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ABOUT THE REPORT

This is the final report of the Delaware Reentry Roundtable.  A preliminary report was distributed in draft form to all Roundtable participants in the hope that it would inform discussion at the Delaware Reentry Roundtable on September 29, 2006.  The Roundtable convened a panel of key state policymakers, community leaders and experts; equipped them with reentry data; and charged them with developing recommendations to ensure the success of the ex-offenders re-entering our communities.  

When distributed at the Roundtable in September 2006, this report was still a work in progress.  We used feedback from Roundtable participants as well as the policy recommendations developed at the Roundtable to compile this final version.  We tried to make this report as comprehensive as possible so it can serve as a resource for all those working with ex-offenders and reentry issues in Delaware.

When we first began to work on this project in 2005, we had hoped to include demographic information about Delaware’s ex-offenders as well as information about program participation and completion while incarcerated.  SURJ and DCJ asked Dr. Danilo Yanich of the University of Delaware’s School of Urban Affairs and Public Policy to develop a profile of Delaware’s reentry population.  Using data from Delaware Criminal Justice Information System (DelJIS) and the Delaware Department of Correction (DOC), Dr. Yanich conducted an analysis of all persons released from Level V custody in Delaware in calendar year 2004 – a total of 4,952 offenders. Unfortunately, Dr. Yanich encountered a number of difficulties in obtaining information that was amenable to analysis.  Some problems were apparent while others were not.   

While we were unable to obtain the information we had hoped, we did learn some lessons that can inform future research projects.  The data currently gathered and compiled by DelJIS and the DOC is very useful for administrative purposes and for finding information about individuals, but it has not been gathered for the purpose of aiding research or compiled in such a way that allows it to be analyzed by outside researchers in a meaningful way.  For example, raw DOC data tells us very little about why people are admitted to Level V facilities.  It is the practice of the DOC to enter violations of probation (VOPs) as misdemeanors even though they can cover a wide range of crimes.  It is also the practice of the DOC to record only one statute as the lead crime at admission – and many times this is not one of the crimes of conviction or even the lead crime of commission.  Other information, such as participation in or completion of programs is not recorded in the DOC database.  Currently, this type of information can only be found by reviewing individual paper files, a prohibitively time-consuming and labor-intensive process. 
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INTRODUCTION
“We know from long experience that if they (ex-offenders) can’t find work, or a home, or help, they are much more likely to commit crime and return to prison . . . America is the land of second chance, and when the gates of prison open, the path ahead should lead to a better life.”






President George W. Bush






2004 State of the Union Address

            An unprecedented number of people are incarcerated in the United States. At yearend 2005, the rate of incarceration in prison was 491 sentenced inmates per 100,000 U.S. residents (U.S. Department of Justice, 2006b).  According to a projection study by the Pew Charitable Trust, over the next five years, state and federal prisons will grow by more than 192,000 inmates tripling the projected growth of the U.S. population (Pew Charitable Trusts, 2007).  This growth in population is made all the more significant when one recognizes that ninety-seven percent of inmates will one day be released back into the community and many of those will end up returning to prison. Delaware has one of the highest incarceration rates in the country, and our state’s high recidivism rate implies a lack of reentry success and a troubling cycle of crime.  

             It is clear that we need to be doing more to ensure successful reentry.  Every year, the population of Delaware’s correctional institutions continues to grow and budget costs soar, and these are only the costs that we can easily see.  The costs to society if we do not do something are much greater as families are torn apart, lives are lost to substance abuse and people continue to cycle in and out of correctional facilities.  Delaware needs to take a long look at what works and what does not and some hard decisions need to be made about how to best spend our valuable resources.  Currently, 1 in 13 Delaware budget dollars is spent on Corrections and we are on the brink of another round of costly prison building.  Although we are spending a great deal of money, what we are doing is not reducing crime or making our citizens safer. What we need are smart sentencing strategies, alternatives to incarceration, and programs that will revitalize communities, reduce recidivism, and promote the successful reentry of ex-offenders back into society.

HOUSING
Following their release, many ex-offenders have great difficulty finding adequate housing. Housing options are often very limited and even when they are available, many ex-offenders do not know whom to contact or how to apply.  The inability of ex-offenders to find long-term, stable housing presents a significant problem for society, as studies show that ex-offenders without adequate housing are more likely to re-offend (Cain, 2003).

Living with Relatives and Friends


Upon release, the majority of ex-offenders live with family members, close friends, or significant others (Council of State Governments, 2003). Although this is the most common arrangement, there are a number of reasons why living with family or friends is not an option for many ex-offenders.  An ex-offender’s family or friends may not be willing to accept them. Past events may make them unwilling to give the ex-offender a second chance.
  


Even when family or friends are willing to accept an ex-offender into their home, they may be unable to do so because of lease restrictions.  Under some circumstances, the very presence of an ex-offender could lead to eviction.  A private landlord may not be willing to modify a lease and if the family lives in public housing, the public housing authority might ban the ex-offender based on his criminal history.  Even if the ex-offender is not banned outright, the family may fear future eviction as a result of the ex-offender’s behavior.  Some Delaware public housing authorities (PHAs) have a policy of evicting an entire family for the criminal behavior of one member.  Finally, conditions of the ex-offender’s parole or probation can prevent individuals from returning to the home of a family member or friend.  Conditions of probation or parole could include restrictions such as not living within a proscribed distance of a church or school or not living in a residence with minor children.  Sex offenders face severely limited housing options that can cause them to be excluded from entire communities, resulting in the concentration of sex offenders into just a few areas or even apartment complexes.  In recent years, legislation was proposed in Delaware that would have banned sex offenders from entire towns.

The home of a friend or family member also may not be the best environment for the ex-offender.  For women in particular, the threat of domestic violence may mean that an immediate transition back home is not the safest option.  Nevertheless, many women often choose to return to an abusive partner (Council of State Governments, 2003) which is not conducive to successful reentry and can frequently lead to a return to prison.  For some ex-offenders, returning to an old neighborhood and old friends may encourage a return to criminal activity as well, and they may soon find themselves falling into old patterns of behavior.

Other Housing Options


If an ex-offender is unable to live with family or friends, there are other temporary and long-term housing options available.  Temporary options include emergency shelters or emergency assistance provided by non-profits or charitable organizations.  Longer-term housing options include transitional or supportive housing, government programs such as Section 8 or public housing, or the private market.   While these options are available, each presents challenges for ex-offenders.   There is also a general lack of affordable housing and ex-offenders are only a portion of those in need (Council of State Governments, 2003).  In light of the scarcity of affordable housing, the additional challenges that ex-offenders face can make it extremely difficult for them to find a stable living environment conducive to successful reentry.

Emergency Housing


If ex-offenders have nowhere to go upon release, they may be able to turn to an emergency shelter.  However, emergency shelters are very temporary in nature and do not offer a long-term solution.  A stay at an emergency shelter may not even offer enough time for ex-offenders to “get on their feet” and find other housing.  Depending on the ex-offender’s criminal history and location, an emergency shelter may not even be an option.  Each shelter has its own guidelines and restrictions.  Some Delaware shelters will accept people with criminal records while others will not.  Whether or not an ex-offender is accepted can depend on the population that the shelter serves and/or the nature of the offense.  Some shelters will perform background checks while others will rely solely on self-reporting.  Location also plays a role.  While New Castle and Kent Counties have a sufficient supply of emergency shelter beds, there is a shortage in Sussex County.   An added complication for women is that many women’s shelters have age restrictions for males.  Therefore a woman may be eligible for assistance, but the shelter may not accept her son even if he is still a minor.  While there are legitimate reasons for these restrictions, they can still present a significant problem.


An alternative to an emergency shelter is to turn to a non-profit or charitable organization for assistance.  In Delaware, there are a number of non-profits and charitable organizations that offer emergency assistance to ex-offenders.  For example, Prison Ministries of Delaware and other non-profits offer emergency assistance by paying for a motel room.  However, a motel is not necessarily the best environment for an ex-offender and it is also expensive for the non-profit or charity.  While such assistance meets the ex-offender’s immediate need for shelter, more stable housing options are much more conducive to a successful transition back into society.

Transitional and Supportive Housing

Transitional and supportive housing offer more stable environments for ex-offenders.  Transitional housing provides temporary housing and is designed to give ex-offenders enough time to reach self-sufficiency.  With transitional housing, other services, such as assistance with finding employment or applying for benefits, may or may not be offered to help an ex-offender transition back into society.  Supportive housing however, can be temporary or permanent and provides an additional level of assistance.  The resident is provided with a place to live as well as an array of supportive services designed to ensure that a wide range of needs is met. 

Although supportive housing is known to be highly successful and effective, there are very few supportive housing options in Delaware, especially for ex-offenders.  Most supportive housing is designed to assist other populations, such as those suffering from a mental illness or a physical disability.  If the program is willing to accept an ex-offender, the ex-offender also needs to meet those additional criteria in order to qualify for assistance. According to the Homeless Planning Council and the Delaware Interagency Council on Homelessness, all three counties in Delaware lack a sufficient supply of supportive housing.  While the amount of transitional and supportive housing is limited, there are some options available to ex-offenders. Many of the programs available in Delaware are highly regarded and have been extremely successful in reducing recidivism rates for their residents.  Some examples of transitional or supportive housing for ex-offenders in Delaware include:  Friendship House, House of Pride, Sojourner’s Place, and The Way Home. 

Barriers to Providing Emergency, Transitional and Supportive Housing

As with many efforts, funding is often an issue.  Groups willing to provide transitional or supportive housing for ex-offenders often lack the financial resources that they need to initiate and sustain such projects.  Federal definitions of homelessness and federal funding priorities also make it difficult for agencies to provide housing for ex-offenders. According to The Report of the Reentry Policy Council (2003) “the main source of funding for homeless assistance in the United States, the McKinney-Vento Act programs of the Department of Housing and Urban Development (HUD), uses a federal definition of homelessness that excludes people who are incarcerated” (p. 278).
  The HUD definition of homelessness does include individuals who will be discharged “within a week from an institution in which the person has been a resident for 30 or more consecutive days and no subsequent residence has been identified and he/she lacks the resources and support networks to obtain housing” (U.S. Department of Housing and Urban Development, 2006, p. 5). However, persons falling into these categories are only eligible for certain types of housing as defined by HUD.
  

