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Summary 

This project utilised data from 29 Liaison and Diversion (L&D) services across England 

from the period 2015-2016. Individuals can be referred to these services when they 

enter the Criminal Justice System (CJS), e.g. from police custody suites or 

magistrates’ courts, if concerns about mental health or psychosocial needs are raised. 

We were able to identify which of these referrals pertained to individuals who had 

previously served in the UK Armed Forces (referred to in this report as veteransi), and 

were therefore able to compare and contrast socio-demographic factors, offending 

behaviour and mental health characteristics of veterans with those of non-veterans 

accessing the L&D service. All of the information in the database was collected by L&D 

service mental health practitioners during an initial screening assessment. All socio-

demographic information was collected via self-report. Offence characteristics were 

determined from the source of the referral (e.g. from the Police, or from the Prisoner 

Escort Service). Information regarding the individual’s vulnerabilities (mental health, 

alcohol/substance misuse, and other vulnerabilities) was gathered from a range of 

sources: from previous contact with L&D services, from other health databases, or 

from standardised screening tools. 

Socio-demographic characteristics of veterans and non-veterans 

Of the 49,793 cases recorded in the L&D database in the year from April 2015 to April 

2016, 1,215 (2.4%) reported previous or current service in the UK Armed Forces. The 

majority of these personnel (N = 1,067, 88%) reported that they had left service and 

were classified as veterans: this group is the focus of this report. Compared to non-

veterans, veterans were predominantly male (96% vs 76%), white British (91% vs 84%), 

and aged over 30 (74% vs 55%). A large proportion of veterans reported to be in 

owned or rented accommodation (60%); a little more than in the non-veteran sample 

(55%); and veterans were less likely to be in temporary accommodation or living with 

family. However, rates of homelessness were similar (9% of both veterans and non-

veterans). Whilst the majority of veterans were unemployed (42%), more veterans 

were in employment than non-veterans (32% vs 17%). There were significant regional 

variations in the proportion of veterans compared to non-veterans, with the greatest 

proportion of total veteran cases coming from L&D services in the North West (19% vs 

12% of non-veterans), and the smallest proportion of veteran cases coming from those 

in London (7% vs 15% of non-veterans). 

Offence characteristics of veterans and non-veterans 

All cases pertained to individuals who had been charged with, or were suspected of 

having committed, a criminal offence. Offences classed as violence against the person 

were the most prevalent amongst veterans and non-veterans, however a larger 

proportion of veterans (37%) than non-veterans (32%) were accused of having 

committed this type of offence. A larger proportion of veterans than non-veterans 

were accused of motoring (8% vs 4% of non-veterans) and sex offences (8% vs 5% of 

non-veterans). Conversely, a smaller proportion of veterans than non-veterans were 

                                                        
i A person who has served at least one day in the UK Armed Forces (as a Regular or a Reserve), and has left service. 
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accused of acquisitive offences (e.g. theft, burglary, fraud: 10% vs 16% of non-veterans) 

or non-interpersonal violence (e.g. criminal damage, arson: 8% vs 10% of non-

veterans). On analysis, which took account of socio-demographic differences between 

veterans and non-veterans, we found that veteran status was independentlyii positively 

associated with violence against the person and motoring offences, and was negatively 

associated with acquisitive offences. Veteran status was also negatively associated 

with sex offences (despite a larger proportion of veterans committing sex offences), 

suggesting that these differences were driven by socio-demographic factors. 

Health needs of veterans and non-veterans 

Mental health problems were prevalent in the sample as a whole. However, veterans 

were more likely to screen positive for any mental disorder than non-veterans (69% vs 

59% of non-veterans). Anxiety and Depression were the most common mental health 

problems recorded among veterans and these were more prevalent than among non-

veteran offenders (37% of veterans vs 12% of non-veterans reported Anxiety; and 32% 

of veterans vs 27% of non-veterans reported Depression). A larger proportion of 

veterans than non-veterans reported Adjustment Disorder (7% vs 5% of non-veterans) 

and Dementia (1% vs 0.2% of non-veterans). In addition, veterans reported more co-

occurring mental health problems than non-veterans (23% vs 15% of non-veterans 

reported more than one mental health problem). Conversely, smaller proportions of 

veterans than non-veterans reported Schizophrenia (5% vs 12% of non-veterans), 

Personality Disorder (7% vs 11% of non-veterans) and ADHD (0.5% vs 3% of non-

veterans). On analysis, we found that veteran status was independently positively 

associated with Anxiety, Adjustment Disorder, Dementia and the presence of co-

occurring mental health problems, and negatively associated with Schizophrenia and 

ADHD. 

Furthermore, larger proportions of veterans than non-veterans reported alcohol 

misuse (38% vs 29% of non-veterans) and physical health problems (18% vs 10% of non-

veterans). Conversely, smaller proportions of veterans than non-veterans reported 

substanceiii misuse (18% vs 28% of non-veterans), learning difficulties (1% vs 4%), and 

social/communication difficulties (3% vs 4% of non-veterans). On analysis, veteran 

status was independently positively associated with alcohol misuse and physical health 

problems, and independently negatively associated with substance misuse, learning 

difficulties and social/communication difficulties.  

Veteran-specific risk factors for different offence types 

We also examined whether there were any particular risk factors associated with 

different types of offences within the veteran sample. Age, employment status and 

accommodation status were all independent risk factors for offending in the veteran 

sample. Being aged over 60 was a risk factor for sexual offending. Being unemployed 

was a risk factor for acquisitive offending, whereas being employed was a risk factor 

                                                        
ii Statistical note: “independent” associations are those that remain statistically significant after taking into account the 
effects of individual differences in socio-demographic characteristics. A positive association with veteran status means 
that the presence of a particular factor is more likely in veterans than non-veterans (although we note that due to the 
cross-sectional nature of this study we cannot infer the direction of causality). 
iii This refers to substances other than alcohol. 
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for sexual and motoring offending. Lastly, being homeless was a risk factor for 

acquisitive offending.  

Regarding mental health-related risk factors of offending, Anxiety and the presence of 

co-occurring mental health problems were independent risk factors for violence 

against the person offending. Bipolar Disorderiv and substance misuse were 

independent risk factors for acquisitive offending. Alcohol misuse was an independent 

risk factor for motoring offences.  

                                                        
iv However, we note that there were small numbers of veterans with Bipolar Disorder in this analysis. 
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Glossary 

  

ADHD Attention-Deficit/Hyperactivity Disorder 

BME Black and Minority Ethnic 

CI Confidence Interval 

CJS Criminal Justice System 

L&D Liaison and Diversion 

MH Mental health 

Non-veteran A person who has not served in the UK Armed Forces 

OR Odds Ratio 

PTSD Posttraumatic Stress Disorder 

TIC Trauma-informed care 

Veteran A person who has served at least one day in the UK 

Armed Forces (as a Regular or a Reserve), and has left 

service 
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Chapter 1 .  Background 

1.1 Veterans in the Criminal Justice System 

The majority of service leavers make successful transitions back into civilian life (1). 

However, recent research has shown that a minority find themselves involved in the 

Criminal Justice System (CJS), often as a result of health, behavioural and social 

problems (2). Estimates of the proportion of the prison population who have previously 

served in the UK Armed Forces have ranged from 3.5% to 17% (3,4) suggesting that 

around 3,000 to 14,000 prisoners may be ex-service personnel (5). Furthermore, it 

was estimated that 3.4% of adults subject to probation supervision in England and 

Wales in 2009 were veterans (6). A government review of ex-Armed Forces Personnel 

in the CJS (7) highlighted the need for better identification of the needs of veterans in 

the CJS to inform the development of services to help reduce re-offending. Previous 

research into the needs of veterans in the CJS has been limited by the use of biased 

samples from specific areas of the CJS, such as prison or probation, with limited data 

on health and welfare needs (8). Access to the national Liaison and Diversion (L&D) 

database provides an opportunity to compare the offending behaviour, mental health, 

and welfare needs of veterans with non-veterans in contact with the CJS. 

Offending by military personnel 

Government statistics tell us that veterans form the largest occupational group in 

prison and under the supervision of probation services, and that they are more likely to 

have committed a violent or sexual offence than offenders who have not served in the 

military (3,6). However, these statistics relate to those who are given a custodial 

sentence or probation supervision order. Many offenders will not receive either 

category of sentence, or at least not initially. Risk factors for offending in veterans are 

largely similar to those for civilians (9,10), but with a few notable exceptions. First, 

veteran offenders tend to be older (3). This may be because there is limited 

opportunity for offending during military service, and thus the individual’s time in 

service acts as a “hiatus” from offending that would have occurred anyway (8). Or, it is 

possible that experiences resulting from military service have increased the risk of 

offending in some individuals (11), suggesting a distinct pathway to offending in this 

particular group. Second, there is evidence that deployment (or aspects of 

deployment, such as combat) may increase offending among veterans (11). Third, 

mental health problems, such as common mental disorders and Posttraumatic Stress 

Disorder (PTSD), as well as alcohol misuse, have been shown to increase the risk of 

offending behaviour among veterans (11,12). 

Existing research suggests that socioeconomic needs are strong risk factors for 

offending among veterans and that the reversal of these risks (e.g. financial stability, 

stable accommodation, relationship stability) can reduce the risk of offending among 

veterans and can act as protective factors in the presence of mental health problems 

(13). Therefore, by the identification of socioeconomic and mental health needs among 

veterans as they enter the CJS we have the potential to inform the development of 

early intervention services for veterans in the CJS. 
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1.2 Liaison & Diversion services  

The purpose of Liaison and Diversion (L&D) services is to provide an assessment of 

individuals within the CJS who have been identified as vulnerable as a result of 

suspected mental health or psychosocial needs, to ensure that they receive the 

appropriate support, and to (where possible) divert them out of the CJS and into 

health, social care or other services. Following recommendations from the Bradley 

report in 2009 (14), a “National Model” of L&D services was established to ensure 

consistency among pre-existing services, and to create new services in areas of 

England that had none. This new model was trialled in 10 sites with existing L&D 

services in England in April 2014, and was rolled out to 29 sites in April 2015. 

Individuals within the CJS who are identified as potentially having mental health 

problems, learning difficulties, or other psychosocial vulnerabilities may be referred to 

L&D services for screening, further assessment and, where indicated, treatment. 

Referral to L&D services should occur at the earliest opportunity, but may take place 

at various stages of the CJS, including: pre-arrest, arrest, charge, and Court (see 

Figure 1). Furthermore, referrals can be made by a wide range of agencies, including: 

police, Crown Prosecution Service, youth offending teams, social workers, 

drugs/alcohol services, defence lawyers, and parents/guardians/family members. This 

broad referral process maximises the reach of the L&D service to the most vulnerable 

of individuals at the earliest opportunity. Individuals referred to L&D services are 

offered a screening appointment with a mental health practitioner. As part of this 

screening they are asked whether they have ever served in the UK Armed Forces.  

 

Figure 1: Liaison and Diversion process. NHS England, 2015 (15). 
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1.3 Study aims 

We utilised the national administrative database of cases of vulnerable offenders 

referred, both military personnel and civilians, who were screened by the 29 L&D 

services across England during 2015-2016, in order to: 

 compare the socio-demographic characteristics of veteran and non-veteran 

offenders  

 compare the health needs of veteran compared to non-veteran offenders 

 compare offending behaviour among veterans and non-veterans 

 investigate the association between veteran status and: (i) offending 

behaviour; and (ii) health needs and mental disorders among offenders 

referred to L&D services 

 examine risk factors for different types of offending among the veterans 

referred to L&D services. 

1.4 A note on methods 

We have provided full details of the methods, including descriptions of the variables 

used in the database and how they were collected, in Appendix A1. Full details of the 

statistical analyses are provided in Appendix A2, and all statistical results tables are 

provided in Appendix A3. 
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Chapter 2.  Mil i tary personnel  and c iv i l ians in   
 L&D services  

This study employed routinely-collected data from L&D services. This consisted of data 

collected by 29 separate L&D services from April 2015 until April 2016v. Once a referral 

has been made to the L&D service, the individual is offered a screening appointment, 

during which the L&D service mental health practitioner gathers information about 

them, pertaining to their: socio-demographics (age, ethnicity, employment and 

accommodation status, etc.); current offence (they report the most severe offence at 

the time of charge, or the most serious suspected offence in cases where the individual 

has not yet been charged); military status (whether the individual has ever served in 

the UK Armed Forces, including as a reserve, although reserve status was not 

recorded); mental health needs (the presence of one or more diagnosed or suspected 

mental disorders); alcohol/substance use; and other vulnerabilities (learning, physical, 

or social and communication difficulties). This information is entered onto the database 

on a case-by-case basis: each referral is treated as a separate case (an individual may 

have repeated entries relating to repeated referrals). If any “vulnerabilities” are 

identified during the screening appointment, the individual is offered further 

assessment and/or onward referral to specialist services (e.g. heath- and social-care, 

drug/alcohol treatment, etc.). 

2.1 Veteran status 

Military personnel were defined, using the standard UK definition, as anyone who had 

served for at least one day in the UK Armed Forces (as a regular or reservist) (16). A 

total of 62,397 referrals were made to the 29 L&D sites in England between April 2015 

and April 2016. Of these, 49,793 cases (80%) included information regarding the 

individual’s military status, 1,215 of which (2.4% of those with a recorded military status) 

pertained to individuals who reported that they had served, or were currently serving, 

in the UK Armed Forces. Individuals were asked whether they had ever served in the 

UK Armed Forces, and the length of time since they left/were discharged (currently 

serving, discharged within the last 12 months, 1-5 years ago, or more than 5 years ago). 

