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ABSTRACT
Objective: Youth with mental health problems often
have difficulties engaging in education and employment.
In Australia, youth mental health services have been
widely established with a key aim of improving role
functioning; however, there is little knowledge of those
who are not engaged in employment, education or
training (NEET) and the factors which may influence
this. This study aimed to examine NEET status and its
correlates in a sample of such youth.
Design: Cross-sectional data from a longitudinal cohort
study.
Setting: Between January 2011 and August 2012,
young people presenting to one of the four primary
mental health centres in Sydney or Melbourne were
invited to participate.
Participants: Young adults (N=696) aged between 15
and 25 years (M=19.0, SD=2.8), 68% female, 58%
(n=404) attended headspace in Sydney.
Measures: Individuals ‘Not in any type of Education,
Employment or Training’ in the past month were
categorised as NEET. Demographic, psychological and
clinical factors alongside disability and functioning were
assessed using clinical interview and self-report.
Results: A total of 19% (n=130/696) were NEET.
NEETs were more likely to be male, older, have a history
of criminal charges, risky cannabis use, higher level of
depression, poorer social functioning, greater disability
and economic hardship, and a more advanced stage of
mental illness than those engaged in education, training
or work. Demographics such as postsecondary
education, immigrant background and indigenous
background, were not significantly associated with NEET
status in this sample.
Conclusions: One in five young people seeking help
for mental health problems were not in any form of
education, employment and training. The commonly
observed risk factors did not appear to influence this
association, instead, behavioural factors such as
criminal offending and cannabis use appeared to require
targeted intervention.

BACKGROUND
Participating in education and employment is
considered key to the transition to successful
adult well-being. Employment and education
provides both manifest (eg, income) and
latent (eg, time structure, social contact,
sharing of common goals, status and activity,
social and occupational support) benefits to
an individual.1 Individuals with low

Strengths and limitations of this study

▪ This study is one of the first to examine the preva-
lence of NEET (‘Not in Education, Employment or
Training’) status in young Australians seeking
help for mental health problems. It highlights that
NEET rates in such youth (19%) are higher than
that found in general population studies of
Australian youth (11%).

▪ This study identified that NEET youth are more
likely to be older males with a history of criminal
offending as well as risky cannabis use. Not sur-
prisingly, NEET youth reported greater levels of
economic disadvantage and poorer social and
occupational functioning. NEET youth were also
more likely to have higher levels of depression and
be in a more advanced stage of mental illness.

▪ Although this study is a cross-sectional cohort ana-
lysis, it exemplifies that one in five young people
presenting to mental health services are likely to be
NEET. Furthermore, previously identified demo-
graphic associations were not significantly asso-
ciated with NEET status in this sample. Instead,
behavioural factors such as criminal offending and
cannabis use appear to require targeted interven-
tions if the aim is to restore role functioning.

▪ This study was only able to identify 11% of the
variance in NEET status. This strongly suggests
that there are a range of other important factors
that need to be investigated before NEET status
is fully understood in this vulnerable group.
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educational attainment and/or limited employment
experience a greater likelihood of social exclusion,2 dis-
ability and isolation, in addition to the impacts of low
income: poorer quality of life, more illness and disease,3

decreased access to healthcare, increased levels of psycho-
logical distress, and maladaptive lifestyle behaviours such
as substance misuse4–6 and criminal activity.7 Chronic
unemployment is associated with severe levels of disadvan-
tage and carries a significant economic cost to both the
individual and society including lost earnings and taxes, as
well as the increased burden on welfare and healthcare
systems.8

