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Introduction

The transition from adolescence to adulthood can be a chal-
lenging journey due to significant physical, cognitive, emo-
tional, and social changes.1 Vulnerability to mental ill-health 
peaks, with over one-third of young people experiencing 
their first mental disorder before the age of 14, rising to 
nearly one-half by age 18, and exceeding 60% by age 25.2 
This is also a critical period for vocational development, 
with young people making decisions regarding further edu-
cation, career paths, and entry into the workforce.3 Young 
people are much more likely to be affected by unemploy-
ment and underemployment than other age groups. In 
Organisation for Economic Co-operation and Development 
countries, an average of 10.7% of the youth labor force (15-
24-years) is unemployed, compared to 4.1% of 25- to 
75-year-olds.4 In Australia, these figures are 9.6% and 

2.7%, respectively.4 Many young people face the double 
challenge of seeking gainful employment alongside emerg-
ing mental health problems.

Experiencing mental ill-health in youth has been linked 
with negative employment outcomes, including a reduced 
likelihood of participating in any employment or of being 
employed full-time, and an increased likelihood of being 
underemployed.5 Conversely, not being able to obtain 
employment or engage in education can negatively impact a 
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young person’s mental health.6 An association has been sug-
gested between unemployment and suicide, with a 10-year 
international study across 63 countries estimating that one in 
five suicides might be attributable to unemployment.7

In addition to mental health problems, young people dis-
engaged from education or employment are at increased 
risk of further negative outcomes, including social and eco-
nomic exclusion, poor physical health, anti-social behavior, 
or becoming entrenched in a “low pay, no pay cycle,” 
impacting their ability to improve their life situation.8 
Participation in education and employment is a protective 
factor for positive mental health.9,10 Beyond financial secu-
rity, paid work offers a structured daily routine, instills a 
sense of self-worth, facilitates regular social engagement, 
provides greater autonomy, and enhances social status, each 
contributing positively to mental health and well-being.10 
There are flow-on benefits to government from employ-
ment participation, which include increased taxation reve-
nue and reduced outlays on social security, health, housing, 
and other social programs.11

Individual Placement Support

The Individual Placement and Support (IPS) model focuses 
on employment support for people impacted by mental ill-
health. IPS is an evidence-based vocational intervention that 
integrates vocational assistance with mental health treat-
ment, providing client-driven employment preferences and 
ongoing support after gaining employment.12,13 It was estab-
lished in the 1990’s to support adults with long-term mental 
ill-health and is now provided in at least 20 countries.14-20

Vocational outcomes of the IPS model have been 
extensively researched for adults with severe mental ill-
health (ie, Modini et al,10 Frederick and VanderWeele,21 
Brinchmann et al,22 Metcalfe et al,23 Suijkerbuijk et al,24 
de Winter et al,25 Bond et al,26 Kinoshita et al,27 Marshall 
et al,28 and Weld-Blundell et al29). A meta-analysis from 
25 Randomised Controlled Trials undertaken across a 
range of locations and populations concluded that IPS is 
significantly better than “treatment as usual,” achieving 
higher rates of competitive employment, decreased time 
to first competitive employment, longer job tenure, and 
higher income.21 This study also found some evidence 
that IPS may improve quality of life, and possibly global 
functioning, but that more research with larger sample 
sizes was needed.21

To date, limited studies have focused on the benefits of 
IPS for young adults with established mental illness, and 
even less evidence is available on the use and effectiveness 
of IPS for young people with earlier presentations. 
Nevertheless, the argument for providing vocational sup-
port to young people with developing mental health condi-
tions within an early intervention framework is compelling, 
with the aim of ensuring that these vulnerable young 

people do not become vocationally derailed at this critical 
life-stage.

IPS at headspace

Recognizing the high prevalence and peak vulnerability of 
young people to mental health disorders, the Australian 
Government initiated the headspace National Youth Mental 
Health Foundation in 2006. headspace is now the largest 
national network of primary care mental health services for 
youth world-wide30 with 160 center-based services across 
Australia. headspace centers are community-based, inte-
grated service hubs providing highly accessible, youth-
friendly services to address the mental health and wellbeing 
needs of young people aged 12 to 25 years. Four core 
streams of integrated support are offered to all young peo-
ple dependent on their situation, including mental health, 
physical and sexual health, alcohol and other drugs, and 
work and study. The center model was designed to encour-
age young people to seek help early in the development of 
mental health problems.31

Fifty headspace centers offer the internationally stan-
dardized IPS model as a vocational stream. The Australian 
Government initially funded 14 trial IPS headspace sites in 
2016. An independent evaluation reported that 43% of par-
ticipants were placed into employment or education and, of 
those receiving employment, 50% maintained that employ-
ment for six months. Outcomes of the trial were signifi-
cantly better than alternative employment pathways, and it 
was deemed a success in this early intervention setting.32 
Subsequently, funding was expanded to 24 and then, the 
current 50 sites.