The majority of military personnel in the database had left service over five years ago 

(N = 721, 60%; see Figure 2); around a quarter (N = 294, 24%) had served one to five 

years ago; and the remaining cases reported that they had either served in the past 

year (N = 52, 4%), or were currently serving (N = 148, 12%). 

Given that the majority of the military personnel in the database were veterans, we 

categorised the cases with a recorded military status as veterans (N = 1,067; includes 

individuals who left military service within the last 12 months, 1-5 years ago, or more 

than 5 years ago), or non-veterans (N = 48,578), and excluded those who reported that 

they were currently serving (N = 148)vi. 

                                                        
v Full details of the variables collected by L&D service are provided in Appendix A1. 
vi A full description of the 148 serving personnel is provided in Appendix A4. 
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Figure 2: Serving status of military personnel in L&D services 

 

2.2 Regional variations in veteran status 

There were substantial differences between veterans and non-veterans in terms of the 

proportions of total cases from each regional L&D service location (see Figure 3 and 

Table 6 in Appendix A3). The greatest proportion of veteran cases came from the 

North West (N = 199, 19% of veterans; N = 5,619, 12% of non-veterans), whereas the 

greatest proportion of non-veteran cases came from the South East (N = 9,434, 19% of 

non-veterans; N = 156, 15% of veterans). The proportions of cases coming from London 

also differed significantly between veterans (N = 75, 7%) and non-veterans (N = 7,246, 

15%). On analysis, region was significantly (and independently) associated with veteran 

status (see Figure 4). 

The proportion of veterans within L&D services in each geographical region ranged 

from 1.0% in London to 4.3% in Yorkshire (see Figure 5). These were generally lower 

than the proportions of veterans in each regional population, which ranged from 2.0% 

in London to 7.4% in the South West in 2015-2016 (17) (see Figure 5). Some regions 

showed a greater discrepancy between these two proportions than others. For 

example, the North East and South East were among the highest in terms of the 

proportions of veterans in the regional population, and yet low proportions of veterans 

were accessing L&D services in these areas. In contrast, Yorkshire and London had 

similar proportions of veterans accessing L&D services to the proportions of veterans 

in their respective regional populations. 

 

 

Currently 
serving, 12%

Served in the 
last year, 4%

Served 1-5 
years ago, 24%Served over 5 

years ago, 60%
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Figure 3: Regional variations in veteran status (bars represent the percentage of total cases in 
the database by region). 

 

 

 

Figure 4: Adjusted associations between L&D site region and veteran statusvii 

 

                                                        
vii Odds Ratios are adjusted for age, gender, ethnicity, employment status and accommodation status. 

Horizontal bars indicate 95% confidence intervals (CIs). CIs that do not overlap the vertical reference line (i.e. 
the South East region reference category) are statistically significant. Odds Ratios above 1 indicate that 
veterans are more likely than non-veterans to be situated in that particular region vs. the South East. Full 
analysis details are in Appendix A2. 

0% 5% 10% 15% 20% 25% 30% 35% 40%

South East

North East

London

North West

South West

West Midlands

East Anglia

East Midlands

Yorkshire Veteran Non-veteran



 

 
 

Figure 5: Percentage of regional L&D service cases relating to veterans (left panel) compared to percentage of regional population who are veterans (right 
panel)viii 

 

                                                        
viii Data for the right panel are taken from the Ministry of Defence annual population survey of UK armed forces veterans in 2015 (https://www.gov.uk/government/statistics/annual-population-
survey-uk-armed-forces-veterans-residing-in-great-britain-2015) 
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2.3 Socio-demographic characteristics and welfare needs 

Gender 

The majority of veterans (N = 1,028, 96%) and non-veterans (N = 37,112, 76%) in the 

sample were male (see Table 6 in Appendix A3). However, gender was significantly 

(and independentlyix) associated with veteran status: there was a smaller proportion of 

females in the veteran sample than in the non-veteran sample. 

Age 

The majority of the veterans in the sample were aged from 26 to 30 (N = 170, 16%), 

whereas the majority of non-veterans were aged from 21 to 25 (N = 8,717, 19%; see 

Figure 6). For the purposes of the statistical analyses, age was recoded in to four 

categories: 30 years and under, 31 to 45 years, 46 to 60 years, and over 60 years. 

Age was significantly (and independently) associated with veteran status: greater 

proportions of veterans than non-veterans were aged 31 to 45 (N = 435, 41% vs. N = 

17,960. 37% of non-veterans), 46 to 60 (N = 268, 25% vs. N = 7,545, 16% of non-

veterans), or over 60 (N = 89, 8% vs. N = 1,050, 2% of non-veterans; see Table 6 in 

Appendix A3). 

Figure 6: Age distributions of veterans and non-veterans in L&D services 

 

Ethnicity 

The majority of veterans (N = 974, 91%) and non-veterans (N = 40,981, 84%) identified 

as white (see Table 6 in Appendix A3). However, ethnicity was significantly (and 

                                                        
ix Statistical note: “independent” associations are those that remain statistically significant after taking into account the 
effects of individual differences in socio-demographic characteristics. A positive association with veteran status means 
that the presence of a particular factor is more likely in veterans than non-veterans (although we note that due to the 
cross-sectional nature of this study we cannot infer the direction of causality). 
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independently) associated with veteran status: a lower proportion of veterans than of 

non-veterans identified as black and minority ethnic (BME). 

Employment status 

The majority of veterans reported that they were unemployed (N = 453, 42%; see 

Figure 7 and Table 6 in Appendix A3). However, this proportion was considerably 

smaller than that of the non-veteran sample (N = 29,104, 60%). A much greater 

proportion of veterans than non-veterans reported that they were employed 

(veterans, N = 337, 32%; non-veterans, N = 8,239, 17%) or retired (veterans, N = 82, 

8%; non-veterans, N = 601, 1%). Employment status was significantly (and 

independently) associated with veteran status. 

Figure 7: Employment status of veterans and non-veterans in L&D services 

 

 

Accommodation status 

The largest category of accommodation for both veterans (N = 638, 60%) and non-

veterans (N = 26,603, 55%) was owned or rented accommodation (see Figure 8 and 

Table 6 in Appendix A3). A smaller proportion of veterans (N = 123, 12%) than of non-

veterans (N = 7,445, 15%) reported that they were living with parents/relatives, and a 

smaller proportion of veterans (N = 73, 7%) than of non-veterans (N = 4,234, 9%) 

reported that they were living in temporary accommodation. Similar proportions of 

veterans (N = 98, 9%) and non-veterans (N = 4,481, 9%) reported that they were 

homeless. However, accommodation status was not independently associated with 

veteran status. 
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Figure 8: Accommodation status of veterans and non-veterans in L&D services 
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Chapter 3.  Offending behaviour  

All of the individual cases recorded in the L&D service database had been charged 

with, or were suspected of having committed, a criminal offence. For each case, the 

L&D service practitioner recorded the most serious indexx offence that the individual 

was charged with, or suspected of having committed (16). Offences were classified as: 

violence against the person (including murder, manslaughter, violence against the 

person, harassment, and robbery); non-interpersonal violence (including criminal 

damage, arson, possession of an offensive weapon, and possession of a firearm); sex 

offence; acquisitive offence (including theft, burglary, and fraud/forgery); drug offence; 

public order offence; motoring offence; breach of court order; and otherxi.  

Figure 9 shows the distribution of offence types among veterans and non-veterans in 

the L&D service. Significantly larger proportions of veterans than of non-veterans 

were charged with offences classified as violence against the person (veterans, N = 

396, 37%; non-veterans, N = 15,410, 32%), sex offences (veterans, N = 82, 8%; non-

veterans, N = 2,512, 5%), and motoring offences (veterans, N = 83, 8%; non-veterans, 

N = 2,136, 4%). Conversely, a significantly smaller proportion of veterans than non-

veterans had committed acquisitive offences (veterans, N = 103, 10%; non-veterans, 

N = 7,793, 16%). When socio-demographic characteristics were accounted for, veteran 

status was independently associated with all of these offence types (see Figure 10 and 

Table 7 in Appendix A3). Veteran status was associated with increased risk of violence 

against the person and motoring offences, and reduced risk of sex offences and 

acquisitive offences. Of particular note, while a higher proportion of veterans (N = 82, 

8%) than non-veterans (N = 2,512, 5%) were charged with sex offences, when the socio-

demographic characteristics were adjusted for in the analyses, veteran status was 

associated with a lower risk of sex offending. No single socio-demographic variable was 

responsible for this change in the direction of association between veteran status and 

sex offending. 

                                                        
x This was the “current” offence that an individual was charged with, or suspected of having committed. 
xi For the purposes of statistical analyses, offence type was recoded into eight separate binary variables, each 
indicating the presence or absence of each offence type (as in Van Dyke & Orrick (25)). We note that because all of the 
individuals that were referred to L&D services had been charged with an offence, the absence of one offence type 
indicates that they were charged with a different offence type (not the absence of an offence). 
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Figure 9: Distribution of offence types among veterans and non-veterans in L&D servicesxii 

 

 

Figure 10: Associations between offence type and veteran statusxiii 

 

  

                                                        
xii The remainder of the cases in the sample had committed offences classed as “other” (veterans, N=80, 8%; non-
veterans, N = 4509, 9%). 
xiii Odds Ratios are adjusted for age, gender, ethnicity, employment status, and region. Horizontal bars indicate 
95% confidence intervals (CIs). CIs that do not overlap the vertical centre line are statistically significant 
(indicated by red markers). Odds Ratios above 1 indicate that veterans are more likely than non-veterans to 
have committed that offence type. Full analysis details are in Appendix A2. 
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Chapter 4.  Health needs 

The L&D service dataset also included information regarding the presence of a number 

of needs, including: probable mental disorders, alcohol misuse, substance misuse, 

physical health problems, social and communication difficulties, and learning difficulties 

(see Figure 11).xiv  

 

Figure 11: The health needs of veterans and non-veterans in L&D services 

 

Mental disorders were common across the whole sample, with 69% (N = 733) of 

veterans and 59% (N = 28,820) of non-veterans having at least one mental disorder 

recorded.  

All of the recorded health needs were independently associated with veteran status 

(see Table 8 in Appendix A3 and Figure 12). Specifically, veteran status was associated 

with an increased likelihood of reporting any mental disorder, alcohol misuse, or 

physical health problem. Conversely, veteran status was associated with a decreased 

likelihood of reporting substance misuse, learning difficulties or social and 

communication difficulties. 

 

                                                        
xiv Full details of the data collection methods and classification of variables are presented in Appendix A1. 
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Figure 12: Associations between the veteran status and the needs of offenders in L&D 
servicesxv 

 

4.1 Mental disorders  

Individuals were screened for the following mental disorders: Schizophrenia, Bipolar 

Affective Disorder, Depression, Anxiety Disorders (including Generalised Anxiety 

Disorder, Posttraumatic Stress Disorder, Phobias, Panic Disorder, and Obsessive-

Compulsive Disorder), Adjustment Disorder, Eating Disorders, Dementia, Attention 

Deficit/Hyperactivity Disorder (ADHD), and Personality Disorder. Up to three probable 

mental disorders could be recorded for each case. Whilst all mental disorders were 

assessed using standardised screening tools and information from medical records 

where available, screening methods varied among the different sites. As a 

consequence, some recorded mental disorders reflect actual diagnoses, whereas 

others reflect elevated scores on screening questionnaires.  

Figure 13 shows the prevalence of probable mental disorders among veterans and non-

veterans in L&D services. Anxiety (N = 390, 37%) and Depression (N = 346, 32%) were 

particularly common amongst veterans compared to non-veterans. Adjustment 

Disorder and Dementia were also found to be more common among veterans, 

whereas Schizophrenia, Personality Disorder and ADHD were less common among 

veterans than non-veterans. In addition, veterans reported more co-occurring mental 

disorders than non-veterans (see Table 9 in Appendix A3). 

Anxiety, Adjustment Disorder, Dementia, Schizophrenia, ADHD and the number of co-

occurring mental disorders were all independently associated with veteran status (see 

Table 9 in Appendix A3 and Figure 14). Veteran status was associated with increased 

likelihood of Anxiety, Adjustment Disorder, Dementia, and multiple mental disorders. 

                                                        
xv Odds Ratios are adjusted for age, gender, ethnicity, employment status and region. Horizontal bars indicate 
95% confidence intervals (CIs). CIs that do not overlap the vertical reference line are statistically significant 
(indicated by red markers). Odds Ratios above 1 indicate that veterans are more likely than non-veterans to 
have that particular need. Full analysis details are in Appendix A2. 
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Conversely, veteran status was associated with decreased likelihood of schizophrenia, 

and ADHD. 

