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Several large, county-level initiatives are underway to
improve behavioral health care for justice-involved clients.
Unfortunately, only about a quarter of counties participate in
these efforts, leaving justice-involved populations at risk of
poor mental health, substance use, and judicial outcomes.
This study examined characteristics of 2,922 U.S. counties
and county equivalents by whether they participated in these
initiatives and found that crime and socioeconomic

To address the high prevalence of mental and substance use
disorders in jails (1–3), medical societies have called for
expanded treatment for justice-involved individuals in carceral and community settings (4). Such treatment includes
conducting evidence-based screening, delivering a range of
medication and therapy treatment options, addressing the
unique needs of pregnant and parenting women, and providing linkage to community treatment after incarceration. Several large initiatives are underway to improve care for
justice-involved individuals; these initiatives include individuals in correctional facilities and those in the community
who are under correctional supervision. One example is Stepping Up, a national effort to enlist counties to commit to
reducing the number of people with mental illness in jails,
which is sponsored by the American Psychiatric Foundation,
National Association of Counties, and Council of State Governments (5). Other examples include the HEALing Communities Study, a component of the National Institutes of Health
HEAL (Helping to End Addiction Long-term) Initiative and
the National Institute on Drug Abuse Justice Community
Opioid Innovation Network (JCOIN). In addition, several
federal funding programs through the Substance Abuse and
Mental Health Services Administration (SAMHSA) and the
Bureau of Justice Assistance (BJA) seek to expand treatment
capacity for mental and substance use disorders in probation
departments, jails, and specialized treatment-based courts,
such as mental health and drug courts.
Unfortunately, most counties do not participate in these
efforts, leaving justice-involved populations at continued risk
of poor mental health, substance use, and judicial outcomes
(6). At the same time, the cost to counties of untreated
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characteristics were not associated with participation. Participating counties had signiﬁcantly more robust mental health
and substance use care delivery systems. Nonparticipating
counties may lack the expertise and basic delivery system
prerequisites needed for participation in most national initiatives, further driving geographic disparities.
Psychiatric Services 2021; 00:1–3; doi: 10.1176/appi.ps.202100485

mental and substance use disorders is high. For example, clients with such disorders who are in jail tend to have longer
stays, compared with other clients (7), and upon release, they
are more likely to violate probation terms and to recidivate
(2). This study examined how county participation in initiatives to improve treatment for mental and substance use disorders among justice-involved clients is associated with
counties’ economic, criminal justice, and health care delivery
characteristics in order to identify potential barriers to
county adoption and to inform policy solutions.
Methods
We studied 2,922 out of 3,142 counties and county equivalents
in the United States. We excluded counties in Puerto Rico,

HIGHLIGHTS

• Only a quarter of U.S. counties participate in large
initiatives to improve behavioral health care for justiceinvolved clients.

• Participating and nonparticipating counties differed in
law enforcement characteristics but not in violent crime
or socioeconomic characteristics, such as income and
income inequality.

• Nonparticipating counties appeared to lack adequate
behavioral health delivery infrastructure and the expertise
to apply for participation in many criminal justice–
behavioral health initiatives, further driving geographic
disparities.
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TABLE 1. Characteristics of 2,922 U.S. counties, by whether they participated in county-level initiatives to improve behavioral
health care for justice-involved clientsa
Participated (N52,114)
Characteristic
Criminal justice
Daily jail population per 100,000 adults ages 18–59
Law enforcement personnel per 100,000 population
Violent crimes per 100,000 adults ages 18–59b
Sociodemographic
Unemployment rate (%)
Households reporting crowded housing (%)
Nonelderly adults at ,100% of the federal poverty level (%)
Income inequalityc
White, non-Hispanic (%)
Uninsured (%)
Medicaid expansion state (%)
Provider supply, own county
Designated medically underserved (%)
Designated mental health professional shortage area (%)
Any buprenorphine-waivered provider (%)
Any opioid use disorder treatment facility (%)
Any federally qualiﬁed health center (%)
Psychiatrists per 100,000 population
Psychologists per 100,000 population
Provider supply, own and neighboring counties
Total federally qualiﬁed health centers
Total buprenorphine-waivered providers
Total opioid use disorder treatment facilities
Psychiatrists per 100,000 population
Psychologists per 100,000 population
a

b
c

Did not participate (N5808)

Mean

95% CI

Mean

95% CI

p

349.6
196.4
262.4

297.3–402.0
170.0–222.7
232.0–292.7

236.8
136.5
288.5

193.3–280.3
114.7–158.2
250.4–326.7

,.001
,.001

5.2
0.7
21.4
44.4
74.5
9.9
51.8

4.8–5.5
.5–.8
19.7–23.1
43.8–45.0
68.7–80.4
8.2,0–11.6
31.1–72.4

5.0–5.7
.5–.8
19.3–22.4
44.3–45.4
68.9–79.6
6.4–8.6
50.4–86.6

46.3
34.2
72.1
25.0
37.5
4.1
13.4

36.9–55.6
24.0–44.8
68.2–77.8
19.8–29.8
30.9–44.0
3.3–4.8
9.4–15.5

5.4
0.7
20.9
44.9
74.2
7.5
68.5
5
21.2
25.1
94.0
54.0
58.1
8.0
22.2

12.2–30.2
16.4–33.9
88.4–99.3
46.3–61.3
50.7–65.4
6.7–9.3
18.1–25.2

,.001
,.001
,.001
,.001
,.001

2.8
97.7
3.5
7.1
17.7

2.4–3.2
76.1–119.3
2.8–4.2
6.4–7.7
14.9–20.6

3.5
243.0
8.3
9.7
24.3

3.1–3.9
174.5–311.5
5.9–10.7
8.5–10.8
20.8–27.8

,.001
,.001
,.001
,.001
,.001

,.010
,.050
,.001

Estimated regression-adjusted means based on linear regression models with indicators for county participation and rural-urban status. Standard errors
clustered at the state level.
Data were available for only 2,797 counties.
Gini index. The Gini coefﬁcient is a summary measure of income inequality ranging from 0, perfect equality, to 100, perfect inequality.