Another factor making it difficult to provide transitional and supportive housing for ex-offenders is a shift in HUD funding priorities.  HUD funding priorities are currently focused on the chronically homeless and people with disabilities.  HUD’s definition of chronic homelessness is “an unaccompanied individual with a disabling condition who has either been homeless for a year or more, or has had at least four episodes of homelessness in the past three years” (National Coalition for the Homeless, n.d.).
 While many emergency shelters do not focus on this definition, transitional and supportive housing programs often do and/or they are targeted at specific populations.  Most ex-offenders do not meet HUD’s definition of chronic homelessness and only some will qualify for programs serving the disabled.

Another issue arises because the Delaware Department of Correction requires an inmate to provide an address before release.  While there are a number of reasons why this is necessary, including determining the county in which the ex-offender will be supervised during probation or parole, determining the specifics of their parole or supervision, and determining whether the offender is prohibited from living at certain residences, the policy can have unintended consequences.   Since the ex-offender technically has an address, they may not be able to qualify as homeless even if they meet all of the other criteria for homelessness.  

Yet another obstacle is that community members and leaders are often hostile to the return of ex-offenders into their communities (Solomon, Waul, Van Ness, & Travis, 2004).  This “not in my back yard” (NIMBY) mentality can be found throughout Delaware.  Delaware non-profits and charitable organizations have sometimes faced considerable resistance when they have attempted to establish residences for ex-offenders.  Prison Ministries of Delaware planned to construct a building in Wilmington that would provide transitional housing, but fierce resistance from local residents forced them to abandon the project.  In Kent County, House of Pride faced similar resistance when they tried to establish housing for ex-offenders.

The shortage of transitional and supportive housing is further exacerbated by the trend of ex-offenders returning home to a few small, urban and high-crime areas.  Petersilia (2003) noted that, “Finding housing and jobs for ex-prisoners has always been difficult, but it appears worse now” with prisoners “increasingly being released to a small number of urban ‘core counties’” (p. 51).  In Delaware, this is especially a problem in the City of Wilmington where community members have expressed concern about the “destabilizing impact” of having “unemployed or under-skilled ex-offenders in their neighborhoods” (Hope Commission, 2006, p. 44).  The Hope Commission (2006) found that in a twelve-month period between 2005 and 2006, 1,560 inmates were released to Wilmington and more than 1,200 of those returned to three zip codes: 19801, 19802, and 19805.  This can create significant problems in already overburdened neighborhoods where there is a lack of essential, affordable, and nonprofit housing, and supportive services are frequently unavailable (Council of State Governments, 2003).  Moreover, the concentration of large numbers of ex-offenders in small areas has significant social and economic consequences, including higher recidivism rates (Solomon et al., 2004).   

Private Market Housing

Ex-offenders can also try to rent or purchase homes on their own. Unfortunately, rental and purchase prices have steadily increased in recent years, while supply has declined, causing the Report of the Reentry Policy Council (2003) to declare a “national crisis of affordable housing” (p. 412). Examples of this crisis can be seen in Delaware where housing prices in all three counties have significantly increased. The combination of high housing prices and the difficulty ex-offenders face in finding employment upon release often makes it financially impossible for them to secure housing in the private market.
   Studies have also shown that many ex-offenders are released with financial obligations such as child support fees, court fines, and restitution payments (Visher, Kachnowski, LaVigne & Travis, 2004).  In addition, those who were homeowners prior to their incarceration may become unable to make mortgage payments while in prison and consequently lose their homes (Solomon et al., 2004). 

Before release, some correctional facilities issue small sums of money to inmates. Such “gate money” is often quite minimal, far short of the amount required to even pay the deposit on an apartment.  More than likely, it may only be enough for transportation or perhaps a night in a motel.   In Delaware, gate money is issued, but only sentenced offenders are eligible and the amount received varies.  Furthermore, inmates must apply with their counselors and meet certain criteria.
Lack of an official form of identification also makes it difficult to secure private market housing.  Many inmates enter institutions without any official form of identification such as a birth certificate, driver’s license or social security card.  Even if they do have identification when they enter, it may have been lost or destroyed during their incarceration.  Whatever the reason, many inmates in Delaware are released without sufficient identification. Currently, the Department of Correction creates a photo identification card for every offender in custody and uses fingerprint technology to confirm the person’s identity.  This ID card is given to the offender upon release.  However, it has been reported that these cards are often not recognized as an official form of identification by other state agencies.  

While an ex-offender may overcome all of these barriers and be financially able to rent an apartment, many private landlords are not willing to accept a tenant with a criminal record.  Some landlords rely on self-reporting, but today’s technology makes it easier for landlords to conduct background checks and search criminal records.  

Public Housing

Government public housing programs are designed to help individuals with low incomes find housing by subsidizing their rents. This is most commonly done in one of two ways. The first, and increasingly common, method involves issuing Section 8 vouchers.  With Section 8 vouchers, the tenant is responsible for finding a unit that will accept the vouchers.  The tenant pays a portion of the rent and the public housing program pays the remaining portion to a private landlord.  The landlord has full discretion when deciding to accept or reject an applicant and can use criminal records when considering applicants.

The second type of public housing available is housing that is built, owned and operated by a government agency.  A tenant pays a low, subsidized rent to live in the government-owned unit. In Delaware, the waiting lists for both Section 8 vouchers and public housing units can be very long, and according to the Delaware State Housing Authority, some Delaware PHAs can have waiting lists of up to six years.

A state’s PHAs are responsible for supervising the distribution of public housing units and Section 8 vouchers.
 Although federal standards do exist, some standards are mandatory and others are merely recommendations.  Individual PHAs have broad discretion in accepting or rejecting the standards, as well as potential applicants. 

PHAs’ tough and relatively new housing regulations stem from the “One Strike and You’re Out” laws and policies the federal government began to institute in the late 1980s. These laws and policies which became part of HUD’s regulations for accepting, rejecting, and evicting applicants, called for PHAs to deny housing to certain types of offenders.  According to the Council of State Governments (2003), all PHAs are required to deny housing to: 

· Individuals previously evicted from public or federally subsidized housing for drug criminal activity for three years from the date of the eviction; 

· Persons engaged in illegal use of a drug; 

· Persons convicted of methamphetamine production on the premises of federally assisted housing; 

· Persons subject to a lifetime sex-offender registration requirement; and 

· Persons that abuse or show a pattern of abuse of alcohol if there is reasonable cause to believe that the abuse may threaten the health, safety, or right to peaceful enjoyment of the premises.

Beyond the outright bans, federal laws allow PHAs to reject applicants or terminate leases for a wide variety of activities, and HUD makes a number of recommendations for additional restrictions that go far beyond the “One Strike and You’re Out” policies.  In Delaware, as in other states, PHAs have broad discretion in setting their admissions and occupancy policies.  To make matters even more complicated, Delaware has five PHAs, each with its own set of regulations, waiting lists, and application process.  Each PHA must be applied to separately and their regulations and criteria vary widely, with some restrictions being much more onerous than others.
  

In February 2007, the Delaware State Housing Authority introduced online applications for its Public Housing and Housing Choice Voucher Programs.  The DSHA is taking a step in the right direction by streamlining its application process and by making itself more available to potential clients. The DSHA has also begun to collaborate with other housing agencies and authorities in the state with the goal of producing a single statewide waiting list for housing. 

While Delaware’s PHAs have a responsibility to keep tenants safe and secure, this needs to be balanced with an interest in providing housing for ex-offenders.  The current Delaware system makes it difficult, if not impossible, for ex-offenders to receive public housing benefits, especially immediately upon release.
  

EMPLOYMENT
 
Employment and the ability to support oneself are crucial to a successful reentry.   Employment can be a key turning point in the lives of ex-offenders, enabling them to reintegrate back into society (Uggen, 2000).  Unfortunately, employment, especially long-term employment, can be an elusive goal.  Before their incarceration, many inmates do not have high rates of employment, and upon release many ex-offenders return to disadvantaged communities that offer few job opportunities - especially skilled jobs with long-term stability (Holzer, Raphael & Stoll, 2003). Among the numerous other barriers to employment, they are also forced to contend with the stigma of being an ex-offender (Council of State Governments, 2003). The inability of an ex-offender to find a job affects society as a whole with studies showing that ex-offenders who cannot find jobs are more likely to re-offend (Staff & Uggen, 2001).  To make matters worse, the jobs they do find are frequently unskilled and ex-offenders are often paid 10 to 30% less than their counterparts who do not have a record (Petersilia, 2003).

Challenges Faced by Ex-Offenders Seeking Employment

Lack of Basic Necessities

A place to live, access to transportation, and identification are all needed when applying for and maintaining a job.  So are other basic necessities such as toiletries, appropriate clothing, and a telephone number that an employer can call.  These things may seem simple enough, but obtaining some of these items can be quite difficult for someone who has just been released from a correctional facility.   Community service providers in Delaware report that they are frequently called upon to help recently released ex-offenders with even the most basic necessities, such as a comb and a toothbrush. Unless an inmate has the support of family or friends, he or she is likely to be released without even these simple things and must turn to charitable organizations or non-profit agencies for assistance.  

Identification


Lack of official identification is also a common problem for ex-offenders.  While the Delaware Department of Correction releases inmates with a photo identification card, this cannot always be used as official identification and often it is not even accepted by other state agencies.  Without official identification, an ex-offender may find it difficult to fill out a job application and will not be able to provide the necessary documents for an I-9 form if they do manage to secure employment.

Transportation


Transportation can also present a significant barrier to employment.  Ex-offenders may have difficulty providing the identification necessary for a driver’s license or they may be barred from getting a license because of the nature of their offense.  In Delaware, the issue of transportation becomes more troublesome because of the lack of adequate public transportation, especially in Kent and Sussex Counties.  Even in the City of Wilmington, public transportation can be an issue due to limited service on nights and weekends.