Adolescence and early adulthood is a crucial period in
which skill development and social roles are initiated.
Young people who are ‘Not in Education, Employment or
Training’ (NEET)5 are important to clinicians, policy-
makers and researchers as this signifies an absolute disen-
gagement from both the labour market and a major
avenue of human development. Currently, the large major-
ity of NEET statistics are compiled by the Organisation for
Economic Co-operation and Development (OECD) who
provide annual comparisons of NEET rates among general
youth populations in different countries. Since the onset of
the global financial crisis (mid 2007), NEET rates among
young people have increased considerably.9 In 2011, the
NEET rate among Australian youth was 11%:10 higher
than the rate for the Netherlands and Denmark
(approximately 5%) but lower than those countries
heavily affected by the financial crisis, such as Greece
and Spain (approximately 18%) and those outside the
European Union, for example, Israel and Turkey
(approximately 30%). While the direct causal path for
NEET status has not yet been determined, longitudinal
studies conducted in the UK have demonstrated that
NEET status at the age of 16 years predicts NEET status
at the age of 18 years11 and is a strong predictor of
chronic unemployment in adulthood.12 13 However, the
precise risk factors and trajectories of NEET status in
young people remain unclear.
In population studies, certain traits are over-represented

among NEET youth. The key correlates identified to date
tend to be demographic and social factors; specifically,
socioeconomic status, ethnic and immigration back-
ground, parental factors (eg, occupation, educational
attainment, divorce, parental unemployment), living
arrangements (eg, not living with either parent, homeless-
ness), negative school experiences (eg, low educational
attainment, bullying, persistent truancy, expulsion and
suspension, conduct and behavioural problems, learning
difficulties) and crime.14–16 Additionally, the likelihood of
being NEET increases with age and is reported as being
more common among females,10 17 although some
samples report higher rates among males.16 These risk
factors are derived from routinely collected information in
social insurance and census databases to determine NEET
status. In most cases, very little attention is paid to health
or disability factors. Given that mental ill health is the
primary cause of disability among people in OECD

countries18 19 addressing NEET status among young
people with mental illness is a key concern.20

Importantly, young people often exhibit substantial
levels of disability prior to the complete manifestation of a
mental disorder, reflecting either the putative prodrome
of an illness21 22 or the consequence of disengagement
from employment and education.23 A range of youth-
focused services, such as headspace in Australia, have been
established to improve clinical outcomes; however, these
services were also predicated on the notion that invest-
ment in early treatment and selective prevention would
produce long-term socioeconomic savings.24 The National
Mental Health Commission (2013) recommended that
improving social participation should also be a key
outcome of such services, suggesting that clinical care
must now focus on improvements beyond symptomatology.
Currently, most knowledge about improving social func-
tioning in this area is derived from studies of those with
early psychosis and severe mental illness (eg, IPS:
Individual Placement and Support for early psychosis);25

however, the large majority of youth presenting to head-
space experience chronic or recurrent mood, anxiety and
substance abuse disorders.20 In order to best target
current and future primary health services, it is important
to understand the risk profile of NEET among young
people who are seeking help from these services. Such
knowledge might help improve service delivery, providing
opportunities for the services to intervene in the other life
domains, such as employment and training, which are
negatively affected by mental illness.
This study aimed to explore the prevalence of NEET

status in a cross-section of young adults seeking help at a
primary mental healthcare service. We wished to deter-
mine which non-clinical and clinical factors were asso-
ciated with being NEET. Given that male and female
youth often present with different symptom and behav-
ioural profiles,22 this study also aimed to determine
whether the associations with NEET status were moder-
ated by gender. By attempting to profile those who are
NEET, treatment and prevention strategies can be modi-
fied accordingly.

METHOD
Sample
Between January 2011 and August 2012, all young
people aged between 12 and 25 years who presented to
one of the four headspace clinics in Sydney and
Melbourne (with varied demographic catchment areas)
were approached for participation in a longitudinal
cohort study evaluating the course of psychiatric disor-
ders among young people, described in full elsewhere.26

Established by the Australian Government in 2006, head-
space centres provide youth-focused mental health and
general health services, drug and alcohol services, and
vocational assistance to young people aged 12–25 years.
There is direct access with no need for a clinician refer-
ral and no specific catchment area. There are currently
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55 centres located nationally, the four in this study being
among the first established. The most common reasons
for attendance at headspace are mental health problems,
primarily anxiety and depressive symptoms, often in the
context of psychosocial issues such as relationship con-
flict with family and peers.27 As headspace focuses on
both mental health and early intervention, young
people may present for care with varying illness severity
(eg, from subthreshold symptoms to chronic disorders,
mild to severely impaired social functioning) across a
range of mental health problems.22 Individuals with a
clinician-determined intellectual disability, acute suicid-
ality or those without fluent English were not invited to
participate. A total of 802 participants were recruited. To
ensure consistency with OECD descriptions of NEET
status28 and compulsory education age in Australia, par-
ticipants aged below 15 years (n=106) were excluded
from this study (final N=696).