Figure 13: Prevalence of mental health needs among veterans and non-veterans in L&D services 

  

Figure 14: Associations between mental health needs and veteran statusxvi 

 

                                                        
xvi

 Odds Ratios are adjusted for age, gender, ethnicity, employment status, and region. Horizontal bars indicate 

95% confidence intervals (CIs). CIs that do not overlap the vertical centre line are statistically significant 
(indicated by red markers). Odds Ratios above 1 indicate that veterans are more likely than non-veterans to 
report that mental disorder. Full analysis details are in Appendix A2. 
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Chapter 5.  High-r isk subgroups of  veterans  

We conducted a number of further analyses to examine whether there were any 

particular risk factors for different types of offending within the veteran sample (N = 

1,067), specifically focusing on offence types that were significantly associated with 

veteran status in the previous analysesxvii. 

5.1 Violence against the person 

Socio-demographic factors associated with violence against the person 

Of the socio-demographic factors, only employment status was independently 

associated with offences classified as violence against the person (compared to other 

non-violent and non-sexual offences; see Table 10 in Appendix A3).  Veterans who 

classed themselves as retired were more likely to have committed violence against the 

person than other non-violent and non-sexual offences (see Table 10 in Appendix A3). 

Mental health factors associated with violence against the person  

The associations between the mental health factors and violence against the person 

offending within the veteran sample are presented in Table 11 (in Appendix A3). A 

greater proportion of veterans who had committed violence against the person 

offences reported Anxiety (N = 161, 41%) than veterans who had committed other non-

violent and non-sexual offences (N = 165, 35%). Conversely, smaller proportions of 

veterans who had committed violence against the person offences reported Bipolar 

Disorder (N = 8, 2%), alcohol misuse (N = 140, 35%), or substance misuse (N = 50, 13%) 

than veterans who had committed other non-violent and non-sexual offences (Bipolar 

Disorder, N = 23, 5%; alcohol misuse, N = 208, 44%; substance misuse, N = 114, 24%). 

On analysis, adjusting for socio-demographic variables, Anxiety disorder was 

independently positively associated with violence against the person offending. Also, 

having co-occurring mental health problems was independently associated with 

violence against the person offending. Bipolar disorder, alcohol misuse and substance 

misuse were independently negatively associated with violence against the person 

offending. 

5.2 Sex offending 

Socio-demographic factors associated with sex offences 

Age and employment status were independently associated with sex offending (vs. 

other non-violent and non-violence-against-the-person offences; see Table 12 in 

Appendix A3). Specifically, being aged over 60, as well as being employed or on 

sickness/disability benefit (vs. being unemployed) were associated with sex offending 

within the veteran sample. 

                                                        
xvii Full details of these analyses are in Appendix A2. 
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Mental health factors associated with sex offending 

The associations between the mental health factors and sex offending within the 

veteran sample are presented in Table 13 (in Appendix A3). Smaller proportions of 

veterans who had committed sex offences reported alcohol misuse (N = 14, 17%) or 

substance misuse (N = 3, 4%) than veterans who had committed other non-sexual and 

non-violent offences (alcohol misuse, N = 208, 44%; substance misuse, N = 114, 24%). 

On analysis, alcohol and substance misuse were both independently negatively 

associated with sex offending. 

5.3 Acquisit ive offences 

Socio-demographic factors associated with acquisitive offences 

Employment status and accommodation status were independently associated with 

acquisitive offending (vs. all other offence types; see Table 14 in Appendix A3). 

Veterans who were homeless (vs. owning/renting) or unemployed (vs. in employment) 

were more likely to have committed acquisitive offences.  

Mental health factors associated with acquisitive offending  

The associations between the mental health factors and acquisitive offending within the 

veteran sample are presented in Table 15 (in Appendix A3). Larger proportions of 

veterans who had committed acquisitive offences reported Bipolar Disorder (N = 10, 

10%) or substance misuse (N = 42, 41%) than veterans who had committed other non-

acquisitive offences (Bipolar Disorder, N = 22, 2%; substance misuse, N = 145, 16%). A 

smaller proportion of veterans who had committed acquisitive offences reported 

alcohol misuse (N = 31, 30%) than veterans who had committed other non-acquisitive 

offences (N = 366, 39%). On analysis, the presence of Bipolar Disorder was 

independently positively associated with acquisitive offending in veteransxviii. Alcohol- 

and substance-misuse had differential independent associations with acquisitive 

offending: alcohol misuse was negatively associated, and substance misuse was 

positively associated, with acquisitive offending. 

5.4 Motoring offences 

Socio-demographic factors associated with motoring offences 

Only employment status was independently associated with motoring offences within 

the veteran sample (see Table 16 in Appendix A3). Specifically, being employed (vs. 

unemployed) was associated with motoring offences. 

Mental health factors associated with motoring offences 

The associations between the mental health factors and motoring offences within the 

veteran sample are presented in Table 17 (in Appendix A3). None of the mental health 

variables was independently associated with motoring offences. A greater proportion 

                                                        
xviii However, we note that there were low numbers in this category, resulting in wide confidence intervals. 
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of veterans who had committed motoring offences reported alcohol misuse (N = 49, 

59%) than veterans who had committed other non-motoring offences (N = 348, 36%). 

Conversely, a smaller proportion of veterans who had committed motoring offences 

reported substance misuse (N = 6, 7%) than veterans who had committed other non-

motoring offences (N = 181, 19%). Alcohol- and substance-misuse had differential 

independent associations with motoring offences: alcohol misuse was positively 

associated, and substance misuse was negatively associated, with motoring offences.  

5.5 Summary 

Socio-demographic risk factors 

Age, employment status and accommodation status were independent risk factors for 

offending in the veteran sample. Among veterans, being aged over 60 was a risk factor 

for sexual offending. Being employed was a risk factor for sexual and motoring 

offending, whereas being unemployed was a risk factor for acquisitive offending. Lastly, 

being homeless was a risk factor for acquisitive offending. 

Mental health and alcohol/substance misuse 

Both Anxiety disorder and the presence of co-occurring mental health problems were 

independent risk factors for violence against the person offending. Bipolar Disorder 

was an independent risk factor for acquisitive offending. Alcohol misuse was an 

independent risk factor for motoring offences, and substance misuse was an 

independent risk factor for acquisitive offences. 
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Chapter 6.  Discuss ion 

A small but significant proportion of military veterans become involved in the criminal 

justice system (CJS) after leaving service. The needs of veterans in the CJS have 

generated substantial interest in recent years, driven in part by the Military Covenant, 

which enshrined in law the agreement that an individual who has served in the military 

should not experience disadvantage as a result of their service (18). Research to date 

has identified key welfare and mental health risk factors that increase the risk of 

offending for military personnel following transition back into civilian life (8,9,19,20). The 

government review of ex-Armed Forces Personnel in the CJS (7) highlighted the need 

for better identification of the needs of veterans in the CJS to inform the development 

of services to help reduce re-offending. 

Liaison and Diversion (L&D) services have been designed to identify vulnerable 

offenders (i.e. those with psychosocial needs) in order to provide them with the 

support they need (e.g. health and social care), and (where possible) divert them away 

from custody and into care. We were able to use an administrative database of L&D 

service-users to identify veterans in the CJS, and to compare their needs with those of 

non-veteran L&D service-users. We found that veteran and non-veteran offenders in 

the L&D service differed in a number of key areas: 

First, we found that there were key differences in the socio-demographic 

characteristics of veterans accessing L&D services compared to offenders who had 

not served: compared to non-veterans, they were more likely to be older and in 

employment, but with just as unstable accommodation. The average older age of 

veterans is likely to be, in part, explained by military service, which in effect delays the 

period during which an individual is at risk of offending in the community (11). Training 

during military service, which can equip some who would otherwise have had no trade 

with vocational skills, may explain the higher rates of employment among veterans. It is 

possible, however, that the comparatively lower unemployment rates among the 

veterans in the L&D database were skewed by the higher number of veterans of 

working age who reported being ‘retired’. They may have been indicating retirement 

from the military, thus masking current unemployment status. Military service, 

however, does little to aid stability of living arrangements with many leaving the military 

with no stable accommodation (1). This is borne out in our findings of similar levels of 

homelessness among veterans and non-veterans accessing L&D services. 

It is of note that 60% of veterans in the dataset left service over 5 years ago, with a 

decreasing number having left more recently (24% between 1 and 5 years ago and 4% 

in the past year). These data suggest that risk of involvement with the CJS increases 

with time since leaving service, perhaps as the positive impacts of military life, such as 

having a daily routine and clear focus for one’s activity, diminish. However, a 

considerable proportion of veterans presented to the CJS within 5 years of leaving 

(24%), indicating an opportunity for early intervention. It also highlights the need for 

good preparation for leaving service. There is considerable evidence that early service 

leavers are at greater risk of mental health problems and social exclusion (21–23). 

However, historically, these individuals were provided with much less support than 

personnel serving longer than 16 years (24). It was unfortunately not possible to 

explore length of service as this data was not collected. It would not be surprising if a 
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large proportion of those who reported having left service more than 5 years ago were 

early service leavers. 

We identified some regional variation in the number of veteran offenders referred to 

L&D services, with a greater proportion of veterans located in Yorkshire and the North 

West, and a smaller proportion of veterans in London, the North East and the South 

East. It is possible that this reflects the areas that were traditionally targeted for 

military recruitment, or perhaps the differing levels of missing veteran status data 

among the 29 L&D sites. We also found some differences between the proportions of 

regional L&D service users who were veterans, and the proportions of the regional 

population who were veterans. Namely, the North East and South West regions had 

high proportions of veterans, but relatively lower proportions of veterans were 

reported to have accessed L&D services in these areas. Conversely, Yorkshire and 

London had similar proportions of veterans accessing L&D services compared to the 

proportions of veterans in their respective regional populations. This suggests that the 

latter regions may have more criminogenic risk factors for veterans and/or that 

veteran support services in Yorkshire and London are not as effective/accessible as 

those in the North East and South West. 

Second, we found different patterns of offending among veterans in L&D services than 

non-veterans. Specifically, veterans were more likely to have committed offences that 

were classified as violence against the person or motoring offences, whereas non-

veterans were more likely to have committed acquisitive offences. Our findings echo 

previous UK data, which found that violence against the person offences were the most 

prevalent types of offences among veterans in UK prisons (3) and those subject to 

probation supervision (6). In our study of L&D services, these differences remained 

even after controlling for differences in socio-demographic factors. This pattern of 

offending is also supported by recent US research that reported an association 

between veteran status and violent convictions using data from US state and federal 

correctional facilities (25). 

There is extensive evidence, in both the UK and the US, for a link between military 

service and future aggressive and/or violent behaviour (9,20,26,27). There are a 

number of potential explanations for this association. Violence following military service 

is associated with pre-enlistment antisocial behaviour (28). The military recruits from 

areas of higher social deprivation and higher crime (19), and thus the violence may 

simply reflect pre-existing predisposition (28). However, we also know that 

deployment, in particular combat exposure, is associated with increased risk of future 

violence among veterans, even after adjusting for pre-military offending behaviour 

(9,11,20). Furthermore, mental disorders such as PTSD, as well as alcohol misuse, are 

risk factors for violence and more general offending behaviour among military 

personnel (9,11,20,27). It is likely that a combination of these factors contributes to the 

overall increase in violence among veterans.  

In addition to the association between veteran status and interpersonal violence, we 

found that veterans were more likely to commit motoring offences than non-veterans. 

There is research evidence that road-traffic accidents are prevalent among UK military 

personnel, and that deployment increases the likelihood of risky driving among UK 

military personnel (29–31). However, our study is the first direct comparison of 

motoring offences among veteran with non-veteran offenders. The excess of motoring 
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offences in veterans may be, in part, a reflection of the general trend towards 

increased risk taking behaviour observed among military personal following return 

from deployment and after leaving service (32). 

We found a crude positive association between veteran status and sex offending, 

showing that veterans were more likely to commit sex offences than non-veterans. 

However, after adjusting for socio-demographic differences, we found that veteran 

status was negatively associated with sex offending. Government data has previously 

shown higher crude rates of sex offending among veterans than non-veterans in UK 

prisons (3), and among those subject to probation supervision (6), and these 

differences remained after controlling for differences in age between veterans and 

non-veterans. Our study suggests that adjusting for differences in additional socio-

demographic variables such as gender, ethnicity, and employment status reveals that 

veteran status is associated with a reduced risk of sex offending. It is important to note 

that our inability to disaggregate offender by type of sex offence could mask any 

potential differences between veterans and non-veterans in adult vs child sex offences. 

Third, we found that veterans presented with a different pattern of mental health needs 

from non-veterans. Specifically, veterans were characterised by a higher prevalence 

of Anxiety disorders, Adjustment disorder, Dementia and alcohol misuse, as well as 

higher levels of co-occurring mental health problems, compared to non-veterans. 

There is a wealth of evidence that associates military service (in particular, combat 

exposure) with Posttraumatic Stress Disorder (PTSD). It was not possible to establish 

whether this difference in the presence of anxiety between veterans and non-veterans 

was due to a higher prevalence of PTSD, although it is likely that a proportion of 

veterans classified as suffering with Anxiety disorder will have been suffering from 

PTSD symptoms. Higher levels of common mental disorders, such as depression and 

anxiety, among Armed Forces personnel may be due to (or exacerbated by) the 

increased likelihood of exposure to stressors within their service roles (33), and also 

the psychosocial stresses associated with transition out of the military and back into 

civilian life (34,35). Alcohol misuse in UK Armed Forces personnel is a well-recognised 

health concern, which is likely to continue into civilian life. Indeed, there is research 

evidence that rates of alcohol misuse among UK Armed Forces personnel are higher 

than those among the general population, irrespective of gender (36). Little is known 

about the prevalence of Dementia in UK Armed Forces veterans. A US study reported 

a prevalence of 7.3% among those treated at Veterans’ Affairs medical centres across 

the US (37), which was found to be similar to the prevalence of Dementia among 

similar aged males in the US population. There is some evidence that the presence of 

PTSD may increase the risk of Dementia in older US veterans (38).  

