in returning to university, but realized he needed to pursue his goal slowly and monitor 

himself.  

Another fellow who’s very successful right now – he was at university and then he 

had his break; and so now he’s working full-time and wants to return to finish 

university, but it’s dicey. He’s very sensible and organized because he’s saying – I’m 

going to do this, this month; and then next month I’m going to take a course again 

and see how that goes. And he’s done that within himself probably with some 

support and monitoring and talk over the months. But he’s recognized that he has to 
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take things slowly, but now he thinks he’ll do a different kind of course. (Participant 

S5H) 

Any stage or multiple stages of career decision-making could be influenced by internal 

and environmental influences.  According to another staff member, following the onset of illness, 

stigma can erode clients’ sense of competency and influence some to give up on their career 

goals.  

The stigma part is large issue especially for some clients. They came out of high 

school with huge goals, and now they are constantly being told that they are going to 

work some minimum wage job for the rest of their lives. They eventually give up on 

themselves because they start thinking they can’t do more. (Participant S5H) 

 

 For Participant C5H, a period of having limited income and no residence influenced him 

to establish long-term career goals. 

 

I had a year where I was homeless and had no money. I think that put a perspective 

that there needs to be some long-term career goals in place to kind of back you up 

instead of short-term goals that you can’t really rely on. 

 

For Participant C11L, the emotional support she received from a teacher influenced her to 

pursue further education. 

 

I had a really good French instructor. Her name was [Madame X]. Her just having 

such faith and self-esteem in me – like belief in me, I guess made me want to pursue 

French even more. I always loved the language, but just having somebody like really 
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see a future in me was helpful in that respect. She’s one of the reasons I continued my 

education. 

Career Decision-Making Processes of Individuals with First-Episode Psychosis –          

Model Components 

This section details each model component of the career decision-making processes of 

individuals with FEP. Each component of the model is described as it more generally relates to 

the theory. 

Subgroups that emerged from the data analysis included individuals who experienced 

early onset FEP and individuals with late onset FEP, as well as those who abused substances and 

had co-existing conditions. In addition, the model was informed by staff and family members 

who discussed the career decision-making process from their experiences and knowledge, which 

they drew from within different groups, and in some instances, across groups (i.e. staff).  

           Demographic features. This model component refers to the demographic influences that 

affected clients’ pre-morbid career exploration. Influences included prior employment 

experiences, educational attainment and geographic region. 

          Prior employment experiences.  Participants worked in a variety of jobs for short periods 

of time during the pre-morbid stage. For example, Participant C1C worked in the hospitality and 

customer service industries after she completed high school, in order to explore potential careers.  

I was a cook in a restaurant. I was an assistant at a steel, metal processing plant. 

What else did I do? I worked at a car wash doing auto detailing. I worked at a 

denture clinic and I worked in retail….These jobs seemed interesting and 

something I might like to pursue further. If they didn’t work out, I just left. 
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  Educational attainment.  This designation indicates the highest level of 

education completed by clients up to and including the pre-morbid stage. Individuals who 

did not complete high school had difficulty attaining employment. Those without a high 

school education were limited in their employment opportunities due to a lack of 

education, and used temporary employment agencies for employment.  

 Among individuals with an early onset, those enrolled in school were focused on their 

studies, with a limited focus on career exploration, as stated by staff member, Participant S7L, 

We do have people that are in school. From what I can think of right now, we have more 

individuals who are in school than we do working.  And maybe that’s just the age group 

that we’re working with….So I definitely think that shows there are goals to be working 

in the future, but they need to get through school first.  

 Early onset individuals focused on their education, but were not completely focused on a 

career, as it was perceived as something occurring in the distant future, following the completion 

of high school. This was the case of Participant C3C, whose goal was to become a chef, but 

recognized it would take time, additional education and training before he could work in his 

desired career.  

I have to get training in how to do it properly and everything, so that’s probably 

like 10 years down the road or something like that.  But that’s respectable, I think. 

Just before that I want to get to college, graduate, and start training under some 

chefs.  
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 Early onset individuals who abused substances struggled to complete their studies 

or dropped out of school.  According to one staff member, prior to the onset of psychosis, 

individuals who abused substances focused on partying which made them vulnerable to 

psychosis. 

 

A lot of the clients that we’re getting are either just finishing high school, maybe 

did high school for a year or two, and that’s where a lot of the drug-induced 

psychosis comes in because a lot of it is that younger kind of mentality – smoking 

weed, partying, and then psychosis hits. (Participant S7L)  

 

 The shift in social context was an influence for those who did not complete high 

school prior to their illness, as they struggled to return to school, choosing not to 

complete their studies at a later time due to a myriad of challenges which was described 

by staff Participant S2C, 

 

And you know it could be that school – some of them get dissuaded from 

returning to school because some of them, there’s a sizable amount that have had 

some difficulties with school. Some of its learning disabilities. Some of it is social 

anxiety and they never felt comfortable in a school setting. And then some of 

them, when they hit 21 or even 20, they don’t want to go back to school and be in 

classes with 16-year-olds.   

 

 Some individuals with a late onset pursued advanced education. Participant C3C worked 

toward a doctoral degree in philosophy, but considered a master’s degree in another field to help 

him find work that would finance his studies. 
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I was looking towards a professorship before last year or this year. Now I’m thinking 

about going for Information Sciences and employment as a librarian; and then I can pay 

towards getting a PhD instead of getting the PhD and perhaps not having a professorship.  

 Individuals who struggled with learning disabilities experienced difficulty completing 

academic studies and occupied unskilled jobs. Participant F3H described how his son worked 

minimum wage jobs and struggled prior to his first-episode of psychosis. 

It is very hard for him to do anything other than a minimum wage, basic 

job….Because even prior to the psychosis, he had a lot of – I would’ve said issues 

with executive functioning, sort of planning and making things happen, being 

places on time, and so there’s a part of me that’s wondered if learning issues were 

a contributing factor.  But again, if he refuses to address these things, it makes it 

that much harder.   

          Geographic region. The population density (small to large) and type of locale (urban or 

rural) where participants resided during the pre-morbid stage influenced their career exploration. 

Participant S6L described one client whose desire was to achieve career-based employment but 

who felt constrained by the limitations of his small community.  

He is working full-time, but wants to be doing more – you know, I want to finish school, 

I want to get a career – because what he’s doing right now is not – he doesn’t feel he’s 

living up to what he wants to be….  And so for him, he wants more of a career-based, 

long-term employment.  Sometimes it’s just the area, because it is small and rural we 

don’t have a lot of jobs and you take what you can get.   
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 In contrast, larger communities had a range of available employment services for young 

individuals following illness onset, according to another staff member. 

A lot of them have used job banks, newspapers, and the internet. Some have gone 

to our more social service agencies.  Some have used job-funding clubs. A lot of 

them use our supports which, I mean; the occupational therapist is doing some of 

those things in tandem with them….Universities and colleges also have their own 

resources to kind of get their graduates linked to jobs. (Participant S1C) 

 Employment services in larger communities were varied in the types and numbers 

of services for individuals, enhancing their capacity to engage in career exploration, after 

the onset of illness. 

 Career exploration. This component of the model consists of the activities individuals 

engaged in to find a career path. Although the same activities existed before and after the onset 

of psychosis, they often presented differently for individuals during these phases. The career 

exploration activities in these phases included developing self-knowledge, skill development, 

and exploration of interests and values. 

 Self-knowledge.  According to one staff member, an individual’s knowledge and 

application of their qualities such as their strengths, limitations, and personal insight was an 

important career exploration activity. 

Self-knowledge is a really big piece of it. If you don’t know who you are or what you are, 

how do you find out?  This girl’s fairly well-defined in a lot of ways, but she said – one 

of the family members said, “Sometimes you just have to try out something to find out if 
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it is for you or it isn’t”.  But yeah, the younger people who haven’t had those years of 

accumulating yet are often doing the same thing.  (Participant S1C) 

Self-knowledge was attained though age and experience which was often lacking in early onset 

individuals compared to late onset individuals. For instance, Participant C3C (late onset) 

recognized that his strengths were drawing and painting, but he knew his limitations, and 

addressed them through practice and seeking mentorship.  

I used to draw and paint for hours on end.  I used to go to dog shows and there was a 

painter that was basically at the dog show that I used to go and talk to and bug her for 

hours on end for all of the information on how to be an artist. So she told me what I 

needed to buy and how to paint and what to paint and what to expect.  

 Before and after the first-episode, some early onset individuals had passions they 

developed, but most lacked a sense of direction and feared making a long-term commitment to a 

career due to their youth and lack of self-knowledge, according to one staff member. 

They’re so young and they’re just full of piss and vinegar, and they don’t have that 

direction yet.  Like a lot of teenagers in our day – it’s just like – that’s why they’re 

always doing the victory lap or doing a bachelor of arts first or whatever.  You know, I’m 

not too sure what I want to do.  Because I guess having to do something for the rest of 

your life scares the crap out of them. (Participant S8L) 

            Despite this uncertainty, participants viewed their experiences and skill development as 

stepping stones to future career paths, as articulated by Participant C11L, 
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It’s not simply a pay cheque.  I mean, I can use this job to eventually follow my real 

passions. Emotionally, if it gets me to a proper emotional state, then that’s probably one 

of those important things I need right now.   

During career exploration, not only were vocational experiences and skills considered assets, 

they also provided clients with the emotional foundation they needed to pursue their career goals. 

 Skill development. In order to further their career development, participants developed 

themselves and their skills. Participant S1C expressed that co-operative placements were useful 

tools for high school students to develop their skills and knowledge, and shape their career 

choices. 

They were very lucky their program was co-op, and I think that’s another valuable tool. 

Co-op can sometimes help you understand, not just the skill and knowledge base, but the 

application of it so you can see if you’re actually going to like to do it. (Participant S1C)  

 Participant F1C’s daughter developed her transferable employment skills through her 

personal network, which expanded to include her healthcare providers after psychosis. 

Again, the occupational therapist was absolutely huge. Her father and I obviously – like 

look over the resume, we made suggestions and helped her with it. Because she goes to 

these community organizations and is involved in networks, that’s where a lot of the 

opportunities did come up. She actually has – she’s had one-on interviews for other jobs 

where there was no sort of – didn’t know anybody; but they never actually ended up in a 

job and it was always through the networking element that people got to work with her, 

knew her, and then recommended her for something or set another opportunity.  
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 In contrast, individuals who abused substances engaged in limited skill development. 

Participant F3H’s son (early onset psychosis) looked for only minimum wage jobs, becoming 

less active and motivated when he was depressed or abusing substances. 

When he is depressed or abusing marijuana – which he is right now – he kind of shifts 

into neutral, and I mean full neutral.  He doesn’t do anything.  He is doing a little bit of 

cursory looking for just minimum wage jobs and he’s taking his medication. But that’s 

about it right now. I think it’s very hard for him to motivate himself much of the time.  

 Participant F8L expressed that her son (late onset psychosis) struggled at his part-time 

job with a moving company because of substance abuse, which jeopardized his job due to his 

continued truancy from work.  

He’s got a part-time job with a local moving company two days a week; and it’s hard, 

physical labour…. And he has some money, but that’s all he’s got….He tends to binge; 

he will get some – a bottle and drink it at night…. But the next day, because he’s up 

maybe at 3:00 or 4:00 in the morning if he has to go do something the next day, he’s not 

functioning. He may end up cancelling out or not taking a sudden moving job.    

             Individuals who stopped abusing substances after their first psychosis actively explored 

their interests and searched for a career path, as was the case of Participant C12L, who wanted to 

develop a career as an entertainer (early onset psychosis). 

I mean I stopped smoking weed really fast and I think that helped – just going off the 

drugs so fast.  And it was the stress of not knowing what I really wanted to do and I’m 

like – I know. And I’ve known since I was very young. 
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Quitting drugs was also essential for Participant C19L to attend school and move towards 

a career in social services (late onset psychosis). 

Prior to becoming sick I kind of – like I’d stay up late all night drinking and 

smoking weed so I didn’t have to work. And now I actually wake up excited 

every day to go to school….I am also completing my Social Service Work  

diploma, which I will soon be finished. Next, I’m thinking of going to [University 

A] – they’re opening, or possibly opening, a B.S.W. course in September, so I’m 

considering it.  

 According to one staff member, the post-onset and recovery phases brought challenges 

for clients who wanted to develop their skills as they were either unemployed or underemployed, 

and those who were underemployed worked in unskilled, low paying jobs. 

So most of the people who I have seen personally, I would describe as either unemployed 

or under-employed, meaning that they are now working in a position where their salary 

and hours are less than they would’ve been before they became ill.  (Participant S6L) 

 Another staff member mentioned that for those who returned to work, some returned to 

the positions they had prior to illness, since it provided them with a familiar work routine and 

supportive environment that helped them manage stress and their jobs when symptoms became 

disruptive. 

They’re much better off because they’ve already developed those skills, you know; and a 

lot of times they’ve already got a job. They’ve already got a reputation in that job and so 

they’re not as likely to get let go as someone who early on has become ill and not 
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developed those skills to work. Sometimes they can kind of fake it, even if they’re really 

disorganized inside and they can keep going when they’re not that well. (Participant S5H) 

 Interests.  Participants explored a depth and range of interests in search of a career path 

before and after the onset of psychosis based on their pre- and post-illness opportunity structures. 

One mother shared that prior to her son’s psychosis, he explored several interests while finding a 

career path, though he was indecisive like many young individuals.             

I even said – are you sure you want to take it? Because he liked this and he liked this, and 

then he liked this. And I always put it off as a lot of kids don’t know what they want and I 

mean he waited awhile – a year – to go to school. And I’d say – are you sure you want to 

take that because a couple months ago you were talking about doing this. (Participant 

F4H) 

 Participants also explored diverse interests in search of a new career path after the onset 

of psychosis. Participant C8H enjoyed being in the outdoors, and considered careers in 

photography and art. 

Well, possibly a photographer or an artist or something, but that’s because I’ve always 

been interested in that stuff. I love the outdoors because I like taking pictures of animals 

and sceneries and just being able to be out there and not just walk around and doing 

nothing.  And I like sometimes to capture moments with the camera so we can see them.  

 Along different lines, Participant C3C worked in computer programming prior to the 

onset of psychosis, but things fell apart and he changed his career path following his illness. He 

became interested in a career in culinary arts. 
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And then the last year it just kind of all fell apart on me and I can’t go back and do it 

now. It just seems like it was such a wasted effort.  I don’t know. I don’t like 

programming anymore. I don’t like sitting in front of a computer for long periods of time.  

 Values. Participants also considered what was worthwhile or important to them during 

the career exploration process before and after psychosis.  Prior to psychosis, as Participant C1C 

was completing high school, her focus shifted from sports to her studies as she placed an 

increased value on her education. 

My focus changed in life, like throughout high school I was very active in extra-

curricular activities – like I played a lot of sports. So my last year of high school I had to 

pull up my socks a little more, and get more serious about my future, so I got into 

studying again in school and stuff like that.  

Another participant had strong values and discovered an area of interest he incorporated 

into his value system before he became ill. 

I had a strong drive and valued higher education and I didn’t really know what I wanted 

to do.  But I discovered philosophy through taking courses that I’ve taken when I had to 

get my high school diploma. This provided me with a precedent for what I wanted to do 

for the rest of my life. (Participant C5H) 

His desire to complete postsecondary education became a reality once he discovered an interest 

in philosophy during high school. 

 Following his psychosis, Participant C15L valued careers that would allow him to make a 

difference in others’ lives and be personally meaningful. 
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Like honestly, it’s just that I would really like to do something that matters for a 

career….I don’t want to be stuck at [Burger Shack A] or [Burger Shack B] for my whole 

life because that doesn’t matter. That hurts people. So I mean like I definitely want to do 

something that can change lives.   

 Individuals with substance abuse issues struggled to maintain employment, as substance 

use became a strong focus in their lives, while career exploration and employment became less 

valued. For instance, Participant C16L lost jobs several because of substance abuse before and 

after the onset of his illness. 

Well, with me – like I said – drugs have been a big part of my issues. The problem – one 

problem I have is, I work and have all this money, then I slip up, and spend the money on 

drugs and end up getting fired. 

 Career exploration: Additional findings. Individuals engaged in career exploration at 

various rates depending on their ability to manage their illness and readiness for career 

exploration. Participant C3C engaged in career exploration early in his recovery. 

When I first dropped out and was going through my rehabilitation or whatever – coping 

with my disorder – I first wanted to study theology.  And then I wanted after that to study 

sciences and maybe go and be a chemist.  And then I was thinking of doing a program 

where it was for a medical tech. And then now I’m moving back into culinary. 

His recovery provided him with the opportunity to consider different career options. He shared 

his specific career aspirations and why they interested him. 
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I want to be a really good chef.  Right now I want to be a sushi chef, so to make sushi. 

Like I already do a little bit at home, but I really like the process of it. It’s clean. It’s 

healthy. It’s just very interesting to me. So I kind of want to have my own food truck and 

make sushi in a food truck and just drive around Toronto. (Participant C3C)  

 According to one staff member, clients withdraw from career exploration if they find 

vocational activities overwhelming and triggered symptoms. 