Procedure
After the individual’s initial clinical assessment, consent-
ing participants were contacted by a research assistant
(RA) via telephone or in person to discuss the nature
and aims of the research. Participants provided written
informed consent. Participants were assessed by RAs who
held graduate degrees in psychology using a structured
interview consisting of the clinical measures outlined
below. RAs were trained in the use of the structured inter-
view and achieved an inter-rater reliability score of at least
0.8 on each of the interviewer-rated clinical measures
before recruitment started. After the interview each par-
ticipant was provided an iPad or laptop for the comple-
tion of the self-report measures. This process took
approximately 1–2 h to complete. Participants received a
$20 gift voucher for reimbursement.

Measures
NEET status
Using questions from the Australian Bureau of Statistics
(ABS) 2006 Census29 participants reported if they were
currently in any education, training or employment
(yes/no) and how many hours per week they partici-
pated. Participants were also asked whether they had
worked for payment or profit in the past month to
which answers were given as: (1) worked full time, (2)
worked part-time or (3) did not have a job for which I
received payment. To capture those who had completely
disengaged from education and employment, indivi-
duals reporting that they were ‘Not in any type of
Education, Employment or Training in the past month’
were categorised as NEET, regardless of their volunteer-
ing roles, caring roles or parenting roles.

Demographics
Participants’ age, gender, immigration background, postse-
condary education, indigenous background, economic
hardship, criminal charges and government assistance
were assessed using self-report. To allow for comparison

with other national and international NEET data, age was
dichotomised: 15–19 vs 20–25 years. Immigration background
participants not born in Australia or those with one or
both parents born overseas were classified as being of an
‘immigrant background’. Post-secondary education achieved
by participants (none versus trade, apprenticeship, certifi-
cate, diploma, university degree). Indigenous background
those who identified as being Aboriginal, Torres Strait
Islander or Maori. Economic hardship: ABS questions asses-
sing a reported inability of an individual or their family to
pay a household expense, or the deployment of dissaving
behaviour such as borrowing money to do so in the previ-
ous 3 months. Criminal charges participants reported the
number and nature (eg, assault, property damage, theft/
burglary, drug use/manufacture/possession, other) of
criminal charges they had ever faced by the police.
Government benefits participants were asked to report
whether they had received any government benefits in the
past 3 months (eg, Youth Allowance, Disability Support
Pension, Newstart, Other). Location of service The location
of the headspace service attended by participants was
recorded by administration and categorised as either
‘Sydney, NSW’ or ‘Melbourne, Victoria.

Psychological and clinical risk factors
Substance misuse participants’ alcohol, cannabis and
tobacco misuse were assessed in the clinician interview
using the WHO Alcohol, Smoking and Substance
Involvement Screening Test (WHO-ASSIST)30 which pro-
vides a category of risk for a range of drugs including
tobacco, alcohol and cannabis based on the questionnaire
items numbered 2 to 7. For cannabis and tobacco, sub-
stance involvement scores greater than 3 indicated ‘at risk’
participants and for alcohol, scores greater than 10. ‘At
risk’ of misuse individuals are at risk of, or already are,
experiencing health, social, financial, legal and relation-
ship problems resulting from their substance use, and the
possibility of dependence. Childhood onset disorder partici-
pants’ recall of a prior diagnosis of a disorder in childhood
such as hyperactivity, autism, attention deficit disorder or
conduct disorder. Depressive symptoms assessed using the
clinician rated Quick Inventory of Depressive
Symptomatology (QIDS-C16)