Non-veterans, on the other hand, were characterised by a higher prevalence of 

Schizophrenia, Personality Disorder, ADHD and substance misuse than veterans. 

Military selection processes are likely to exclude individuals with serious mental 

illnesses, and the presence of these conditions would prevent someone from enlisting. 

This, along with the implementation of routine drug testing in the Armed Forces may 

account for these differences.  

In our further analyses, we examined whether there were specific risk factors for 

different types of offending within the veteran population. Specifically, we examined the 

associations between socio-demographic and mental health factors and violence 
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against the person, sexual, acquisitive, and motoring offending. First, we found that the 

presence of probable Anxiety disorder was a risk factor for violence against the 

person offences in veterans compared to other types of non-violent offending. There is 

a well-established link between anxiety and violence/aggression (39,40), which may be 

explained by deficits in emotion regulation (41,42). Given that the veterans in the 

sample had a high prevalence of anxiety-related mental health needs, it is possible that 

the offending behaviour stems from higher levels of emotion dysregulation in veterans 

with anxiety. Also, irritability, aggression and reckless behaviour are core symptoms of 

PTSD (which is classified as an Anxiety disorder by L&D services), which itself is linked 

with violent offending among military personnel (11,27). We did not find that alcohol 

misuse was an independent risk factor for interpersonal violent offending. However, 

we were not able to compare violent offending with non-offending due to the lack of 

comparison group who had not offended. Rather, we were comparing risk factors for 

violent offending compared with other types of non-violent offending. As a result, this 

finding tells us that veterans who misuse alcohol were no more likely to commit an 

offence of violence against the person than an acquisitive, or other non-violent offence. 

Of note, we found that having co-occurring mental health problems, (i.e., increased 

complexity) was associated with increased risk of violence against the person. 

Second, sex offending in veterans was associated with older age and being in 

employment. In terms of age, general offending tends to reduce as age increases. 

However, sex offending appears to have differential associations with age depending 

on the type of sex offence. For example, offenders targeting adult women tended to be 

younger than offenders targeting children (43). It was not possible to establish the 

precise nature of the sex offence for each case. This, coupled with the relatively low 

number of veteran sex offenders in the sample, limited any more in-depth analyses and 

thus interpretation is limited. 

Third, substance- and alcohol-misuse were risk factors for acquisitive and motoring 

offences among veterans (compared to all other types of offences), respectively. 

There is a well-established link between drug misuse and crime in general, and is 

consistent across different types of drugs and different types of offending (44). 

Although the specific link between substance misuse and acquisitive offending has not 

been studied in veteran populations, our finding is unsurprising. Alcohol misuse was a 

risk factor for motoring offences in veterans, after controlling for socio-demographic 

variables. This finding, again, is unsurprising given the link between alcohol consumption 

and risky driving behaviours (45,46). 

6.1 Strengths and l imitations 

A major strength of our study was the large sample size, especially of the non-veteran 

group, which was likely to be representative of L&D service-users. This also allowed us 

to take into account the effects of potentially confounding socio-demographic factors, 

which would not have been possible using a smaller sample.  

Second, we were able to directly compare veterans and non-veterans that were 

members of the same population – i.e. vulnerable individuals in the CJS. This is a major 

advantage, as any differences between them are unlikely to be biased due to different 

sampling methods. 



Veterans in Liaison & Diversion Services 

 

27 
 

Third, given that individuals are referred to L&D services from a range of settings, our 

data include individuals who have committed (or were suspected of having committed) 

a range of offences: from summary offences to murder and manslaughter. This 

increases the generalisability of our findings. 

Fourth, our data included information on a wide range of vulnerabilities that was 

gathered by trained practitioners: it was not simply a collection of administrative data.  

Despite these strengths, there are a number of limitations. First, there was a 

considerable amount of missing data. For example, 20% of the cases in the database 

had no information on whether or not the individual had ever served in the Armed 

Forces. The question may not always be asked, and this may be due to a lack of 

understanding of the terminology, or simply that it is easily missed. As a result, we may 

have missed out on approximately 250 veterans (assuming that 2% of those with 

missing data were veterans), which would have significantly increased the power of our 

statistical analyses. However, this level of missingness is not unusual in studies and 

non-response rates are often more than 15% (47). 

Second, although the screening was undertaken by trained mental health practitioners, 

the screening tools did vary among the different sites. Thus, there may be differences 

in the presence or absence of a vulnerability depending on which tool was used. This 

may have an impact on reliability and validity of the data relating to vulnerabilities. 

However there was no difference in the use of screening tools between veterans and 

non-veterans and therefore this will not have impacted on our comparative analyses. 

Third, a significant proportion of the data were established via self-report. This impacts 

upon the reliability of the information, given the propensity for malingering and deceit 

among forensic populations (48). However, this is a commonly used methodology in 

this field. Future embodiments of the L&D service database would benefit from the 

inclusion of corroborating evidence from other sources, although this will have 

practicality implications. 

Fourth, some of the information on the database was pre-categorised on data entry. 

For example, all anxiety disorders, and some offences (e.g. sex offences), were 

grouped together. This meant that we were unable to identify, for example, which 

cases reported PTSD versus Generalised Anxiety Disorder, or specific types of sex 

offending. 

6.2 Implications 

Overall, our study indicates that among offenders in the CJS who have been identified 

as having social or mental health needs, veterans have a different profile of welfare, 

mental health, alcohol- and substance-misuse, and general health needs than general 

population offenders. We have also found that the reasons for which veterans come 

into contact with the CJS differ from general population offenders, with much higher 

rates of interpersonal violence and motoring offences and less acquisitive offending. 

These differences may in part be shaped by their military service. We have also 

identified key factors associated with different types of offending among veterans, 

which can be targeted in offence reduction programmes. 
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Such findings support the identification of military personnel as early in their CJS 

journey as possible, in order that their specific needs can be met by professionals with 

an understanding of military culture and the needs of the veteran population. It is 

important that appropriate intervention takes place early to improve health and social 

outcomes and reduce reoffending.  

Our study also suggests that more efforts could be made upstream of the CJS, for 

example during transition out of the military, when some of the risk factors for 

offending behaviour may be targeted. Interventions to improve employment, housing, 

mental health and alcohol and substance misuse outcomes could reduce the rates of 

offending following transition.  

 

6.3 Recommendations 

1. Workforce training: In the light of our finding that veterans in the CJS have different 

needs from general population offenders, priority must be placed on ensuring that 

staff members working in the CJS are able to identify veterans, are aware of their 

needs, and have knowledge of local and regional services available to veterans. 

This can be achieved through widespread delivery of a training programme in 

veteran-sensitive practice to the CJS workforce.  

 

2. Service development: Having identified the different clinical needs of the veteran 

population, it is important that there are the services to meet those needs. Prison 

and probation services need access to veteran support services providing mental 

health, substance misuse and welfare support. Some prisons already have Veteran 

Inreach services, which are co-ordinated by community veteran services, are 

delivered via an inreach model using veteran in custody support nurses, and 

ensure integration of mental health, welfare and substance misuse support. In 

other prisons such support is provided by a variety of organisations but with no 

central co-ordination. Provision of such services is, however, a postcode lottery. 

NHS England is currently planning to introduce a “Well Being” model of mental 

health care into prisons in England. This will require significant upskilling of 

workforce in the delivery of psychological therapies. This model is better suited to 

the needs of veterans in the CJS whose higher levels of common mental disorder, 

especially anxiety, need to be acknowledged and interventions offered. They need 

access to psychological therapies as part of an integrated package of care with 

support for their welfare and substance misuse needs also. This Well Being 

approach to mental health should be rolled out in the rest of the CJS, including 

probation. Alongside this, we recommend that within every mental health team 

veteran leads are identified who have experience of working with veterans, an 

understanding of their presentations and their treatment needs, and the services 

to which they can be referred. 

 

3. Offence reduction work: This study provides further evidence of the higher rates of 

violent offending and other risk taking behaviours such as motoring offending 

among veterans compared to general population offenders. It also provides further 

evidence for the key sociodemographic, mental health (broadly anxiety disorders) 
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and substance misuse targets for offence reduction work in this population. Anxiety 

disorders (which in this study include PTSD) are often treatable with psychological 

therapy with or without medication. In a population with high baseline levels of 

arousal and anger, emotion regulation work is crucial in offence reduction work, 

especially violence reduction. Research is needed to better understand what 

offence reduction (especially violence reduction) methods work. 

 

Offence reduction work must also tackle the welfare and alcohol and substance 

misuse issues that this study and other research has shown to be associated with 

offending. The integration of mental health support with substance misuse and 

welfare support is important.  

 

The CJS provides an opportunity to engage with this hard to reach population who 

have been shown to be reluctant to seek help. Unfortunately, as veterans often 

present with problems with aggression and alcohol misuse, their mental health and 

treatment needs are missed and they do not get referred to the appropriate 

services. This further emphasises the need for training of staff to recognise 

veteran presentations, and the need for improved access to psychological 

therapies and joint working between mental health services and substance misuse 

services. 

 

4. Collaborative working: Greater cross working is needed between NHS, state and 

third sector organisations to support veterans in the CJS. This study has 

highlighted the complex mix of welfare, mental health and offender/risk 

management work that veterans in the CJS require. There are many organisations 

providing support to veterans who enter the CJS, but often these efforts are not 

joined up. The Gate to Gate work undertaken by NHS England has been key in 

delineating the gaps in support available for veterans from the point of leaving 

service to entering the CJS, to leaving the prison gate and entering the community 

(1). The lack of communication between mental health, welfare and offender based 

services has been exposed. This study has highlighted the complex vulnerabilities in 

this population that require joined up working and services which do not work in 

silos.  

 

5. More research into sex offending by ex-Armed Forces personnel: A number of 

data sources in the UK and the US have found higher rates of sex offending among 

veterans than among general population offenders. Our study has shown that the 

higher rate of sex offending found among veterans in the L&D services compared 

to non-veteran offenders was explained by differences in age and employment 

status between the two groups. However, our sample was not representative of 

the wider CJS population and we were unable to disaggregate sex offending by 

type of offence or age of victim. Further research is needed to explore sex 

offending in this population in more depth. 

 

6. Improved data recording: This piece of work has also highlighted some deficits in 

the current L&D data collection procedures, for which we have a number of 

recommendations (see Appendix A5). Better recording of veteran status is needed 

by all services in the CJS in order that they can be identified, assessed and 
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appropriate interventions offered. We also identified regional variation in the 

recording of veteran status and the quality of clinical data. NHS England need to 

ensure standards of quality in minimum data entry are met. 

 

7. Assessment of PTSD: Specific assessment of trauma sequelae and PTSD is needed 

in the CJS. Awareness of the role of trauma in offending behaviour and the need 

for Trauma Informed Care (TIC) has been slow to gain traction in UK. That the 

Liaison and Diversion services did not consider PTSD as a separate diagnosis in 

their database is symptomatic of this. More training in TIC is needed more broadly 

for all offenders and in particular for veterans in the CJS, many of whom may have 

experienced operational trauma, but also pre-military and post-military trauma as 

a result of their early lives and the paths they take after transition.  

 

 

Conclusion 

This study has highlighted the utility of using secondary routinely collected data from 

services engaged with offenders early in their CJS journey in order to identify 

vulnerable populations and their need for specific support. We have identified that 

those who have served in the Armed Forces end up in the CJS and are identified by 

L&D services as having a vulnerability, have social, mental health, physical health, 

substance misuse and offending needs that differ from general population offenders. In 

the light of these differences, we highlight the need for workforce training across the 

CJS to improve the identification of veterans within the CJS, and to improve access to 

veteran-specific interventions and treatments (e.g. through integrated mental health, 

substance-misuse and welfare services) in order to reduce offending in this group. Our 

results also highlight the importance of improving the assessment and treatment of 

trauma-related mental health problems (which would not only benefit veterans, but 

also the general offender population).
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Appendix A1 .  Variables  

Veteran status  

A veteran was classified as anyone who had served for at least one day in the UK 

Armed Forces (including as a reserve). Individuals were asked whether they had ever 

served in the UK Armed Forces, and the length of time since they left/were discharged 

(currently serving, discharged within the last 12 months, 1-5 years ago, or more than 5 

years ago). For the purposes of this report, we recoded veteran status as a binary 

variable due to the insufficient numbers of cases reporting to be currently serving or 

having served in the last year. 

Gender 

This was established via self-report (and recorded as “prefer not to say” if this 

information was not provided to the L&D case worker). Individuals whose gender was 

categorised as “intersex” or “other” were excluded from the analyses due to 

insufficient numbers (N = 30 non-veterans only). 

Age  

This was originally recorded in 5-year increments from “20 & under” to “over 80”. For 

the purposes of the statistical analyses, we recoded age as: 30 and under, 31 to 45, 46 

to 60 and over 60. 

Ethnicity  

This was established via self-report (and recorded as “not stated” if the information 

was not provided to the L&D case worker). For the purposes of the statistical 

analyses, ethnicity was recoded as white or black and minority ethnic (BME; see Table 

1). 