Some of the ones who have tried working – they find the stress too much and 

unfortunately they’ll be let go because they can’t cope with the work or they’re exhibiting 

some strange symptoms that are disturbing some of the other staff.  So yeah, most of 

them are not doing well enough to be managing a full -time job. (Participant S5H) 

 One mother discussed how her son was fired from two jobs due to symptoms that 

resulted in him either not completing his shifts nor showing up to work, which was additionally 

difficult because his mother and employers were unaware of his health challenges. 

Well, he lost his job. He was fired from the job that he had, so that’s the second one that 

he’s been fired from because he was having like physical symptoms – like this person 

was physically harming him and he couldn’t stay and finish his job. (Participant F7H) 

So I mean, they don’t know him – out of fairness, he didn’t disclose his challenges. So 

they had no idea. They were just like – we can’t have you working three days a week and 

two of those days going home halfway through your shift. I could take him and I would 

drop him off, but it was getting to the point where he was going. I would drop him off 
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and he wouldn’t go in.  He would leave. So I was assuming he was at work, but he was 

actually wandering around downtown.  (Participant F7H)    

              Following the first psychosis, most late onset individuals were goal oriented and either 

enrolled or planned to enroll in post-secondary studies. Participant C11L considered a career in 

education but remained open to other career options. 

Well, if it turns out that I really enjoy teaching, perhaps going into education to become a 

teacher. If not – if it’s not what it’s cracked up to be – then I plan to go back to school, 

like perhaps I’ll get a master’s in international development or something on the 

international level.  So that’s my long-term goal is probably going back to school or 

going along with getting a teaching degree. 

Similarly, Participant C10L was completing his bachelor’s degree and a certificate program. 

“Well, I’m studying – I’m completing my bachelor general degree with a minor in history and 

simultaneously working toward a certificate program in Heritage Management at [University 

A].” 

 Vocational and social decline. This model component refers to participants’ reduction in 

social, employment and educational activities after the onset of symptoms. They experienced 

reduced motivation, work and school problems and interpersonal difficulties.  Participant F1C 

described how her daughter’s low motivation contributed to the abandonment of her educational 

goals. 

 She had been sick for the past while, but we thought she was going to university, 

although she didn’t seem that interested. She had lost interest in the last year or so. She 

decided to not finish high school, although she only had a few months to go.  
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Her daughter’s low motivation also contributed to difficulties with maintaining employment 

which were compounded by substance use. “That’s why I was worried that she had a hard time 

holding a job. The other side of that is – the other aspect is – drinking and smoking.” (Participant 

F1C) 

 Participant F2H shared that her son currently experienced interpersonal difficulties, such 

as difficulty relating to others and maintaining a job. “He doesn’t understand sometimes when 

people are talking to him and he feels as though they don’t understand him when he speaks, 

which makes it difficult for him to keep a job.” 

Another participant experienced difficulty with maintaining his concentration in school. 

I have yet to complete high school.  Because of the psychosis and anxiety, I’m not 

actually attending classes. I had problems concentrating in class and started 

missing classes. At the moment I am working on completing assignments at home 

and bringing them in. I do still have hopes of eventually obtaining my high school 

diploma. (Participant C18L) 

This participant’s concentration difficulties in school contributed to increased 

absenteeism and eventual home study. In addition, one staff member stated that some 

individuals drop-out of school, abandoning career goals after several unsuccessful 

attempts at completing their education. 

And some people drop out of school because they’ve experienced psychosis and they 

don’t go back.  So then, essentially, after they’ve experienced psychosis, then their career 

goals I guess do change because they’ve decided not to go back or they find it difficult to 
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go back to school. I have one client, and then every time he would try to go back to 

school, he would relapse.  And so now he’s finally going back to try to complete that 

fourth year and I think this is the third time; and it was just that one year of university, so 

he had his degree.  I have another client who – he earned two years of university and then 

he went to another city to complete his degree at a larger university …and now he’s 

chosen not to go back and complete the degree.  So he was planning on becoming a 

physiotherapist and that plan is no longer part of his life plan at all. (Participant S4H) 

As participants’ symptoms worsened, their participation in social and vocational activities 

declined and was followed by career shifts. 

 Vocational disengagement. Disengagement from vocational activity was common for 

individuals with psychosis as they moved from the post-onset through recovery phases. 

Vocational disengagement included unemployment, exit from education, and collection of 

government or family assistance. 

 Unemployment. According to Participant S5H, her son disengaged from employment 

because of his delusional thinking which deteriorated and became disturbing to his family.  

Then the next week he was helping me pick up a car– he started telling me about how 

he had broken up a child porn ring at school and that this friend dying was actually 

something that had resolved this whole issue and that he’d been under police 

protection. And then he started talking about a paper he had done in school in 

economics that had been nominated for the Nobel Prize….The next day he had his first 

decent job interview in Toronto at the big company and a good starting salary and so 

on, and he’s going for a double interview for two positions. And I’m thinking – he’s 
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not even…he’s lost touch with reality. He had us really concerned. But he went and he 

was supposed to start the job in January; and that didn’t happen. Then he started to 

really go downhill.   

 

Some participants found it difficult to obtain and maintain full-time work. Participant F3H 

explained that his son was employed, but left these positions because of the structure of the work 

environments which increased his anxiety. 

It’s very frightening for him to participate in employment…. But for him now, any job – 

there’s a considerable amount of anxiety before he takes it on. He had a job as a 

dishwasher, but the environment was so contained and so fast-paced that I think it was 

extremely stressful for him.  And one observation is that if there’s a lot of time pressure 

or a real containment of space, I think it makes it a little bit harder for him….  Plus, if he 

has any of the psychotic thinking, it’s a little more frightening for him. (Participant F3H) 

 Exit from education. Participants not only disengaged from employment but also 

withdrew from education. Participant C3C shared that school had started off well, but things 

eventually deteriorated, leaving him with regrets. 

The first two years I did pretty well.  And then the last year it just kind of all fell 

apart on me and I can’t go back and do it now. It just seems like it was such a 

wasted effort.  

 

 Similarly, one parent shared that her daughter was not working and was on leave from 

university. “She’s unemployed right now. She was in university full-time until January. Then she 

started dropping one course after another.” (Participant F1C) 
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 A staff member shared that remaining in school or employment was a challenge for 

clients who were disorganized and had negative symptoms, as they found it difficult to manage 

their illness, whereas, those who were able to manage their illness remained in work or school. 

Well, definitely the ones whose illness is controlled are the ones who are doing well as 

far as employment or school goes.  Most of the others are because they’re quite 

disorganized and that’s why they can’t seem to get employment, stay employed or in 

school; and then there’s a lot of negative symptoms – lack of motivation, lack of energy, 

that seems to be often the most prominent for them.  (Participant S5H) 

 Government assistance. Participants who were unable to work or function well at a job 

because of their illness, collected government assistance such as the Ontario Disability Support 

Program (ODSP). According to Participant S7L, 

Sometimes it is – I’m not able to work. So I want my family member working or having 

some kind of meaningful daily activity and they are using their illness and saying – I 

can’t work.  I need to go on ODSP or something along those lines.  And so there are 

definitely the persons who need to be on ODSP and probably wouldn’t function very well 

at a job. 

 Though some individuals who collected ODSP were unable to work, others were in 

school and interested in obtaining work, but found it challenging to discontinue ODSP. 

According to Participant S4H, “Most of my clients are in school, so they’re looking forward to 

gaining employment. I have some clients who are on ODSP who find it difficult to get off of 

ODSP.”  
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 ODSP was also criticized by staff for limiting the potential of individuals with FEP. One 

staff member expressed that ODSP’s definition of an enduring disability limited the vocational 

participation of clients. 

You know, we do have a number of clients and I think we need to be really, really careful 

with ODSP – I think because it gives, especially in the first-episode group of young 

people. Because for many, what ODSP is interpreted as is a permanent disability; and I 

think it can very much limit the potential for young people to go out and find some kind 

of work and I don’t think they can all find full-time work. But there’s part-time work out 

there and I think there’s a value in working for them, just in terms of social contact and 

improving the quality of their life in terms of finances and feeling productive. (Participant 

S2C) 

 Family assistance. Participants who were unemployed or underemployed also relied on 

their families for assistance. Participant F8L explained that her son depended on her and her 

husband for income and housing because he worked part-time. “Especially if you’ve seen 

everything you’ve worked for lost – He’s lost jobs. He lost his education. And he depends on 

us for money and a roof over his head.” 

 One staff member expressed that families with financially and residentially dependent 

loved ones also expressed apprehension about their loved one’s future work-readiness. 

I find even working with families that sort of comes to the forefront of a family’s 

concern or questions around employment-related readiness. Often families have ill 

loved ones who depending on them for housing and money. (Participant S7L) 
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 Reasons for continued vocational and social disengagement. Though participants 

vocationally and socially reengaged during their recovery, some did not reengage for several 

reasons. One reason for continued disengagement was that individuals had difficulty managing 

their illness. For instance, Participant C14L struggled with concentration and social interaction. 

“I haven’t been able to pull myself together to get a job. I have problems with my concentration, 

and I’m not the most social person. I have decided to just rest, and watch TV pretty much.” As a 

result of these difficulties, this participant remained inactive, isolated and unemployed.  

 One father described his son’s cognitive challenges, combined with an employers’ 

potential lack of understanding could prevent his son from maintaining future 

employment.  

I’m sure on his resume it doesn’t say that he has psychosis. If he gets any 

employment and that, he’s going to – the employer’s going to find out and unless 

he’s been told what’s going on with him, then that’s going to be an issue. He’s got 

the mentality of like a nine-year-old where you’re out and you’re doing something 

and he’ll just stop doing it and turn around and do something else that has nothing 

to do with this.  (Participant F6H) 

     

 Participant S3H stated that not only do their clients’ negative symptoms and 

depression interfere with employment participation, but motivational challenges interfere 

with work engagement, even after their illness stabilizes.  

…I see that it’s really those negative symptoms that – and depression for a lot of 

people too – that really interfere with the ability to get back to work. So even 
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when people get stable in their psychosis, even if their cognition improves, they 

tend to kind of get stuck with motivational impairments… 

 In addition, one staff member mentioned that medications were deterrents to 

vocational involvement, as they sometimes did not effectively control participants’ 

symptoms, or caused tiredness which made it difficult to vocationally engage. 

(Participant S5H) 

We do have some that, yeah, they really want to be working. But their meds are 

making them really sleepy or there’s still some symptoms peeking through that 

they haven’t – we haven’t quite gotten under control yet – and so going to work 

would be difficult. 

            Participant S7L expressed that medication costs were a deterrent to employment 

engagement, as they exhausted a large proportion of her clients’ earned income, which 

provided them with an incentive to collect ODSP. 

I can think of one client right now. He does work full-time, but his meds are like 

$400 or $500 a month and so that’s taking a huge chunk out of what you’re 

getting.  And if you’re working full-time, sometimes they’re not going to offer 

benefit packages or if you’re working just, depending on where, then it is a 

disincentive to be working. You may as well just stay on ODSP because you’ll 

end up with the same amount of money at the end of the month after you’ve paid 

off all your expenses or your meds or anything like that. 
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 Participant S8L expressed that several of his clients did not vocationally reengage, 

because of self-doubts about their symptoms, which impacted their sense of competency.  

 

A lot of them feel that – I can’t do this….And most people’s frustrating thing is  

having the brains and know you have the ability to do it, but you can’t do it 

because there’s something holding you back there, whether it is the feeling that 

everybody’s watching you or the dean that knows what your name is and is going 

to try to sabotage your schooling anyway.   

Additionally, concerns about substance abuse and associating with others who are 

negative influences prevented participants from employment engagement, as was the 

situation of Participant C16L. 

Well, cocaine’s the problem; but usually what happens is I turn to pot after the 

cocaine to deal with it – I don’t go to work and I get involved with the wrong 

people. Well, the biggest thing for me is I’ve got to get clean and stay clean for 

my employment. 

This participant’s substance use was a deterrent to his employment, but he recognized 

that he needed to obtain and maintain his sobriety in order to sustain employment. 

Vocational and social participation.  Participants’ re-involvement in employment, 

educational, and social activities following vocational disengagement occurred from the early 

recovery to late recovery phases. Prior to the re-involvement of her clients in employment and  
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education, Participant S6L evaluated their readiness for employment, then explored their 

interests and helped build their skills through community resources. 

And so sort of looking at where an individual may be at, and so assuming that they’re in a 

good place.  I think just starting with a conversation about, what are some of their 

interests and their hobbies, right?...Have they thought about what they would like to do?  

What do they see themselves doing?...I had one young gentleman.  He wanted to see 

what it was like working in a gym. So he started doing some volunteer work at a gym and 

quite frankly, started to like that.  Did that lead into a job at the gym?  No.  But what it 

did was, it helped build his skills and his readiness for employment which then led him to 

a part-time job and perhaps gradually full-time.   

 According to one staff member, in addition to earning income, participants who wanted 

to work or pursue a career remained flexible and considered their risk of relapse when 

contemplating vocational options. 

Other people have an episode of psychosis and they start to see people differently; and so 

they actually start to think about wanting to find a job that allows them to work, even 

though they know there’s a risk that they could relapse.  And so some people sort of take 

the fact that they’ve had an episode of psychosis into account when they’re selecting a 

career; so they’re looking for something often that’s maybe a bit more flexible. 

(Participant S4H) 

 Others who returned to work after disengagement; - often returned to the same job they 

had prior to psychosis; - due to financial considerations, even when they considered alternative 

work. 
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I find that people usually go back to their jobs. Yeah, I’m thinking about one person, for 

example, who – the entertainer – he had a job and actually went on sick leave and was  

planning – he decided that he wasn’t going to go back to that job, but then realized for 

financial reasons he needed to be working. So he actually went back to the same job 

again. (Participant S4H) 

 Alternatively, individuals who wanted flexible work without any long-term commitment 

to an employer also obtained employment through temporary work agencies. One staff member 

observed that temporary work was a more viable option for men. 

There’s a fair amount that – of the men, not the women, but the men – go to the temp 

agencies. And it seems to be a good fit for them because they can work on the days they 

want to work and be available without a full-time commitment to any one particular 

place. And very often it sort of suits sometimes the educational levels that they’re on.  A 

lot of the clients haven’t graduated high school and so finding work is difficult, but temp 

agencies seem to hire a lot more people that don’t have their high school graduation. 

(Participant S2C) 

Not only did temporary work agencies provide flexible schedules for individuals who wanted to 

work, but also work to those with lower levels of education. 

 Decision progression.  This component pertains to clients’ selection and movement 

towards their career goals, as they progress with career exploration. This is characterized by 

clients making decisions, taking actions, evaluation, and advancement. 
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Decisions. As participants progressed with their career exploration, they made decisions 

about their career goals.  For example, Participant C12L started an entertainment business that 

performed for adults and children. 

I perform close-up on stage magic. I do kids’ shows. I do adult shows and stuff and I’m 

really just developing that business.  But I want my business to be based on parties and 

entertainment, so I want to do kids’ shows. I want to do adult shows basically like a bar 

show and sort of a nightclub cabaret show. And I want to bartend as well, so I’m 

incorporating all of these different things into my business. 

 As another example, Participant C10H’s goals were to work in a museum or library after 

he completed his history degree. 

Well, I was in – I’ve been pretty good in history throughout school; so originally I had 

thought of majoring in history. And then I changed that. I didn’t really know how far I 

was going to go with it and then I decided to complete a general B.A.  I want to work in 

museum management or library archives. 

 Though he wanted to work in a museum or library following his education, similar to 

Participant C11L, he remained open to other career options if he could make them financially 

viable. 

Perhaps if the farming side of it becomes really viable, rather than like – all of a sudden, 

if perhaps next year I go to market and I find that there’s – well, to put it bluntly, profit in 

it. Then I’d consider that.  
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In a different vein, Participant C3C shared how he arrived at his decision to pursue a 

culinary career, after giving consideration to a career that helps others. 

Before deciding to become a chef, I looked at other options such as psychiatry and 

logistics. I wanted to help people and know more about my disorder, and be part of a 

research community. Once I did more research in these areas, I weighed all of my 

options, then started cutting and started slicing them away until I was down to like one or 

two, then I chose the one that’s best for me.  

Besides describing how he arrived at his decision to pursue a culinary career, Participant C3C 

also shared that he remained open to changing his career goals in the future if his interests or 

personal circumstances change. 

Actions.  Participants carried out activities that moved them towards their goals after they 

made their decisions. Activities included vocational services, volunteering, networking, and 

entering school or training programs. One staff member, Participant S5H, mentioned that 

employment or education services were not available at her early intervention clinic, but required 

participants to use external services that were inappropriate, as they did not target young 

individuals who were in the early stages of illness. 

They use the Employment Services. We really don’t have anything specifically for 

people in our program. It’s a lot of talking to other community partners and mental health 

downstairs – they have specialized vocational support for their clients, but their clients 

are chronically ill and so it’s kind of a problem that you don’t want to get them into that 

population too early because they give up on themselves….But Employment Services 
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does offer programs that are free; and so we just encourage them to do that. But there 

really isn’t – it’s not ideal. 

Though free external employment services were available to individuals, they were designed for 

those with long-term mental illnesses. 