counties in six states (Alaska, Connecticut, Delaware, Hawaii,
Rhode Island, and Vermont) with consolidated jail-prison systems, ﬁve counties with no reported jail population, and 22
counties with total resident populations under 1,000. We identiﬁed counties participating in several federal initiatives to
expand treatment capacity for mental and substance use disorders for justice-involved individuals. These included 169
counties in the HEALing Communities Study or in JCOIN,
466 counties that joined Stepping Up through 2020, and 421
counties that were awarded grants by SAMHSA or BJA to
support substance use and mental health services in court or
jail settings between 2018 and 2020. (Details of the data are
included in an online supplement to this column.)
We examined counties’ law enforcement, crime, sociodemographic, and health care delivery characteristics. County
criminal justice measures were derived from the federal
Uniform Crime Reporting Program and the Vera Institute of
Justice, sociodemographic characteristics were from the
American Community Survey, and provider supply data
were from SAMHSA directories of providers with a buprenorphine waiver and of specialty outpatient opioid treatment
programs. We created an indicator for whether the county
was in one of 39 states, including the District of Columbia,
with an adult Medicaid expansion program (8). From the
Health Resources and Services Administration, we obtained
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information about whether a county was a health professional shortage area for mental health, whether the county
had a federally qualiﬁed health center or rural health center,
and the number of psychiatrists and psychologists per
100,000 population. Because counties may draw on clinical
resources beyond their immediate boundaries (9), we also
created measures of clinic and provider supply that included
the immediately adjacent counties.
For our county sample, we conducted statistical tests of
differences in characteristics between those that participated
in at least one of the federal substance use and mental
health initiatives and those that did not. We estimated linear
models that controlled for county rural status and reported
the regression-adjusted means by characteristic for participating and nonparticipating counties. We clustered standard
errors at the state level. Analyses began in February 2021
and were performed with Stata, version 16.1.
Results
Overall, 818 (28%) of the 2,922 counties participated in at
least one of the behavioral health–criminal justice initiatives, and 215 (7%) participated in two or more initiatives.
Rural counties accounted for only 17% (N5139) of participating counties, although they represented 40% (N51,169)
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of our overall sample. When the analysis controlled for
county rural status, participating counties had fewer jail
days and fewer law enforcement personnel on a populationadjusted basis. Violent crime rates were higher in the participating counties, but differences were not statistically significant (Table 1). We found no statistically signiﬁcant
differences in sociodemographic characteristics between
participating and nonparticipating counties, including in
the proportion of White non-Hispanic persons, unemployment rate, poverty rate, or the level of income inequality.
However, participating counties had lower rates of uninsured individuals and were more likely to be in states that
had expanded Medicaid coverage.
We found statistically signiﬁcant differences in participation status across all measures of county provider supply. Participating counties were more likely than nonparticipating
counties to have any buprenorphine-waivered providers, opioid use disorder treatment facilities, and federally qualiﬁed
health centers and had more psychiatrists and psychologists
per 100,000 population. The differences were large: the rate
per 100,000 in the participating counties was two-thirds
higher for psychologists and nearly twice as high for psychiatrists. Participating counties were more than twice as likely to
have an opioid use disorder treatment facility as nonparticipating counties. Large supply differences persisted when the
supply of neighboring counties was taken into account.
A limitation of our study was that we were not able to
measure substance use and mental health treatment services
delivered within jails. We also did not include initiatives
sponsored by states, including those ﬁnanced with federal
funding, which may have supported county substance use
and mental health services for jail or community corrections’ clients. We lacked speciﬁc data on how state grant
funds were allocated, but we speculate that these allocations
may be highly correlated with funding sought by counties.
Conclusions
These results suggest that counties with substantially better
community mental health and substance use care delivery
infrastructure are more likely to participate in national initiatives aimed at improving behavioral health care for
justice-involved clients. When the analysis controlled for
rural status, violent crime and most of the county socioeconomic characteristics examined, such as income and income
inequality, were not associated with participation. In contrast, higher rates of health insurance coverage and more
community providers and services were associated with
county participation in federal capacity-building programs.
Nonparticipating counties invested more heavily in law
enforcement personnel and jail capacity, compared with participating counties. On one hand, this investment may reﬂect
differences in local priorities. On the other hand, the differences in provider capacity also suggest that counties that
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need help the most may not meet basic delivery system prerequisites to join the national programs or may not have sufﬁcient local expertise to apply for them. The implication is
that geographic disparities in care and outcomes for justiceinvolved clients are likely to persist and even to grow.
Greater investment in provider expansion, through infrastructure and workforce development, technical assistance,
as well as expansion of telehealth, peer professionals, and
insurance coverage through Medicaid expansion, could
improve capacity and enable more counties to participate in
such innovative programs.
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