Reluctance of Employers to Hire Ex-Offenders

According to the Report of the Reentry Policy Council (2003), 60 percent of employers, upon initial consideration, would not hire a released individual.  Some studies indicate an even greater reluctance to hire ex-offenders, finding that only 12.5 percent of employers would definitely consider hiring those with criminal records (Holzer, Raphael, & Stoll, 2001).  Today’s technology makes it easier than ever to conduct background checks on potential employees, and when faced with a choice between an applicant with a criminal history and one without, the employer is likely to hire the one without.  

Many employers view ex-offenders as less than ideal employees, not only because of their criminal histories, but also because ex-offenders tend to have low levels of education, low skill levels, and may face physical and mental health problems (Council of State Governments, 2003).  Ex-offenders are unlikely to have had steady employment histories and many lack even basic “soft skills” which include job readiness skills, such as being trustworthy, responsible, and showing up for work on time. Many job applications ask about criminal history and a person’s status as an ex-offender can be enough in and of itself to lead an employer to believe that the applicant lacks these qualities (Holzer, et al., 2003).

There is also a fear of being held responsible for the criminal actions of employees.  Some insurers have gone so far as to refuse coverage or raise insurance premiums if an employer hires ex-offenders.   

Legislative Barriers to Employment

Another obstacle is that certain felony convictions can bar ex-offenders from some occupations under state and sometimes federal law (Council of State Governments, 2003).  Delaware has made some progress in this area.  Senate Bill 229 requires licensing agencies to revise their standards so that only criminal offenses that are related to the occupation will bar an individual from becoming licensed.  However, this is relatively new legislation, and while it is certainly a step in the right direction, the impact of the bill has yet to be determined.

Retaining Employment

If ex-offenders are able to find employment after release, keeping a job can be a challenge. According to the National Institute of Corrections, the biggest obstacles to job retention are substance abuse, limited transportation, little knowledge of workplace culture, and lack of meaningful support (Council of State Governments, 2003). If ex-offenders are to find and retain their jobs, it is necessary for them to be provided with the appropriate tools and a network of support to enter into while still incarcerated. 

Work Release 

Work release programs are designed to allow inmates to work outside the correctional facility during the day, but to return at night and remain under supervision.  In Delaware, work release centers are Level IV facilities.  Offenders in Delaware can either be sentenced directly to a work release program or they can be classified to one by the DOC to serve the last part of their sentence in a work release center.  Offenders in Delaware’s work release facilities participate in a number of programs and have access to a variety of services to assist with reentry.  The majority of offenders placed in Level IV work release facilities are also participants in the Crest Drug Treatment program where they receive substance abuse and life skills training.  Those not in Crest are assisted by program counselors and are eligible to participate in approved community programs.

Offenders in Delaware work release programs receive initial orientation to the work release facilities and then progress through a phased release process.  Offenders are allowed to seek employment and are assisted by counselors if they have difficulty finding employment.   Offenders are also encouraged to set aside part of their earnings to help them in their transition back to living full-time in the community.  Through this phased release process, offenders are gradually released back into the community, which also allows for the offenders and their families to work out housing and other arrangements prior to release from Level IV.


Delaware’s has five Level IV facilities: Central Violation of Probation Center, Morris Community Correctional Center, Plummer Community Correctional Center, Sussex Community Correctional Center, and the Women’s Work Release Center at Baylor.  As of August 2006, the  approximate populations in Delaware’s work release facilities were: Work Release –320, CREST - 440 and Violation of Probation Centers – 410 (J. Paesani, personal communication, August 22, 2006).


Work release can provide a crucial intermediate step that allows an offender to transition back into the community.  However, while counseling staff works to identify areas of concern and resolve issues prior to an inmate’s release from a facility, many offenders have problems that cannot be fully addressed or resolved during the time they are in work release.  Also, it is important to remember that a large number of inmates are released directly from Level V facilities without ever participating in work release.  These ex-offenders do not have the same gradual introduction back into their communities or the same opportunity to participate in treatment programs and find employment prior to release.

Prison Employment and Prison Industries 

In order to gain work experience and training, inmates can also hold jobs within correctional facilities or participate in prison industries programs. For those inmates who hold jobs within correctional facilities, there are only a limited number of positions and those available tend to involve general maintenance assignments rather than assignments that would allow for the development of more marketable skills (Council of State Governments, 2003). There are similar issues with prison industries programs where there are simply not enough open positions to provide every eligible prisoner with work experience (Council of State Governments, 2003). An example of this can be found in Delaware’s Prison Industries Program which trains and employs inmates in fields such as garment production, silk screening, upholstery, and printing, but only has room for approximately 200 participants (Delaware Department of Correction, n.d.).  While any type of employment while in prison may be useful to instill good work habits and discipline, there has been criticism that prison employment and prison industry programs provide inmates with skills that they may not be able to use outside of the prison walls.  Furthermore, the number of inmates employed is limited and in Delaware, Prison Industries operates in only two facilities – one at the Delaware Correctional Center and the other at Sussex Correctional Institution.  

While the majority of Americans believe that prison education and job training will aid reentry efforts (Open Society Institute, 2002), the reality is that as inmate populations across the nation have grown and correctional expenditures have soared, correctional institutions have had to focus their limited resources on staff, construction and skyrocketing healthcare costs instead of on prison programs such as job training (Petersilia, 2003).  This is true in Delaware where staff shortages, safety concerns, overcrowding, and budget constraints have led to a reduction in programs and the warehousing of inmates.  Even if an institution wants to offer programs, it may be physically and financially unable to do so.  Cuts in programs should not automatically be viewed as an unwillingness to offer programs so much as an unfortunate result of a growing inmate population, soaring costs, and limited budgets.

Community Programs that Work with Ex-Offenders


Ex-offenders can also turn to community service providers and non-profit agencies for assistance in seeking employment.  There are a number of agencies throughout Delaware such as Goodwill Industries of Delaware and Delaware County (Goodwill) and the Delaware Center for Justice (DCJ) that have programs specifically designed to assist ex-offenders.  Goodwill helps ex-offenders find employment, engages in outreach to employers and also sets aside maintenance and retail jobs in their own facilities in order to employ ex-offenders.  One of DCJ’s programs assists probationers by helping them with resume writing, interview, and job retention skills.  There are also smaller agencies, charities, and churches that work with ex-offenders.  Given the reluctance of employers to hire ex-offenders, even just having an intermediary who is willing to contact the employer on the ex-offender’s behalf is sometimes enough to convince the employer to give the person a chance.  
Delaware Department of Labor and the Prison-to-Work Initiative

The Delaware Department of Labor (DOL) provides a variety of different services to those seeking employment in the state, including ex-offenders.  The Prison-to-Work Initiative is part of the Delaware Department of Labor and was created to develop opportunities for persons re-entering the work force after release from prison and to help them successfully compete for employment.  

Number of Ex-offenders Served by DOL

The Prison-to-Work Initiative tracks all ex-offenders served by the DOL.  However, it is important to note that the DOL relies on self-reporting and does not directly ask someone about criminal history.  The DOL does ask about barriers to employment, and this is when most people will provide information about past arrests and convictions.  Statewide, the numbers served are significant, since “ex-offender” encompasses anyone with a criminal record, not just those recently released from a correctional institution.

Referrals to DOL

Ex-offenders are referred to the DOL in a number of ways.  People directly seek services or are encouraged to contact the DOL by other agencies, organizations, churches, family, or friends.  The Prison-to-Work Initiative also reaches out to offenders at the Plummer Center.  The Prison-to-Work Administrator visits Plummer Center on a weekly basis and sees offenders before they even begin the job-seeking process.  The Administrator meets with the offenders to provide them with information about DOL programs as well as the basics of interviewing and “soft skills” that will help them keep a job.
  At Plummer Center, the Prison-to-Work Initiative works with approximately 100 to 150 offenders per month (S. Brewington-Carr, personal communication, August 22, 2006).  Other DOL staff visit offenders at work release facilities in Kent and Sussex counties.  When asked about ways in which outreach could be expanded, Sherese Brewington-Carr, Administrator for the Prison-to-Work Initiative, recommended that all inmates in DOC facilities should receive referrals to the DOL before release (S. Brewington-Carr, personal communication, August 22, 2006).

Challenges to Providing Reentry Programs

The Prison-to-Work Initiative and Department of Labor face a number of challenges in helping ex-offenders find employment.  One challenge is funding.  A number of the Prison-to-Work Initiative’s programs were funded by the SVORI (Serious and Violent Offender Reentry Initiative) grant which ended December 31, 2006.  Although the Prison-to-Work Initiative exists beyond just the SVORI grant, the end of the SVORI grant ended funding to some programs.  

For a variety of reasons, it can be difficult to find employers willing to hire ex-offenders.  The Prison-to-Work Initiative stresses that above all, ex-offenders need to appear dependable and have basic “soft skills”.  Although finding employment is a challenge for most ex-offenders, some have more difficulty finding employment than others.  Sex–offenders are the hardest to place and the SVORI grant did nothing to address this population because it specifically excluded sex-offenders (S. Brewington-Carr, personal communication, August 22, 2006).

Another issue is restrictions due to probation.  A common probation restriction is a curfew.  This could prevent an ex-offender from accepting employment that would require nighttime hours.  The Department of Correction does not have a stated policy that prohibits employment when an ex-offender has a curfew as a condition of supervision, and so in some cases, if there is legitimate employment, the probation officer can document the work hours during the time that would be past curfew (S. Taylor, October 27, 2006). In some cases, however, the court may have placed special conditions on the ex-offender’s supervision, which would restrict the ex-offender from working during the evening or night. While curfews may be necessary in some instances, it might be useful to consider when a curfew really enhances public safety and balance that against the best interests of the ex-offender in finding employment.  