In addition, available employment programs were aimed at participants interested in skill 

development, and were not directed towards career development. According to staff Participant 

S5H, “They do engage in programs to help them develop job skills but not develop careers. They 

do programs on interview skills. They also have a bit of a job bank that they can let people know 

about.”  

From a different perspective, Participant C19L was employed as a peer support worker 

and attended college to become a social service worker, as his choice of school and employment 

roles were influenced by his experience with psychosis. 

I’m a peer support worker.  So that consists of helping people who are going through 

what I previous went through with psychosis and I’ve also gone around to schools and 

talked about awareness, mostly due to stigma….Because of my psychosis and peer 

support work, I’m currently at college in my second semester, so by next September I’ll 

have a diploma for social service work. 

 In order to complete her degree, Participant C4C used disability services available at her 

university which facilitated the completion of her courses and eased her stress. 
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It’s not so bad because they have student disability services.  So they get documentation 

from the psychiatrist and then they provide me with accommodations. So I get to take  

exams in a smaller room and I can have extensions on assignments if I need them.  And 

for other people, they get more if they need more; so they can have exams at a later date 

as well and they can have people take notes for them, so they do a lot to try and make it 

easier.  

Evaluation. Evaluation was a stage where participants appraised the progress towards 

their career goals. The result of their evaluation could result in further progress, or set them on a 

different career path. Participant S5H described one high achieving client who was working 

toward her career goal, but was unable to proceed due to overwork and stress. 

It’s very hard though, I find, to encourage people to take it slowly so they don’t put too 

much stress on themselves. Like I’ve got a client right now who, she’s such a high 

achiever. And I think she understands that the voices are worse when she puts extra stress 

on her. I think she certainly understands that and she believes that she has schizophrenia 

in one part of her brain. But she’s always been such a high achiever that she can’t – she 

has to do it full out. So she’ll work more than 40 hours a week or she’ll be going to 

school and she’ll be doing this and she’ll be doing that; and then she crashes.  

 Alternatively, other clients pursued their career goals at slower paces, due to their 

limitations, which they acknowledged and consistently evaluated.  

We help them look at what are their long-term goals and what short-term goals are 

created out of that. So if their long-term goal is, you know – I want to be a nurse –              
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I don’t know – and we haven’t completed Grade 12 yet, so let’s break it down to as easy 

as possible. So let’s – you know, that long-term goal. But we need to start with high 

school-, so let’s get you enrolled in adult ed and let’s see what programs are available. 

And then from there – okay, so we finished Grade 12.  We’ve got all of our marks up.  

Do we want to apply for university or college or something like pre-health?  Let’s see if 

that’s what we want to be doing.  So do you want to go full-time or do you want to go 

part-time?  Do you want to part-time and see if that’s achievable and determine whether 

the stress level’s not too high?  Because definitely stress levels affect psychosis -, so let’s 

break it down and evaluate as we go along. (Participant S6L) 

Continual self-evaluation enabled participants to make necessary modifications that enabled 

them pursue their career goals. 

 Likewise, Participant C5H worked toward his philosophy degree, but dropped courses 

because he thought stress interfered with his ability to understand course material, which allowed 

him to maintain his grades. 

I’ve had to drop a couple of courses because I haven’t been able to understand the 

material. So I think the stress from that has something to do with it….Then dropping 

courses this semester to ensure that my GPA doesn’t hit rock bottom, but the option of 

graduate school, even if it’s not for philosophy, is still open. 

 Advancement.  Participants moved forward with their career goals provided they 

evaluated their progress and made necessary modifications to ensure success. For instance, 

Participant C12L articulated that he wanted to develop his entertainment business. 
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I’ve gone to some pretty far places. I did a gig in a [small city] and this retail store of 

some kind – this retail store was having a party and they invited me to perform.  But what 

I’m doing now is I’m taking all my shows and I’m bringing them to a much more 

professional level because I like to do it sort of casually. I want to do it a little more full-

time I guess, but I also want to sort of create the business.  

Developing his entertainment business included performing on a full-time basis and broadening 

his skills.  

 Participant C19L worked as a peer support worker and was completing college to become 

a social service worker. 

I really like being a peer support worker and plan on staying on with the program. It’s 

actually – I’m in college right now for that line of work – social service – and that’s what 

actually prompted me to commit to that line of work. 

 Likewise, with the support of her family, one of Participant S5H’s clients recovered to a 

point where she developed a business plan, returned to work and completed college, then worked 

towards completion of a university degree. 

She’s our success story, but she was my client initially.  We wouldn’t necessarily have 

encouraged the family to do this because supposedly it’s not good for them to be putting 

pressure on the young person and so on.  But they were right there all the time – yes, you 

are doing this; yes, you are doing that.  And they helped her develop a business plan….  

And with all that extra support, she improved. It took forever because these illnesses take  
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a long time. But they stood beside her….Eventually she went back to college and got a 

college diploma and then she managed to work full-time; and now she’s doing university 

part-time again.  

 Though some clients progressed toward their career goals, others did not progress and 

moved to earlier stages of the career decision-making process. Participant F1C’s daughter 

pursued a career in creating writing, but started to explore alternative careers due to financial 

considerations. 

Oh, yes. Like I said, she’s planned on being a creative writer. But now I think she’s being 

more practical in recognizing she needs to earn money and understands from exposure to 

writers that they don’t make big money….But that’s something that they may do as a 

sideline. At this point, she is exploring other career possibilities. 

 One of Participant S4H’s clients explored an alternative career after several challenges. 

I have one client who was in a commerce program, for example, and he had his first-

episode of psychosis in his second year. And then every time he would try to go back, he 

would relapse. Then he finally finished a degree in another program.   

Internal and Environmental Influences  

 Several influences internal and external to an individual impacted their career decision-

making during the prodrome stage and after their first psychosis. Internal influences included 

self-esteem, maturity, motivation, and internalized stigma and environmental influences included 

social support, income and the labour market.  
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 Internal influences. 

 Self-esteem. What participants thought and believed about themselves influenced their 

career decision-making. For Participant C2C, self-esteem was a struggle, even prior to psychosis. 

I wasn’t a very passionate person when I was young. I was struggling a lot with self-

esteem. Like I said, the low self-esteem – it was always there and then it turned into 

depression, and that factor influenced how I look at life and what I want to do.  

This individual’s low self-esteem contributed to depression, which negatively influenced his 

outlook on life and development of few career plans. 

 Additionally, prior to psychosis, Participant F1C stated that her daughter’s low self-

esteem contributed to marijuana abuse, which played a part in her low motivation and her lack of 

career goals. 

But really, it was more she needed to get – what sort of led her to smoking pot in high 

school was– self-esteem issues. And then the smoking pot led to the lack of motivation or 

at least contributed greatly to it. She had no plans and didn’t want to do anything.  

 In contrast, employment after the first-episode boosted Participant C11L’s self-esteem, 

and further enabled her to pursue her career goals. “This job does help my self-esteem and that’s 

important. If you want to pursue your goals you need to have confidence in yourself.” 

 Maturity. Individuals’ knowledge and ability to make decisions that served their best 

interests were also influences on their career decision-making. Participant S2C discussed how 

life changed for her clients after psychosis, and required them to modify their lives. 
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And then there’s also some maturity that sometimes you can’t get back or things can’t be 

exactly the same way they were before. Maybe you have to modify your life a bit. So 

instead of having 10 balls, juggling them in the air, maybe what’s healthiest for you is 

two or three.  

 Participant S8L also communicated that maturity was required for clients to live 

productively with psychosis. 

A lot of it is maturity. I can teach until I’m blue in the face and exercise with them that 

reality and orientation. But they keep coming back to it. Until they hit a few brick walls 

and they mature and say – look, I can’t be doing this. It’s not going to go anywhere.  It’s 

still there. You’re always going to hear the voices, but it’s for you to sit there and say it’s 

not real.  And the more you say it, the quieter they become when they’re back there.  

 Maturity was also noted to be vital in developing career goals. Compared to late onset 

individuals, early onset individuals were often unready to develop career goals due to their lack 

of maturity. According to Participant S7L, 

There are some that are quite comfortable with how they are and their goal is not 

necessarily working or moving forward at this point in time. I can see it changing down 

the line. I think when they get a little bit older and more mature they might have more 

goals towards vocational or even educational too.  But for right now – and I think a lot of 

it is the age group that we’re working with.  

 Motivation. An individual’s drive to perform an activity also influenced their career 

decision-making.  
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 Intrinsic motivation. Some participants performed activities due to their intrinsic rewards. 

For instance, Participant C11L shared her motivation to pursue teaching, in spite of the negative 

labour market.  

But then again, if you’re really in love with something, if you’re really passionate 

about something, you shouldn’t give up based on the fact that it looks like gods 

are against you. Like I said, I’m really in love with teaching.  It’s something I’m 

interested in. I know the job facts and figures are looking negatively towards 

teaching, but I plan on pursuing it. 

 Similarly, Participant C2C expressed that he wanted to pursue his love of learning 

through various activities that will help him pursue his career goals. 

I want to take vocal training or saxophone – buy another saxophone. Yeah. Oh, and 

I’m starting to read a lot more often now…  It’s just like-I want to learn. I want to 

keep learning every day and work towards my career goals. 

Extrinsic motivation. In contrast, other participants were involved in activities for 

some reward. Participant F9L expressed that her son was motivated to find a job to 

alleviate the financial stress of the family. 

He has been talking about finding a job because he’s just turned 18, which means 

that I no longer get the Child Tax Benefit for him and he knows that that’s a big 

thing – we’re a fixed income family and he knows that that puts a big cash drop on 

us. So he’s kind of eager to get out there and looking now, but primarily because he 

does not want to be a burden.  So he’s motivated by that more than anything else.  
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              In contrast, Participant S1C described one client who lacked the impetus to maintain a 

job because he lacked extrinsic motivators.  

As far as employment goes, though, sometimes it’s certainly out of need. Some 

people end up needing a job to survive so they’ll do what’s required and can 

motivate themselves to do that.  I’m thinking of a particular person in family 

context where he’s actually capable of the job he last had, but found no reward in 

it and decided to quit. And his family are actually, to somewhat of a degree, 

enabling that because they aren’t placing any demands on him to do anything 

different. So sometimes it’s about motivation.  

 Internalized stigma. Another influence on participants’ career decision-making was their 

belief and acceptance of others’ negative stereotypes about mental illness. According to 

Participant S3H, many of his clients have not directly experienced discrimination, but vicariously 

internalized stigma due to societal messages they received about mental illness. 

I think that a lot of it is just vicarious. They might have an idea of what psychosis and  

schizophrenia is from media portrayals or things – kids in school who maybe were ill 

before them or something, or siblings and parents. So I think a lot of it doesn’t really  

to be the experience of discrimination for you to internalize stigma. I think that there’s a 

cloud of stigma out there and that people can kind of vicariously internalize that 

experience.  
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 According to the same staff member, internalized stigma was also a large concern for 

individuals, because it contributed to reorganizing their thinking pertaining to their 

competencies. 

I think that the internalization of stigma and thinking that – because I have this illness, it 

changes what I’m able to do – is a big issue for people.  And I think that even the 

delivery of a diagnosis – we try to do it very sensitively and judiciously in this program, 

but I think that it’s traumatic for people and they start to really reorganize their thinking 

about who they are and what they could do.  And I don’t know that it actually is 

something that is easy to just step aside from and move back to where you once were. 

(Participant S3H)  

As a result, individuals who experienced internalized stigma often reevaluated their identity and 

potential based on their diagnosis. According to one staff member, though stigma was 

challenging for clients, their career goals were still attainable. 

And the stigma trickles down to them and then they find out. I mean, once they sit around 

here demanding a diagnoses – why?  Why do you want a diagnosis?  I mean, you have a 

psychosis. You’re only 17-18.  I don’t know if they want a diagnosis so they can hang  

around and say – I can’t do that because of this, because I have schizophrenia. I can’t do 

that because I have bipolar.  I mean, let’s move away from it and live your life. It’s all 

about a quality of life.  A mental illness is such a debilitating thing to them and to our  

society sometimes it is; and it’s a tougher job to achieve your career goals when you are 

battling one. But the goals are still attainable and I’d like to put that into the heads of the 

clients that I work with.  (Participant S8L) 
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 Environmental influences. 

 Social support. Participants often relied on loved ones such as family and co-workers 

who provided them with emotional support.  Participant F1C described how other family 

members supported her daughter’s career development during her recovery. 

Her family members are supportive and we’ve always tried to encourage her to look at 

and try new things related to different careers. We haven’t – like we have never said “do 

this or do that”. It’s about trying to give her options to choose from.  

Family support included providing her daughter with career options, and gently challenging her 

to view things from different perspectives. 

 Participant S4H also shared how family support can be influential in participants’ 

lives, with some families encouraging and supportive of participants’ career goals, 

whereas, other families undermined their goals. 

…Some families really encourage their children to sort of get back to school and to get 

back to work right away; and sometimes that’s a bit too soon and sometimes it’s just 

exactly right on…. And then there are other times…. where sometimes families do kind 

of play into like a self-stigma and play into their self-stigma.  And then sometimes those 

people don’t feel like they’re capable of going back to work because they go – okay, I 

have a diagnosis of schizophrenia and I probably shouldn’t be going back to school or 

work, I’m not sure I’m going to be able to do this.   
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Family members who undermined participants’ goals often bought into the negative 

stigma associated with having a mental illness, particularly, the stigma of the participant 

being unable to return to school or work. 

 According to one staff member, her client’s employer was supportive in helping him 

return to work after relapses of his illness, establishing and maintaining accommodations that 

were supportive of his needs. 

The more obvious person I’m thinking of was employed when his illness came and his 

employer was a great partner in helping him return to work and he’s had a couple 

relapses; and they’ve even kept accommodations and kind of revolved around his needs 

and he’s still there. So that’s a great example of how a really positive employer can make 

the difference too. (Participant S1C) 

 Income. The sources and amounts of income received by participants also influenced 

their career decision-making. Participant S2C stated that many of her clients with early onset 

who were ill for several years had difficulty completing post-secondary education due to a lack 

of income. She added that clients’ families were often unable to contribute additional income to 

help clients complete their education, in addition to clients’ OSAP funding being exhausted. 

There’s a number of young people who have been ill for a number of years and they’re in 

their 6th and 7th year of university and family is saying enough already, we can’t finance  

this. OSAP is saying no more funding. Or they just have not had a long enough period of 

wellness to be able to find work, make money to afford academics – another semester or 

two or three of academics.  So money sometimes is a big factor.  
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 Another staff member shared that employed clients who received ODSP found their 

disability cheques diminished the more they worked. In response, recipients avoided working too 

much in fear of losing their health benefits, making it difficult for them to fully enter into the 

workforce on a full-time basis to earn more income. 

So some people – they’re on ODSP and because of the way that ODSP is structured, it 

makes it more – people perceive it as being more difficult to get off of ODSP and start 

working because then suddenly their cheque starts to diminish.  Even if their employment 

income increases, it makes them feel less stable; so they avoid working too much because 

they don’t want to lose their ODSP. They have so much more control over their lives if 

they’re not on ODSP and they’re working and they have a role.  And ODSP sometimes 

prevents people from doing that. (Participant S4H) 

 Although, Participant C3C worked full-time, he was still unable to make enough income 

to support himself and kept his job because of convenience. 

You know, it only gives me a little bit of money, but it’s right on the way of where my 

dad goes because he has to travel into [City A] from the way back, and my  

mom can pick me up. I take the bus and then my mom picks me up and on the way home. 

 Labour market.  The labour market refers to the supply and demand for labour in a 

specific geographic region, where workers provide labour and employers demand labour. 

 Participant C13L expressed doubts about pursuing advanced education in preparation for 

a career, due to the state of the labour market, fear of not obtaining a career, and having the 

added responsibility of paying off student debt. 



      
 

116 

Probably just job markets or how likely it would be for me to get a job, just in case I 

don’t – well, I don’t want to get into a career and being having to pay off student loans if 

I can’t even find a job for myself.   

  Participant S6L said that her town was small and service-based with few jobs available, 

which made it difficult for clients to find career-oriented employment. “There’s lots of shops, 

lots of restaurants, but that’s about it. It’s definitely more difficult to find a different, career-

oriented kind of job base since we are a small town.” 

 A similar sentiment was expressed by Participant S8L, who communicated that the 

economy in his region was primarily service-based.  “We have a lot of jobs in this area that are 

service based, that is, part-time with low wages. If you haven’t completed high school or post-

secondary training, there is not much else available.”  

This economic situation made it challenging for his clients to find secure, well-paying 

employment, especially if they did not complete postsecondary education. 

Summary  

 The objective of this study was to advance a theory of the career decision-making 

processes of individuals with FEP with particular emphasis on the influences on these processes.  

Participants included individuals with FEP, family members of individuals with FEP, and staff 

caregivers across three FEP early intervention programs located in the province of Ontario, 

Canada.  Data were collected through in-depth interviews, sociodemographic questionnaires, 

program documents, and a reflexive diary. 
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         The career decision-making processes of individuals with FEP consisted of making career 

choices based on several iterative steps that included career exploration, evaluation of career 

options, and taking actions that moved them towards their career goal. When moving towards  

their goals, participants evaluated previous decisions and actions and made modifications, if 

necessary. An individual could return to an earlier stage of career decision-making if they did not 

achieve the desire outcome in their current stage. 