The implementation of IPS at headspace adheres to the  
eight core principles of the IPS model33 and focuses on pro-
viding vocational services that are time unlimited, have 
zero exclusion and integrate the vocational support with 
mental health support. The IPS work and study specialists 
work with young people to explore their individual prefer-
ences, interests and strengths and find suitable and competi-
tive employment and/or education opportunities. The 
support includes resume writing and interview preparation. 
They also provide follow-up support once employment or 
education has been obtained. In addition to working directly 
with young people, the IPS work and study specialists visit 
local employers to build relationships in the community.

The Current Study

The current study’s aim was to investigate the effectiveness 
of the headspace IPS program in achieving mental health 
outcomes in comparison to those achieved with mental 
health treatment alone, using a matched cohort where base-
line mental health is controlled for. It extends the prior eval-
uation and existing literature by focusing on mental health 
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(rather than vocational) outcomes, which have so far been 
considered “secondary outcomes,” and uses a much larger 
sample. Another contribution to the literature is that this 
study examines evidence for the IPS program for young 
people with mild to moderate presentations of mental health 
issues, a target group for whom existing evidence is sparse.

Method

Participants

Participants comprised headspace clients who had received 
at least two integrated IPS services in addition to standard 
services and matched headspace clients who had received 
standard services only, at any of the 50 headspace centers 
delivering IPS. All clients accessing headspace services are 
eligible for IPS services and can self-refer or be referred by 
intake or clinical staff at any point throughout their clinical 
episode of care. Data were extracted in July 2022 and 
included all clients with recently completed episodes of 
care (within the last year) who were 15 to 25 years old at 
commencement (the eligible age range for IPS services). 
IPS clients with less than two integrated IPS services were 
filtered out, yielding a pool of 556 IPS clients and 7547 
non-IPS clients in the full sample. Next, we matched the 
two groups based on key demographic and service-related 
characteristics, as well as baseline mental health status, in 
order to obtain comparable cohorts.34 Matching was exact 
for gender and allowed for a tolerance factor for age 
(±3 years), baseline mental health status (±5 in K10) and 
the number of mental health sessions received (±3 ses-
sions). Baseline differences in work and study status or 
whether the young person was looking for work were not 
part of the matching process as these form an integral part 
of self-selection into the program. Each IPS client was 
matched with up to five non-IPS clients, prioritizing exact 
matches and drawing randomly from non-exact matches if 
there were more than five eligible matches. Twelve IPS cli-
ents could not be matched based on these parameters. The 
final matched sample comprised 2128 young people, 544 
IPS clients and 1584 non-IPS clients (Note that it is possible 
for an IPS client to have fewer than five matches within the 
selected tolerances, which explains why the sample of non-
IPS clients is less than five times as large as the IPS 
sample.). 

Procedure

When young people present at a headspace center, they are 
provided with an electronic device on which they answer a 
series of questions. Different question sets are presented 
depending on the visit number, with the first visit in each 
episode of care asking demographic and other background 
information. Service providers also input information at 

every visit. These data comprise the headspace national 
Minimum Data Set.

Young people provide consent to use their data for the 
primary purpose of service provision and outcome monitor-
ing, but also for research purposes. Parental consent is not 
routinely sought for those under 18 years, who are assessed 
as mature minors unless otherwise indicated. Young people 
can opt out of data collection if they choose, or at the discre-
tion of their parents. Ethics approval comprised initial 
approval through the headspace Board Research subcom-
mittee; consent processes were then reviewed and endorsed 
by an independent body, the Australasian Human Research 
Ethics Consultancy Services.

Measures

Mental health measures were:

•• Psychological distress, using the Kessler 10-item 
psychological distress scale [K1035], which measures 
self-reported depression and anxiety-related symp-
toms over the past 4 weeks on a scale of 1 to 5. A total 
score is calculated (min: 10, max: 50) with higher 
scores indicating higher psychological distress.