Employment status  

This was established via self-report. For the purposes of the statistical analyses, 

employment status was categorised as: employed; unemployed; retired; 

sickness/disability; other (see Table 2). 

Accommodation  

This was established via self-report. For the purposes of the statistical analyses, 

employment status was categorised as: homeless; temporary; own/rent; 

parent/family; other (see Table 3). 

Offence types  

All of the individuals referred to the L&D service had been charged with a criminal 

offence. For each case, the L&D service practitioner recorded the most serious 

offence that the individual was charged with, or suspected of having committed (taken 
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from the police records). Offences were classified as: violence against the person; sex 

offence; acquisitive offence; violent offence; drug offence; public order offence; breach 

offence; motoring offence; other offence (see Table 4). For the purposes of statistical 

analyses, offence type was recoded into eight separate binary variables, each 

indicating the presence or absence of each offence type (as in Van Dyke & Orrick 

(25)). We note that because all of the individuals that were referred to the L&D service 

had been charged with an offence, the absence of one offence type indicates that they 

were charged with a different offence type (not the absence of an offence) 

Needs  

Individuals were screened for Schizophrenia, Bipolar Affective Disorder, Depression, 

Anxiety Disorders (including Generalised Anxiety, Posttraumatic Stress Disorder, 

phobias, Panic Disorder, and Obsessive-Compulsive Disorder), Adjustment Disorder, 

eating disorders, Dementia, Attention Deficit/Hyperactivity Disorder (ADHD), and 

Personality Disorder. Up to three mental disorders could be recorded for each case. 

Whilst all mental disorders were assessed using standardised instruments/screening 

tools and information from medical records where available, screening methods varied 

among the different sites. As a consequence, some mental health needs reflect actual 

diagnoses, whereas others reflect elevated scores on screening questionnaires. 

Presence of alcohol misuse was defined as the consumption of over 14 units per week 

for women, and over 21 units per week for men (49). Presence of substance misuse 

was reflected by evidence of social, occupational, psychological, or physical problems 

related to use of drugs (50). 

The presence of learning difficulties (where suspected) was established using the 

standard cut-off scores on the Learning Disability Screening Questionnaire (51) or the 

Hayes Ability Screening Index (52). Presence of social & communication difficulties 

(where suspected) was established using the standard cut-off score on the Autism 

Spectrum Quotient (53). The presence of physical health problems was established via 

self-report. 
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Table 1: Categorisation of ethnicity variable 

Ethnicity 

Non-
veterans 

N (%) 
Veterans 

N (%) 
Analysis 
Category 

White British 38564 (79) 928 (87) White 
White Irish 546 (1) 8 (1) White 
Any Other White Background 1871 (4) 38 (4) White 
Mixed White And Black Caribbean 664 (1) 8 (1) BME 
Mixed White And Black African 212 (0) 6 (1) BME 
Mixed White And Asian 149 (0)  (0) BME 
Any Other Mixed Background 305 (1) 4 (0) BME 
Asian Or Asian British Indian 771 (2) 3 (0) BME 
Asian Or Asian British Pakistani 374 (1) 1 (0) BME 
Asian Or Asian British Bangladeshi 258 (1)  (0) BME 
Any Other Asian Background 627 (1) 6 (1) BME 
Black Or Black British Caribbean 1122 (2) 10 (1) BME 
Black Or Black British African 1106 (2) 7 (1) BME 
Any Other Black Background 530 (1) 3 (0) BME 
Chinese 38 (0) 1 (0) BME 
Any Other Ethnic Group 469 (1) 928 (87) BME 

 

Table 2: Categorisation of employment status variable 

 Employment Status 

Non-
veterans 

N (%) 
Veterans 

N (%) Analysis Category 
Full-time/Part-time 7193 (15) 274 (26) Employed 

Self-employed 1046 (2) 63 (6) Employed 

Housewife/husband/carer 380 (1) 5 (0) Other 

Student/training 839 (2) 7 (1) Other 

Other 440 (1) 117 (11) Other 

Retired 601 (1) 82 (8) Retired 

Sickness/disability 5497 (11) 453 (42) Sickness/disability 

Unemployed 29104 (60) 12 (1) Unemployed 

 

Table 3: Categorisation of accommodation status variable 

 Accommodation status 

Non-
veterans 

N (%) 
Veterans 

N (%) Analysis Category 
Homeless 4481 (9) 98 (9) Homeless 
B&B 212 (0) 7 (1) Temporary 
Squatting 1500 (3) 25 (2) Temporary 
Hostel (CJS) 438 (1) 7 (1) Temporary 
Hostel (Non-CJS) 2084 (4) 34 (3) Temporary 
Parent/Family 7445 (15) 123 (12) Parent/Family 
Rented 24428 (50) 509 (48) Own/Rent 
Owner 2175 (4) 129 (12) Own/Rent 
Hospital 134 (0) 1 (0) Other 
Other 1648 (3) 37 (3) Other 
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Table 4: Categorisation of offence type variable 

 Main offence at charge 

Non-
veterans 

N (%) 
Veterans 

N (%) Analysis Category 
Fraud and forgery 397 (1) 8 (1) Acquisitive 
Theft 5532 (11) 80 (7) Acquisitive 
Burglary 1864 (4) 15 (1) Acquisitive 
Breach of Court Order 3357 (7) 70 (7) Breach 
Drug Offences 1803 (4) 31 (3) Drug offence 
Vehicle Crime 421 (1) 10 (1) Motoring 
Motoring Offences 1715 (4) 73 (7) Motoring 
Criminal Damage 3362 (7) 58 (5) Non-interpersonal violence 
Arson 385 (1) 7 (1) Non-interpersonal violence 
Possession of an offensive weapon 1094 (2) 15 (1) Non-interpersonal violence 
Possession of a firearm 134 (0) 8 (1) Non-interpersonal violence 
Public Order 5142 (11) 108 (10) Public order 
Sexual Offence 2512 (5) 82 (8) Sex offence 

Harassment 1796 (4) 60 (6) 
Violence against the 
person 

Robbery 554 (1) 7 (1) 
Violence against the 
person 

Violence against the person 12853 (26) 325 (30) 
Violence against the 
person 

Murder - Manslaughter 207 (0) 4 (0) 
Violence against the 
person 

Other 4509 (9) 80 (7) Other 
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Appendix A2.  Stat ist ical  Analyses  

A2.1 Preliminary/descriptive analyses 

All analyses were conducted using Stata 14. All categorical data were summarised 

using frequencies and proportions. In order to describe the associations between the 

multi-category socio-demographic factors and veteran status in Chapter 2 we 

calculated Chi-squared tests of association, along with Pearson residuals for each cell. 

Significant differences between observed and expected cell counts were indicated by 

Pearson residuals of greater than 2.0 or less than -2.0.  

A2.2 Associations with veteran status 

We conducted these analyses using a series of univariate and multivariate logistic 

regression models in Stata 14. First, we examined the univariate associations between 

each socio-demographic variable and veteran status using separate logistic regression 

models (see Table 6 in Appendix A3). These socio-demographic variables were 

subsequently retained in a multivariate logistic regression model predicting veteran 

status (see Table 6 in Appendix A3). Any socio-demographic variable that was 

independently associated with veteran status was used as a covariate in the 

subsequent multivariate analyses. Second, we examined the univariate associations 

between veteran status and each of the offence type (see Table 7 in Appendix A3), 

health needs (see Table 8 in Appendix A3) and mental health needs variables (see 

Table 9 in Appendix A3) using separate logistic regression models. Each variable was 

then retained in separate multivariate logistic regression models predicting veteran 

status, whilst controlling for the socio-demographic covariates. 

A2.3 Within-veteran analyses 

For the within-veteran analyses, we only examined the veterans in the sample (N = 

1,067), and we focused on offences that were independently associated with veteran 

status in the preceding analyses. These were: violence against the person, sex 

offences, acquisitive offences and motoring offences. 

The analyses followed a similar structure to those in the previous section, and we 

repeated the analyses for each of the offence outcomes (see Table 5 below). First, we 

examined the univariate associations between each of the socio-demographicxix 

variables and the offence type. We then calculated a multivariate logistic regression to 

establish which socio-demographic variables were to be retained as covariates in the 

following analysis (see Table 10, Table 12, Table 14 and Table 16 in Appendix A3). 

Second, we examined the univariate associations between each of the mental health 

and alcohol/substance use variables and the offence type outcome. Each variable was 

then retained in separate multivariate logistic regression models predicting offence 

                                                        
xix We excluded region from these analyses in order to increase power. 
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type, whilst controlling for the socio-demographic covariates (see Table 11, Table 13, 

Table 15 and Table 17 in Appendix A3). 

Table 5: Outcome variables used in the high-risk subgroup analyses 

Outcome N (%) Reference category N (%) 
Violence against the 
person 

396 (45) Acquisitive, breach, drug, 
motoring, public order and other 
offence 

475 (55) 

Sex Offence 82 (15) Acquisitive, breach, drug, 
motoring, public order and other 
offence 

475 (85) 

Acquisitive offence 103 (10) All other offence categories 938 (90) 
Motoring offence 83 (8) All other offence categories 958 (92) 
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Appendix A3.  Tables 

Table 6: Association of socio-demographic factors with veteran status 

    
Non-veterans 

(N=48,578) 
Veterans 
(N=1,067)         

  N (%*) N (%*) OR [95% CI] p aOR [95% CI]† p 

Gender             

 Female 11096 (22.84) 33 (3.09) 1 - 1 - 

 Male 37112 (76.40) 1028 (96.34) 9.31 [6.58-13.18] <0.01 10.61 [7.27-15.49] <0.01 

Age       

 30 & Under 21813 (44.90) 270 (25.30) 1 - 1 - 

 31-45 17960 (36.97) 435 (40.77) 1.96 [1.68-2.28] <0.01 2.07 [1.75-2.45] <0.01 

 46-60 7545 (15.53) 268 (25.12) 2.87 [2.42-3.40] <0.01 2.87 [2.36-3.48] <0.01 

 Over 60 1050 (2.16) 89 (8.34) 6.85 [5.35-8.77] <0.01 2.92 [1.98-4.31] <0.01 

Ethnicity       

 BME 6625 (13.64) 65 (6.09) 1 - 1 - 

 White 40981 (84.36) 974 (91.28) 2.42 [1.88-3.12] <0.01 1.92 [1.45-2.55] <0.01 

Employment status       

 Employed 8239 (16.96) 337 (31.58) 2.63 [2.28-3.03] <0.01 2.50 [2.14-2.92] <0.01 

 Unemployed 29104 (59.91) 453 (42.46) 1 - 1 - 

 Sickness/disability 5497 (11.32) 117 (10.97) 1.37 [1.11-1.68] <0.01 1.22 [0.99-1.52] 0.07 

 Retired 601 (1.24) 82 (7.69) 8.77 [6.84-11.24] <0.01 5.22 [3.56-7.67] <0.01 

 Other 1659 (3.42) 24 (2.25) 0.93 [0.61-1.41] 0.73 1.28 [0.81-2.03] 0.28 

Accommodation status      

 Homeless 4481 (9.22) 98 (9.18) 0.91 [0.74-1.13] 0.40 1.12 [0.89-1.40] 0.34 

 Temporary 4234 (8.72) 73 (6.84) 0.72 [0.56-0.92] <0.01 1.01 [0.78-1.30] 0.95 

 Own/Rent 26603 (54.76) 638 (59.79) 1 - 1 - 

 Parent/Family 7445 (15.33) 123 (11.53) 0.69 [0.57-0.84] <0.01 0.81 [0.66-1.00] 0.05 

 Other 1782 (3.67) 38 (3.56) 0.89 [0.64-1.24] 0.49 0.96 [0.67-1.36] 0.80 

Region       

 East Midlands 3321 (6.84) 88 (8.25) 1.60 [1.23-2.09] <0.01 1.68 [1.25-2.26] <0.01 

 East Anglia 3604 (7.42) 99 (9.28) 1.66 [1.29-2.14] <0.01 1.73 [1.31-2.28] <0.01 

 London 7246 (14.92) 75 (7.03) 0.63 [0.47-0.83] <0.01 0.94 [0.69-1.28] 0.70 

 North East 7836 (16.13) 134 (12.56) 1.03 [0.82-1.31] 0.78 1.48 [1.14-1.91] <0.01 

 North West 5619 (11.57) 199 (18.65) 2.14 [1.73-2.65] <0.01 2.59 [2.05-3.26] <0.01 

 South East 9434 (19.42) 156 (14.62) 1 - 1 - 

 South West 5401 (11.12) 137 (12.84) 1.53 [1.22-1.93] <0.01 1.62 [1.26-2.09] <0.01 

 West Midlands 3859 (7.94) 77 (7.22) 1.21 [0.92-1.59] 0.18 1.39 [1.02-1.90] 0.04 

  Yorkshire 2258 (4.65) 102 (9.56) 2.73 [2.12-3.52] <0.01 3.39 [2.56-4.49] <0.01 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status, and region. 
* Percentages may not add up to 100% due to missing data 
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Table 7: Association of offence type with veteran status 

    
Non-veterans 

(N=48,578) 
Veterans 
(N=1,067)         