        The career decision-making of individuals with FEP unfolded over five phases of illness 

and recovery which transitioned into each other. The phases included the pre-morbid, prodrome, 

post-onset, early recovery and late recovery phases. Several career decision-making stages 

occurred across the five phases; career exploration, vocational and social decline, vocational 

disengagement, vocational and social participation, and decision progression. These stages of 

career decision-making were both negatively and positively impacted by complex 

interrelationships with internal and environmental influences.  

           As participants began to experience the onset of symptoms, career exploration, 

employment and education participation started to decline. Once participants experienced the 

first psychosis, their career exploration, education and work participation further declined until 

they vocationally disengaged. Individuals in early recovery and those who struggled to manage 

their symptoms often remained vocationally disengaged. 

           Participants with addictions and co-existing conditions were not actively involved in 

career exploration, and struggled to complete their education and maintain employment. 

Interestingly, individuals who discontinued abusing substances recovered their motivation and 

reengaged in career exploration. In addition, individuals in late recovery who learned to better 

manage their symptoms reengaged in career exploration. 
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           Differences in career decision-making were observed across those with early and late 

onset psychosis. Individuals with an early onset of psychosis often had not established career 

goals and focused on completing secondary or post-secondary education, since they perceived a 

career as something that occurred in the distant future. In contrast, individuals with a late onset 

were either enrolled or planned to enroll in post-secondary education and had career goals they 

pursued. 

        This chapter presented an emerging theory of the career decision-making processes of 

individuals with FEP, the proposed relationships between the theory’s components, as well as 

internal and external influences. The next chapter will discuss this study’s results relative to 

theories of career development and career decision-making and findings from relevant career 

development literature. The contributions of this research and its implications for practice, 

policy, and future research will also be discussed.  
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CHAPTER 5 

 Discussion 

Study Overview 

    The goal of this study was to advance a model of the career decision-making processes 

of individuals with first-episode of psychosis, with a focus on the influences that impact these 

processes. The need for this study arose from the dearth of literature that deals with the career 

decision-making of individuals with FEP. Specifically, the application of existing theories of 

career decision-making are limited as they have been developed for and tested on non-disabled 

populations, and considered few contexts such as socioeconomic and psychological influences 

(Blustein, 2001). A contextual understanding of these processes could result in a richer 

understanding of the vocational behaviours and needs of individuals with FEP, and more 

successfully promote their career decision-making through targeted counselling services, case 

management, employment and skills training services. Research participants included individuals 

with FEP, family members of individuals with FEP and staff caregivers, across three early 

psychosis intervention programs located in the province of Ontario, Canada.  Data were collected 

through in-depth interviews, sociodemographic questionnaires, program documents, a reflexive 

investigator diary and review of program documents. 

The Grounded Theory approach described by Strauss and Corbin (1990, 1998) was used 

to guide this study’s design, sampling and analysis. Open, axial, and selective coding procedures 

were used to develop codes and categories from the data. Selective coding was then used to 

systematically relate each core category to other categories, and to further develop and validate 

relationships between categories. The culmination of the data analysis was an emerging theory of  
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the career decision-making processes of individuals with FEP and the internal and environmental 

influences that impacted these processes. 

           The remainder of this chapter will discuss this study’s results in relation to existing  

literature and theories of career development and career decision-making. In addition, the 

contributions of this study and its implications for practice, policy and future research will be 

discussed. The chapter will then conclude with a discussion of the strengths and limitations of 

this study.  

Review of Study Findings and Comparisons to Existing Literature 

            Participant attributes. The sociodemographic characteristics of participants in this study 

were similar to findings of other studies that examined individuals’ with FEP-; specifically, the 

majority of participants were early onset males with various mental health diagnoses, who had 

not completed their education and were dependant on families or government assistance, as a 

result of psychosis-related impairments (Brown, 2011; Krupa et al., 2010; Roy et al., 2013; 

Woodside et al., 2007). The similarities observed across different study contexts were 

interesting, given that some epidemiological studies were conducted outside North America, 

relied on random sampling for participant recruitment, and excluded some psychiatric and 

comorbid diagnosis (Baldwin et al., 2005; Reay, Mitford, McCabe, Paxton, & Turkington, 2010). 

In contrast, this study was conducted in Canada and recruited participants using theoretical 

sampling, and did not exclude participants on the basis of psychiatric or comorbid diagnoses. Not 

surprisingly, there were a large proportion of males with early onset psychosis in this study and 

others (Baldwin et al., 2005; Iyer et al., 2008; Reay et al., 2010; Yung & McGorry, 1996). It has 

been suggested that young men are more vulnerable to an early onset of psychosis due to 

biological differences and greater frequency of substance use compared to women (Compton & 
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Broussard, 2009; Yung & McGorry, 1996). Similar to other studies, participants’ social and 

vocational decline commenced prior to the onset of psychosis (Iyer et al. 2008; Woodside et al., 

2007; Krupa et al., 2009; Woodside & Krupa, 2010).  

Most family members participating in this study were female, married and employed full-

time, which was similar to other studies (Chen, Gearing, DeVylder, & Oh, 2016; Corcoran et al., 

2007). These findings were expected given females are frequently considered the primary 

caregiver in a family and often assume childcare responsibilities. Also, clinic staffing at study 

sites followed a case management model (Nolin, Malla, Tibbo, Norman, & Abdel-Baki, 2016). 

Staff consisted of post-secondary educated and experienced healthcare professionals assisting 

clients with their health and occupational recovery, with one clinician having a primary role for 

directly treating clients, and coordinating care and services.  

What is a career?  In this study, participants’ descriptions of a career were similar to 

literature that focused on individuals with SMI (Davis, Delman, & Duperoy, 2013) and without 

disabilities (Adamson, Doherty, & Viney, 1998; Arnett, 2000; Athanasou, 2002; Konstam, 

2007). Specifically, participants viewed a career as a lifetime project that involved continued 

learning and professional advancement, which was found by Davis et al. (2013) and was similar 

to the definition of a career by Adamson et al. (1998). A career also involved establishing 

independence, exercising choice, and following passions, which was similar to the findings of 

career development studies that focused on non-disabled individuals (Arnett, 2000; Anthanasou, 

2002; Konstam, 2007). Interestingly, the pursuit of satisfying economic needs was not 

emphasized by client participants when they provided their conceptualizations of a career. This 

finding could be due to less job security and benefits experienced than in previous generations, 

which was found by Konstam (2007) among young adults without disabilities. This is also in 
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contrast to participants’ notion of a job as a means of income and a stepping stone to a career, as 

it also provided them with general work skills and social interaction. 

 Similar to other research, the current study found that in spite of the presence of 

symptoms engagement in career decision-making activities provided clients with a search for 

meaning and identity (Brown, 2011; Krupa et al., 2009; Rinaldi et al., 2010a), decreased their 

social isolation and improved their personal well-being (Turner et al., 2015). These findings 

suggest that engagement in career decision-making is potentially a protective factor against 

symptoms of mental illness and potentially promotes recovery. 

Phases of illness and recovery. This section outlines the phases of illness and recovery 

that provided the context to participants’ career decision-making, then compares these phases to 

existing research. The results suggest that individuals with FEP transitioned through five illness-

related phases, before and after illness onset (i.e. pre-morbid, prodrome, post-onset, early 

recovery and late recovery), which provided context for career decision-making.  

Pre-morbid phase. In the pre-morbid phase, or the period when participants were largely 

asymptomatic, they worked on developing a vocational identity through career exploration 

activities including development of self-knowledge, skill development, and discovering interests 

and values, which were also found among individuals without disabilities (Arnett, 2000; 

Konstam, 2007). In this study, demographic features (i.e. educational attainment, geographic 

region and prior employment experiences) provided participants with resources and contextual 

supports that supported their pre-morbid career decision-making.  

Prodrome phase. During the prodrome phase, participants reported several symptoms 

that made it difficult for them to obtain and maintain vocational and social activities. The most 

common symptoms participants experienced were anxiety, depression, , reduced energy, inability 
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to concentrate,  increased substance use, social withdrawal, impulsivity and sleep disturbance, 

which were consistent with participants’ experiences in other studies (Brown, 2011; Iyer et al., 

2008; Yung & McGorry, 1996). Similar to Brown (2010), this study found that despite 

experiencing these symptoms, many participants knew little about psychosis and did not seek 

assistance during this phase, as they experienced the onset of symptoms for months or years and 

normalized these experiences. 

Due to feeling different from others and struggling with managing their illness,  

participants’ social participation and activity performance declined, which was also found by 

Woodside et al. (2007). Comparable to another study participants in this study experienced 

decreased earnings, reductions in work hours, and shifts in job responsibilities (Woodside & 

Krupa, 2010), as well as, work reduction, declines in academic performance, and increased 

financial debt which was also reported by Krupa et al., 2009. 

First-episode psychosis and post-onset phase. During the first psychotic episode, 

participants lost touch with reality, experienced hallucinations, delusions, disorganized thinking 

and behaviour, which further contributed to social and vocational decline.  Similar to Woodside 

et al. (2007), participants in this study used self-help strategies, avoided demanding tasks, and 

sought specialized services to manage their well-being. 

 Despite employing these strategies, participants’ symptoms contributed to deteriorating 

work performance, disengagement from academic studies, and loss of independence which was 

reported by Roy et al. (2009), as well as, eroding self-esteem as was found by Brown (2011). 

Overall, these compounded losses made recovery, social and vocational reengagement 

challenging for individuals. 
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Early and late recovery phases. Early in recovery, participants started to reengage in 

vocational and social roles with varying degrees of success and improving competency in these 

roles during due to better management of their illness, as reported in other studies (Brown, 2011; 

Krupa et al., 2009; Woodside, Schell, & Hedges, 2006; Woodside et al., 2007).  Additionally, 

participants who made positive changes, who were able to see benefits from their psychosis 

experience, and find a good workplace fit with employers and fellow employees experienced 

continued social and vocational success throughout their recovery, similar to the findings of 

Woodside et al. (2006).  

Career decision-making model components. This section provides insights into the 

findings that informed the development of this study’s career decision-making model 

components and compares these finding to existing literature.  

Demographic features. Several demographic features provided participants with 

experiences and information that influenced their pre-morbid career exploration. These features 

included educational attainment, previous employment experiences, and geographic region. The 

findings indicate that individuals with low levels of educational attainment and few employment 

experiences had fewer opportunities to develop careers and engage in career decision-making, 

before and after psychosis, compared to participants with greater educational attainment and 

more employment experiences. These findings are similar among individuals with non-mental 

health-related disabilities who attain lower levels of education, have limited employment 

experiences and earn lower wages relative  to those without disabilities (Chambers, Rabren, & 

Dunn, 2009; Human Resources and Development Canada, 2010; Winn & Hay, 2009).  In 

addition, Tapfumaneyi et al. (2015) and Dewa et al. (2012) found that previous work history and 

education participation was associated with increased vocational activity participation among 
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individuals with FEP during their first year of participation in an early intervention program. As 

well, early onset individuals who abused substances had lower educational attainment relative to 

late onset individuals, as they either struggled to complete school or withdrew from education. In 

contrast, those with late onset pursued advanced education. Similarly, individuals with co-

existing conditions often struggled to perform in school or withdrew due to anxiety and 

difficulties with school curriculum, and the challenges associated with managing multiple 

disabilities.  

Before and after the first psychotic episode, compared to participants who lived in urban 

geographic regions, those who resided in rural areas had either proceeded slowly toward their 

educational and employment goals or achieved lower levels of educational attainment and fewer 

employment opportunities. Overall, rural participants had limited opportunities to develop their 

career decision-making competence, due to limited vocational choices and opportunities for 

learning and skills obtainment, which was found by Bowman et al. (2016) among individuals 

with FEP, and young adults without disabilities engaged in health career decision-making in 

rural regions (Kumar, Jones, Naden, & Roberts, 2015) . Due to the limited focus on service 

delivery in rural regions, the disparity in economic and educational achievement observed across 

geographic regions in this study warrants further examination in future studies.  

Career exploration (pre- and post-psychosis).  

Career exploration, or the search for a career path, consisted of four activities during 

which participants often engaged in more than one activity simultaneously. The activities 

included self-knowledge, exploring interests and personal values, and developing work skills that 

facilitated career decision-making, before and after the FEP. In this study, self-knowledge was 

developed though activities and experiences that enhanced strengths, helped acknowledge and 
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address limitations and develop personal insight which assisted individuals in identifying 

potential career options. In contrast to this study, Super (1980) considered self-knowledge a 

component of self-concept.  According to Super (1980), the development and implementation of 

one’s self-concept was important to career exploration, career choice and achievement of career 

satisfaction. Lent & Brown (1996), on the other hand, considered self-efficacy, or the belief one 

had in their vocational abilities, important to developing self-knowledge.  

          In this study, participants’ interests were diverse and explored through hobbies, school, 

and non-school activities, and allowed participants to explore the types of work-related activities 

that were potentially enjoyable. Akin to this study, Super (1980) posited that individuals moved 

through several life stages with different vocational tasks to be completed during each stage. 

According to this theory, during the exploration stage (ages 15-24 years), individuals explored 

their vocational interests through school, leisure activities, and part-time work. Super’s (1980) 

theory is limited, as developmental stage placement is based on chronological age and the career 

development of individuals with disabilities or other factors that may influence life trajectories is 

not emphasized. According to his theory, most client participants in this study would be in the 

exploration and establishment (ages 25-43 years) stages; however, in this sample, few reached 

the establishment stage, as their career development was delayed because of psychosis-related 

disablements. Furthermore, Lent & Brown (1996) expressed that interests developed through 

vicarious learning opportunities and social influences; - these findings were not evident in this 

study.  Values were another component of career exploration that participants investigated 

through extra-curricular activities, educational and employment experiences. Values served as 

guideposts that helped participants determine the importance of the types of careers they 

considered pursuing. Individuals with substance abuse issues struggled to maintain employment 
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it was valued employment less than substance use. Super (1980) considered intrinsic values part 

of one’s self-concept. 

 The acquisition of work skills was another important career exploration activity for 

individuals in this study, which was emphasized by Social Learning Theory (Krumboltz et al., 

1976). According to Krumboltz et al. (1976), career decisions are based on learning experiences 

that occur through social interactions, institutions, and environmental events. Similar to what 

was found in this study, Krumboltz et al. (1976) emphasized that learning from role models, 

positive modeling, rewards and reinforcement have powerful influences on the development of 

career planning skills and career behaviours. 

Participants developed their work skills through cooperative placements, employment 

networks, unpaid and paid employment positions. The acquisition of work skills helped 

participants identify their interests, abilities and build transferable skills that could be employed 

in a career, with the exception of individuals with early onset, those who abused substances and 

individuals with co-existing conditions.  All of these groups struggled in developing vocational 

skills. The skill development of individuals with early onset was negatively impacted relative to 

late onset individuals, due to psychosis-related experiences that resulted in protracted vocational 

and social development that limited their education and life experiences compared to those with 

late onset. In addition, those with substance abuse issues placed increasing priority on substance 

use and less on skill development compared to individuals who did not use substances, which 

resulted in limited development of work skills. As well, individuals with co-existing conditions 

struggled in developing work skills due to the demands of managing multiple disabilities, which 

made it difficult for them to engage and learn new skills .  
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Although the same career exploration activities occurred pre- and post-psychosis, they 

often presented differently for individuals during these periods. Similar to other individuals, with 

and without disabilities, career exploration activities for young adults with FEP occurred 

primarily in school and community-based volunteer and paid work experiences, which was 

found in studies of individuals without disabilities (Arnett, 2000; Konstam, 2007). Early onset 

participants at this stage of the career decision-making process expressed that they remained 

flexible and open to different career options, due to their young age, desire to focus on their 

education, and potential changes in interests or circumstances. A portion of participants in this 

study experienced a protracted transition to adulthood, which was similar to individuals without 

disabilities. (Helwig, 2008; Caton & Kagan, 2007). For some individuals without disabilities, 

their protracted transition was due to additional time spent in postsecondary education and 

training prior to entering the labour force (Arnett, 2000; Caton & Kagan, 2007; Konstam, 2007; 

Morningstar, 1997), whereas, individuals in this study were delayed because of psychosis-related 

impairments. These impairments involved shifts in energy, mood changes, cognitive difficulties, 

losing touch with reality, and difficulty with social interactions, which resulted in job loss, 

education incompletion, increased economic dependence and social exclusion. Although the 

reasons for delayed transition into adulthood are different for individuals with psychosis and 

those without disabilities, the overall trajectory may not be unusual. This trend in the general 

population of non-disabled young people in effect normalizes the idea of a protracted transition 

into adulthood. 

As symptoms progressed, participation in social and vocational activities diminished. 

Participants found it difficult to continue with school and maintain employment. Staff observed 

that clients’ skill development and exploration of vocational interests languished, and motivation 
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to develop self-knowledge declined, which is similar to the vocational experiences of FEP 

reported in other studies (Bassett et al., 2001; Roy et al., 2009, 2016; Woodside et al., 2007). 

Additionally, Vander Stoep et al. (2000) found that individuals with mental illnesses had 

difficulty with work and school participation, due to complex economic, social and attitudinal 

barriers. 