31 which examined the pres-
ence, during the previous 7 days, of the major DSM-IV
(Diagnostic and Statistical Manual of Mental Disorders,
Fourth edition) diagnostic symptoms of depression rated
on a four-point Likert scale, combined to provide total
scores ranging 0–27. Anxiety was assessed by self-report
using the Generalised Anxiety Disorder (GAD-7) question-
naire.32 Clinical stage was operationalised as a clinician-
rated indicator of the severity and chronicity of mental
illness experienced by participants. In accordance with the
criteria established by the clinical staging model,33 partici-
pants were classified as either ‘Stage 1’ (non-specific symp-
toms or attenuated syndrome) or ‘Stage 2+’ (first episode
of discrete disorder or persistent, recurrent mental
illness). Participants’ level of social and neurocognitive
functioning are also considered when determining clinical
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stage. Staging decisions were based on the results of the
clinical interview with any discrepancies resolved in con-
sensus meetings with RAs and clinical supervisors.

Functioning measures
Disability using the 12 item self-report WHODAS12 ques-
tionnaire,34 participants self-rated their difficulty perform-
ing daily life activities during the past 30 days. Global
scaled scores range from 0 to 48 with higher scores indicat-
ing a moderate to severe level of disability. Social and occu-
pational functioning assessed by the interviewer using the
clinician-rated Social and Occupational Functioning
Assessment Scale (SOFAS) which allocated an overall func-
tioning score ranging between 0 and 100, with higher
score suggesting a superior level of functioning.

Analysis
This investigation used cross-sectional baseline data from a
longitudinal cohort study. All statistical analyses were con-
ducted in SPSS V.22. Group differences between NEET
and non-NEET participants were assessed using t tests and
simple logistic regressions for categorical variables.
Levene’s tests for equal variances were conducted for the
continuous variables, for which none violated any assump-
tions. Owing to the number of univariate analyses con-
ducted, an α correction using the Bonferroni method was
made: the adjusted α level for statistical significance was
determined to be p<0.003. To examine the independent
associations of NEET status, a hierarchical logistic regres-
sion was conducted: NEET status was entered as the
dichotomous-dependent variable. All variables achieving
significance at p<0.003 in the univariate analysis were
included in the first step of multivariate analysis except for
self-reported disability and social and occupational func-
tioning due to the circularity with NEET status. To control
for the relationship between criminal charges and income,
economic hardship was entered as a confounder. The
interaction terms for gender were subsequently added in
the second model. Continuous variables were centred
before interaction terms were created and only centred
variables are included in the multivariate analyses. Only
models with non-significant Hosmer-Lemeshow goodness-
of-fit tests were included.

RESULTS
Participants
In this sample of help-seeking young adults (N=696,
Mage=19 years, SD=2.8, age range 15–25 years, 68%
female), 58% (n=404) attended headspace Sydney, 42%
(n=291) had one or both parents born overseas; 19%
(n=129) had a postsecondary education; 4% (n=28)
were indigenous; 32% (n=226) experienced economic
hardship, and 17% (n=117) reported one or more
instances of perceived discrimination. A total of 70 parti-
cipants (10%) had a history of criminal offending with
132 counts of crime reported: 36% (n=47) theft/burg-
lary, 19% (n=25) were physical assault, 16% (n=21)

property damage, 14% (n=19) were drug related, 15%
(n=20) were ‘other’. In the current sample, 19%
(n=133) were classified as at risk for alcohol, 50%
(n=346) for tobacco and 29% (n=199) for cannabis. The
mean symptom and functioning scores were: depression
(QUIDS) 10.44 (SD 5.34, range 0–26), anxiety (GAD)
10.10 (SD 5.95, range 0–21), self-rated disability
(WHODAS) 13.25 (SD 9.39, range 0–47) and SOFAS
65.33 (SD 11.61, range 30–95) with 13% (n=91) report-
ing a child onset disorder and 13% (n=93) classified as
Clinical stage 2+.