Overview of Reentry Programs

In addition to working with offenders at work release centers, the DOL also works with employers to encourage them to hire ex-offenders.  One way in which they do this is through a federal bonding program that attempts to alleviate concerns about hiring ex-offenders by issuing an insurance bond.   Another way to encourage employers is the Work Opportunity Tax Credit (WOTC).  The WOTC tries to encourage employers to hire ex-offenders by reducing the employer’s federal income tax liability for each ex-offender hired.  However, in terms of the Work Opportunity Tax Credit, the DOL reports that many employers do not follow through (S. Brewington-Carr, personal communication, August 22, 2006).  The DOL works with many small businesses which often do not have the time or resources to complete the complex paperwork that is necessary.  

The Prison-to-Work Initiative is also exploring ways to partner with Prison Industries and the Delaware Department of Education with the goal of helping inmates receive training, accrue apprenticeship hours and receive certifications.  At this time, there is an informal effort through Goodwill Industries of Delaware and Delaware County, but the DOL hopes to implement a more formal program.  The Prison-to-Work Initiative has also recommended bringing Prison Industries more in line with the DOL’s future job forecasts in order to train inmates for jobs that are likely to be available in the coming years.

The Prison-to-Work Initiative has also explored providing stipends and support to ex-offenders while they participate in education and training programs.  An initial program (which served approximately 30 ex-offenders) included six weeks of paid training focusing on job readiness.  The program also paid for certification training at Delaware Technical and Community College and provided food and transportation.   Because of the numerous challenges ex-offenders face, including meeting basic needs for food and shelter, they may find it nearly impossible to pursue the education or training required to find employment without such support.

EDUCATION

“[R]esearch has consistently demonstrated that low academic skills, underemployment, and a criminal lifestyle are interrelated.  Just as traditional educational institutions promote the successful integration of individuals into society, the goal of correctional education is the re-integration of offenders into society” (Batuik, Lahm, McKeever, Wilcox, & Wilcox, 2005, p. 55).

Education is fundamental to success in life, providing individuals with the skills and confidence to achieve career goals and become functioning, contributing members of society. Research has shown that with the attainment of some form of educational degree - whether vocational, secondary, or postsecondary - recidivism rates are much lower (Council of State Governments, 2003).  In the late 1990s, the Correctional Education Association conducted the Three State Recidivism Study for the U.S. Department of Education to determine if education has a significant impact on the behavior of inmates after release. The study found that re-arrest, re-conviction, and re-incarceration rates were lower for the inmates that had participated in correctional education than for non-participants (Steurer, Smith, & Tracy, 2001). The differences were significant in every category including re-arrest rate, re-conviction rate, and re-incarceration rate (Steurer et al., 2001).

Prison Education in Delaware

Many inmates who enter correctional institutions are illiterate, and the majority of inmates have low levels of education (National Institute on Literacy, n.d.).  In the United States, only sixty percent of inmates have a GED or high school diploma compared to eighty-five percent of the U.S. adult population (Petersilia, 2003).  Thirty-one percent of probationers have not finished high school or gotten their GED (U.S. Department of Justice, 2003). In Delaware, those enrolled in Prison Adult Education programs enter with very basic education skills (Delaware Department of Education, 2005). In order to accommodate the complex needs of these inmates, a wide variety of programs have been established.

In July 2000, Delaware’s Department of Education (DOE) became responsible for providing adult education programs in Delaware’s correctional institutions.  The goal of Prison Adult Education was to institute educational programs based on the Delaware Adult Education Model and to also include other components such as Life Skills training to facilitate the reentry process. The DOE chose this model because it allowed them to emulate the current Delaware Adult Education model that is used outside of correctional institutions.  This was done in order to more easily allow inmates to transition to outside educational programs upon release.  In June 2002, postsecondary education was added to the expanding Delaware prison curriculum through an agreement with Delaware State University. In 2003, Annenberg/CPB courses were offered that could be used to start a transcript available for transfer to a college of the inmate’s choice upon release.   In 2004, special education services were expanded to include all inmates, including pre-trial detainees. Delaware’s Prison Adult Education Programs currently operate under a budget of $3.3 million with 43 teachers and supervisors at four institutions and 60 inmate tutors (M. Owens, 2007).
Delaware’s Prison Adult Education Programs

Overview

As was previously mentioned, many inmates entering correctional institutions are illiterate and do not have even the most basic education (National Institute on Literacy, n.d.).  A report published by the Delaware Department of Education (2005) indicated that sixty-three percent of enrollees in Prison Adult Education programs entered the programs at the Adult Basic Education (ABE) level which means that their basic skill level was at an 8th grade level or less.  This was true regardless of the actual highest grade of school completed.  In order to meet the extensive educational needs of Delaware’s inmates, the Prison Adult Education curriculum offers the following programs:

1. Adult Basic Education (ABE) offers instruction to improve the skills of adults with less than 8th grade level skills.

2. English as a Second Language (ESL) improves English language proficiency for adults who do not use English as their primary language.

3. GED programs help to prepare inmates for the GED exam to demonstrate high school proficiency.

4. Special Education Services are available for individuals 20 and older; following the Delaware model and providing additional educational resources and services. Individual Educational Plans are utilized for learners diagnosed with a disability.

5. The James H. Groves Adult High School program allows inmates to complete high school while incarcerated. It a statewide program that is also available outside of correctional institutions.  

6. The Vocational Skills program offers occupational skills instruction to help inmates secure employment upon release.

7. The Life Skills program offers therapy and provides training in dealing with past decisions and how to make positive decisions in the future.

8. The Postsecondary program receives grants from the U.S. Department of Education to offer a college program for offenders under twenty-five and within five years of release. 

Although most of the DOE programs focus on basic education and helping inmates to acquire the equivalent of a high school education, there are additional programs designed to meet other needs.  

Postsecondary Education

Research has consistently shown that the higher an inmate’s educational attainment, the lower the likelihood of recidivism, and inmates who have received postsecondary education while incarcerated have the lowest recidivism rates (Batuik et al., 2005).  In Delaware, if an inmate has already earned his or her GED, he or she may be able to take postsecondary courses. Delaware State University offers two courses per semester at each institution in Delaware. However, due to Title IV of 1994’s Higher Education Act, Pell Grants are no longer available to inmates who seek a college education while incarcerated (Petersilia, 2003). Fortunately, Delaware has a federal grant of $100,000 to offer college courses to eligible inmates and does not have to rely on Pell Grants for postsecondary education programs. However, while these federally funded courses are successful within the prison setting, the inmates’ transition into higher education programs outside the prison walls can be difficult and we are not aware of any formal programs designed to help ex-offenders who earned college credits continue their education after release.  It should also be noted that the Delaware State University courses are only available to inmates under 25 who are within five years of release.

Vocational Education

In the 1970s and 1980s, vocational education was hailed as the preferred method to reduce recidivism. It was thought to eliminate idleness in prisons, provide inmates with marketable skills that they could use upon release, and lower correctional costs through partnerships with industries (Batuik et al., 2005).  Although vocational education was in fact shown to be effective in reducing recidivism, the option to participate in vocational training has been limited by program cuts and waiting lists. 

Despite the proven effectiveness of vocational programs, as in many states, Delaware offers few opportunities to participate in these programs.  In 2005, only 297 Delaware inmates were enrolled in vocational programs and only 208 of those completed the program (Delaware Department of Education, 2005).  While inmates can work through Prison Industries, this is not considered a vocational education program because inmates receive no formal instruction.  It should also be noted that Prison Industries may not be an adequate substitute for inmates who would benefit from a vocational education as opposed to a traditional academic program. 

Life Skills Program

The Life Skills program focuses on Moral Reconation Therapy (MRT) to help students focus on decision-making and how decisions impact their lives. This four-month psycho-educational program is offered in four state correctional facilities in Delaware – Delaware Correctional Center (DCC), Sussex Correctional Institution (SCI), Baylor Women’s Correctional I nstitution (BWCI), and Howard R. Young Correctional Institution (HRYCI). Originally designed to reduce violence in prisons, it focuses on academic as well as behavioral skills because many inmates have complex behavioral problems that require more than just a basic academic education. The U.S. Department of Justice’s 1998 study on Delaware’s Life Skills program notes: 

“To address these additional barriers to success, a number of corrections departments have implemented so-called life skills programs that provide inmates with the knowledge, skills, and attitudes they need to maintain strong family ties, find and keep good jobs, manage their finances, and lead productive lives” (p. 4).  

Delaware’s Life Skills program teaches academic skills such as language expression, behavioral skills such as anger management, and applied skills such as how to conduct a job search. At the core of all the services offered is MRT. The instructors use MRT in every class, hoping to change the way inmates think about their actions. Unfortunately, this program is not offered in all Delaware correctional institutions and the programs that are available often have waiting lists. 

Challenges to Providing Prison Education Programs

According to the Delaware Department of Education (2005), the mission of Delaware’s Prison Adult Education program is:

“. . . to offer a quality adult education program that will provide an educational foundation to enable offenders to be productive workers, family members, and citizens while incarcerated and upon release from prison (p. 1).  

Nationally, public sentiment seems to echo this need for education in prison in order to help ex-offenders become productive citizens and lower recidivism rates. Nearly two-thirds of all Americans (66%) agree that the best way to reduce crime is to rehabilitate prisoners by requiring education and job training so they have the tools to turn away from a life of crime, while less than one in three (28%) believe that keeping criminals off the streets through long prison sentences would be the more effective alternative (Open Society Institute, 2002).

With public attitude shifting toward rehabilitation, and research demonstrating the effectiveness of education on reducing recidivism, it would seem that educational programs should be a priority in correctional institutions throughout the United States.  However, numerous barriers, both institutional and personal, can impede ex-offenders from receiving the education and training they need to get a job and support themselves upon release. Although many Americans support prison education as a way to rehabilitate inmates, public sentiment and political rhetoric have also contributed to a reduction in programs.  According to the “principle of least eligibility”, prison should be punishment and inmates should not receive for free what others must pay for (Petersilia, 2003).  