After the onset of psychosis, participants engaged in career exploration as they returned 

to social and vocational roles, often returning to jobs they had prior to psychosis. These jobs 

provided them with familiar work routines and supportive environments, and workplace 

modifications that helped them manage stress when symptoms became disruptive, as found by 

Woodside & Krupa, (2010).  As opposed to individuals without mental health-related 

disabilities, individuals with FEP are at increased risk of poverty due to limited education 

completion and unemployment (Bowman et al., 2016), as well as, financial dependence on 

family or government assistance programs (Krupa et al., 2012; Roy et al., 2013). For individuals 

with FEP who obtained jobs, these positions were unskilled positions as individuals with FEP 

were often not established in their careers (Krupa et al., 2009). Krupa et al. (2009) found that in 

order for individuals to move forward, the time after psychosis provided opportunities for them 

to manage environmental stressors and symptoms which entailed exploring different interests 

and career paths, which was consistent with this study’s findings.  In addition, this study found 

that  individuals who struggled to manage their illness and were unready to vocationally engage, 

withdrew from career exploration, if symptoms were triggered or they became overwhelmed by 

vocational responsibilities. These individuals withdrew from the paid labour force or education 

and received family or government assistance until they felt ready to reengage in career 

exploration. 
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Before and after the first-episode, individuals with substance abuse issues struggled to 

maintain employment or academic studies, as substance use became a major focus in their lives, 

while career exploration and employment became less valued. Substance abuse was common 

among these individuals, particularly, those with an early onset, as participants in this age group 

experimented with substances. Individuals with substance abuse issues had sporadic education 

and employment histories, and experienced decreasing motivation and interest in their education 

and career goals. These individuals reengaged in career exploration only if they quit abusing 

substances. These findings are similar to those of Luciano & Carpenter-Song (2014) who found 

that individuals with FEP who were treated for substance abuse were more engaged in treatment 

services if they participated in vocational activities and developed career goals.  

Also, the presence of co-existing conditions such as social anxiety, attention deficit 

hyperactivity disorder (ADHD), and learning disabilities negatively influenced participants’ 

career decision-making. Individuals with FEP who had these conditions often felt uncomfortable 

in academic settings, had poor academic performance, were frequently truant from classes, or 

eventually dropped out of school and gave up on their career goals, which is comparable to other 

studies (Levy, Traicu, Iyer, Malla, & Joober, 2015; Rho et al., 2015). Similar to other research, 

individuals with co-existing conditions showed significantly less improvement in social and 

vocational functioning compared to those without these conditions, as they were overwhelmed 

with the demands of managing multiple disabilities, which made it challenging to engage in 

career exploration (Levy et al., 2015; Rho et al., 2015).  

Before and after the first-episode of psychosis, late onset individuals were further along 

in their career exploration as they had completed more education and accumulated more 

employment experience than early onset individuals, which was consistent with the sample 
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studied by Roy et al. (2016). In addition, late onset participants were goal oriented and either 

enrolled or planned to enroll in postsecondary studies or work, which was consistent with the 

findings of Woodside & Krupa (2010) who found that late onset individuals intended to return to 

established careers they had prior to illness. The similarity in the findings of both studies could 

be due to late onset participants being financially and residentially independent and in significant 

relationships. 

 Social and vocational decline. Participants reduced their involvement in social, 

employment and educational activities as psychosis-related symptoms progressed. They 

experienced decreased energy and concentration, increased irritability and social isolation. 

Similar to another study (Bassett et al., 2001),  participants also found it difficult to perform in 

school, maintain employment or focus on their skill development, as their interests and 

motivation languished and were further compounded by substance abuse. This study and others 

found that individuals with FEP faced additional significant challenges managing these declines 

due to the complex and interactive nature of economic, educational, social, employment and 

attitudinal barriers they encountered (Dewa et al., 2012; Killackey et al., 2006; Norman et al., 

2007; Rinaldi et al., 2010a), which have been reported by individuals with (Cook, 2006) and 

without mental health disabilities (Lindstrom et al., 2013). 

Social and vocational disengagement.  Participants disengaged from social, employment 

and educational activities because of positive symptoms such as hallucinations, delusions, as 

well as cognitive and social dysfunctions, which made it difficult to maintain touch with reality, 

perform at school or work and maintain relationships. As a result, some individuals withdrew 

socially, left jobs, and withdrew from school because of difficulties keeping up with the demands 

of these responsibilities. Premature withdrawal from school and work has also been reported 
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among individuals with non-mental health-related disabilities (Stewart et al., 2010). Some 

became financially dependent on their family or government assistance, due to their inability to 

maintain employment, which was similar to findings of other FEP studies (Dewa et al., 2012; 

Killackey et al., 2006; Rinaldi et al., 2010a; Roy et al., 2016). Some individuals remained 

disengaged due to substance abuse, difficulty with illness management, medication side effects, 

medication costs, and decreasing sense of competency. 

Social and vocational participation.  Following the first psychosis, participants gradually 

reengaged in social, educational, and employment activities, depending on improvements in their 

symptoms, decision-making clarity, skill at managing their illness, and their vocational 

readiness. Some began working or attending school part-time and remained on government 

assistance in order to keep their benefit entitlements if work or school participation was 

unsuccessful. Those who prematurely engaged in social and vocational activities became 

overwhelmed and disengaged due to lack of vocational readiness and difficulty managing their 

illness. Participants who engaged in meaningful activity after illness were more active in career 

decision-making than individuals who were not meaningfully engaged. Active individuals 

attended or planned to attend school or work, were goal oriented and became involved in career 

exploration. Also, social support from family and friends provided participants with emotional 

support and encouragement they needed to move forward by encouraging participation in 

educational or employment activities, which has also been found to have a strong influence on 

the vocational decisions of young adults without disabilities (Ferry, 2006; Phillips et al., 2001; 

Schultheiss et al., 2001). According to Woodside et al. (2007), important tasks that enabled 

reengagement include developing self-care and social skills, developing new goals, managing 



      
 

133 

vocational and social activities while dealing with symptoms, and handling environmental 

changes, which was found among participants in this study.  

Decision progression.- As career exploration progressed, participants engaged in 

decision progression which included several different developmental cognitive tasks such as 

making career choices, taking actions towards their career goals, evaluating their progress and 

advancement (Amundson, 1995; Amundson, Borgen, Iaquinta, Butterfield, & Koert, 2010; 

Hilton, 1962) while giving consideration to the influence of contextual factors (Amundson, 1995; 

Amundson et al., 2010; Hilton, 1962). Unfortunately, few participants reached this stage of 

career decision-making including those with substance abuse issues, early onset individuals, and 

those who were disengaged or had co-existing conditions. 

Amundson (1995) theorized that individuals evaluate different career options before 

choosing a career goal and taking a course of action. Action steps participants took to move 

towards their career goals included vocational services, part-time work, entering school or 

training, volunteering, and networking.  In addition, some participants used their psychosis 

experience to positively help others with related experiences in a professional capacity, such as a 

peer support counsellor, or children’s mental health entertainer. Once action steps were taken to 

move towards a career goal, and new information was gleaned from those action steps, 

participants could either return to an earlier stage of career decision-making if they were not 

satisfied with the outcomes of the current stage or make modifications to help them advance 

towards their career goal, which is consistent with rational and alternative theories of career 

decision-making for non-disabled populations (Amundson, 1995; Harren, 1979; Tiedeman, 

1961). Some helpful modifications employed by participants included reducing their work hours, 

decreasing their academic course loads, and making workplace modifications.  Interestingly, 
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participants at this advanced stage of the career decision-making process expressed that even 

though they had a career goal and took actions to achieve their goal, they articulated that it was 

helpful for them to remain open to alternative career options, in order to consider potential 

changes in interests, the risk of illness relapse, and unforeseen circumstances. 

Interestingly, these findings were comparable to those of a study on cognitive processes 

engaged in by young adults without disabilities who considered different higher educational 

paths (Germeijs & Verschueren, 2006). Unlike the participants in this study, Harren (1979) 

discussed a stage called ‘Awareness’ that preceded evaluation. In this stage, individuals appraise 

their satisfaction and success with prior decisions and employ their self-confidence in decision-

making before evaluating their career options.  Awareness is potentially an important influence 

in initiating the career decision-making and influencing career decision-making success, and 

should be considered in future research. Also, contextual factors that have been examined in this 

study and studies of alternative decision-making include social support, income and the labour 

market (Hartung & Blustein, 2002; Krieshok et al., 2009; Phillips, 1997; Phillips et al., 2001; 

Schultheiss et al., 2001). These similarities suggest that these are potentially universal career 

decision-making influences.  

The decision progression components in this study appear similar for those with FEP and 

those without disabilities, even though for those with FEP, these components were influenced by 

the phases of illness and recovery specific to this population. This suggests these are possibly 

common career decision-making components, but the unique contextual influences experienced 

by those with FEP impact the career decisions of this population.  

Contextual influences. Internal and environmental influences impacted participants’ 

career decision-making in the prodrome phase until after the onset of FEP. Interestingly, several 
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contextual influences that influenced participants’ career decision-making  overlap with 

environmental influences in the International Classification of Functioning, Disability and Health 

(ICF), a framework used by the World Health Organization (WHO) to understand disability that 

is based on dynamic interactions between the environment, health conditions and their effects 

(WHO, 2001). The overlap in the environmental influences in this study’s model and the ICF 

suggest that these influences are common and important contributors to functioning and 

disability.  

Internal influences. Self-esteem, maturity, motivation, and internalized stigma were 

internal influences that impacted the career decision-making of participants. Individuals in this 

study experienced declines in their self-esteem because of the negative impact their illness had 

on their ability to establish and carry out social, vocational and educational goals, and their 

capacity to move forward, which concurred with other studies (Bassett et al., 2001; Brown, 2011; 

Lucksted & Drapalski, 2015).  

 Early onset individuals had less maturity than later onset individuals, not only due to 

chronological age differences, but because they had attained less education and less life and 

employment skills and experiences, which afforded them fewer opportunities to develop their 

career decision-making competency. In a study by Woodside et al. (2010), individuals with late 

onset had pre-established careers prior to psychosis, as opposed to developing careers. These 

individuals also made adjustments to existing careers following their illness.  

Participants experienced declines in motivation, hallucinations, delusions, and impaired 

concentration and memory, which interfered with their ability to function socially and 

vocationally. Participants were extrinsically and intrinsically motivated to engage in social and 

vocational activities. Similar to other research, participants in this study were extrinsically 
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motivated to return to employment out of financial need (Woodside & Krupa, 2010), . 

Participants who lacked extrinsic motivators had limited social and vocational engagement, 

whereas, intrinsically motivated participants were vocationally engaged and developed career 

goals.  

The stigma experienced by study participants was based on internalizing messages and 

beliefs that society and their families held about mental illness, and their own fears of having a 

mental illness label, which is identified as societal attitudes in the ICF (WHO, 2001). This 

description was comparable to the stigma experiences described by participants in Franz et al.’s 

(2010) study.  Internalized stigma was a large concern for participants in this study because it 

contributed to them reorganizing their thinking about their competencies. As a result, individuals 

who experienced internalized stigma often reevaluated their identity and potential based on their 

diagnosis, even when their career goals were attainable. These findings were also observed 

across other types of disability groups (Megivern et al., 2003; Stewart et al., 2010).  

Environmental influences. Social support, income and the labour market were 

environmental influences that impacted the career decision-making of participants in this study. 

The ICF provides a number of examples of such influences, including supports and relationships, 

social security services, and labour and employment services (WHO, 2001). Family members, 

employers and mental health service providers were positive influences on the career decision-

making of participants. In a similar vein, relational support was found to have a supportive 

influence on the career decision-making of individuals without disabilities (Ferry, 2006; Phillips 

et al., 2001; Schultheiss et al., 2001). Support persons provided participants with advice, 

information, and encouragement, which was also found among individuals without disabilities 

(Phillips et al., 2001; Schultheiss et al., 2001). In contrast, there were family members who 
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thought returning to work or school would be too stressful and delay the recovery of their loved 

ones, which was also found by Rinaldi et al. (2010a). 

After the first-episode, clients were often financially dependent on their families or 

government assistance (i.e. immediate family and social security services in the ICF) (WHO, 

2001) due to significant cognitive, behavioural impairments, social and economic impairments. 

Similarly, young adults without disabilities were also found to rely financially on their families, 

but their increased reliance was due to protracted transitions into adulthood as a result of 

increased education and delayed career entry (Andres & Adamuti-Trache, 2008; Beaujot & Kerr, 

2007; Konstam, 2007; Rojewski & Kim, 2003). In this study, it was found that the structure of 

government assistance programs compromised the financial independence and career 

development of individuals with FEP. Though government assistance supplemented the incomes 

of participants who were able to engage in part-time employment or enroll in an education 

program during their recovery, many found it a disincentive to work more, as their benefits 

declined with the additional hours they worked. Some individuals felt particularly unstable early 

in their recovery, and had high medication costs, they decided not to engage in full-time work 

and continued collecting government assistance for fear of losing health coverage, as also found 

in other research (Canadian Mental Health Association Ontario and Centre for Addiction and 

Mental Health, 2010).  For participants attending postsecondary education, finances were a 

major stressor, whether or not they received government assistance. Due to limited financial 

resources, some participants either withdrew from their education or required more time to 

complete their studies. In studies of American college students, Megivern et al. (2003) and 

Mowbray & Megivern (1999) found financial hardship amongst students with SMI resulted in 

greater attrition then their mental health symptoms.  
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Labour market conditions also influenced the career decision-making of participants (i.e. 

labour and employment systems, services, and policies, unspecified in ICF) (WHO, 2001). 

Individuals who resided in rural labour markets earned lower wages and had limited 

opportunities to develop their skills and build career opportunities compared to participants who 

resided in urban labour markets. Similarly, Bowman et al. (2016) found that young individuals 

with FEP who lived in rural areas had greater difficulty accessing career-related services, limited 

educational aspirations, with fewer individuals completing secondary school compared to 

individuals with FEP who resided in urban areas.  

Study Contributions 

 There are several contributions this study provides to the career development literature of 

individuals with FEP. This study is the first to advance a model of the career decision-making 

processes of individuals with FEP. Specifically, this study found that those with FEP engaged in 

similar career decision-making processes (i.e. career exploration and decision progression) as 

individuals without disabilities, but completed these processes at slower rates, due to managing 

unique contextual influences and negotiating transitions through several phases of illness and 

recovery. This knowledge can be used to develop vocational services and policies that promote 

the career decision-making and career development of individuals with FEP. Another 

contribution of this research is its emphasis on the career development of individuals with FEP, 

as opposed to an emphasis on employment and education entry. Using a developmental 

perspective, this study found that individuals with FEP were career oriented, even when they 

struggled to manage their illness and participate in social and vocational activities. These 

findings suggest that future research could potentially improve the social and vocational 

outcomes of individuals with FEP, if approached from a developmental perspective. Finally, this 
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study identified and described the complexities of the career decision-making process of 

individuals with FEP, and the impact of several contextual influences on these processes. An 

expanded understanding of contextual influences that influence career decision-making provides 

a richer understanding of the pathways and support services that individuals with FEP require to 

establish and achieve their career goals. 

Implications for Practice and Policy  

This study provides several important contributions to the literature on the career 

development of individuals with FEP, with respect to career decision-making and has potential 

implications for practice and policy. While most directly relevant to the Ontario context, these 

findings may have broader applicability. 

Practice implications. 

Individuals with first-episode psychosis.  In this study, individuals with FEP, 

particularly, individuals with early onset began to withdraw from social and vocational 

endeavors during the prodrome phase. Interventions directed at all phases of illness and 

recovery, with an emphasis on the prodrome phase, could reduce the level of disability and 

economic hardship of those with FEP and facilitate their career-decision making and career 

development. Supported education is a type of vocational intervention that is delivered by 

teachers to participants in mainstream educational facilities. In addition, those with FEP are 

supported by accommodations such as counselling and academic skills building that are provided 

by psychotherapists and vocational specialists.  Supported education has been found to 

effectively increase the educational and vocational participation of individuals with FEP, but has 

not been widely studied or implemented (Nuechterlein et al., 2008; Rinaldi et al., 2010b). 

Despite this limitation, supported education should be considered an important part of existing 
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and future early intervention programming, as the target population is at the developmental stage 

where they are pursuing important educational and career milestones.  

At the three programs studied, there was a lack of access to evidence-based vocational 

programs for participants, particularly in rural counties. Available vocational programs were 

either provided through services in the general community or directed towards individuals with 

long-term SMI. Although many clients were interested in career development, existing 

vocational programs focused on job obtainment and resume writing. Given that these program 

limitations exist in vocationally-oriented programs within and outside of Ontario, emphasis 

should be placed on the development and incorporation of career development initiatives into 

early intervention programs where vocational counsellors or occupational therapists can support 

the career decision-making of individuals with FEP in all phases of illness and recovery, 

especially in rural areas.  

Substance abuse was also prevalent among early onset participants in this study. 