•• Quality of life, using MyLifeTracker [MLT36], a self-
report measure of quality of life covering 5 areas of 
importance to young people which is reported on a 
sliding scale from 0 to 100. An average score is cal-
culated, with higher scores indicating better quality 
of life.

•• Psychosocial functioning, using the Social and 
Occupational Functioning Scale [SOFAS37], a practi-
tioner rating of current client functioning on a scale 
from 1 to 100, with lower scores representing lower 
functioning and higher scores representing superior 
functioning in a wide range of activities.

Vocational outcomes for IPS clients were measured via the 
following question completed by the vocational worker at 
episode completion: What was the main outcome that the 
young person achieved during their IPS episode? For non-
IPS clients, vocational outcomes were not the key focus of 
the intervention and were only collected through self-
reported work and study status at first and last 
measurement.

The key service-related variable was number of mental 
health sessions, which counts how many individual service 
sessions received by the young person were mental health 
related.

Demographic characteristics included age, gender 
(female, male, gender diverse), LGBTIQA+ status, 
Aboriginal and Torres Strait Islander background, and 
whether the young person was engaged in study or work at 
first presentation.
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Data Analysis

SPSS Statistics 28.0.1.1 was used for data analysis. 
Descriptive statistics for the IPS and non-IPS cohorts are 
presented, followed by percentage of significant improve-
ment for each group, and odds ratios (OR) from standard 
logistic regressions controlling for potential confounding 
by the matching variables, as well as baseline mental health 
measures that were not part of the matching algorithm (We 
chose psychological distress [K10] as the representative 
baseline mental health measure in the matching algorithm, 
to avoid the curse of dimensionality from attempting to 
match on too many variables. Hence, baseline quality of life 
[MLT] and psychosocial functioning [SOFAS] were not 
matched on, and must be controlled for statistically to deter-
mine outcomes.). Since the data pool is large and we allow 
for tolerance in the matching process, the standard analysis 
is appropriate and more efficient than a matched analysis 
(such as conditional logistic regression).38 Young people’s 
mental health outcomes were determined by comparing the 
first and last measurement for each of the three mental 
health measures. An improvement in a client’s score was 
significant if it was greater than at least half a standard devi-
ation of the respective measure’s baseline for the entire 
headspace population in the sampling period (for psycho-
logical distress, the headspace baseline standard deviation 
was 8.4, for quality of life 18.8, and for psychosocial func-
tioning 11.6). An improvement of at least half a standard 
deviation is considered a moderate effect size and a mini-
mally important difference to measure changes in health-
related quality of life.39

We report on a summary measure of improving signifi-
cantly on at least one of the three outcome measures as an 
overall indication of whether any success was achieved, as 
well as on each of the outcome measures individually. The 
three outcome measures characterize different dimensions 
of a young person’s mental health and wellbeing. By receiv-
ing IPS support or standard mental health treatment, a 
young person might improve on some, but not all 
dimensions.

Results

Descriptive Statistics

Summary statistics for the matching variables across IPS 
and non-IPS clients in the matched sample are reported in 
Panel A of Table 1. A statistical test of equality of gender 
distribution between the two client groups was not signifi-
cant, χ2  = 0.519, P = .772; in both groups, approximately 
62% were female, 35% were male, and 3% identified as 
gender diverse. Statistical tests of equality of means for age, 
psychological distress at presentation, and number of men-
tal health services received showed that while some differ-
ences existed (as expected, given the tolerance factors), 

these were of small magnitude. On average, IPS clients 
were four months older than non-IPS clients, had received 
one additional mental health service in their episode of care, 
and had presented with an approximately equivalent level 
of psychological distress with a mean K10 score of 31 (very 
high distress). To account for the potential of confounding, 
we report odds ratios of logistic regressions controlling for 
the matching variables.