    N (%*) N (%*) OR [95% CI] p aOR [95% CI]†  p 

Violence against the person      

 No 32227 (66.34) 645 (60.45) 1 - 1 - 

 Yes 15410 (31.72) 396 (37.11) 1.28 [1.13-1.46] <0.01 1.32 [1.15-1.51] 0.01 

Sex offence      

 No 45125 (92.89) 959 (89.88) 1 - 1 - 

 Yes 2512 (5.17) 82 (7.69) 1.54 [1.22-1.93] <0.01 0.76 [0.59-0.98] 0.03 

Acquisitive offence      

 No 39844 (82.02) 938 (87.91) 1 - 1 - 

 Yes 7793 (16.04) 103 (9.65) 0.56 [0.46-0.69] <0.01 0.74 [0.60-0.92] 0.01 

Non-interpersonal violence      

 No 42662 (87.82) 953 (89.32) 1 - 1 - 

 Yes 4975 (10.24) 88 (8.25) 0.79 [0.64-0.99] 0.04 0.86 [0.68-1.08] 0.20 

Motoring offence      

 No 45501 (93.67) 958 (89.78) 1 - 1 - 

 Yes 2136 (4.40) 83 (7.78) 1.85 [1.47-2.32] <0.01 1.36 [1.05-1.74] 0.02 

Drug offence      

 No 45834 (94.35) 1010 (94.66) 1 - 1 - 

 Yes 1803 (3.71) 31 (2.91) 0.78 [0.54-1.12] 0.18 0.93 [0.64-1.35] 0.70 

Public order offence      

 No 42495 (87.48) 933 (87.44) 1 - 1 - 

 Yes 5142 (10.59) 108 (10.12) 0.96 [0.78-1.17] 0.67 0.94 [0.76-1.17] 0.58 

Breach offence      

 No 44280 (91.15) 971 (91.00) 1 - 1 - 

  Yes 3357 (6.91) 70 (6.56) 0.95 [0.74-1.21] 0.69 0.99 [0.77-1.28] 0.95 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status, and region. 
* Percentages may not add up to 100% due to missing data 
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Table 8: Association of needs with veteran status 

    
Non-veterans 

(N=48,578) 
Veterans 
(N=1,067)         

    N (%*) N (%*) OR [95% CI] p aOR [95% CI]†  p 

Mental Health need      

 No 11711 (24.11) 203 (19.03) 1 - 1 - 

 Yes 28820 (59.33) 733 (68.70) 1.47 [1.25-1.72] <0.01 1.80 [1.52-2.13] 0.01 

Physical need       

 No 34248 (70.50) 689 (64.57) 1 - 1 - 

 Yes 4646 (9.56) 190 (17.81) 2.03 [1.73-2.39] <0.01 1.64 [1.37-1.97] 0.01 

Learning Difficulties      

 No 37971 (78.17) 922 (86.41) 1 - 1 - 

 Yes 1903 (3.92) 14 (1.31) 0.30 [0.18-0.51] <0.01 0.35 [0.20-0.61] 0.01 

Social & communication difficulties     

 No 37905 (78.03) 897 (84.07) 1 - 1 - 

  Yes 1846 (3.80) 28 (2.62) 0.64 [0.44-0.94] 0.02 0.64 [0.43-0.96] 0.03 

Alcohol misuse           

 No 24165 (49.74) 516 (48.36) 1 - 1 - 

 Yes 14315 (29.47) 402 (37.68) 1.32 [1.15-1.50] <0.01 1.21 [1.06-1.40] 0.01 

Substance misuse      

  No 24603 (50.65) 709 (66.45) 1 - 1 - 

  Yes 13635 (28.07) 193 (18.09) 0.49 [0.42-0.58] <0.01 0.62 [0.53-0.74] 0.01 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status, and region. 
* Percentages may not add up to 100% due to missing data 
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Table 9: Association of mental health needs with veteran status 

    
Non-veterans 

(N=48,578) 
Veterans 
(N=1,067)         

    N (%*) N (%*) OR [95% CI] p aOR [95% CI]†  p 

Any disorder       

 No 11711 (24.11) 203 (19.03) 1 - 1 - 

 Yes 28820 (59.33) 733 (68.70) 1.47 [1.25-1.72] <0.01 1.80 [1.52-2.13] 0.01 

Schizophrenia       

 No 34604 (71.23) 883 (82.76) 1 - 1 - 

 Yes 5927 (12.20) 53 (4.97) 0.35 [0.27-0.46] <0.01 0.39 [0.29-0.52] 0.01 

Anxiety       

 No 34491 (71.00) 546 (51.17) 1 - 1 - 

 Yes 6040 (12.43) 390 (36.55) 4.08 [3.57-4.66] <0.01 4.13 [3.58-4.76] 0.01 

Personality Disorder      

 No 35093 (72.24) 857 (80.32) 1 - 1 - 

 Yes 5438 (11.19) 79 (7.40) 0.59 [0.47-0.75] <0.01 0.90 [0.70-1.15] 0.40 

Bipolar Disorder       

 No 38889 (80.05) 903 (84.63) 1 - 1 - 

 Yes 1642 (3.38) 33 (3.09) 0.87 [0.61-1.23] 0.42 0.82 [0.57-1.20] 0.31 

Depression       

 No 27403 (56.41) 590 (55.30) 1 - 1 - 

 Yes 13128 (27.02) 346 (32.43) 1.22 [1.07-1.40] <0.01 1.15 [1.00-1.32] 0.05 

Dementia       

 No 40440 (83.25) 922 (86.41) 1 - 1 - 

 Yes 91 (0.19) 14 (1.31) 6.75 [3.83-11.89] <0.01 2.33 [1.22-4.47] 0.01 

ADHD       

 No 39164 (80.62) 931 (87.25) 1 - 1 - 

 Yes 1367 (2.81) 5 (0.47) 0.15 [0.06-0.37] <0.01 0.21 [0.09-0.52] 0.01 

Adjustment Disorder      

 No 37876 (77.97) 859 (80.51) 1 - 1 - 

 Yes 2655 (5.47) 77 (7.22) 1.28 [1.01-1.62] 0.04 1.31 [1.01-1.70] 0.04 

Brain Injury       

 No 40273 (82.90) 925 (86.69) 1 - 1 - 

 Yes 258 (0.53) 11 (1.03) 1.86 [1.01-3.41] 0.05 1.45 [0.76-2.77] 0.26 

Organic Disorder      

 No 40385 (83.13) 929 (87.07) 1 - 1 - 

 Yes 146 (0.30) 7 (0.66) 2.08 [0.97-4.46] 0.06 1.29 [0.58-2.86] 0.54 

Eating Disorder       

 No 40402 (83.17) 932 (87.35) 1 - 1 - 

 Yes 129 (0.27) 4 (0.37) 1.34 [0.50-3.64] 0.56 0.98 [0.23-4.06] 0.97 

Number of MH needs      

 1 or fewer 33,525 (69.01) 690 (64.67) 1 - 1 - 

  More than 1 7,049 (14.51) 246 (23.06) 1.38 [1.27-1.50] <0.01 1.49 [1.36-1.63] 0.01 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status, and region. 
* Percentages may not add up to 100% due to missing data 
MH = mental health. 
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Table 10: Association of socio-demographic variables with violence against the person offences a within the 
veteran sample 

    

Other 
offences 
(N=475) 

Violence 
against the 

person 
(N=396)         

  N (%*) N (%*) OR [95% CI] p aOR [95% CI]† p 

Gender             

 Female 18 (3.79) 11 (2.78) 1.00 - 1.00 - 

 Male 453 (95.37) 384 (96.97) 1.39 [0.65-2.97] 0.40 0.94 [0.43-2.05] 0.87 

Age       

 30 & Under 114 (24.00) 95 (23.99) 1.04 [0.74-1.46] 0.84 1.02 [0.72-1.44] 0.92 

 31-45 205 (43.16) 165 (41.67) 1.00 - 1.00 - 

 46-60 121 (25.47) 100 (25.25) 1.03 [0.73-1.44] 0.88 0.93 [0.66-1.31] 0.67 

 Over 60 32 (6.74) 35 (8.84) 1.36 [0.81-2.29] 0.25 0.62 [0.28-1.36] 0.23 

Ethnicity       

 BME 27 (5.68) 25 (6.31) 1.00 - 1.00 - 

 White 436 (91.79) 364 (91.92) 0.90 [0.51-1.58] 0.72 0.89 [0.51-1.56] 0.69 

Employment status       

 Employed 138 (29.05) 132 (33.33) 1.44 [1.05-1.97] 0.02 1.20 [0.88-1.65] 0.25 

 Unemployed 233 (49.05) 155 (39.14) 1.00 - 1.00 - 

 Sickness/disability 47 (9.89) 46 (11.62) 1.47 [0.93-2.32] 0.10 1.33 [0.86-2.05] 0.20 

 Retired 27 (5.68) 37 (9.34) 2.06 [1.21-3.52] <0.01 2.30 [1.05-5.04] 0.04 

 Other 9 (1.89) 9 (2.27) 1.50 [0.58-3.87] 0.40 1.63 [0.65-4.09] 0.30 

Accommodation status      

 Homeless 55 (11.58) 31 (7.83) 0.60 [0.37-0.96] 0.03 0.75 [0.47-1.20] 0.23 

 Temporary 36 (7.58) 24 (6.06) 0.71 [0.41-1.22] 0.21 0.79 [0.46-1.36] 0.40 

 Own/Rent 271 (57.05) 255 (64.39) 1.00 - 1.00 - 

 Parent/Family 60 (12.63) 38 (9.60) 0.67 [0.43-1.05] 0.08 0.69 [0.45-1.07] 0.10 

 Other 15 (3.16) 12 (3.03) 0.85 [0.39-1.85] 0.68 0.64 [0.30-1.35] 0.24 
a Violence against the person vs all other offences, excluding violent offences and sex offences. 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status, accommodation status, and region. 

* Percentages may not add up to 100% due to missing data  
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Table 11: Association of mental health needs with violence against the person a offences within the veteran 
sample 

    

Other 
offences 
(N=475) 

Violence 
against the 

person 
(N=396)         

    N (%) N (%) OR [95% CI] p aOR [95% CI]†  p 

Any disorder       

 No 95 (20.00) 64 (16.16) 1.00 - 1.00 - 

 Yes 325 (68.42) 282 (71.21) 1.29 [0.90-1.84] 0.16 1.41 [0.97-2.03] 0.07 

Schizophrenia       

 No 399 (84.00) 326 (82.32) 1.00 - 1.00 - 

 Yes 21 (4.42) 20 (5.05) 1.17 [0.62-2.19] 0.63 1.17 [0.61-2.23] 0.64 

Anxiety       

 No 255 (53.68) 185 (46.72) 1.00 - 1.00 - 

 Yes 165 (34.74) 161 (40.66) 1.34 [1.01-1.79] 0.04 1.41 [1.05-1.90] 0.02 

Personality Disorder      

 No 385 (81.05) 315 (79.55) 1.00 - 1.00 - 

 Yes 35 (7.37) 31 (7.83) 1.08 [0.65-1.80] 0.76 1.15 [0.69-1.93] 0.59 

Bipolar       

 No 397 (83.58) 338 (85.35) 1.00 - 1.00 - 

 Yes 23 (4.84) 8 (2.02) 0.41 [0.18-0.93] 0.03 0.39 [0.16-0.93] 0.03 

Depression       

 No 271 (57.05) 206 (52.02) 1.00 - 1.00 - 

 Yes 149 (31.37) 140 (35.35) 1.24 [0.92-1.66] 0.16 1.28 [0.95-1.73] 0.10 

Dementia       

 No 415 (87.37) 341 (86.11) 1.00 - 1.00 - 

 Yes 5 (1.05) 5 (1.26) 1.22 [0.35-4.24] 0.76 0.67 [0.17-2.59] 0.56 

ADHD       

 No 419 (88.21) 343 (86.62) 1.00 - 1.00 - 

 Yes 1 (0.21) 3 (0.76) 3.66 [0.38-35.39] 0.26 4.32 [0.44-42.02] 0.21 

Adjustment Disorder      

 No 377 (79.37) 323 (81.57) 1.00 - 1.00 - 

 Yes 43 (9.05) 23 (5.81) 0.62 [0.37-1.06] 0.08 0.69 [0.40-1.17] 0.17 

Brain Injury       

 No 417 (87.79) 339 (85.61) 1.00 - 1.00 - 

 Yes 3 (0.63) 7 (1.77) 2.87 [0.74-11.18] 0.13 2.67 [0.66-10.85] 0.17 

Organic Disorder      

 No 418 (88.00) 344 (86.87) 1.00 - 1.00 - 

 Yes 2 (0.42) 2 (0.51) 1.22 [0.17-8.67] 0.85 0.84 [0.11-6.43] 0.87 

Eating Disorder       

 No 419 (88.21) 344 (86.87) 1.00 - 1.00 - 

 Yes 1 (0.21) 2 (0.51) 2.44 [0.22-26.98] 0.47 2.15 [0.19-24.53] 0.54 

Number of MH needs      

 1 or fewer 320 (67.37) 242 (61.11) 1.00 - 1.00 - 

  More than 1 100 (21.05) 104 (26.26) 1.17 [0.97-1.40] 0.10 1.21 [1.01-1.47] 0.04 

Alcohol misuse       

 No 209 (44.00) 195 (49.24) 1.00 - 1.00 - 

 Yes 208 (43.79) 140 (35.35) 0.72 [0.54-0.96] 0.03 0.75 [0.56-1.02] 0.06 

Substance misuse       
  No 298 (62.74) 277 (69.95) 1.00 - 1.00 - 

  Yes 114 (24.00) 50 (12.63) 0.47 [0.33-0.68] <0.01 0.51 [0.35-0.75] 0.01 
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a Violence against the person vs all other offences, excluding violent offences and sex offences. 
† Adjusted odds ratios: adjusted for employment status 
* Percentages may not add up to 100% due to missing data. MH = mental health. 