Participants who abused substances (often early onset) did not actively engage in career 

exploration, and some remained disengaged from vocational and social participation after the 

onset of FEP.  Some participants reengaged in career decision-making and social activities if 

they quit abusing substances. Similarly, Luciano & Carpenter-Song (2014) found that individuals 

with FEP who were treated for substance abuse were more engaged in treatment services if they 

participated in vocational activities and developed career goals. These findings suggest that 

community or residential substance use treatment facilities should provide vocational activities 

that support the career development of individuals with FEP in the early or later recovery phases 

who are seeking substance abuse treatment as a strategy to engage patients in treatment.  

Provision of such programs should promote the development of career decision-making 
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competencies and participation in career decision experiences which could be staffed by 

vocational counsellors or occupational therapists.  

In addition, individuals without substance abuse concerns vocational and socially 

disengaged following the onset of illness and continued to remain disengaged for several reasons 

including medication side effects, difficulty with illness management, non-diminishing 

symptoms and medication costs.  Various approaches would be required to help in reengage 

individuals, and would require different types of mental health professionals. Medical 

professionals such as psychiatrists or nurses could monitor and reduce clients’ medication side 

effects through dose adjustments or changes in medications. Psychologists or psychotherapists 

could teach clients skills to manage their symptoms and complement adjustments in medications. 

Early intervention staff including psychiatrists, nurses, vocational counsellors and occupational 

therapists should provide ongoing encouragement to disengaged clients to participate in 

meaningful activities that would not jeopardize their health coverage. Activities could include 

volunteering, hobbies, part-time work or school. Client involvement in these types of activities 

could potentially stimulate further participation in vocational and social activities.   

Families. This study also found that there were few psychoeducational programs 

available for parents with children being treated in early intervention programs, though parents 

expressed an interest in such programs. In terms of vocational programming, effective family 

psychoeducation programs educate families about psychosis, facilitate their access to resources, 

provide stigma education, provide support, build resilience in parents and children, and engender 

hope (McFarlane, Dixon, Lukens, & Lucksted, 2003). Family psychoeducation programs for 

caregivers of individuals with FEP that have been delivered by mental health staff including 

family support workers and psychotherapists have been associated with increased insight and 
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acceptance, improved communication and problem solving skills and achieved greater 

independence (Nilson, Frich, Friis, Norheim, & Rössberg, 2016), as well as, increased support 

and reduced isolation (Petrakis, Oxley, & Bloom, 2012). The support and information provided 

to families in these types of programs could promote the engagement of young adults with FEP 

in career-decision making activities. Familial support has been found to develop the career 

decision-making of young adults by providing them with social support, social integration, 

validation of thoughts, feelings and actions, information and guidance (Phillips et al., 2001; 

Schultheiss et al., 2001).  

Mental health service providers and administrators. Mental health services staff were 

influential on the career decision-making of participants in this study, but staff expressed that 

they felt constrained by the limited types of services they were able to provide to clients. Some 

expressed that existing services focused on the medical management of clients, and vocational 

development initiatives emphasized job obtainment over career development. The routine 

inclusion of vocationally related inquiry of individuals with FEP and delivery of service 

programming by mental health services staff such as case managers, vocational counsellors and 

occupational therapists could facilitate clients’ recovery and career development.  Programming 

that included the introduction of career decision-making activities into early intervention and 

community-based programs could be beneficial to clients but would probably require education 

and training for existing staff. This type of training could be provided by career development 

associations and career counsellors who are experienced in working with individuals who have 

mental illness.  

Another tool that could be potentially useful to vocational programming staff (i.e. 

vocational counsellor or occupational therapist) is career decision mapping, which is based on 
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the model and accompanying table developed from this study’s findings. This mapping process, 

(i.e. includes the diagram of the career decision-making processes of individuals with FEP and 

the summary table of the components of the career-decision making process and contextual 

influences), along with relevant questioning of clients could be used by staff to direct clients to 

developmentally suitable services that meet their vocational needs, based on their current phase 

of illness (i.e. suitable for any phase of illness or recovery) and stage of career decision-making.  

A useful programming initiative could include staff engagement with clients through 

stigma education and interventions, as internalized stigma was another influence that stymied the 

career decision-making of participants, as expressed by clients, staff, and parents. Internalized 

stigma is associated with reduced self-esteem, sense of hope, aggravation of symptoms and 

reluctance to participate in treatment and supports that promote recovery (Lucksted & Drapalski, 

2015). Self-stigma initiatives that provide psychoeducation, cognitive and narrative techniques, 

and empowering experiences can potentially challenge myths of about mental illness, improve 

self-esteem (Yanos, Lucksted, Drapalski, Roe, & Lysaker, 2015) and encourage individuals with 

FEP to engage in career decision-making activities. These initiatives could be delivered through 

group (i.e. clients-staff, clients-parents-staff, parents-staff), one-on-one (clients-case manager), 

and web-based programs.  

Some clients, families, and staff who participated in this study expressed that they felt 

uninvolved in program decision-making with respect to vocational programming for their 

children. Specifically, parents and staff expressed that vocational training of individuals with 

FEP is fragmented with services often provided elsewhere, with career potential of their loved 

ones overlooked after illness onset. A cultural shift within mental health service organizations 

that promotes the career development of clients during all stages of illness and recovery would 
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be most appropriately facilitated by organization leadership (McFarlane et al., 2003). Such a 

cultural shift within mental health service agencies would involve continual training and 

cooperation of staff, clients, and families in the development, promotion, and evaluation of 

vocational programs (McFarlane et al., 2003).  Programs could include evidence-based 

vocational interventions such as supported employment with educational components, and 

exploration of emerging interventions that diminish vocational and social decline of those with 

FEP and also keep them engaged in education and provide them with necessary supports. These 

programs would be suitable for individuals in the prodrome, post-onset, early and later recovery 

phases. Cultural shifts and the inclusion of vocational interventions within mental health service 

organizations could potentially promote the career decision-making and career development of 

clients with FEP.  

School staff and administrators.  Some participants in this study were either in late 

adolescence or early adulthood, struggling with their academic studies because of impairments 

associated with their illness, with a lack of appropriate supports available within their schools. 

Despite the growing problem of mental illness amongst youth, there is limited emphasis on 

mental health education in schools, along with uncoordinated and limited services to address the 

mental health of students (Sulkowski & Lazarus, 2017). Mental health teams and mental health 

screening have shown positive impacts on social and academic achievements (Haynes, 2002; 

Husky et al., 2011). Mental health teams involve collaborations between administrators, teachers, 

students, parents, and mental health professionals, to confidentially assist distressed students, as 

opposed to one or few guidance counsellors who are solely responsible for providing mental 

health services (Haynes, 2002). In, addition, voluntary mental health screening has been shown 

to lead to significantly more student referrals to mental health services compared to the typical 
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intervention (i.e. mental health service contact initiated by student or parent) (Husky et al., 

2011). In addition, there is a greater need to provide mental health education to teachers and 

school administrators about FEP; specifically, how to recognize it and how to intervene if a 

student is in distress. Such education could be provided by public health departments, 

community mental health agencies, or mental health professionals who work with youth. Early 

mental health screening and early recognition of students’ mental health difficulties could 

potentially result in timely referrals to mental health care and early intervention for young adults. 

These actions would be suitable during the prodrome, post-onset and early recovery stages as 

they could minimize students’ symptomatic and functional disablement and decrease their 

disengagement from social and vocational activities. As a result, students could continue to 

engage in career decision-making and other activities that support their career development.  

Policy implications. 

Government disability income assistance programs. Some participants in this study 

received financial support through government disability income programs. Income support 

provided to participants was significantly below the poverty level. Disability income support 

programs such as ODSP encouraged financial dependence, as some participants were disengaged 

from important participatory roles and those employed were financially penalized for working 

too many hours. As a result, participants often remained on income assistance due to economic 

hardship because of limited engagement in social and vocational roles, as found in another study 

(Krupa, 2012). Similar to other research findings, whether or not participants were employed, 

they didn’t want to give-up government health benefits that were needed to pay for costly 

medications (Canadian Mental Health Association Ontario and Centre for Addiction and Mental 
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Health, 2010). These policies discouraged individuals from participating in career decision-

making activities and developing careers. 

Policy changes during the early and later recovery stages should refocus on establishing 

and delivering vocational supports that encourage career decision-making and promote the career 

development of income recipients. Provisions which could be provided vocational counsellors 

and occupational therapists, such as access to employment and education programs, career 

counselling, peer supports, aptitude testing, skill development, and provincial financial aid for 

learning supplies lead to long-term career success (Canadian Mental Health Association Ontario 

and Centre for Addiction and Mental Health, 2010). In addition, recipients’ income benefits 

should be evaluated by ODSP case managers on a frequent basis to assess the progression of 

their recovery. Upon employment entry, ODSP should allow individuals to maintain a portion of 

their income assistance for a longer time period without jeopardizing their health benefits. These 

policy changes would ease the transition of individuals entering or reentering into the workforce 

and encourage more government assistance recipients to engage in competitive employment or 

education. 

Health research funding agencies. Clients and families who participated in this study 

expressed that appropriate treatment was often received later in the illness process after acute 

symptoms of psychosis were experienced and clients withdrew from vocational and social 

activities. Government health research funding agencies such as the Canadian Institute for Health 

Research (CIHR) should establish priorities that increase funding to existing and emerging 

researchers and programs that focus on the early recognition of FEP and the development and 

evaluation of vocational interventions, particularly, for those in the early stages of illness (i.e. 

prodrome, post-onset, and early recovery). Interventions need to happen earlier in the illness 
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process in order to reduce impairments, the risk of relapse, and promote recovery. Participants in 

this study expressed interest in pursuing careers, not just jobs, although most were early in their 

career development and had few employment experiences and minimal career direction. Though 

IPS is an evidence-based vocational intervention, its primary focus has been on employment 

obtainment and duration. Its recency and lack of standard practice have made it difficult to 

determine whether it leads to lasting gains in education, employment and skill development 

(Killackey et al., 2008). In addition, the career development of individuals with FEP has been 

overlooked in rural regions. These both suggest that CIHR should give funding priority to 

researchers with programs that develop and evaluate FEP interventions that facilitate career 

decision-making in rural areas, given these resources are limited or inaccessible to individuals in 

these locations.  

Strengths of the Present Study  

This study has several strengths. One was the inclusion of multiple perspectives which 

contributed to a rich understanding of the career decision-making processes of individuals with 

FEP. Another strength was the inclusion of diverse geographic locations, which enabled the 

examination of rural and urban employment markets on career decision-making processes. 

Finally, a major strength of this study was the use of several methods to establish the 

trustworthiness of this study’s findings through its credibility, transferability, confirmability and 

dependability. Credibility was established using triangulation of multiple sources and theories, to 

examine and interpret the study data to ensure a deeper understanding of career decision-making, 

as well as through prolonged engaged at each study site to build trust between participants and to 

better understand the culture of each study site. Participant checks were also conducted with 

study participants once initial results were attained to determine if the findings were reflective of 
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their career decision-making experiences. Transferability was established through creation of a 

thick, rich, document that details the career decision-making processes of those with FEP, while 

confirmability was established by maintaining an audit trail of study documentation, presentation 

of research findings at international conferences, and use of a reflexive journal to document 

observations and biases. Finally, dependability was established through external audits by my 

academic supervisory committee to determine the accuracy of this study’s findings, 

interpretations and conclusions. 

Limitations of the Present Study 

Although this study possessed several strengths, it had limitations. First, study 

participants in this sample might be different from clients, staff, and family members who seek 

services or are employed at early intervention clinics in other jurisdictions. Second, the study 

sample was underrepresented by females and individuals with late onset psychosis, which 

potentially limits the theoretical development of the career decision-making processes of these 

subgroups. Third, the study was cross-sectional, which could have resulted in a limited 

understanding of the career decision-making processes of this sample, as these participants were 

not followed-up. Finally, this study was conducted in one province and the results could have 

limited transferability to other provinces or jurisdictions outside Canada because of differences 

in systems and service factors.  

Future Research  

There are several areas of future research related to the findings of this study. One area of 

research is to examine differences in career decision-making exist between gender and psychosis 

onset, as there were few females and individuals with late onset in this study. Another area of 

research is to examine how vocational interventions such as supported employment programs 
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supplemented with supported education influences the career decisions of individuals with FEP. 

Specifically, what components of these programs support career decision-making and what 

program components should be modified to optimize career decision-making and support the 

career development of those with FEP. Other types of programs such as social enterprises should 

also be explored to determine their impact on the career decision-making and overall career 

development of individuals with FEP. Finally, another area of potential research is to investigate 

the career decision-making of individuals with FEP who reside in other jurisdictions, nationally 

and globally, in order to ascertain the comprehensiveness of this model. 

Conclusion  

This study investigated the career decision-making processes of individuals with FEP and 

the influences on these processes, as existing career decision-making models have been 

developed for and tested on non-disabled populations and considered few contexts. Grounded 

Theory methods were used to advance a model of the career decision-making processes of 

individuals with FEP. Career decision-making was found to be a complex, multi-staged iterative 

process that occurred over several phases of illness and recovery that were impacted by internal 

and environmental influences. 

This study is the first to use a developmental perspective to identify and describe the 

career decision-making processes of individuals with FEP through several phases of illness and 

recovery, and the impact of internal and external influences on these processes. Besides these 

contributions, this study’s results indicate several service and policy implications that involve 

different stakeholders. This study’s primary strengths were the use of multiple perspectives to 

explore the career decision-making of individuals with FEP, and employing several methods to 

ensure the trustworthiness of this study’s findings. Despite these strengths, this study was limited 
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due to its cross-sectional approach in one jurisdiction and the limited number of female and late 

onset participants. The next steps include testing the comprehensiveness of this model in other 

jurisdictions, exploring the impact of gender, psychosis onset, and vocational interventions on 

the career decision-making of individuals with FEP. 
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point of the research, the principal investigator will provide the CEO with a written report of research 

activities and progress. This report will be forwarded to the Ethics Committee for review. 

Amendments: Should significant changes be made to the project after approval has been granted, a 

written amendment outlining the changes must be sent to the CEO, who, in discussion with the Ethics 

Committee, will determine the impact of the changes and make a decision regarding the need for 

reassessment of the proposal. 

Reporting: Upon completion of data collection and/or the project as a whole, the researchers are asked to 

submit a report to the CEO sharing information, as appropriate, pending publication and copyright 

process limitations.  Information sharing beyond the CEO to CMHA HKPR and its stakeholders require a 

mutual agreement. 

 

Respectfully, 

 
 

Mark D. Graham, CEO 

CMHA Haliburton, Kawartha, Pine Ridge Branch 
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Hamilton  Integrated  Research  Ethics  Board (HIREB) 
253 Wellington St. N., Suite 102, Hamilton, ON  L8L 8E7 

Telephone:  905-521-2100, Ext.  42013 

Fax: 905-577-8378 
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October 28, 200 3 

 

PROJECT NUMBER: 
 

 
PROJECT TITLE: 
 
 
 
PRINCIPAL INVESTIGATOR:  

 

LOCAL PI: 

13-619 
 

Career Decision-Making Processes of Individuals with First-
Episode Psychosis: A Grounded Theory Study 
 
 
 

Christa Boychuk 

 

Stephanie McDermid  Vaz 
 

This  will  acknowledge receipt  of  your  letter  dated  October  16,  2013  which  enclosed  revised  copies  of 

the Information/Consent Forms  for  the  above-named  study. These  issues  were  raised  by  the 

Hamilton Integrated  Research  Ethics  Board  at  their  meeting  held  on  September  17,  2013. Based  on  this 

additional information, we  wish  to  advise  your  study  has  been  given  approval  from  the  full  HIREB. 

   
The following documents have been approved on both ethical and scientific grounds: 
 
Study Protocol 
Client Information/Consent Form 
Family Member Information/Consent Form          
Staff Information/Consent Form 
Client Recruitment Poster          
Staff Recruitment Poster 
Family Member Recruitment Poster 
Client Socio-Demographic Questionnaire 
Family Member Socio-Demographic Questionnaire  
Staff Socio-Demographic Questionnaire 
Site Script 
Client Semi-Structured Interview Guide  
Staff Semi-Structured Interview Guide 
Family Member Semi-Structured Interview Guide 
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The following documents have been acknowledged: 
Queen’s University Research Ethics Board-Delegated Review Letter dated June 7, 2013 
 
Please  note  attached  you  will  find  the Information/Consent  Form  with  the  HIREB  approval  affixed; 

all consent forms/recruitment advertisements used in this study must be copies of the attached 

materials. 

 

The Hamilton Integrated Research Ethics Board operates in compliance with and is constituted in accordance with 

the requirements of: The Tri-Council Policy Statement on Ethical Conduct of Research› Involving Humans; The 

International Conference on Harmonization of Good Clinical Practices; Part C Division 5 of the Food and Drug 

Regulations of Health Canada, and the provisions of the Ontario Personal Health Information Protection  Act 

2004 and its applicable Regulations; for studies conducted at St. Joseph‘s Hospital, HIREB complies with the health 

ethics guide of the Catholic Alliance of Canada 
 

 

We  are  pleased  to  issue  final  approval  for  the  above-named  study  for  a  period  of  12 months  from  the 

date of the HIREB  meeting on September 17, 2013. Continuation beyond  that  date  will  require  further 

review and  renewal  of  HIREB  approval. Any   changes  or  revisions  to  the original  submission  must  be 

submitted on  an  HIREB     amendment  form  for  review  and  approval  by  the  Hamilton  Integrated  

Research  Ethics Board. 