Panel B of Table 1 presents summary statistics for other 
demographic and baseline measures that were not used as 
part of the matching process. Both groups comprised 
approximately equal proportions of clients identifying as 
LGBTIQA+ (30%), but the IPS sample had more 
Indigenous young people (IPS: 10%; Non-IPS: 6%). In both 
cohorts, the majority of clients were engaged in some form 
of study or work (IPS: 70%; Non-IPS: 80%), but a substan-
tially higher proportion of IPS clients indicated they were 
looking for work (IPS: 64%; Non-IPS: 39%), which may 
include looking for more or better work, or changing from 
study to work (The high percentage of engagement in study 
or work in both cohorts is driven by high engagement in 
study [IPS: 46%; Non-IPS: 54%] and casual work [IPS: 
23%; Non-IPS: 30%]. Full-time [IPS: 6%; Non-IPS: 15%] 
and part-time work [IPS: 10%; Non-IPS: 12%] were less 
common. While high baseline engagement in an IPS sample 
may seem surprising, it can be explained by the fact that this 
is a relatively young age group where study is common, and 
where vocational outcomes sought through the IPS program 
may include changes to better-fitting jobs/study programs 
or an increase in work hours.). These differences in work 
and study status (and goals) between the cohorts are a natu-
ral consequence of selecting into the program. In terms of 
quality of life and psychosocial functioning, the IPS group 
had a slightly lower baseline measurement. To account for 
these baseline differences in mental health, we report odds 
ratios of logistic regressions controlling for baseline quality 
of life and psychosocial functioning (in addition to the 
matching variables).

At the conclusion of their IPS episode, the vocational out-
come achieved for almost two thirds (65%) of IPS clients was 
that they had obtained a job (56%) or commenced study (9%). 
An additional almost 8% had other positive work or study out-
comes recorded. Just over one quarter did not achieve a work 
and study outcome. For the non-IPS clients, 12% reported a 
positive change in their work and study status.

Mental Health Outcomes

Comparison of significant improvement rates for IPS and 
non-IPS clients revealed a mental health benefit of inte-
grated IPS services larger than the outcomes achieved 
through standard clinical care (Table 2). About 81% of IPS 
clients experienced an improvement on at least one of the 
three mental health measures, a significantly higher 
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proportion than the 75% of controls. This represents a 22% 
to 36% higher likelihood of achieving significant improve-
ment on any mental health outcome from receiving inte-
grated IPS services compared to standard mental health 
services (OR controlling for matching variables: 1.361, 
P = .014; OR controlling for matching variables + baseline 
MLT, SOFAS: 1.220, P = .124).

The additional benefit of integrated IPS services is con-
centrated on quality-of-life outcomes where the IPS group 
achieved higher rates of significant improvement than the 
non-IPS group (58% vs 50%; P < .001), and psychosocial 
functioning outcomes (54% vs 46%; P < .001). Significant 
improvement in quality of life implies at least a 9.4-point 
increase on the MLT scale, and in psychosocial functioning 

at least a 5.8-point increase on the SOFAS scale. 
Psychological distress improved at the same rate for IPS 
clients as for non-IPS clients.

Table 1 showed that baseline psychological distress was 
equivalent in both groups, yet baseline quality of life and 
psychosocial functioning was lower in the IPS group than 
the non-IPS group. When controlling for baseline quality of 
life and baseline functioning as potential confounders in the 
analysis, the odds ratios reduced and remained statistically 
significant for quality of life (OR controlling for matching 
variables + baseline MLT, SOFAS: 1.243, P = .043) but 
(marginally) not for psychosocial functioning (OR control-
ling for matching variables + baseline MLT, SOFAS: 1.238, 
P = .054).

Table 1.  Descriptive Statistics.

Sample IPS Non-IPS Statistical test for equality

N 544 1584  

Panel A. Matching Variables

Measure n % n % P-value ( χ2 -test)

Gender
  Female 346 63.6 980 61.9 .772
  Male 182 33.5 555 35.0
  Gender diverse 16 2.9 49 3.1

Measure Mean SD Mean SD P-value (t-test)

Age 19.7 2.7 19.4 2.7 .032
Psychological distress (K10) (baseline) 31.0 8.0 30.7 7.7 .467
Number of mental health services 12.7 12.7 11.4 10.4 .013

Panel B. Other demographic and baseline variables

Measure n % n % P-value ( χ2 -test)

LGBTIQA+ status
  Is LGBTIQA+ 153 31.0 426 29.4 .515
Aboriginal and Torres Strait Islander status
  Is Indigenous 52 9.6 92 5.8 .002
Engaged in study or work
  Fully engaged (study or full-time 

work)
278 51.2 1011 63.9  

  Partially engaged (part-time or casual 
work; no study)