NEET status
A total of 19% (n=130/679) of participants were classi-
fied as NEET. Among these, 68% (n=88/130) had
received some form of government assistance in the past
3 months: 26% (n=34) received youth allowance, 25%
(n=32) received unemployed/job seekers allowance, 11%
(n=14) received the disability support pension, 8% (n=7)
received a parenting payment and one participant
reported receiving ‘other’. NEETs were more likely to be
male and aged between 20 and 25 years (see table 1).
NEETs had higher symptom levels of depression, but not
anxiety, and were more likely to be in a progressed stage
of mental illness (Clinical stage 2). NEETs reported
higher levels of disability, lower levels of social and occu-
pational functioning and higher rates of economic hard-
ship (table 1). NEETs were also more likely to have a
history of criminal charges and risky cannabis use (but
not alcohol or tobacco) than non-NEETs. Notably, NEET
status was not associated with state location of centre,
immigrant background, postsecondary education or indi-
genous background. In model 1 of the multivariate ana-
lysis (table 2), older age (20–25 years), gender (male), a
history of criminal charges, cannabis risk and depressive
symptoms were independently associated with NEET
status. This model accounted for 10% of the variance in
NEET status. While model 2 was significant overall, the
addition of the gender interaction terms did not signifi-
cantly improve the model fit. In particular, the associ-
ation between depressive symptoms and NEET status was
not moderated by gender. All of the associations found in
model 1 remained significant, confirming that NEET
status was most strongly associated with older age, being
male, criminal charges and depression.

DISCUSSION
In this sample of young adults with mental health pro-
blems, nearly one in five (19%) were not engaged in any
education, employment or training. This rate is nearly
twice that found among the general population of youth
aged 15–24 years living in Australia (11%, OECD 2011).
In the current study, those categorised as NEET had
higher symptom levels of depression and a more
advanced stage of mental illness: NEETs were more likely
to be male, older, have a history of criminal charges and
risky cannabis use. Not surprisingly, NEET participants
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had lower levels of social and occupational functioning,
higher levels of disability and experienced greater eco-
nomic hardship compared to non-NEETs. Interestingly,
demographic factors commonly found to be associated
with NEET status in routine population statistics6 such as
postsecondary education, immigration background, indi-
genous background were not significantly associated with
NEET status in this sample. This suggests that although
such factors may be important for young adults with rea-
sonable mental health, these factors are less important in
this restricted sample. Alternatively, mental ill health and

substance abuse may mediate or confound the impact of
these demographic risks. Overall, the results find that
young adults with mental health problems, particularly
older males, are at high risk of being NEET and may
experience a level of vocational and educational disability
that is on par with some of the most disadvantaged
OECD nations in the world.5

In the current study, males were more likely to be
NEET than females. This is somewhat inconsistent with
OECD data which generally reports a higher prevalence
of NEET status among women.10 17 28 We suspect that

Table 1 Univariate associations with NEET status among young adults seeking help for mental health problems (n=679)

NEET
n=130 (19%)

Non-NEET
n=549 (81%)

OR (95% CI) p Valuen (%) n (%)

Sydney 75 (58%) 314 (57%) 1.02 (0.69 to 1.50) 0.92

Age 20–25 years 77 (59%) 206 (30%) 2.42 (1.64 to 3.57) 0.000
Male 62 (48%) 159 (29%) 2.24 (1.51 to 3.31) 0.000
Immigrant background 58 (45%) 233 (42%) 1.09 (0.74 to 1.61) 0.65

Indigenous background 6 (5%) 22 (4%) 1.16 (0.46 to 2.92) 0.75

Criminal charges 26 (20%) 44 (8%) 2.85 (1.68 to 4.83) 0.000
Postsecondary education 22 (17%) 107 (19%) 0.84 (0.51 to 1.39) 0.50

Economic hardship 54 (42%) 172 (31%) 2.15 (1.37 to 3.39) 0.001
Perceived discrimination 29 (22%) 88 (16%) 1.94 (1.11 to 3.38) 0.02

Alcohol risk 30 (23%) 100 (18%) 1.37 (0.86 to 2.17) 0.19

Tobacco risk 74 (57%) 262 (48%) 1.46 (0.99 to 2.16) 0.05

Cannabis risk 50 (38%) 139 (25%) 1.94 (1.29 to 2.90) 0.001
Child onset disorder 27 (21%) 62 (11%) 2.06 (1.24 to 3.40) 0.01