 

 

PLEASE QUOTE THE ABOVE-REFERENCE PROJECT NUMBER ON ALL FUTURE 
CORRESPONDENCE 
 

Sincerely, 
 

 
 

Suzette Salama PhD., 

Chair, Hamilton Integrated Research Ethics Board
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                                                                   Appendix D 

 

Site Script 

 

What are the career decision-making processes of individuals who experienced 

first-episode psychosis? 

AND 

What influences their career decision-making? 
 

These are the questions of a research study to be completed by Christa Boychuk at Queen’s 

University. Christa is looking for individuals being treated for first-episode psychosis, between 

the ages of 18-35, program staff, and clients’ family members who would be interested in 

participating in this study. 

 

Here are a few details that may help you decide if you would like to participate: 

 

 Participating in this study will cost nothing, and there is a $15.00 gift certificate for Tim 

Horton’s given to clients as a token of appreciation for their participation. 

 

 Christa will attempt to gain an in-depth picture of career decision-making following the 

first-episode of psychosis. 

 

 The meeting for this study will take place at a private office located in a participating 

facility. 

 

 All of the information collected will be kept confidential. 

 

 Clients can withdraw from the study at any time, without impacting their receipt of 

services from Heads Up! Early Intervention Psychosis Program in Kingston, Lynx Early 

Intervention Psychosis Program in Peterborough, and the Cleghorn Early Intervention 

Psychosis Program in Hamilton. 

  

If you would like more information about this study or if you or someone you know is interested 

in participating in this study please contact: christa.boychuk@queensu.ca 
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 Appendix E 

 

Client Recruitment Poster 

 

 

 

 

 You are 18-35 years old 

 You experienced a first-episode of psychosis within    

the past 3 years 

 

 You are willing to talk about your career decision-

making experiences for approximately 1 to 2 hours in a 

confidential one-on-one interview 

 

 
 

 

 
 

 
 
 
 
 
 
 
 
 

I WOULD LIKE TO HEAR FROM YOU IF: 

 

 

If you would like further information or would like to participate 

in this study, please contact: christa.boychuk@queensu.ca 
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Appendix F 

 

 Staff Recruitment Poster 

 

 

 

 

 Provide direct care to clients who have experienced 

first-episode psychosis 

 

 You are willing to talk about the career decision-

making experiences of your clients for approximately     

1 to 2 hours in a confidential one-on-one interview 

 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 

 

I WOULD LIKE TO HEAR FROM YOU IF: 

 

 

If you would like further information or would like to participate 

in this study, please contact: christa.boychuk@queensu.ca 
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Appendix G 

 

Family Member Recruitment Poster 

 

 

 

 

  You have a family member who has experienced       

first-episode psychosis 

 

 You are willing to talk about the career decision-

making experiences of your family member for 

approximately 1 to 2 hours in a confidential one-on-one 

interview 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

I WOULD LIKE TO HEAR FROM YOU IF: 

 

 

If you would like further information or would like to 

participate in this study, please contact: Christa Boychuk at 

christa.boychuk@queensu.ca 
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Appendix H 

 

Client Letter of Information and Consent Form  

  

Project Title: Career Decision-Making Processes of Individuals with First-Episode Psychosis: A 

Grounded Theory Study 

 

Investigator: Christa Boychuk, (PhD Candidate) 

 

Introduction and Purpose: 

 

You have been invited to participate in a research project entitled “Career Decision-Making 

Processes of Individuals with First-Episode Psychosis: A Grounded Theory Study.” This 

research will look at the career decision-making of individuals with first-episode psychosis. The 

investigator of this project is Christa Boychuk, a doctoral student at Queen’s University. 

 

What’s Involved? 

 

You will be asked to attend one private session, approximately 1 to 2 hours in length, with 

Christa Boychuk, in person or by telephone. The first part of the session will involve completing 

a brief questionnaire, providing some general information about you. The second part of the 

session will involve an interview during which you will be asked questions about your career 

decision-making and the factors that have impacted your career decision making. In the event of 

fatigue, there is the possibility that a second session can be scheduled. Toward completion of the 

study, you will be either mailed or emailed the initial results of the project.  

 

Potential Risks: 

 

While every effort will be taken to assure your privacy and confidentiality, there may be possible 

risks associated with this study. Your privacy and confidentiality will be protected in the 

following ways: (a) all data will be stored securely in a locked cabinet or drawer; (b) audiotapes 

from the interviews will be typed up by a professional transcriptionist. Interview tapes will then 

be erased after the study results have been presented; and (c) no individual names will be linked 

with the data; as a name other than yours (pseudonym) will be used. You do not have to answer 

any questions you do not wish to answer. The information you share will not be shared with 

associates of the referring agency.  
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In addition, another potential risk of participating in this study is stress you may feel sharing 

your health status and your employment experiences.  

 

Should you feel uncomfortable and would like support or counselling, you should contact your 

usual service provider within the referring agency. 

 

Potential Benefits: 

 

There are no direct benefits of participating in this study. However, your participation will 

contribute to a better understanding of the career decision making of individuals who have 

experienced first-episode psychosis, and help improve vocational programs. 

 

Voluntary Nature of Study: 

 

Participation in this study is voluntary. Your participation or non-participation will have no 

effect on services you receive from (Heads Up! Early Intervention Psychosis Program in 

Kingston, Lynx Early Intervention Psychosis Program in Peterborough or the Cleghorn Early 

Intervention in Psychosis Program in Hamilton). 

 

Confidentiality: 

 

All information collected during this project will be kept confidential. Only the individuals 

named below (Christa Boychuk) will have access to participants’ names and corresponding 

pseudonyms. Once the data are collected and analyzed, the list of participants’ names will be 

destroyed. All other information will be stored in a locked cabinet at the Department of 

Rehabilitation Science, Queen’s University for 5 years. The information will then be destroyed. 

 

Use of Study Findings 

 

The study findings will be used to develop vocational programs for individuals who have 

experienced first-episode psychosis. In addition, study results will be published in academic 

journals and presented at conferences. 

 

Gift for Participation: 

 

You will be given a $15.00 gift certificate for Tim Horton’s for your participation, whether or 

not you complete all portions of the interview. 

 

Participation Statement and Signature: 

 

Any questions or concerns you may have about this study will be answered by: 

 

Christa Boychuk by email at christa.boychuk@queensu.ca  

 

If you have any questions about your rights as a participant, please contact Dr. Albert Clark,  
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Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 

Board at 613-533-6081 or by email at clarkaf@queensu.ca 

 

Alternatively, if you have questions, you may also contact my thesis supervisor, Dr. Rosemary 

Lysaght at 613-533-2134 or lysaght@queensu.ca or the Vice Dean of Health Sciences, Dr. 

Marcia Finlayson at 613-533-2576 or by email at marcia.finlayson@queensu.ca. 

 

Participant Attestation 

 

I have read the information above and any questions I have asked have been answered to my 

satisfaction. I agree to participate in this research, and can leave at any time without penalty. I 

agree that information collected for this study may be published, provided my name is not used. I 

have been provided with information about the study, including who to contact should I have 

questions or concerns at any time. 

 

 

Signature of Participant ____________________ Date _____________ 

 

 

STATEMENT OF INVESTIGATOR:  

 

I have carefully explained the above research to the participant. I state that to the best of my 

knowledge, the participant understands the nature of the study, benefits, and risks involved to 

participating in this study. 

 

  

 

____________________________      _________________  

Signature of Investigator       Date 

 

 

 

MAILING ADDRESS OR EMAIL ADDRESS 
 

Please provide either your mailing address or email address in the space below, so you can 

receive initial study results: 

 

 

 

 

 

 

 

 

 

 

mailto:lysaght@queensu.ca
mailto:marcia.finlayson@queensu.ca
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Appendix I 

 

Staff Letter of Information and Consent Form  

  

Project Title: Career Decision-Making Processes of Individuals with First-Episode Psychosis: A 

Grounded Theory Study 

 

Investigator: Christa Boychuk, (PhD Candidate) 

 

Introduction and Purpose: 

 

You have been invited to participate in a research project entitled “Career Decision-Making 

Processes of Individuals with First-Episode Psychosis: A Grounded Theory Study.” This 

research will look at the career decision-making of individuals with first-episode psychosis. The 

investigator of this project is Christa Boychuk, a doctoral student at Queen’s University. 

 

What’s Involved? 

 

You will be asked to attend one private session, approximately 1 to 2 hours in length, with 

Christa Boychuk, in person or by telephone. The first part of the session will involve completing 

a brief questionnaire, providing some general information about yourself. The second part of the 

session will involve an interview during which you will be asked questions to provide insights 

and opinions based on your observations and experiences concerning the career decision making 

of your loved one and the factors that might impact their career decision making. In the event of 

fatigue, there is the possibility that a second session can be scheduled. Toward completion of the 

study, you will be either mailed or emailed the initial results of the project.  

 

Potential Risks: 

 

While every effort will be taken to assure your privacy and confidentiality, there may be possible 

risks associated with this study. Your privacy and confidentiality will be protected in the 

following ways: (a) all data will be stored securely in a locked cabinet or drawer; (b) audiotapes 

from the interviews will be typed up by a professional transcriptionist. Interview tapes will then 

be erased after the study results have been presented; and (c) no individual names will be linked 

with the data; as a name other than yours (pseudonym) will be used. You do not have to answer 

any questions you do not wish to answer. 
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Potential Benefits: 

 

There are no direct benefits of participating in this study. However, your participation will 

contribute to a better understanding of the career decision making of individuals who have 

experienced first-episode psychosis, and help improve vocational programs. 

Confidentiality: 

 

All information collected during this project will be kept confidential. Only the individuals 

named below (Christa Boychuk) will have access to participants’ names and corresponding 

pseudonyms. Once the data are collected and analyzed, the list of participants’ names will be 

destroyed. All other information will be stored in a locked cabinet at the Department of 

Rehabilitation Science, Queen’s University for 5 years. The information will then be destroyed. 

 

Use of Study Findings 

 

The study findings will be used to develop vocational programs for individuals who have 

experienced first-episode psychosis. In addition, study results will be published in academic 

journals and presented at conferences. 

 

Participation Statement and Signature: 

 

Any questions or concerns you may have about this study will be answered by: 

 

Christa Boychuk at christa.boychuk@queensu.ca.   

 

If you have any questions about your rights as a participant, please contact Dr. Albert Clark, 

Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 

Board at 613-533-6081 or by email at afclark@queensu.ca 

 

Alternatively, if you have questions, you may also contact my thesis supervisor, Dr. Rosemary 

Lysaght at 613-533-2134 or by email at lysaght@queensu.ca or the Vice Dean of Health 

Sciences, Dr. Marcia Finlayson at 613-533-2576 or by email at marcia.finlayson@queensu.ca. 

 

Participant Attestation 

 

I have read the information above and any questions I have asked have been answered to my 

satisfaction. I agree to participate in this research, and can leave at any time without penalty. I 

agree that information collected for this study may be published, provided my name is not used.  

I have been provided with information about the study, including who to contact should I have 

questions or concerns at any time. 

 

Signature of Participant ____________________ Date _____________ 

 

 

 

 

mailto:afclark@queensu.ca
mailto:lysaght@queensu.ca
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STATEMENT OF INVESTIGATOR:  

 

I have carefully explained the above research to the participant. I state that to the best of my 

knowledge, the participant understands the nature of the study, benefits, and risks involved to 

participating in this study. 

 

  

 

____________________________      _________________  

Signature of Investigator       Date 

 

 

MAILING ADDRESS OR EMAIL ADDRESS 
 

Please provide either your mailing address or email address in the space below, so you can 

receive initial study results: 
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Appendix J 

 

Family Member Letter of Information and Consent Form  

  

Project Title: Career Decision-Making Processes of Individuals with First-Episode Psychosis: A 

Grounded Theory Study 

 

Investigator: Christa Boychuk, (PhD Candidate) 

 

Introduction and Purpose: 

 

You have been invited to participate in a research project entitled “Career Decision-Making 

Processes of Individuals with First-Episode Psychosis: A Grounded Theory Study.” This 

research will look at the career decision-making of individuals with first-episode psychosis. The 

investigator of this project is Christa Boychuk, a doctoral student at Queen’s University. 

 

What’s Involved? 

 

You will be asked to attend one private session, approximately 1 to 2 hours in length, with 

Christa Boychuk, in person or by telephone. The first part of the session will involve completing 

a brief questionnaire, providing some general information about yourself. The second part of the 

session will involve an interview during which you will be asked questions to provide insights 

and opinions based on your observations and experiences concerning the career decision making 

of your loved one and the factors that might impact their career decision making. In the event of 

fatigue, there is the possibility that a second session can be scheduled. Toward completion of the 

study, you will be either mailed or emailed the initial results of the project.  

 

Potential Risks: 

 

While every effort will be taken to assure your privacy and confidentiality, there may be possible 

risks associated with this study. Your privacy and confidentiality will be protected in the 

following ways: (a) all data will be stored securely in a locked cabinet or drawer; (b) audiotapes 

from the interviews will be typed up by a professional transcriptionist. Interview tapes will then 

be erased after the study results have been presented; and (c) no individual names will be linked 

with the data; as a name other than yours (pseudonym) will be used. You do not have to answer 

any questions you do not wish to answer. 

  

 

 

 



 
 

194 
 

Potential Benefits: 

 

There are no direct benefits of participating in this study. However, your participation will 

contribute to a better understanding of the career decision-making of individuals following first-

episode psychosis. It will also help improve vocational programs for individuals who have 

experienced first-episode psychosis.  

 

Confidentiality: 

 

All information collected during this project will be kept confidential. Only the individuals 

named below (Christa Boychuk) will have access to participants’ names and corresponding 

pseudonyms. Once the data are collected and analyzed, the list of participants’ names will be 

destroyed. All other information will be stored in a locked cabinet at the Department of 

Rehabilitation Science, Queen’s University, for 5 years. The information will then be destroyed. 

 

Use of Study Findings 

 

The study findings will be used to develop vocational programs for individuals who have 

experienced first-episode psychosis. In addition, study results will be published in academic 

journals and presented at conferences. 

 

Gift for Participation: 

 

You will be given a $15.00 gift certificate for Tim Horton’s for your participation whether you 

complete all portions of the interview. 

 

Participation Statement and Signature: 

 

Any questions or concerns you may have about this study will be answered by: 

 

Christa Boychuk at christa.boychuk@queensu.ca.   

 

If you have any questions about your rights as a participant, please contact Dr. Albert Clark, 

Chair, Queen’s University Health Sciences and Affiliated Teaching Hospitals Research Ethics 

Board at 613-533-6081 or by email at afclark@queensu.ca 

 

Alternatively, if you have questions, you may also contact my thesis supervisor, Dr. Rosemary 

Lysaght at 613-533-2134 or by email at lysaght@queensu.ca or the Vice Dean of Health 

Sciences, Dr. Marcia Finlayson at 613-533-2576 or by email at marcia.finlayson@queensu.ca. 

 

 

 

 

 

 

 

mailto:afclark@queensu.ca
mailto:lysaght@queensu.ca
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Participant Attestation 

 

I have read the information above and any questions I have asked have been answered to my 

satisfaction. I agree to participate in this research, and can leave at any time without penalty. I 

agree that information collected for this study may be published, provided my name is not used.  

I have been provided with information about the study, including who to contact should I have 

questions or concerns at any time. 

 

Signature of Participant ____________________ Date ____________ 

 

 

STATEMENT OF INVESTIGATOR:  

 

I have carefully explained the above research to the participant. I state that to the best of my 

knowledge, the participant understands the nature of the study, benefits, and risks involved to 

participating in this study. 

 

  

 

____________________________      _________________  

Signature of Investigator       Date 

 

 

MAILING ADDRESS OR EMAIL ADDRESS 
 

Please provide either your mailing address or email address in the space below, so you can 

receive initial study results: 
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Appendix K 

 

Client Sociodemographic Questionnaire 

 

Please take a few minutes to complete all of the following questions to the best of your ability by 

circling the answer that best applies to you. 

 

1. What is your gender? 

 

a) Male 

b) Female 

c) Other__________________ 

 

2. What is your current age? _______________________ 

 

3. How old were you when you had your first-episode of psychosis? 

_______________________ 

 

4. What is the main diagnosis your doctor has made? _______________________ 

 

5. Are there any additional diagnoses your doctor has made? 

 

 _______________________ 

 

 _______________________ 

 

 _______________________ 

 

6. How long have you received treatment from an early intervention psychosis team?  

_______________________ 

 

7. What is your current employment status? 

 

a) Employed full-time (35hours or more a week) 

b) Employed part-time (Less than 35 hours a week) 

c) Employed in unpaid work 
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d) Casual work 

e) Seasonal work 

f) Unemployed  

g) Laid off 

h) Student 

i) Homemaker 

 

8. What is your main source of income? 

 

a) Wages  

b) Savings 

c) Investments (e.g. RRSPs, GICs, stocks, bonds) 

d) Support from friend or family member 

e) Employment Insurance 

f) Government Assistance (e.g. Ontario Works or ODSP) 

g) Other (e.g. rental income, scholarships) 

 

9. What is your average monthly income? 

 

a) Below 1000 dollars 

b) Between 1000 and 2000 dollars 

c) Between 2001 and 3000 dollars 

d) Between 3001 and 4000 dollars 

e) Above 4000 dollars 

 

10. What is the highest level of education you have completed? 

 

 ____ High school or equivalent 

 ____ Some college or vocational training but no degree 

 ____ Community college or vocational training 

 ____ Some university but no degree 

 ____ University 

 ____ Graduate or professional degree 

 

11. What is your current marital status? 

 

a) Married 

b) Widowed 

c) Divorced 

d) Separated 

e) Living common-law 

f) Never married, single 
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12. What is your current living situation? 