Approximately 2,000 Delaware inmates take part in prison-based education programs each year (Delaware Department of Education, 2005). A report released in June 2005 found that since the Prison Adult Education programs began in September 2000, there has been a 320 percent increase in participation (Delaware Department of Education, 2005). While more inmates are participating in the programs, it is important to remember that the inmate population has experienced significant growth and there is an increased need for educational programs.  Also, despite increased participation, programs have experienced cutbacks, including in the number of teachers.  When asked about the biggest challenges to providing education programs, Dr. Fran Tracy-Mumford, Director of Adult Education for the Delaware Department of Education, reported, “There are more inmates who need services than teachers or space to provide it” (F. Tracy-Mumford, personal communication, August 10, 2006). 

Due to the large number of inmates entering correctional institutions, waiting lists have become a serious barrier to participating in education programs. As of October 5, 2005, waiting lists existed at DCC and HRYCI.  The longest waits at DCC were for the Vocational Skills Program which had 400 offenders on the list and the Postsecondary Program which had 84 offenders on the list (Delaware Board of Parole, n.d.). 

When resources are available, the success rates for Delaware’s Adult Prison Education programs can be quite high. Statistics issued by the Delaware DOE indicated the following success rates in their programs: the GED program had a 97 percent pass rate on the exam, the Life Skills program had an 81 percent completion rate; Postsecondary education had a 95 percent completion rate; and Special Education had an 89 percent gains rate (Delaware Department of Education, 2005). 

Although the programs are effective, there are significant time constraints and program completion issues.  One issue is that some inmates are released before they can complete the educational program in which they are enrolled. Inmates who are released suddenly are unlikely to have the opportunity to plan and often do not receive information about how to link to community education services. Other inmates are transferred mid-program to other institutions and may find it difficult to transition back into the education program in another facility, especially if it is overcrowded.   

In addition to sudden releases and transfers, education programs are only offered during the day and there are a number of obligations which can cause an inmate to miss class or be unable to even enroll in a program.  Many of these are based on other activities within the institution, such as dentist and medical appointments, haircuts, visits, trips to the commissary, work assignments, and lock-downs.  

Inmates can also create barriers for themselves.  While some absenteeism for medical and job-related scheduling conflicts may be beyond the inmate’s control, poor attendance due to disciplinary infractions is not. Prison is a difficult setting in which to educate due to a prison culture that encourages crime and violence. There is often the pervading notion in prison that you do not need an education to “make it on the streets.” A general peer pressure also exists that can make it difficult even for inmates who want to learn. In response to this peer influence, the Life Skills program has been developed to specifically combat those attitudes which endanger progress.  DOC Commissioner Carl Danberg noted at the 2007 League of Women Voters League Day Event that the average Delaware inmate has a 6th grade education. Bringing these inmates to the GED level is an effort that requires time and dedication. Therefore, inmates not only have to be committed to their education while incarcerated, they must also be prepared to continue their education outside of prison if their sentence ends before they are able to receive a GED.
Post-release Educational Opportunities


As previously mentioned, inmates sometimes have difficulty linking to outside programs after their release.  However, even when they do receive information about how to link to additional educational opportunities, they may face other barriers.  For example, depending on the nature of their offense, they may not be eligible for student loans or for certain programs of study.  Also, faced with the challenge of meeting even basic needs such as food, housing, and employment, continuing an educational program may understandably not be high on the list of a recently released inmate’s priorities.

SUBSTANCE ABUSE

Individuals who are suffering from severe addiction, many with co-occurring disorders, need support during the period of transition out of prison and back to their communities.  Faced with many obstacles (finding housing, seeking employment, reconnecting with families, making probation appointments—to name a few) they face the added pressure of their addiction.  Treatment is a long process, and it is common for ex-offenders to fall back into using addictive substances.  Without substance abuse treatment while incarcerated, and support and supervision upon reentry, an ex-offender is more likely to return to the drug-using habits that existed before incarceration.  The return to a substance abusing lifestyle may also open the door to other future criminal activity.  As Joan Petersilia (2003) states in When Prisoners Come Home, “Of course, lack of treatment for substance-abusing prisoners endangers the public” (p. 48).


According to the Delaware Department of Correction, eighty percent of the state’s offender population abuses substances (Delaware Department of Correction, n.d.b.).  However, only half of those offenders receive any treatment at all while incarcerated, and that treatment is likely to not be an entire treatment program (Taylor & Williams, 2005).  With many studies revealing that substance abuse treatment is most effective over an extended amount of time (National Institute on Drug Abuse, 2002), followed by monitored flow-down case management and aftercare, and that such treatment is proven to decrease continued criminality (Whitten, 2006), it is troubling that so many inmates are not able to take advantage of treatment programs in prison.  
Trends and Changes in Delaware’s Sentencing of Drug Offenders


During the 1980s, the United States started to wage the “War on Drugs.”  Delaware, like many other states during this time period, instituted mandatory minimum drug sentencing laws, toughened existing drug laws, and finally abolished parole in 1990.  While it is unclear whether or not these “tough on crime” laws had any effect on the drug-using habits of Delawareans, evidence suggests that they have had an effect on Delaware’s prison population and corrections expenditures.  According to the Delaware Department of Correction, in 1982 there were 1,747 inmates in Delaware’s Level V and Level IV facilities; today there is an average daily population of 7,000 or more, at a cost of $30,000 per inmate a year (C. Danberg, 2007). With the rate of violent crimes declining across the nation in the 1990s, the likely explanation for this outstanding population surge in Delaware’s prisons is the change in the way substance abusing offenders are sentenced — particularly through the use of mandatory minimum drug sentencing laws.  Delaware is not alone in its prison population boom; experts from across the nation have traced similar trends in every state in the nation (Associated Press, 2005). 

Delaware’s Drug Court and the Treatment Access Center


In the late 1980s and early 1990s, with the population continuing to rise in Delaware’s prisons and recidivism rates continuing to be dismal (Delaware Statistical Analysis Center, 1997), it became clear that new strategies had to be undertaken to combat the number of substance abusing offenders who were cycling in and out of Delaware’s correctional system.  In response to these trends, in 1992 Delaware’s General Assembly passed House Bill 588, which created a Treatment Access Committee that would evaluate treatment gaps both in and out of prison and set up a Treatment Access Center (TASC) that would serve as a liaison between the criminal justice system and drug treatment programs.  In 1995, TASC was incorporated under the Delaware Department of Health and Social Services, Division of Substance Abuse and Mental Health (DSAMH). 


During this same time period, in 1993, the state of Delaware also initiated the Drug Court within the Superior Court. A description of the Drug Court, found on the DSAMH website notes:

“The Drug Court establishes the judge as the central figure to facilitate the effective implementation of sentences imposed.  That is, the judge maintains involvement with the offender until completion of the sentence.  Using his or her authority, he ensures that treatment and supervision are delivered in a coordinated and effective manner.  In some jurisdictions, special courts are established to maintain regular, direct contact between the judge and offender in treatment.   This structure is designed to actively conduct and support the notion of compulsory treatment—utilizing the criminal justice system to facilitate offender retention and successful outcomes in treatment” (Delaware Department of Health and Social Services, n.d.). 

TASC plays an essential role in the Drug Court—it provides assessments, drug monitoring and updates to the judges, and case management, treatment and referrals (when appropriate) to their clients.  They also bring clients back for status hearings in front of the judge. 


Superior Court has four tracks for sentencing drug offenders; two of these tracks are under the auspices of the Drug Court.  Track I is for offenders who violate probation on new drug charges. Track II is for those with first time or relatively minor charges.  There also exists a Drug Court Diversion Program for those convicted of misdemeanor or low-level possession drug offenses.    If the offender is sentenced to a sentence in a Level V or Level IV facility, TASC monitors the treatment that offender receives while incarcerated, although treatment in prison is not provided by TASC.  TASC does not monitor those drug offenders sentenced to the other two tracks of Superior Court, but may still provide assessments to the judges.   


Intake and Assessment of Offenders in Need of Substance Abuse Treatment


When an offender arrives in prison, regardless of the offense for which they were admitted, CMS assesses their treatment, medical, and mental health needs within two hours of intake.  This assessment includes taking a substance abuse history. (S. Taylor, 2006).  In some instances this assessment, as well as any assessments from TASC, will be given to the classification board for treatment and classification purposes.  The classification board decides if inmates need substance abuse treatment and will assign them to a program based on their needs.  While several treatment programs exist, the Key/Crest Program is the only one that is licensed and follows the offender through Work Release and Aftercare.   Unfortunately, there are a limited number of beds available in the Key programs which are located at Sussex Correctional Institution, Howard R. Young Correctional Institution and Baylor Women’s Correctional Institution.  While the Key program is only located at three facilities, inmates from all Level V facilities are accepted into the program.


Offenders are admitted to the Key program through several routes:  If they are pre-screened by TASC and it is determined that they need to be in the program; if they are court-ordered there; if the classification board determines that they need to be in the program; or through self-referral with approval by the classification board.  Maximum security offenders cannot participate in the program, although some serious offenders may go through the program if they are mandated to do so by the Board of Parole.  First priority, however, must be given to those offenders who have been sentenced to Key.   Those inmates who are not able to participate in Key may be able to complete other treatment programs.
Treatment Programs in Department of Correction Facilities

The Key / Crest / Aftercare Continuum
 

Delaware’s Key/Crest/Aftercare Continuum program is nationally recognized as a highly successful substance abuse program within the prison setting (Whitten, 2006).    Recidivism studies of those who have completed the program show the most success for those offenders who complete all three components of the Continuum (Whitten, 2006).  However it is important to remember that, for a variety of reasons, there are a number of inmates who are not able to complete the full Continuum.  The Key program (Level V) was initially implemented as a therapeutic community substance abuse treatment program by the state in 1988.   The Crest Program was designed by the University of Delaware’s Center for Drug and Alcohol Studies and began operating in 1991, and was intended for those inmates who have completed Key and who flow down to the Level IV Work Release Centers.  Management of the Continuum was ceded to CiviGenics in 2003, which administers the Key and Crest programs, as well as the Aftercare component of the Continuum.  