Clinical stage 2+ 35 (27%) 56 (10%) 3.20 (1.99 to 5.16) 0.000

M (SD) M (SD) MD (95% CI) p Value

Anxiety score 11.35 (6.16) 9.81 (5.87) 1.54 (0.41 to 2.68) 0.01

Depression score 12.62 (5.56) 9.89 (5.10) 2.72 (1.73 to 3.72) 0.000
Self-rated disability 16.19 (9.94) 12.55 (9.12) 3.65 (1.86 to 5.43) 0.000
SOFAS 56.14 (10.40) 67.67 (10.80) −11.53 (−13.59 to −9.48) 0.000

Bold=p<0.003.
NEET, Not in Education, Employment or Training; SOFAS, Social and Occupational Functioning Assessment Scale (range 0–100).

Table 2 Multivariate associations with NEET status among young adults seeking help for mental health problems (n=526)

Base model
C-S R2=0.10*

+Gender interaction terms
C-S R2=0.11*

B (SE) OR 95% CI p Value B (SE) OR 95% CI p Value

Male 0.76 (0.27) 2.13 1.26 to 3.60 0.005 1.50 (0.46) 4.50 1.81 to 11.16 0.001
Age 20–25 years 0.77 (0.26) 2.16 1.30 to 3.60 0.003 1.04 (0.34) 2.82 1.44 to 5.51 0.002
Economic hardship 0.47 (0.27) 1.60 0.95 to 2.69 0.080 0.45 (0.27) 1.57 0.93 to 2.68 0.095

Criminal charges 0.81 (0.35) 2.24 1.13 to 4.42 0.020 1.36 (0.51) 3.84 1.43 to 10.34 0.008
Cannabis risk 0.20 (0.27) 1.22 0.72 to 2.05 0.082 0.57 (0.35) 1.78 0.90 to 3.49 0.100

Depression score 0.10 (0.02) 1.10 1.05 to 1.15 0.000 0.07 (0.03) 1.07 1.01 to 1.14 0.025
Age group×gender −0.52 (0.52) 0.60 0.22 to 1.65 0.318

Criminal charges×gender −0.97 (0.70) 0.38 0.10 to 1.47 0.161

Cannabis risk×gender −0.92 (0.55) 0.39 0.13 to 1.17 0.094

Depression×gender 0.07 (0.05) 1.07 0.97 to 1.18 0.191

Bold=p<0.05. Base model: Nag R2=0.16, −2LL: 428.76, model χ2 (6)=52.67, p<0.001, step 2 (+Gender interaction terms): Nag R2=0.18,
−2LL: 419.89, model χ2 (10)=61.54, p<0.001, Δχ2 (4)=8.87, p=0.064.
*p<0.001.
NEET, Not in Education, Employment or Training.
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this is related to the nature of the data used to ascer-
tain NEET status on a population level by OECD coun-
tries. More often than not, NEET status includes those
who partake in care giving roles such as full-time par-
enting. As females tend to adopt such roles in most
countries, it is difficult to determine which gender is
truly disengaged from a meaningful role. In countries
which do account for this (eg, Scandinavia), sex differ-
ences in NEET status are either not as profound, or are
more common in men.17 Furthermore, longitudinal
cohorts from the UK11 consistently report a higher like-
lihood of males being NEET. This highlights the
current difficulties in comparing NEET rates and sup-
ports the need for a more cohesive approach to exam-
ining NEET status.
Of the symptom factors, depression was significantly