 

a) Alone 

b) Spouse, boyfriend/girlfriend,  friends, roommate 

c) Parents, siblings, or other family members 

d) Homeless 

e) Other (e.g. college dormitory, structured  living arrangement 

 

13. In what country were you born? 

 

a) Canada  

b) Other (specify)______________________    

 

14. (If not born in Canada)  How long have you been living in Canada? ______________ 

 

15. (If not born in Canada) What is your first language? _____________
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Appendix L 

 

Staff Sociodemographic Questionnaire 

 

Please take a few minutes to complete all of the following questions to the best of your ability by 

circling the answer that best applies to you. 

 

1. What is your gender? 

 

a) Male 

b) Female 

c) Other_______________ 

 

2. What is the highest level of education you have completed? 

 

____ High school or equivalent 

 ____ Some college or vocational training but no degree 

 ___ _Community college or vocational training 

 ____ Some university but no degree 

 ____ University 

 ____ Graduate or professional degree 

 

3. In what country were you born? 

 

a) Canada  

b) Other (specify)______________________    

 

4. (If not born in Canada) How long have you been living in Canada?   

_______________________ 

 

5. (If not born in Canada) What is your first language?  _______________________ 

 

6. What is your job title at this facility?  _______________________ 

 

7. For how long have you been employed at this facility? _______________________ 
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8. How many hours per week do you usually work at this facility, excluding unpaid meal time 

and on-call hours? ________________________ 

 

9. How many patients with First-Episode Psychosis have you personally worked with during the 

last 30 days?   _______________________ 
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                    Appendix M 

 

Family Member Sociodemographic Questionnaire 

 

Please take a few minutes to complete all of the following questions to the best of your ability by 

circling the answer that best applies to you. 

 

1. What is your gender? 

 

d) Male 

e) Female 

f) Other_______________ 

 

2. What is the highest level of education you have completed? 

 

____ High school or equivalent 

 ____ Some college or vocational training but no degree 

 ____ Community college or vocational training 

 ____ Some university but no degree 

 ____ University 

 ____ Graduate or professional degree 

3. What is your current employment status? 

 

j) Employed full-time (35hours or more a week) 

k) Employed part-time (Less than 35 hours a week) 

l) Employed in unpaid work 

m) Casual work 

n) Seasonal work 

o) Unemployed  

p) Laid off 

q) Student 

r) Homemaker 

 

4. What is your current marital status? 

 

g) Married 

h) Widowed 

i) Divorced 

j) Separated 



 
 

202 
 

k) Living common-law 

l) Never married, single 

 

5. In what country were you born? 

 

c) Canada  

d) Other (specify)______________________    

 

6. (If not born in Canada) How long have you been living in Canada?   

_______________________ 

 

7. (If not born in Canada) What is your first language?  _______________________ 

 

8. For how long have you and your family member been involved with this facility? 

_______________________ 

 

9. What is your relationship to your family member who is receiving early intervention services? 

a) Spouse 

b) Child 

c) Grandchild 

d) Sibling 

e) Niece or Nephew 

f) Legal Guardian 

g) Other (specify)______________________    
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Appendix N 

 

Client Semi-Structured Interview Guide 

 

Client Currently Employed (Full-time, part-time, casual and unpaid work) 

 

Explore influences on current employment 

 

1. In the questionnaire you just completed, you mentioned you are employed. Could you tell 

me about your current employment?            
 

2. What decisions went into selecting your current employment? 

3. What factors influenced your selection of current employment? How so? 

Explore previous employment decisions and influences 

4. Do you have any previous employment? (If no, proceed to question 8) 

5. Could you tell me about any previous employment you had? 

6. What decisions went into selecting your previous employment? 

7. What influenced your selection of previous employment? How so? 

Determine how individual understands ‘career’ and whether individual has career goals 

different from current activity 

 

8. What does the word ‘career’ mean to you? *please keep your definition in mind as we move 

through the remaining questions* 

9. Do you have career goals that are different from your current employment? (If yes, 

proceed to question 10; If no, proceed to question 13) 

 

Determine career goals, extent of career decision making, and influences on decisions about 

career goals 

10. What are your career goals? 

11. What influenced your selection of career goals? How so? 
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12. What decisions have you made to move you towards your career goals? What have been 

the results of those decisions? 

13. Did you have any career goals when you were younger? (If no, proceed to questions 17 then 

20) 

 

14. What were your career goals when you were younger?  

15. What influenced your selection of career goals when you were younger? How so? 

16. When you were younger, what decisions did you make to move you towards your career 

goals? What were the results of those decisions?  

 

17. How is your current employment situation different from what you imagined when you were 

younger? In what ways?  

18. Have you considered changing your career goals? What could influence changing your 

career goals? How so? 

 

19. What decisions might you make to account for changes in your career goals? 

Closing 

 

20.  Is there anything that you would like to add regarding career decision-making I might       

have missed? 
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Client Currently Unemployed (includes unemployed, laid off, students, homemakers and 

those on disability) 

 

Determine reasons for unemployment, influences on unemployment and daily activities  

 

1. In the questionnaire, you mentioned you were unemployed. How come you are not 

currently employed? 
 

2. What decisions went into selecting unemployment?  

3. How do you spend the majority of time during your day? 

4. Can you see any ways that what you are doing now might help you find future 

employment? 

Explore previous employment decisions and influences 

 

5. Do you have any previous employment? (If no, proceed to question 9) 

6. Could you tell me about any previous employment you had? 

7. What decisions went into selecting your previous employment? 

8. What influenced your selection of previous employment? How so? 

Determine how individual understands ‘career’ and whether they have career goals different 

from current activity 

 

8. What does the word ‘career’ mean to you? *please keep your definition in mind as we move 

through the remaining questions* 

 

9. Do you have career goals that are different from your current employment situation? (If 

yes, proceed to question 11, if no, proceed to question 14) 

 

Determine career goals, extent of career decision-making, and influences on decisions about 

career goals 

 

11. What are your career goals? 

12. What influenced your selection of career goals? How so? 

13. What decisions have you made to move you towards your career goals? What have been 

the results of those decisions? 
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Explore early career goals, extent of early career decision-making, and influences on decisions 

about early career goals 

14. Did you have any career goals when you were younger? (If no, proceed to questions 18 

then 21) 

 

15. What were your career goals when you were younger?  

16. What influenced your choice of career goals when you were younger? How so? 

17. When you were younger, what decisions did you make to move you towards your career 

goals? What were the results of those decisions?  

 

18. How is your current employment situation different from what you imagined when you 

were younger? In what ways?  

Explore future career goals, decisions individual might make to account for changes in career 

goals                           

 

19. Have you considered changing your career goals? What could influence changing your 

career goals? In what ways? 

 

20. What decisions might you make to account for any changes in your career goals? 

Closing 

21. Is there anything that you would like to add regarding career decision-making I might 

have missed? 
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Appendix O 

 

Staff semi-structured interview guide 

 

Introduction to facilitate conversation on the topic 

1. In the questionnaire, you mentioned you are employed as a _________________.    

Could you tell me about your job? 

 

2. Could you tell me about your work with clients at this facility? 

 

Explore clients’ employment situations, and factors influencing employment participation 

3. Could you tell me about the current employment situation of most of your clients? 

 

4. What factors do you think influence clients decisions to participate in employment? 

 

5. What types of resources have your clients used to find employment? 

 

Explore clients’ career goals, factors that influence career goals and decisions concerning 

career goals 

6. Do most of your clients have career goals that are different from their current 

employment situation? Could you provide some examples? 

 

7. What factors do you think have influenced their selection of career goals? How so? 

 

8. Could you provide examples of how some of your clients have moved themselves 

towards their career goals? What have been the outcomes? 

 

Explore clients’ career goals prior to illness, and explore differences between previous and 

current career goals 

9. Did the majority of your clients have career goals prior to their illness? 

 

10. For many of your clients, do their early career goals differ from their current employment 

situation? In what ways? 
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11. What do you think might have influenced changes in their career goals? 

 

Closing 

12. Is there anything that you would like to add regarding clients’ career decision-making I 

might have missed? 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

209 
 

 
Appendix P 

 

Family member semi-structured interview guide 

 

Introduction to facilitate conversation on the topic 

In the questionnaire, you mentioned your family member is receiving early intervention services 

at this facility. 

1. Could you tell me about how you and your family member became involved with this 

facility? 

 

Explore clients’ employment situations, and factors influencing employment participation 

2. Could you tell me about the current employment situation of your family member? 

 

3. What factors do you think influence his/her decisions to participate in employment? 

 

4. What types of resources have they used to find employment? 

 

Explore clients’ career goals, factors that influence career goals and decisions concerning 

career goals 

5. Does your family member have career goals that are different from their current 

employment situation? Could you provide some examples? 

 

6. What factors do you think have influenced their selection of career goals? How so? 

 

7. Could you provide examples of how they have moved themselves towards their career 

goals? What have been the outcomes? 

 

Explore clients’ career goals prior to illness, and explore differences between previous and 

current career goals 

8. Did your family member have career goals prior to their illness? 

 

9. For your family member, do their early career goals differ from their current employment 

situation? In what ways? 
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10. What do you think might have influenced changes in their career goals? 

 

Closing 

11. Is there anything that you would like to add regarding the career decision-making of your 

family member that I might have missed? 
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 Appendix Q  

 

Participant Feedback Form 

 

Dear Research Participants:  

 

RE: Career Decision-Making Processes of Individuals with First-Episode Psychosis 

 

Some time back, you participated in my research project in an interview that discussed career decisions 

made by individuals who have experienced first-episode of psychosis.  

 

You volunteered to look at my study data during your interview, prior to the end of this project. Thank 

you for volunteering!  

 

This package contains a diagram about career decision making following the first-episode of psychosis 

and a description for you to read which accompanies the diagram. I would like you to answer the 

following questions after you have looked at the diagram and read the description. 

 

**Please remember the items I provided are based on the combination of all research participants’ 

information and represents various experiences and viewpoints. You may not agree with some points!  

 

Do you find the diagram and description make sense to you? Why or why not? 
 

 

 

 

 

 

 

 

 

 

Is there anything you think is missing that should be included?  
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Please accept my apologies for taking time to get back to you. If you could return this form to 

christa.boychuk@queensu.ca by yyyy/mm/dd, it would be greatly appreciated. Or, if you would like to 

discuss these items by phone, you can contact me by email and we can set-up a phone meeting time. 

 

Sincerely, 

  

Christa Boychuk  

PhD Candidate  

Queen’s University   

School of Rehabilitation Therapy  

K7L 3N6 
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                          Appendix R 

Participant Check Reminder Letter 

Hi ……, 

 A few weeks ago, I sent you some results from my study which you participated in, that is looking at the 

career decision-making of individuals who have experienced first-episode of psychosis. I am in the final 

stages of completing my study, and wanted to send you some study results to review and provide 

feedback. 

This is just a reminder, if you are still interested in reviewing the results and providing feedback, I have 

attached a cover letter that explains what I have done in more detail. In another attachment, I have 

provided a diagram that outlines the career decision-making of individuals following the first-episode 

psychosis, along with a description, which guides you through the diagram. 

If you could provide your feedback on the cover letter and return it to me by yyyy/mm/dd, it would be 

much appreciated. Your feedback is an important part of this study and will be included in the final 

results. 

If you have any questions, please email me at christa.boychuk@queensu.ca 

 

Thank you for your participation, 

 

Christa Boychuk, PhD (c)  
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Appendix S 

Table 4.4. Components of the Career Decision-Making (CDM) Processes of Individuals with 

First-Episode Psychosis and Contextual Influences  

CDM Components &              

Sub-Components 

Phases of Illness & Recovery Process Contextual Influences on CDM 

 
Career Exploration (1) 

 Interests 

 Values 

 Skill Development 

 Self-Knowledge 

 
Pre-Psychosis & Prodrome 

 
Activities individuals engaged in 

to discover a career path 

 
During the prodrome phase, 

individuals experienced 

reductions in daily, work, and 
school responsibilities, as well as 

social isolation 

 

 
Demographic Conditions (pre-

psychosis phase) 

 Educational Attainment 

 Geographic Region 

 Employment Experience 
 

Symptom Onset (begins in prodrome 
Phase) 

 Reduced Energy 

 Decreased Motivation 

 Insomnia 

 Reduced Concentration 

 Irritability 

 Depression 

 
Internal Influences (begins in 

prodrome phase) 

 Self-esteem 

 Maturity 

 Motivation 

 Internalized Stigma 
 

Environmental Influences (begins in 

prodrome phase) 

 Social Support 

 Income 

 Labour Market 

 
Age 

 

Substance Abuse 
 

Co-Existing Condition(s) 

 
 

Career Exploration (2) 

 Interests 

 Values 

 Skill Development 

 Self-Knowledge 

 

Early Recovery & Later 

Recovery 

 
Activities individuals engaged in 
to discover a career path 

 

Those who engaged in career 
exploration early in recovery 

often disengaged, because they 

were unready and found the 
process overwhelming 

 

Psychosis-Related Symptoms 

 Reduced Energy 

 Decreased Motivation 

 Insomnia 

 Reduced Concentration 

 Irritability 

 Depression 

 Social Isolation 

 Social Anxiety 

 Hallucinations 

 Delusions 

 Disorganized Thinking 

 Disorganized Behaviour 
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Table 4.4. (cont’d). Components of the Career Decision-Making (CDM) Processes of Individuals 

with First-Episode Psychosis and Contextual Influences 

CDM Components &              
Sub-Components 

Phases of Illness & Recovery Process Contextual Influences on CDM 

 
Career Exploration (2) – cont’d 

   

Internal Influences  
(as above) 

 

Environmental Influences 
(as above) 

 

Readiness to Engage in Career 
Exploration 

 

Substance Abuse 
 

Co-Existing Condition(s) 

 
Symptom Improvement 

 
 
 

Vocational & Social Decline 

 
 

Prodrome, Post-Onset, & Early 

Recovery 

 
 

Further decline in participation in 

vocational and social activities 
once individuals’ symptoms 

progressed and they experienced 

their first-episode of psychosis 
 

Individuals found it difficult to 

focus and create career goals; 
Others were unable to perform 

work and school responsibilities 

 
 

Psychosis-Related Symptoms 

(as above) 
 

Internal Influences 

(as above) 
 

Environmental Influences 

(as above) 
 

Age  

 
Substance Abuse 

 

Co-Existing Condition(s) 

 

 

Vocational & Social 
Disengagement 

 Unemployment 

 Withdrawal from 

Education 

 Assistance (Family & 
Government) 

 

Prodrome, Post-Onset, Early 
Recovery, & Later Recovery 

 

Disengagement from vocational 
and social activities 

 

 
 

 

Psychosis-Related Symptoms 
(as above) 

 

Internal Influences 
(as above) 

 

Environmental Influences 
(as above) 

 

Substance Abuse 
 

Co-Existing Condition(s) 

 
Medication Side Effects 

 

Medication Costs 
 

Management of Illness 
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Table 4.4. (cont’d). Components of the Career Decision-Making (CDM) Processes of Individuals 

with First-Episode Psychosis and Contextual Influences 

CDM Components &                  
Sub-Components 

Phases of Illness & Recovery Process Contextual Influences on CDM 

 

Vocational & Social 
Disengagement 

 Unemployment 

 Withdrawal from 
Education 

 Assistance (Family & 
Government) 

 

Prodrome, Post-Onset, Early 
Recovery, & Later Recovery 

 

Disengagement from vocational 
and social activities 

 

 
 

 

Psychosis-Related Symptoms 
(as above) 

 

Internal Influences 
(as above) 

 

Environmental Influences 
(as above) 

 

Substance Abuse 
 

Co-Existing Condition(s) 

 
Medication Side Effects 

 

Medication Costs 
 

Management of Illness 

 

Vocational & Social Participation 
 

Early Recovery & Later 
Recovery 

 

Increased participation in 
vocational and social activities 

 

Psychosis-Related Symptoms 
(as above) 

 

Internal Influences 
(as above) 

 

Vocational and Social Participation 

– cont’d 

   

Environmental Influences 

(as above) 

 

Management of Illness 

 
Symptom Improvement 

 

Risk of Relapse  
 

Decision-Making Clarity 

 
Substance Abuse 

 

Co-Existing Condition(s) 
 

 

Decision Progression 

 Career Goal 

 Action 

 Evaluation 

 Advancement 

 

Early Recovery & Later 
Recovery 

 

Selection and movement toward 
career goals 

 

Psychosis-Related Symptoms  
(as above) 

 

Openness to Career Options 
 

Vocational Activities (i.e. volunteering, 

networking, school or training) 
 

Internal Influences 

(as above) 
 

Environmental Influences 

(as above) 
 

 