100 18.4 254 16.1  

  Not engaged 165 30.4 318 20.1 <0.001
Looking for work 342 63.9 607 38.6 <0.001

Measure Mean SD Mean SD P-value (t-test)

Quality of life (MLT) (baseline) 45.6 18.4 48.5 18.0 .002
Psychosocial functioning (SOFAS) 

(baseline)
63.0 11.5 64.7 11.4 .002
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A fifth (20%) of IPS clients improved significantly on all 
three measures, 31% improved on two, and 30% on one; 
19% did not improve on any measure. For the non-IPS cli-
ents, similar proportions improved significantly on one or 
two outcomes, but fewer improved on all three (15%) and 
more did not improve significantly on any measure (25%) 
(Figure 1).

Table 3 presents the percentage of significant improve-
ment and odds ratio for subgroups of young people, includ-
ing those not engaged in study or work and looking for 
work at baseline, who are Indigenous, are male and female. 
The strongest improvements in at least one outcome mea-
sure were for IPS clients who were not engaged in study or 
work and were looking for work and male IPS clients, 85% 
and 86%, respectively.

IPS clients not engaged in study or work and looking for 
work were approximately twice as likely to improve on one 
of the outcomes than their non-IPS counterparts (OR con-
trolling for matching variables: 2.035, P = .023; OR control-
ling for matching variables + baseline MLT, SOFAS: 2.029, 
P = .029). The higher likelihood of significant improvement 
for IPS clients in this subgroup is particularly pronounced 
in psychosocial functioning (OR controlling for matching 
variables: 1.759, P = .017; OR controlling for matching 
variables + baseline MLT, SOFAS: 1.935, P = .015).

Male IPS clients were more likely to see significant 
improvement in quality of life than their non-IPS counter-
parts (OR controlling for matching variables: 1.584, 
P = .010; OR controlling for matching variables + baseline 
MLT, SOFAS: 1.556, P = .020). Three in five female IPS 

Table 2.  Percentage With Significant Improvement in Mental Health Outcomes, IPS Versus Non-IPS.

Measure

Percentage improved Odds ratio (standard logistic regression)

% n
Controlling for 

matching variables

Controlling for matching 
variables + baseline MLT, 

SOFAS

At least one outcome measure
  IPS 80.7 439 1.361* 1.220
  Non-IPS 75.3 1193  
Quality of life (MLT)
  IPS 58.3 317 1.356** 1.243*
  Non-IPS 50.3 797  
Psychosocial functioning (SOFAS)
  IPS 53.9 293 1.360** 1.238
  Non-IPS 46.1 730  
Psychological distress (K10)
  IPS 39.0 212 1.038 1.040
  Non-IPS 37.4 593  

**Significant at P < .01; *Significant at P < .05.

Figure 1.  Percentage of clients achieving significant improvement by number of mental health outcome measures.
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clients achieved significant improvement in psychosocial 
functioning, however, after controlling for baseline psycho-
social functioning this did not result in a statistically signifi-
cant higher likelihood than female clients in standard 
clinical care (OR controlling for matching variables: 1.357, 
P = .015; OR controlling for matching variables + baseline 
MLT, SOFAS: 1.107, P = .448).

A notable result is the relative benefit of receiving inte-
grated IPS services for Aboriginal or Torres Strait Islander 
young people: while the sample is small and underpowered, 
the point estimates of odds ratios suggest that young 
Indigenous IPS clients have a 47% to 64% higher likelihood 
of improving significantly on at least one mental health out-
come measure than their non-IPS counterparts. Unlike any 
other subpopulation or the IPS population as a whole, this 
appears to be driven by being more than twice as likely to 
improve on psychological distress, which is statistically 
significant when baseline mental health is controlled for 
(OR controlling for matching variables: 2.277, P = .044; OR 
controlling for matching variables + baseline MLT, SOFAS: 
2.693, P = .020).

Discussion

This cohort study reports the first large scale findings on the 
effectiveness of an IPS program in achieving mental health 
outcomes in a large sample of young people with emerging 
mental health issues, comparing IPS clients with a matched 
cohort of young people receiving standard mental health 
treatment. This comparison revealed that four out of five 
IPS clients (81%) achieved positive mental health outcomes 
on at least one of the three mental health measures, a sig-
nificantly higher proportion than among the matched clients 
who received standard services (75%). The benefit of inte-
grated IPS services is demonstrated through greater 
improvements in quality of life (58% vs 50%), and psycho-
social functioning (54% vs 46%), although the latter rela-
tionship is somewhat weakened after controlling for 
baseline differences. Psychological distress improved at the 
same rate for both IPS clients and non-IPS clients. The 
strongest improvements in mental health were achieved for 
young people who were not engaged in work or study at 
presentation but looking for work, and next for young 

Table 3.  Percentage of IPS Clients With Significant Improvement by Subgroups.