Table 12: Association of socio-demographic variables with sex offences a within the veteran sample 

    

Other 
offences 
(N=475) 

Sex offence 
(N=82)         

  N (%) N (%) OR [95% CI] p aOR [95% CI]† p 

Gender             

 Female 18 (3.79) 0 (0.00)     

 Male 453 (95.37) 82 (100.00)     

Age       

 30 & Under 114 (24.00) 15 (18.29) 1.12 [0.57-2.23] 0.74 1.25 [0.58-2.69] 0.57 

 31-45 205 (43.16) 24 (29.27) 1.00 - 1.00 - 

 46-60 121 (25.47) 26 (31.71) 1.84 [1.01-3.34] 0.05 1.73 [0.84-3.55] 0.14 

 Over 60 32 (6.74) 17 (20.73) 4.54 [2.20-9.36] <0.01 7.36 [2.10-25.82] <0.01 

Ethnicity       

 BME 27 (5.68) 6 (7.32) 1.00 - 1.00 - 

 White 436 (91.79) 73 (89.02) 0.75 [0.30-1.89] 0.55 0.99 [0.32-3.07] 0.98 

Employment status       

 Employed 138 (29.05) 28 (34.15) 2.36 [1.28-4.36] <0.01 2.74 [1.36-5.52] <0.01 

 Unemployed 233 (49.05) 20 (24.39) 1.00 - 1.00 - 

 Sickness/disability 47 (9.89) 12 (14.63) 2.97 [1.36-6.50] <0.01 3.18 [1.37-7.40] <0.01 

 Retired 27 (5.68) 12 (14.63) 5.18 [2.28-11.75] <0.01 1.39 [0.38-5.10] 0.62 

 Other 9 (1.89) 4 (4.88) 5.18 [1.46-18.31] 0.01 6.68 [1.40-31.78] 0.02 

Accommodation status      

 Homeless 55 (11.58) 4 (4.88) 0.40 [0.14-1.16] 0.09 0.59 [0.20-1.81] 0.36 

 Temporary 36 (7.58) 2 (2.44) 0.31 [0.07-1.32] 0.11 0.37 [0.08-1.67] 0.19 

 Own/Rent 271 (57.05) 49 (59.76) 1.00 - 1.00 - 

 Parent/Family 60 (12.63) 10 (12.20) 0.92 [0.44-1.92] 0.83 1.35 [0.60-3.02] 0.47 

 Other 15 (3.16) 7 (8.54) 2.58 [1.00-6.66] 0.05 2.66 [0.92-7.69] 0.07 
a Sex offences vs all other offences, excluding violence against the person and violent offences. 
† Adjusted odds ratios: adjusted for age, ethnicity, employment status and accommodation status. 
* Percentages may not add up to 100% due to missing data 
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Table 13: Association of mental health needs with sex offences a within the veteran sample 

    

Other 
offences 
(N=475) 

Sex offence 
(N=82)         

    N (%*) N (%*) OR [95% CI] p aOR [95% CI]†  p 

Any disorder      

 No 95 (20.00) 22 (26.83) 1.00 - 1.00 - 

 Yes 325 (68.42) 54 (65.85) 0.72 [0.42-1.24] 0.23 0.92 [0.50-1.70] 0.78 

Schizophrenia       

 No 399 (84.00) 71 (86.59) 1.00 - 1.00 - 

 Yes 21 (4.42) 5 (6.10) 1.34 [0.49-3.66] 0.57 1.73 [0.59-5.06] 0.32 

Anxiety       

 No 255 (53.68) 50 (60.98) 1.00 - 1.00 - 

 Yes 165 (34.74) 26 (31.71) 0.80 [0.48-1.34] 0.40 1.06 [0.61-1.86] 0.83 

Personality Disorder      

 No 385 (81.05) 72 (87.80) 1.00 - 1.00 - 

 Yes 35 (7.37) 4 (4.88) 0.61 [0.21-1.77] 0.36 0.88 [0.29-2.70] 0.83 

Bipolar       

 No 397 (83.58) 76 (92.68)     

 Yes 23 (4.84) 0 (0.00)     

Depression       

 No 271 (57.05) 46 (56.10) 1.00 - 1.00 - 

 Yes 149 (31.37) 30 (36.59) 1.19 [0.72-1.96] 0.50 1.32 [0.77-2.26] 0.31 

Dementia       

 No 415 (87.37) 74 (90.24) 1.00 - 1.00 - 

 Yes 5 (1.05) 2 (2.44) 2.24 [0.43-11.78] 0.34 0.27 [0.03-2.88] 0.28 

ADHD       

 No 419 (88.21) 75 (91.46) 1.00 - 1.00 - 

 Yes 1 (0.21) 1 (1.22) 5.59 [0.35-90.29] 0.23 15.27 [0.86-270.62] 0.06 

Adjustment Disorder      

 No 377 (79.37) 72 (87.80) 1.00 - 1.00 - 

 Yes 43 (9.05) 4 (4.88) 0.49 [0.17-1.40] 0.18 0.66 [0.22-1.96] 0.46 

Brain Injury       

 No 417 (87.79) 75 (91.46) 1.00 - 1.00 - 

 Yes 3 (0.63) 1 (1.22) 1.85 [0.19-18.06] 0.60 1.76 [0.17-18.22] 0.63 

Organic Disorder      

 No 418 (88.00) 74 (90.24) 1.00 - 1.00 - 

 Yes 2 (0.42) 2 (2.44) 5.65 [0.78-40.73] 0.09 1.92 [0.23-15.98] 0.55 

Eating Disorder      

 No 419 (88.21) 76 (92.68)     

 Yes 1 (0.21) 0 (0.00)     

Number of MH needs      

 1 or fewer 320 (67.37) 55 (67.07) 1.00 - 1.00 - 

  More than 1 100 (21.05) 21 (25.61) 0.88 [0.64-1.20] 0.41 1.06 [0.75-1.51] 0.74 

Alcohol misuse       

 No 209 (44.00) 61 (74.39) 1.00 - 1.00 - 

 Yes 208 (43.79) 14 (17.07) 0.23 [0.13-0.43] <0.01 0.20 [0.10-0.40] 0.01 

Substance misuse      
  No 298 (62.74) 70 (85.37) 1.00 - 1.00 - 

  Yes 114 (24.00) 3 (3.66) 0.11 [0.03-0.36] <0.01 0.15 [0.05-0.51] 0.01 
a Sex offences vs all other offences, excluding violence against the person and violent offences. 
† Adjusted odds ratios: adjusted for age & employment status 
* Percentages may not add up to 100% due to missing data. MH = mental health. 
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Table 14: Association of socio-demographics with acquisitive a offences in the veteran sample 

    

Other 
offences 
(N=938) 

Acquisitive 
offence 
(N=103)         

  N (%*) N (%*) OR [95% CI] p aOR [95% CI]† p 

Gender             

 Female 28 (2.99) 4 (3.88) 1.00 - 1.00 - 

 Male 905 (96.48) 99 (96.12) 0.77 [0.26-2.23] 0.62 1.45 [0.33-6.36] 0.62 

Age       

 30 & Under 234 (24.95) 24 (23.30) 0.74 [0.44-1.23] 0.24 0.87 [0.50-1.53] 0.63 

 31-45 374 (39.87) 52 (50.49) 1.00 - 1.00 - 

 46-60 243 (25.91) 22 (21.36) 0.65 [0.39-1.10] 0.11 0.75 [0.43-1.31] 0.32 

 Over 60 83 (8.85) 4 (3.88) 0.35 [0.12-0.98] 0.05 0.34 [0.07-1.55] 0.16 

Ethnicity       

 BME 51 (5.44) 11 (10.68) 1.00 - 1.00 - 

 White 864 (92.11) 91 (88.35) 0.49 [0.25-0.97] 0.04 0.57 [0.27-1.20] 0.14 

Employment status       

 Employed 311 (33.16) 20 (19.42) 0.42 [0.25-0.71] <0.01 0.53 [0.30-0.91] 0.02 

 Unemployed 386 (41.15) 59 (57.28) 1.00 - 1.00 - 

 Sickness/disability 99 (10.55) 15 (14.56) 0.99 [0.54-1.82] 0.98 1.03 [0.54-1.97] 0.93 

 Retired 76 (8.10) 5 (4.85) 0.43 [0.17-1.11] 0.08 1.04 [0.26-4.13] 0.96 

 Other 22 (2.35) 1 (0.97) 0.30 [0.04-2.25] 0.24 0.44 [0.06-3.46] 0.44 

Accommodation status      

 Homeless 77 (8.21) 20 (19.42) 2.78 [1.58-4.89] <0.01 2.46 [1.37-4.41] <0.01 

 Temporary 57 (6.08) 11 (10.68) 2.06 [1.02-4.17] 0.04 1.68 [0.81-3.47] 0.16 

 Own/Rent 577 (61.51) 54 (52.43) 1.00 - 1.00 - 

 Parent/Family 111 (11.83) 9 (8.74) 0.87 [0.42-1.81] 0.70 0.84 [0.40-1.80] 0.66 

 Other 35 (3.73) 3 (2.91) 0.92 [0.27-3.08] 0.89 0.59 [0.14-2.59] 0.49 
a Acquisitive offences vs all other offences. 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status and accommodation status. 

* Percentages may not add up to 100% due to missing data  
 

  



Veterans in Liaison & Diversion Services 

 

50  
 

Table 15: Association of mental health needs with acquisitive a offences in the veteran sample 

    

Other 
offences 
(N=938) 

Acquisitive 
offence 
(N=103)         

    N (%) N (%) OR [95% CI] p aOR [95% CI]†  p 

Any disorder       

 No 177 (18.87) 20 (19.42) 1.00 - 1.00 - 

 Yes 647 (68.98) 73 (70.87) 1.00 [0.59-1.68] 1.00 0.97 [0.56-1.67] 0.91 

Schizophrenia       

 No 778 (82.94) 89 (86.41) 1.00 - 1.00 - 

 Yes 46 (4.90) 4 (3.88) 0.76 [0.27-2.16] 0.61 0.75 [0.26-2.18] 0.59 

Anxiety       

 No 474 (50.53) 59 (57.28) 1.00 - 1.00 - 

 Yes 350 (37.31) 34 (33.01) 0.78 [0.50-1.22] 0.27 0.76 [0.48-1.22] 0.25 

Personality Disorder      

 No 754 (80.38) 85 (82.52) 1.00 - 1.00 - 

 Yes 70 (7.46) 8 (7.77) 1.01 [0.47-2.18] 0.97 0.90 [0.41-1.98] 0.80 

Bipolar       

 No 802 (85.50) 83 (80.58) 1.00 - 1.00 - 

 Yes 22 (2.35) 10 (9.71) 4.39 [2.01-9.59] <0.01 3.99 [1.73-9.21] 0.01 

Depression       

 No 514 (54.80) 60 (58.25) 1.00 - 1.00 - 

 Yes 310 (33.05) 33 (32.04) 0.91 [0.58-1.43] 0.69 0.93 [0.59-1.49] 0.77 

Dementia       

 No 811 (86.46) 92 (89.32) 1.00 - 1.00 - 

 Yes 13 (1.39) 1 (0.97) 0.68 [0.09-5.24] 0.71 1.85 [0.18-18.73] 0.60 

ADHD       

 No 819 (87.31) 93 (90.29)     

 Yes 5 (0.53) 0 (0.00)     

Adjustment Disorder      

 No 757 (80.70) 86 (83.50) 1.00 - 1.00 - 

 Yes 67 (7.14) 7 (6.80) 0.92 [0.41-2.07] 0.84 0.98 [0.43-2.23] 0.95 

Brain Injury       

 No 813 (86.67) 93 (90.29)     

 Yes 11 (1.17) 0 (0.00)     

Organic Disorder      

 No 817 (87.10) 93 (90.29)     

 Yes 7 (0.75) 0 (0.00)     

Eating Disorder      

 No 821 (87.53) 93 (90.29)     

 Yes 3 (0.32) 0 (0.00)     

Number of MH needs      

 1 or fewer 602 (64.18) 74 (71.84) 1.00 - 1.00 - 

  More than 1 222 (23.67) 19 (18.45) 0.91 [0.69-1.21] 0.52 0.92 [0.68-1.24] 0.57 

Alcohol misuse       

 No 446 (47.55) 59 (57.28) 1.00 - 1.00 - 

 Yes 366 (39.02) 31 (30.10) 0.64 [0.41-1.01] 0.06 0.59 [0.37-0.94] 0.03 

Substance misuse       
  No 651 (69.40) 48 (46.60) 1.00 - 1.00 - 

  Yes 145 (15.46) 42 (40.78) 3.93 [2.50-6.17] <0.01 3.49 [2.17-5.63] 0.01 
a Acquisitive offences vs all other offences. 
† Adjusted odds ratios: adjusted for employment status and accommodation status. 
* Percentages may not add up to 100% due to missing data. MH = mental health. 
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Table 16: Association of socio-demographic variables with motoring a offences within the veteran sample 