associated with NEET status. The main association is not
surprising as depressed individuals report greater restless-
ness, trouble concentrating and a failure to consider or
plan for the future.35 Those with depression often with-
draw from social activities and relationships, decreasing
the size of their social networks and severing relation-
ships which may offer support and enhance occupational
functioning. Conversely, disengagement is also likely to
lead to worse mood: being NEET may exacerbate depres-
sive symptoms, leading to greater social isolation and
diminished role functioning. Although not significant, a
greater proportion of those who were NEETalso reported
higher rates of perceived discrimination. Understanding
the links between mental illness, in particular depression,
stigma and role functioning is important for the develop-
ment of both clinical treatments and social programmes
attempting to improve role functioning. However, the
current findings may reflect a sample bias: mental health
services such as headspace may be capturing those NEETs
who are experiencing depressive symptoms rather than
those NEETwho are not.
Criminal offending and cannabis use were significantly

associated with NEET status. The latter is not surprising
as substance use often emerges as a risk factor for both
poorer functioning and clinical symptoms in studies of
youth.36–38 As demonstrated by the current study, canna-
bis use may place young adults at greater risk of becom-
ing NEET, although a trend also appears for tobacco
use. As poor physical health is associated with these sub-
stances, youth focused health services must seriously
account for the impact of substance use on treatment
outcomes and role functioning. Innovative treatment
approaches are needed as many young adults are reluc-
tant to engage in interventions for substance use. Given
the widely published link between youth unemployment
and crime,39 the association between criminal offending
and NEET status were also not unexpected. The precise
direction of causality between these variables cannot be
determined by the current study: whether criminal
offending is a consequence of economic hardship (as a
number of criminal offences were for theft),40 or repre-
sentative of greater social adversity or other underlying

personality traits, is unknown. Regardless, these results
signify that such behaviour limits the capacity for role
functioning in young adults. These findings suggest that
if the aim of services like headspace is to increase role
functioning in young adults with mental health pro-
blems, simply focusing on ameliorating symptoms, pre-
dominantly anxiety and depression, may not be the best
approach.24

Limitations
This study is based on a cross-sectional sample of self-
selected, help-seeking young adults with mental health
problems. The findings may be limited by such selection
bias although the overall level of NEET status and the
gender differences in the sample are similar to those
reported in the national headspace dataset.27 The current
study did not include a control group and as such, no
comparisons can be made to youth without mental
health concerns or those not seeking help. While par-
enting or caring roles were not separated from NEET
status in the current study, 14 participants (7 of which
were NEET) received a parental payment from the gov-
ernment, suggesting that 2% of the total sample were
parents. As females are more likely than males to adopt
caring roles in the absence of education, employment
or training,11 future investigation may benefit from
focusing on the nature of such responsibilities within
similar samples of NEETs. Importantly, different associa-
tions for NEET status may be found among young adults
who present to other services (eg, justice and criminal
systems) and among samples that are more culturally
and ethnically diverse. As the final regression model
only accounted for 11% of the variance in NEET status,
a range of other factors need to be considered including
the family unit, cognitive impairment41 and occupa-
tional aspirations.42 Future research would benefit from
determining the range of other factors, both clinical
and non-clinical, including the economic environment
that may be related to NEET status in young adults with
mental health concerns. Research with a longitudinal
focus would help untangle the direction of causality and
outline the trajectories of NEET status in youth.

CONCLUSIONS
This study confirms that among young adults with mental
health problems, NEET status is highly prevalent.20 The
factors identified in this study suggest that when design-
ing clinical or policy initiatives to improve role function-
ing among youth with mental health problems it is
necessary to consider a range of clinical and non-clinical
factors. Traditional clinical approaches which focus on
symptoms may need to be augmented and tailored in
help-seeking young adults. Multidisciplinary approaches
to offending behaviour and substance use are also
required. Furthermore, it appears that males with mental
health concerns are at considerable risk of being NEET
and that headspace appears to be capturing these men at a

6 O’Dea B, et al. BMJ Open 2014;4:e006378. doi:10.1136/bmjopen-2014-006378
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later age, in a more progressed stage of mental illness
and experiencing greater social dysfunction when com-
pared to females.27 Collaborative and integrated service
centres such as headspace are more likely to be effective in
achieving their policy objectives in the functional and
economic domains by further understanding the groups
most at risk and allocating resources appropriately.
However, the high proportion of youth presenting as
NEET suggests that these ‘early intervention services’ are,
in many cases, not ‘early’ enough.
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