Key


The first component of the program, Key, is designed as a therapeutic community that addresses not only substance abuse but also the mindset behind addiction.  The National Institute on Drug Abuse (NIDA) describes therapeutic communities as: “drug-free residential settings that use a hierarchical model with treatment stages that reflect increased levels of personal and social responsibility.  Peer influence, mediated through a variety of group processes, is used to help individuals learn and assimilate social norms and develop more effective social skills” (National Institute on Drug Abuse, 2002). Inmates in the Key program live, work, sleep, and eat within the Key Wing of the prison, interacting only with other offenders in the Key program.  Many of the programs are peer run, and participants in the program are given duties to perform within the group settings.  Typically, inmates enter the Key program in the last 12 to18 months of their sentence, and they stay in the program for about nine months to a year.

Crest


The second component of the program is Crest which operates out of Level IV Work Release Centers.  Crest is a critical program for Key completers as it allows for the offender to transition from prison to the community. Those offenders who have completed Key are expected to complete the Crest program when they move from the Level V facility to the Level IV Work Release Centers.  Additionally, other offenders who did not complete the Key program are sometimes court-ordered to Crest — often these individuals were not sentenced to a Level V facility at all.  There is also the option for those who did not go through the Key program in a Level V institution to go through a three-month orientation program called New Horizons at the Central Violation of Probation Center before going to a Crest program in a Level IV facility.  This program is also administered by CiviGenics. 


Typically, Crest is a six to nine month program.  In the first half of the Crest program, the offender lives at the Work Release Center and participates in counseling, group sessions and preparation for reentry.  In the second half of the program, the offender can leave the Work Release Center to work at a job and visit family, but must return at night or after a weekend furlough.  Routine drug tests occur and violations are met with either dismissal from the program or a “tune-up” of skills learned, depending on the cooperation and honesty of the offender, or whether the offender has a court-ordered “zero-tolerance” sentence.  Those inmates who have a “zero-tolerance” sentence cannot break any of the cardinal rules of the Department of Correction.  These inmates are likely to be dismissed from the program and may be sent back to a Level V facility. 

Aftercare

The final component of the Key/Crest program is Aftercare.  All offenders who have participated in Key and/or Crest are required to participate in Aftercare services provided by CiviGenics.  Probation officers work with CiviGenics staff, and are paired with offenders before release from the Work Release Center.  During the Aftercare portion of the program, offenders return to the Work Release Centers or the Probation Day Reporting Centers to participate in group sessions, counseling, and routine drug testing.  
Effectiveness of the Continuum and Some Questions to Consider


The Key/Crest/Aftercare model has consistently shown to be effective at reducing recidivism, especially when an inmate completes all three components of the Continuum (American Psychological Association, n.d.).  The Department of Correction’s website reports significant cost-savings associated with this treatment program; this is supported by University of Miami researcher Kathryn E. McCollister who studied Delaware’s Key/Crest/Aftercare model (Substance Abuse Policy Research Program, 2004). McCollister found that offenders who received substance abuse treatment in a work release setting spent 49 less days incarcerated than those who did not receive substance abuse treatment in the standard work release program. The daily cost to provide treatment and job training to offenders in the state of Delaware is $65, while the daily cost for incarceration is $57. Incarceration without treatment or job training programs is seemingly cheaper, but when one considers the benefits of treatment and training which are a lower likelihood of recidivism, less reliance on social welfare programs, and less cost associated with the health consequences of drug use, providing drug treatment and job training is more cost effective in the long-term.


With this clear success rate, why aren’t more inmates offered the chance to participate in the Key/Crest/Aftercare Continuum?  According to Commissioner Carl Danberg, the difficulty in providing drug treatment to those who need it is not solely a funding issue. Perhaps the most significant obstacle in providing treatment is the fact that most inmates are incarcerated for only a short period of time. Approximately 20,000 people come and go through the DOC each year and the average sentence is 120 days (C. Danberg, 2007).  Much of the population is not incarcerated long enough to participate in drug treatment programs and for those who are awaiting trial, the DOC cannot compel them to participate in programs. There is clearly a need for an effective short-term program.  

Classification levels also determine whether an inmate can access a treatment program.  Offenders classified as maximum security cannot participate in programs such as Key.  In fact, since the violent incident that occurred in the Delaware Correctional Center in Smyrna in the summer of 2004, during which a counselor was taken hostage and raped by an inmate, the Department of Correction changed it’s classification standards and its security levels, in part because the inmate who committed the act was initially classified as maximum security and had been re-classified as medium-high security at the time of the incident which took place entirely in the medium-high security unit (MHU). This has resulted in judges finding that offenders they court-ordered to treatment may not be eligible to enter the program.  Although the first priority of the DOC must be security, ideally the safety of the communities into which these untreated offenders will one day be released must also be considered. 


Most inmates will be released and will reenter the community at some point, and those reentering without substance abuse treatment will be at greater risk of re-offending if they have not undergone treatment.   As former Delaware Superior Court Judge Richard Gebelein points out: 

“Clearly a 10%-15% reduction in recidivism is a benefit to the community.  That reduction is likely to be substantially improved as the community aftercare (or continuing care) component of the TC
 program becomes operational.  Using prison time as an opportunity to address addiction is clearly superior to using it solely for incapacitation.  Returning the worst offenders to the community with structure in their lives provides an enormous gain for the community” (Gebelein, 2004). 
Expanding access to substance abuse treatment can only make our communities safer.   Without treatment, addicted, and sometimes violent, offenders may become a burden to society and a danger to our communities.  
The GreenTree Program


The GreenTree program operates out of Delaware Correctional Center (DCC) and Sussex Correctional Institution (SCI).  It is a peer-run therapeutic community treatment program with oversight from Department of Correction counseling staff.  The program is typically 18 to 24 months long, although an Acceleration Treatment Phase exists for those who will be leaving prison shortly.  Typically, the accelerated GreenTree program is six months to a year. The program consists of seven sub-groups that deal with different topics that address substance abuse and criminal behavior.   Each of these subgroups is eight weeks long and the inmate takes two at a time.  The accelerated track inmates participate in three of these subgroups at a time (Fountain, Boardley, Brinkley, Nichols & Hobson, n.d.).


The seven sub-groups are complimented by materials acquired from other agencies as well as volunteer and staff from agencies, such as the Alternatives to Violence Project, that come into the prisons to work with GreenTree participants.  Another distinguishing feature of this program is the Hot Seat Groups.  During this time the offender shares his life story and experiences in front of the other inmates, with the goal of confronting the problems in his life that may have led to criminal behavior and addiction.

Sussex Boot Camp


The Sussex Boot Camp, which is on the grounds of SCI, has a substance abuse psycho-educational program that is administered by CiviGenics.  Unlike the Key program in other Level V facilities, the Bootcamp treatment program is not designed as a therapeutic community. Instead, treatment takes place in classroom settings.  The Boot Camp began in 1997, after legislation was passed in the Delaware General Assembly that mandated its opening.  Both men and women convicted of non-violent crimes are permitted in the program, with an average age of 24.5 years on the day they were admitted (Delaware Statistical Analysis Center, 2001). Once inmates complete the program, they are able to continue the rest of their sentence at Level IV or Level III.  CiviGenics provides Aftercare services to those who complete Boot Camp. 

Other Treatment Options


Other treatment options are available for those inmates who do not go through Key/Crest, GreenTree, or Boot Camp.  For detentioners in Howard R. Young Correctional Institution (commonly known as Gander Hill), CiviGenics administers a short term (minimum of 45 days) therapeutic community treatment program called 6 for 1.   Treatment programs offered by the Bureau of Prisons’ counseling staff also include Substance Abuse Reality classes, New Start (a six-week treatment program), Tempo (a four-month substance abuse relapse program), and various other programs that may touch on substance abuse issues. Programs like Alcoholics Anonymous and Narcotics Anonymous are also available.  In addition, outside agencies also provide treatment services and group discussions to inmates who need it, under the supervision of counseling staff. 

Substance Abuse Treatment after Prison


After leaving prison, those who do not go through the Key/Crest program, but who are determined to be in need of treatment, must access treatment through a community provider.  These agencies do not have a contract with the DOC, and instead have contractual agreements with DSAMH.  The community providers do not receive assessments, records, or case histories from the DOC Level V institutions, but reported good communication with probation officers.  Probation officers administer their own assessments (the LSI-R) to those who are recently released from Level V or Level IV facilities, and use this information to refer ex-offenders to treatment and monitor the treatment received through the community providers.  This positive relationship with probation officers may be due to the fact that some agencies, such as Connections CSP and Brandywine Counseling, have employees that work at some of the Probation and Parole Day Reporting offices.  These agencies also noted a good working relationship with TASC. 


The community providers that we interviewed shared many of the same concerns:  formerly incarcerated individuals struggled with finding housing, jobs, and reconnecting with families.  Many of the clients not only had substance abuse problems, but had co-occurring disorders as well: mental illness, HIV/AIDS, and other chronic diseases.  They also reported that those clients with mental illness and substance abuse problems may be less willing to confront the reality of their addiction or mental illness, and because of this, less willing to seek out help.  


The agencies also reported long waiting lists to get into their programs - particularly the more high-end, intensive programs.  Often an offender is court-ordered to a certain kind of treatment, but the treatment program is already full.  Better communication between community providers and judges may be needed in determining appropriate sentences for substance abusing offenders.  


Payment for services constituted another difficult barrier for both the agency and the ex-offender.  While ex-offenders were not denied services due to their inability to pay, the agencies, as policy, utilize Medicaid and Medicare first and money from state contracts last. Connections CSP and Brandywine Counseling both have staff that help ex-offenders set up accounts that were discontinued during incarceration, but this is time consuming and can become a burden for community service providers.  With so many clients having co-occurring disorders, payment for services becomes complicated because different funding streams and contracts handle different diagnoses.  However, it should be noted that DSAMH itself struggles with this dilemma, and reports that it is “just the nature of the work.”

Barriers to Success

Re-incarceration for violations of probation also presents a significant hurdle to completing treatment programs.  According to an article, “Policy Issues and Challenges in Substance Abuse Treatment,” published by the U. S. Department of Health and Human Services (2003), “Addiction is compulsive drug seeking and using, even in the face of terrible personal and social consequences…For many, treatment is a long-term process that involves multiple interventions and attempts at abstinence” (p. 1). Nevertheless, testing positive on one urine test can send an ex-offender back to prison. 