    

Other 
offences 
(N=958) 

Motoring 
offence 
(N=83)         

  N (%) N (%) OR [95% CI] p aOR [95% CI]† p 

Gender             

 Female 29 (3.03) 3 (3.61) 1.00 - 1.00 - 

 Male 926 (96.66) 78 (93.98) 0.81 [0.24-2.73] 0.74 0.74 [0.21-2.59] 0.63 

Age       

 30 & Under 234 (24.43) 24 (28.92) 1.46 [0.83-2.57] 0.19 1.05 [0.54-2.04] 0.90 

 31-45 398 (41.54) 28 (33.73) 1.00 - 1.00 - 

 46-60 242 (25.26) 23 (27.71) 1.35 [0.76-2.40] 0.30 1.62 [0.86-3.07] 0.14 

 Over 60 79 (8.25) 8 (9.64) 1.44 [0.63-3.27] 0.39 1.98 [0.47-8.33] 0.35 

Ethnicity       

 BME 57 (5.95) 5 (6.02) 1.00 - 1.00 - 

 White 881 (91.96) 74 (89.16) 0.96 [0.37-2.46] 0.93 0.73 [0.27-1.95] 0.53 

Employment status       

 Employed 286 (29.85) 45 (54.22) 3.73 [2.12-6.58] <0.01 3.40 [1.87-6.18] <0.01 

 Unemployed 427 (44.57) 18 (21.69) 1.00 - 1.00 - 

 Sickness/disability 110 (11.48) 4 (4.82) 0.86 [0.29-2.60] 0.79 0.76 [0.25-2.32] 0.63 

 Retired 76 (7.93) 5 (6.02) 1.56 [0.56-4.33] 0.39 0.96 [0.21-4.41] 0.96 

 Other 20 (2.09) 3 (3.61) 3.56 [0.97-13.08] 0.06 1.21 [0.15-9.84] 0.86 

Accommodation status      

 Homeless 90 (9.39) 7 (8.43) 0.85 [0.37-1.92] 0.69 0.92 [0.38-2.27] 0.86 

 Temporary 66 (6.89) 2 (2.41) 0.33 [0.08-1.39] 0.13 0.53 [0.12-2.30] 0.40 

 Own/Rent 578 (60.33) 53 (63.86) 1.00 - 1.00 - 

 Parent/Family 113 (11.80) 7 (8.43) 0.68 [0.30-1.52] 0.34 0.73 [0.31-1.72] 0.47 

 Other 37 (3.86) 1 (1.20) 0.29 [0.04-2.19] 0.23 0.40 [0.05-3.02] 0.37 
a Motoring offences vs all other offences. 
† Adjusted odds ratios: adjusted for age, gender, ethnicity, employment status, accommodation status, and region. 

* Percentages may not add up to 100% due to missing data  
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Table 17: Association of mental health needs with motoring a offences within the veteran sample 

    
Other offences 

(N=958) 

Motoring 
offence 
(N=83)         

    N (%) N (%) OR [95% CI] p aOR [95% CI]†  p 

Any disorder       

 No 177 (18.48) 20 (24.10) 1.00 - 1.00 - 

 Yes 668 (69.73) 52 (62.65) 0.69 [0.40-1.18] 0.18 0.82 [0.46-1.46] 0.50 

Schizophrenia       

 No 797 (83.19) 70 (84.34) 1.00 - 1.00 - 

 Yes 48 (5.01) 2 (2.41) 0.47 [0.11-1.99] 0.31 0.64 [0.15-2.75] 0.55 

Anxiety       

 No 485 (50.63) 48 (57.83) 1.00 - 1.00 - 

 Yes 360 (37.58) 24 (28.92) 0.67 [0.41-1.12] 0.13 0.69 [0.41-1.16] 0.16 

Personality Disorder      

 No 772 (80.58) 67 (80.72) 1.00 - 1.00 - 

 Yes 73 (7.62) 5 (6.02) 0.79 [0.31-2.02] 0.62 0.81 [0.28-2.33] 0.70 

Bipolar       

 No 816 (85.18) 69 (83.13) 1.00 - 1.00 - 

 Yes 29 (3.03) 3 (3.61) 1.22 [0.36-4.12] 0.74 1.11 [0.25-4.86] 0.89 

Depression       

 No 534 (55.74) 40 (48.19) 1.00 - 1.00 - 

 Yes 311 (32.46) 32 (38.55) 1.37 [0.85-2.23] 0.20 1.39 [0.83-2.30] 0.21 

Dementia       

 No 832 (86.85) 71 (85.54) 1.00 - 1.00 - 

 Yes 13 (1.36) 1 (1.20) 0.90 [0.12-6.99] 0.92 1.17 [0.12-11.11] 0.89 

ADHD       

 No 840 (87.68) 72 (86.75)     

 Yes 5 (0.52) 0 (0.00)     

Adjustment Disorder      

 No 780 (81.42) 63 (75.90) 1.00 - 1.00 - 

 Yes 65 (6.78) 9 (10.84) 1.71 [0.82-3.60] 0.15 1.55 [0.70-3.43] 0.28 

Brain Injury       

 No 834 (87.06) 72 (86.75)     

 Yes 11 (1.15) 0 (0.00)     

Organic Disorder      

 No 838 (87.47) 72 (86.75)     

 Yes 7 (0.73) 0 (0.00)     

Eating Disorder      

 No 842 (87.89) 72 (86.75)     

 Yes 3 (0.31) 0 (0.00)     

Number of MH needs      

 1 or fewer 624 (65.14) 52 (62.65)     

  More than 1 221 (23.07) 20 (24.10) 0.94 [0.68-1.28] 0.68 0.96 [0.69-1.33] 0.80 

Alcohol misuse       

 No 481 (50.21) 24 (28.92) 1.00 - 1.00 - 

 Yes 348 (36.33) 49 (59.04) 2.82 [1.70-4.69] <0.01 2.79 [1.64-4.75] 0.01 

Substance misuse   1.00 - 1.00 

  No 634 (66.18) 65 (78.31) 1.00 - 1.00 - 

  Yes 181 (18.89) 6 (7.23) 0.32 [0.14-0.76] <0.01 0.32 [0.12-0.81] 0.02 
a Motoring offences vs all other offences. 
† Adjusted odds ratios: adjusted for employment status. 
* Percentages may not add up to 100% due to missing data. MH = mental health. 
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Appendix A4.  Serving personnel  

A4.1 Socio-demographic characteristics 

Gender 

Of the 148 serving personnel, 90% (N = 133) were male. This proportion was smaller 

than that of the veteran sample (N = 1028, 96%). 

Age 

The age distribution of the L&D cases reporting to be currently serving in the UK 

Armed forces is presented in Figure 15. The majority of currently serving personnel 

were aged 30 and under (N = 91, 61%). This contrasts with the veterans in the 

database, who tended to be older (aged 31-45, N = 435, 41%; aged 46-50, N = 268, 25% 

see also Table 6 in Appendix A3). 

Figure 15: Age distribution of L&D cases reporting to be currently serving in the UK Armed 
Forces 

 

Ethnicity 

The majority of serving personnel identified as white British (N = 121, 82%). However, 

14% (N = 21) identified as BME which is more than twice the proportion of BME among 

veterans in the L&D database (N = 65, 6% see also Table 6 in Appendix A3). 

Employment 

The employment status of the L&D cases reporting to be currently serving in the UK 

Armed forces are presented in Figure 16. The majority of currently serving personnel 

reported that they were in employment, owing to the fact that they were still serving in 

the UK Armed Forces (N = 99, 67%). This proportion was greater than that of the 

veteran sample (N = 337, 32% see also Table 6 in Appendix A3). However, 21% (N = 31) 

of cases reporting to be currently serving classified themselves as unemployed. It is 

likely that these cases pertained to Reservists who were not on deployment during 

their contact with L&D services. 
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Figure 16: Employment status of L&D cases reporting to be currently serving in the UK Armed 
Forces 

 

 

Accommodation 

The accommodation status of the L&D cases reporting to be currently serving in the 

UK Armed forces are presented in Figure 17. The majority of serving personnel 

reported that they were in owned or rented accommodation (N = 63, 43%). This 

proportion was smaller than that of the veteran sample (N = 638, 60%). The 

proportions of serving personnel and veterans in the remaining accommodation 

categories were largely similar, except that a considerably larger proportion of serving 

personnel than veterans classified their accommodation status as “other” (serving 

personnel, N = 32, 24%; veterans, N = 38, 4%; see also Table 6 in Appendix A3)xx.  

Figure 17: Accommodation status of L&D cases reporting to be currently serving in the UK 
Armed Forces 

 

Region 

The regional locations of L&D cases reporting to be currently serving in the UK Armed 

forces are presented in Figure 18. Largely similar to the veteran sample, serving 

personnel tended to be situated in the North West (N = 31, 21%) and the South East (N = 

31, 21%), although these proportions were larger than those of the veteran sample 

(North West, N = 199, 19%; South East, N = 156, 15%; see Table 6 in Appendix A3). 

                                                        
xx The “other” accommodation category comprised “hospital” and “other”. None of the serving personnel was in 
hospital, therefore we were unable to ascertain the accommodation status of the remaining 32 serving personnel. 

0% 20% 40% 60% 80% 100%

Employed

Unemployed

Sickness/disability

Retired

Other

Veterans Serving personnel

0% 20% 40% 60% 80% 100%

Own/Rent

Other

Parent/Family

Homeless

Temporary

Veterans Serving personnel



Veterans in Liaison & Diversion Services 

 

55 
 

Figure 18: Regional location of L&D cases reporting to be currently serving in the UK Armed 
Forces 

 

A4.2 Offence characteristics of currently serving personnel  

Figure 19 shows the offences that the serving personnel were charged with (or were 

suspected of having committed). The majority of serving personnel had committed 

violence against the person offences (N = 50, 34%). This proportion was not dissimilar 

to that of the veteran sample (N = 396, 37%). Public order (N = 22, 15%), motoring (N = 

15, 10%) and sex offences (N = 13, 9%) were more prevalent among serving personnel 

compared to the veteran sample (see Figure 19). Conversely, acquisitive (N = 13, 9%), 

non-interpersonal violence (N = 10, 7%) and breach offences (N = 4, 3%) were less 

prevalent among serving personnel than veterans (see Figure 19 and Table 7 in 

Appendix A3). 

Figure 19: Offence characteristics of L&D cases reporting to be currently serving in the UK 
Armed Forces 
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A4.3 Health needs of currently serving personnel  

The health needs of the L&D cases reporting to be currently serving in the UK Armed 

forces are presented in Figure 20. The presence of any mental disorder (N = 76, 51%), 

alcohol misuse (N = 44, 30%), substance use (N = 19, 13%), physical health problems (N 

= 12, 8%) were all less prevalent among the serving personnel compared to the veteran 

sample (see Figure 20 and Table 8 in Appendix A3). 

Figure 20: The health needs of L&D cases reporting to be currently serving in the UK Armed 
Forces 

 

Mental disorders 

The mental disorders among the L&D cases reporting to be currently serving in the UK 

Armed forces are presented in Figure 21. The most prevalent mental disorders 

reported by serving personnel were Depression (N = 44, 30%) and Anxiety (N = 25, 

17%). However, all mental disorders were less prevalent among serving personnel, 

compared to the veteran sample (see Figure 21). Anxiety disorders in particular were 

much less prevalent among serving personnel than among veterans (veterans, N = 390, 

37%). 

Figure 21: Probable mental disorders among L&D cases reporting to be currently serving in the 
UK Armed Forces. 
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Appendix A5.  Addit ional  recommendat ions  

In addition to the recommendations outlined in the Discussion section, we have a 

number recommendations relating to L&D data collection: 

Issue Recommendation 

 There was a considerable amount of 

missing data, as well as data that were 

entered as “unknown”. This may be due 

to a number of factors for example: (i) 

the questions are missed; (ii) the 

questions are deliberately not asked for 

various reasons e.g. the individual’s 

current presentation; (iii) the 

respondent chose not to answer certain 

questions; (iv) data are lost in the 

process of inputting it into the database. 

 There are a number of simple practical 

solutions to the issue of missing data: (i) 

there should be more options in the 

database fields so that the reason for 

the missing information can be 

recorded: e.g. having extra selection 

options such as “refused to answer”, 

and “question not asked”; (ii) it should 

not be possible to move to the next 

database field if the current field is left 

blank; (iii) if the information is inputted 

from paper forms, these should be laid 

out such that fields are less likely to be 

missed e.g. having each question on a 

separate line, etc. 

 

 Offences are pre-categorised therefore 

information on the precise nature of the 

offence is lost. 

 

 Having an extra field to specify the 

exact offence would solve this issue. 

 Some mental health problems e.g. 

Anxiety Disorders are combined 

together, which does not allow for an 

examination of e.g. different Anxiety 

Disorders. 

 

 Again, having extra fields in which to 

specify the precise mental health 

problem would solve this issue. 

 Many of the fields in the database had an 

“other” option, but no additional 

specifying field. This means that 

potentially rich information is lost simply 

because there is nowhere to record it. 

 There should be an extra specifying 

field, which should be compulsory if 

“other” is selected. 
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