Measure

IPS in subgroup: 
percentage improved

IPS vs. non-IPS in subgroup: odds ratio (standard logistic 
regression)

% n
Controlling for matching 

variables

Controlling for matching 
variables + baseline MLT, 

SOFAS

At least one outcome measure
  Not engaged in work or study and 

looking for work
85.4 111 2.035* 2.029*

  Indigenous 78.9 41 1.642 1.468
  Male 85.7 156 1.713* 1.570
  Female 78.9 273 1.302 1.142
Quality of life (MLT)
  Not engaged in work or study and 

looking for work
60.0 78 1.484 1.477

  Indigenous 61.5 32 1.657 1.544
  Male 63.7 116 1.584** 1.556*
  Female 55.5 192 1.246 1.210
Psychosocial functioning (SOFAS)
  Not engaged in work or study and 

looking for work
56.9 74 1.759* 1.936*

  Indigenous 44.2 23 1.217 0.770
  Male 51.7 94 1.451* 1.322
  Female 59.3 205 1.357* 1.107
Psychological distress (K10)
  Not engaged in work or study and 

looking for work
36.9 48 0.733 0.734

  Indigenous 42.3 22 2.277* 2.693*
  Male 41.8 76 0.979 0.971
  Female 38.4 133 1.124 1.130

**Significant at P < .01. *Significant at P < .05.
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males. Although the sample was small, Aboriginal and 
Torres Strait Islander young people were also more likely to 
achieve positive mental health outcomes, particularly in 
terms of a reduction in psychological distress.

Considering the natural, initial differences in work and 
study status (and goals) of the two cohorts, achieving posi-
tive vocational outcomes through the IPS program may be a 
key mechanism to the greater improvement in quality of life 
and psychosocial functioning. In this study, almost two 
thirds of the IPS clients attained a job (56%) or commenced 
study (9%) after the support they received through the IPS 
program (which are similar outcomes as previously 
reported33). The specific aim of this study was to examine 
what mental health outcomes are achieved for young people 
accessing headspace integrated IPS services, and to com-
pare them to the mental health achievements of a compara-
ble cohort of young people with similar baseline mental 
health who received standard mental health services only, 
as a benchmark for what is possible. To what extent the 
positive mental health outcomes in the IPS cohort can be 
attributed to positive vocational outcomes achieved through 
the IPS program remains undetermined and may be the aim 
of future research. Regardless of the mechanism, the greater 
or equal mental health improvements found in this study 
provide further evidence of the effectiveness of the IPS 
model and widen its applicability to young people with 
emerging mental health issues accessing primary care early 
intervention services. This extends previous research that 
indicates suitability of the model for young people with 
severe mental ill-health and first episode psychosis,40,41 fill-
ing a key evidence gap about the IPS program.21

Limitations

Our study has some limitations that are important to 
acknowledge. As with any localized program, to what 
extent the findings would replicate in a different context is 
indeterminable. headspace is unique world-wide in its scale 
and spread across the country, and is the main service pro-
vider of mental health services for young people in Australia. 
Another limitation is the mental health outcome measures 
used, which were restricted by those collected in the head-
space national minimum data set. Further research is needed 
to explore the sustainability of the vocational outcomes in 
the headspace context as well as the longitudinal impacts on 
clients’ mental health and well-being.

Conclusion

headspace has successfully implemented a real-world 
application of the IPS model integrated within almost one-
third (fifty services) of its national, primary care, early 
intervention youth mental health services. Findings 

suggest that integration of an IPS vocational program 
within a clinical setting not only achieves positive work 
and study outcomes, but also support improvements in 
quality of life, and potentially psychosocial functioning, 
that are larger than the outcomes achieved in a comparable 
cohort of young people receiving standard clinical care. 
Given the critical nature of vocational attainment in ado-
lescence and early adulthood, and the particular vulnerabil-
ity of young people with mental health issues to vocational 
disengagement, integrating IPS within youth mental health 
services seems warranted.
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