Some criminal justice experts support graduated levels of response to violations of probation rather than immediate re-incarceration.  The Report of the Reentry Policy Council (2003) explains, “Although it may seem simpler or more appropriate to punish illegal drug use with revocation and a jail sentence, such a sanction fails to address the underlying drug habit or to have a lasting impact on public safety” (p. 378). Interrupting the treatment that the individual is receiving within the community for a violation of probation may not be the most effective solution and may force the offender to “start from square one.”  Sally Allshouse, Executive Director of Brandywine Counseling, noted that for those under probation supervision who are undergoing methadone treatment, going in and out of prison for violations of probation can be particularly stressful (S. Allshouse, personal communication, July 13, 2006).

Conclusion


While Delaware has a number of well-regarded substance abuse treatment programs, there are still many policies in place that hinder rather than help the earnest individual who wants to overcome his or her addiction.  Expanding treatment programs in prison, improving transition services and assessments during the last 30 days of sentences, better communication between DOC, DSAMH and community providers,  more services for those with co-occurring disorders, rethinking policies that punish substance abusers for years after they have served their sentences, and exploring alternative responses to violations of probation are all effective ways to promote better reentry practices for substance abusers.  

MENTAL HEALTH
 In the 1950s, there were more than half a million people in psychiatric hospitals throughout the United States (Petersilia, 2003).  By 2000, there were fewer than 70,000 (Petersilia, 2003) due to a fundamental shift in how states began to deal with the mentally ill.  With new drugs available to treat mental illness, it was believed that many people with mental illness would be able to remain in the community instead of being institutionalized.  This community-based alternative seemed to be more humane and less expensive.  The shift to community-based treatment, which was known as deinstitutionalization, resulted in the closing of psychiatric hospitals across the country. 


Unfortunately, communities were ill-equipped to deal with the number of people with mental illness who were released from institutions. As a result, deinstitutionalization left many mentally ill people with no place to go and no access to treatment. More and more people with mental illness were incarcerated for minor offenses and housed in state and federal correctional systems as a means of keeping them off the streets. Today, prisons and jails across the country contain a number of prisoners who, prior to deinstitutionalization, would have been housed in psychiatric facilities.  This has had a significant impact upon the Delaware correctional system and upon the reentry of mentally ill offenders back into society.

Across the country, the prison population is growing at an alarming rate. One major factor contributing to this growth is the increased incarceration of the mentally ill.  According to the Reentry Policy Council, eight to 16 percent of the prison population and ten percent of the jail population has at least one identified serious mental health disorder and is in need of treatment (Council of State Governments, 2003). The typical mentally ill person who comes in contact with the criminal justice system is usually poor, uninsured, highly likely to be a member of a minority group, and homeless with co-occurring disorders of substance abuse and mental illness (New Freedom Commission on Mental Health, 2004). Often this population does not receive treatment or linkage to community services while in prison, which results in high recidivism rates (New Freedom Commission on Mental Health, 2004). In addition, when inmates with mental illness attempt to link to services, there can be a reluctance on the part of the service provider or a lack of treatment options available.
 Without community support and proper treatment, the mentally ill are highly likely to re-offend and many will cycle in and out of prison (New Freedom Commission on Mental Health, 2004).  

Lack of Training for Police Officers


Another factor that has contributed to the increased incarceration of the mentally ill is a lack of training for police officers. Police officers can be unsure about how to handle a situation in which they have to interact with someone who has a mental illness. Most are not educated in mental health nor are they trained how to identify and handle someone who has a mental disorder (Council of State Governments, 2002).  In Delaware, this lack of training may lead the officer to make an arrest for a relatively minor infraction instead of directing the person to diversionary care options such as Delaware Psychiatric Hospital. The Council of State Governments’ Criminal Justice/ Mental Health Consensus Project, along with the Police Executive Research Forum, recognized the lack of information provided to police officers and have allied to launch a program that provides officers with the training and resources needed to deal with someone who has a mental illness. The Law Enforcement/Mental Health Partnership Program provides officers with a detailed handbook that was compiled as a collaborative effort between law enforcement and mental health agencies. The handbook is accessible to mental health agencies and police officers across the country. It is unknown whether Delaware law enforcement agencies utilize this handbook. However, the state of Delaware recently signed into law House Bill 443 mandating officer training to recognize and respond effectively to those persons with mental illness who come into contact with the criminal justice system. This law took effect January 1, 2007, and it is hoped that it will resolve some of the issues officers encounter when they interact with persons who have a mental illness. However, this law does not include probation officers, who might also be able to benefit from training in dealing with mentally ill probationers.


Another alternative for mentally ill offenders who are arrested and charged is Delaware’s Mental Health Court.  Mental Health Court provides an alternative to incarceration for those offenders with an Axis I diagnosis of mental illness. The court, presided over by the Honorable Joseph F. Flickinger III, offers a treatment program to rehabilitate offenders. Status conferences are held in the courtroom throughout the program to monitor and evaluate client progress. Because of the large population that has substance abuse and mental health problems, TASC often assists the court as well.  

Inmate Screening


The American Psychological Association (APA) recommends that upon entry into a correctional institution, an inmate be provided with four levels of service: screening for general mental illness, a referral to target specific mental disorders, an intake mental health screening done after fourteen days of treatment to monitor progress, and comprehensive face-to-face interviews (Council of State Governments, 2002). 


Although all inmates are screened for mental illness upon entry into a Delaware correctional facility, mental disorders can be missed.  In Delaware, inmates are supposed to be screened within two hours of entry by a nurse who has special mental health and suicide training. According to Dr. Traci Bolander, Director of Mental Health for Correctional Medical Services, they are asked questions that, if they answer yes to any, will warrant their transfer to a mental health professional, usually a masters-level psychologist (T. Bolander, personal communication, July 12, 2006).  This method relies on self-reporting by the offender and first-hand observations by corrections officers.  However, obtaining information can be problematic if the inmate does not understand the questions or is afraid to volunteer information. Thus, the accuracy of the self-report may become compromised. This can be further complicated by the fact that almost three- quarters of inmates with severe mental illness also have substance abuse problems (U.S. Department of Health and Social Services, 2006). These co-occurring disorders are frequently seen during the screening process and can influence each other in unpredictable ways (National GAINS Center, 2002).  These complications can make it difficult for the Department of Correction and CMS to ensure that mental health disorders are diagnosed and that proper care is provided. 

CMS procedure calls for the inmate to be sent immediately to the infirmary for observation if it is determined that an inmate has acute mental illness. If an inmate was receiving treatment in the community and is on psychotropic medication, information from the community provider or pharmacy is sought for the purpose of medical continuation.  Those who are non-acute cases will be scheduled to be seen by a mental health professional. Once the offender is seen by a mental health professional, a comprehensive evaluation of their past history is done. If the clinician believes that treatment should be ongoing, the inmate is then placed on the mentally ill roster and receives treatment.  Those inmates identified as having an Axis 1 mental health disorder will have follow-up appointments at least once per month.  This evaluation, however, poses much the same problem as the screening process. Mentally ill offenders who may be confused, schizophrenic, or have substance abuse problems are unlikely to report accurate information. Obtaining an accurate account of the offender’s past history, especially if they have yet to receive stabilizing medication, can be extremely difficult.

The APA recommends that after the initial screening process has taken place, subsequent interviews to assess the inmate and monitor his or her progress should take place. As of now, there are no follow up interviews in Delaware’s prison system nor is there co-ordination between community health care providers and prison staff assessments upon entry into prison.  Community health providers report difficulty finding out where a client is being held and an inability to alert DOC and CMS about mental health histories and current medications.

Treatment in Prison Facilities

Treatment while in prison has long been a point of contention when discussing the mentally ill. Many psychiatrists argue, “Prisons need a wider range of psychiatric services for the vast number of mentally disordered offenders who do not need a hospital bed. Indeed, the true prize would be a reduction in the number of prisoners needing a transfer as a result of earlier and better treatment within prison” (Maden, 2003, p. 200-201). However, as Denckla & Berman (2001) point out, “Jails and prisons offer 24-hour, 7-day-a-week supervision and housing, but they were never intended to be psychiatric hospitals. And they are not typically institutionally equipped, trained or staffed to address the treatment needs of people with mental illness” (p. 3). This struggle of where and how to treat mentally ill offenders is at the heart of the reentry issue.

 
Unfortunately, this struggle has often had a detrimental effect upon people with mental illness. It has been reported nationally that, in the past, mentally ill prisoners were treated with generic medications, overmedicated to the point of unresponsiveness, and unsupervised (Council of State Governments, 2002).  Often, mentally ill inmates would act out due to lack of medication and have their “good time” taken away or be sentenced to a secure housing unit (SHU). The SHU put these inmates with already severe psychological problems under maximum security supervision where they were left alone twenty-three hours out of the day (Bender, 2005). Maximum security was used as a way to protect not only the general population but also the mentally ill inmate who might otherwise be at risk of being harmed by other inmates.

Today, the Delaware Department of Correction no longer uses maximum security to house mentally ill inmates.  Instead, the Delaware adult correctional system has three units that house mentally ill inmates: 

· Baylor Women’s Correctional Institution (BWCI) – 40 beds

· Howard Young/Gander Hill – 40 beds (short-term transitional care back into the general population)

· Delaware Correctional Center (DCC) has two units: 

- SNU or Special Needs Unit - 36 to 42 beds (acts as a “flow down” 

   unit into general population)

- Sussex Unit - 38 beds

According to Dr. Traci Bolander, for most inmates with mental illness, the therapy and medication they receive in prison are the best treatment services they have had (T. Bolander, personal communication, July 12, 2006). For many offenders, treatment in prison is the only treatment some have ever received due to either an inability to receive services from community service providers or the reluctance of the inmates themselves to seek treatment. 

Recently, CMS initiated training of current corrections officers and those still in cadet training to identify symptoms of mental health disorders and behavioral problems that may result due to those symptoms.  Of note, CMS issued all corrections officers cards to be carried at all times that list warning signs for potential suicide and that provide an action plan if a correction officer notices such symptoms.  When such behavior is noted, mental health officials are immediately notified so that they can determine an appropriate plan of action (T. Bolander, personal communication, July 12, 2006).

Treatment in Psychiatric Hospitals

Historically, inmates nation-wide with psychiatric disorders find it difficult, if not impossible, to receive treatment from psychiatric hospitals upon referrals from prisons. Psychiatric hospitals have been reluctant to admit inmates for treatment due to the stigma attached to prisoners with mental illness.
 Psychiatric hospitals regarded these individuals as too disturbed or dangerous or as criminals unsuitable for treatment (Coid, 1988). When psychiatric hospitals did accept inmates, often the communication between hospitals and prisons about the state of the prisoner was not clear. This lack of communication caused delays in treatment and slowed the release of the inmate from custody (Birmingham, 2003). 

Currently, many mentally ill inmates are transferred to Delaware Psychiatric Center (DPC) for treatment, and it is reported that the DOC’s relationship with DPC is a good one. Most mentally ill offenders referred to the DPC are civilly committed through a verdict of not guilty by reason of insanity. However, due to the influx of referrals from prisons, the Mitchell Building, which has a capacity of 42 beds, was established to house Level V offenders. These inmates arrive at the DPC in the following three ways: court order from a judge, referral from prison to stabilize before being transferred back, and by the courts to restore competency to an individual that is declared not competent to stand trial. 

With the advent of the Mitchell facility, inmates can get the care they need in the proper setting while still being supervised by the DOC.  While a better working relationship has been established between the DOC and the Delaware Psychiatric Center, Dr. Traci Bolander reported that there are still a disproportionate number of seriously mentally ill people being brought into prisons and not hospitals for minor infractions (T. Bolander, personal communication, July 12, 2006).

Co-occurring Disorders: Mental Illness and Substance Abuse

Although treatment for mental illness in prisons seems to be improving, there is a neglected subgroup who often does not receive adequate treatment: those with co-occurring disorders of mental illness and substance abuse. It is estimated that up to seven percent of the adult population in the United States have co-occurring disorders (U.S. Department of Health and Social Services, 2003).  Among the prison population with mental illness, seventy percent also have substance abuse problems (Council of State Governments, 2003). While the Delaware Department of Correction does have substance abuse programs, these programs are specifically geared toward those with substance abuse problems only.  There is some attempt to address mental health issues, but that is not the primary function of these programs and mental health and substance abuse issues tend to be treated separately.  

One of the substance abuse treatment programs currently run by CiviGenics has a wing of 50 inmates out of 200 that are severely mentally ill. These inmates receive treatment from two mental healthcare providers contracted by CiviGenics that travel statewide. The vast majority of mental health services are provided by Correctional Medical Services. CMS’s main concern is mental and physical healthcare while CiviGenics is contracted to deal with substance abuse. This dichotomy of treatment leaves a very large body of the prison population underserved as they are placed into one category over the other. This approach can be counter-intuitive as research indicates that persons who have co-occurring disorders benefit most from an integrated treatment approach that addresses both their substance abuse and mental illness simultaneously (Council of State Governments, 2002). 

Community Linkages and Support Upon Reentry

“Forty-nine percent of federal prisoners with mental illnesses have three or more prior probations, incarcerations or arrests, compared to 28 percent without mental illnesses” (Denckla & Berman, 2001 p. 4). Since deinstitutionalization and the increased incarceration of people with mental illness, corresponding recidivism rates are escalating considerably as well (Nearing, 2000).  The mentally ill are being re-arrested and re-incarcerated as a result of the barriers that prevent them from successfully securing a place in the community. By examining the specific barriers to acquiring housing, medication, and therapy, perhaps some insight can be gained into how to better serve mentally ill ex-offenders and lower recidivism rates. 


Access to medication can be troublesome for an ex-offender reentering the community. While given the necessary prescription in prison, many are released lacking the knowledge of where to obtain their medication and the necessary funds with which to

do so. CMS procedure calls for each inmate with mental illness to be provided with a thirty-day supply of medication upon release. The inmate is also supposed to be referred to an outside provider for continued treatment.  However, inmates are frequently released suddenly without adequate time to prepare or receive counseling.  They may leave the facility without a supply of medication or a referral.  This can be dangerous for the inmate as well as the general public.  If released inmates contact a community service provider, they may be able to receive assistance with their medication.  However this assumes that the person will actively seek assistance.  CMS does provide inmates with a handout that lists the names of healthcare providers upon their entry into prison in case they are released suddenly (T. Bolander, personal communication, July 12, 2006).  However, it is unlikely that the inmate will still have this handout at the time of release.

 A temporary supply of medication may stabilize the mentally ill ex-offender for a short period of time, but there needs to be a plan for long-term care. Because many inmates with mental illness need continuous medication and cannot afford to purchase them on their own, they will often need to apply for benefits. This has been another problem area associated with reentry for ex-offenders with mental illness and it presents additional barriers that prove difficult and sometimes impossible to overcome.

While the struggle to obtain medications can be frustrating, an inability to find or access housing can further exacerbate the helplessness associated with reentry. Unfortunately, there does not seem to be consistent discharge-planning for inmates with mental illness. This can be dangerous for an ex-offender with serious mental illness as well as the community.  Due to this lack of preparation prior to release, probation has now taken over mental health assessments for newly-released inmates to help facilitate their referral to a community service provider once they have entered the community. 

Locating a service provider willing and able to help is just the first step in a series of challenges. Securing housing provides additional challenges as options for mentally ill ex-offenders can be severely restrictive. For community service providers, providing adequate housing to a population like the mentally ill is especially difficult because the ex-offender should also be provided with therapy, access to medications, and some form of supervision.

One of the biggest challenges nonprofit service providers like Connections CSP face is the bifurcation of community resources. As released ex-offenders enter clinics and nonprofits seeking assistance, there is an upward trend of people who encompass mental health, physical health, and substance abuses disorders (C. McKay, personal communication, August 2, 2006). These offenders with complicated needs are frequently shuttled between different service providers that do not offer a variety of services in an integrated system. 

Nonprofits agencies such as Connections CSP are working to integrate services for those who need all-encompassing treatment. They provide wrap-around services that offer programs that provide integrated services such as mental health and substance abuse treatment, behavioral outpatient therapy and physical healthcare, case management, housing, and employment services. A majority of the housing Connections CSP makes available to its consumers is funded through either the Department of Substance Abuse and Mental Health (DSAMH) or the Department of Housing and Urban Development (HUD). 

Benefits



There are several barriers to securing federal benefits to pay for medication, which may impede the successful reentry of an ex-offender with mental illness. The ex-offenders themselves put some of these barriers in place, while some are inherent roadblocks that have yet to be removed. For example, inmates often do not want to be stigmatized as mentally ill so they refuse to seek benefits that would allow them to get medication to treat themselves. Additionally, federal benefits cannot be allotted to persons with substance abuse disorders unless mental illness is shown to be the primary disorder. Even then, a community service provider or another caretaker has to act as the payee to manage the money. This process often fosters resentment and creates a tense relationship between the offender and the community service provider or caretaker when they should be actively working together toward treatment and recovery. 

Furthermore, the eligibility process and determining where to go in order to register for benefits is confusing and often daunting, especially for someone with a mental illness. It is important to have case managers that can provide these services for this population of ex-offenders. Benefits can take quite some time to become effective upon reapplication, and this process is nearly impossible to navigate without outside assistance. However, providing these services can be time-consuming and can become a burden for community service providers.  

PHYSICAL HEALTH

 
There are many factors that affect an ex-offender’s physical health, including healthcare issues present before incarceration, the quality of healthcare received while in prison, and the ability to continue treatment after release.  Whatever the cause, many ex-offenders have significant health problems that can greatly affect their chances for a successful reentry back into society.  

Healthcare in Correctional Institutions

Overall, medical services for inmates in our nation’s prisons and jails have improved in the last thirty years.  This is due in great part to judicial decisions and the efforts of organizations dedicated to reform. The essential legal principle that led to improved healthcare was that failure to provide adequate healthcare to inmates violated their Eighth Amendment right to be free from cruel and unusual punishment. These reforms along with a number of other factors such as the rising cost of healthcare, the fear of being sued, and growing prison populations, led to significant changes in the way states provide healthcare to inmates.  

Today, the majority of states, including Delaware, have correctional healthcare systems run by private contractors.  Private contractors are often criticized for being motivated more by profit than by providing the best care to inmates and for not considering the positive impact that good inmate healthcare can have on the communities that absorb ex-offenders. Most providers (including Delaware’s) have few, if any, ties to the communities outside of the prison walls.  This has led many to believe that, compared to a state’s government, a profit-driven company has little incentive to address the larger implications of prison healthcare for the community. Across the nation, private medical contractors have been criticized for not providing adequate healthcare as Departments of Correction have been criticized for not properly overseeing their medical contractors. Delaware and its medical contractor, Correctional Medical Services (CMS), have not escaped such criticism.  

On December 29, 2006, the Special Litigation Section of the Justice Department ended its investigation into the medical and mental healthcare provided in Delaware’s prisons.  The state’s experts found systemic deficiencies in medical and mental health care services in four out of five facilities: DCC, HRYCI, SCI, and BWCI.  The state has agreed to correct its deficiencies, but it does not admit to any civil rights violations. The following areas of medical care were found to fall below the standard of care constitutionally required: intake; medication administration and management; nursing sick call; provider sick call; scheduling, tracking and follow up on outside consultations; monitoring and treatment of chronic diseases; medical records documentation; scheduling infirmary care; continuity of care following hospitalizations; grievances; patient confidentiality; and care for patients with acute medical urgencies.  After the findings were released, the state and the Department of Justice entered into an 87 Point Memorandum of Agreement in which the state agreed to correct its healthcare deficiencies and hire an independent monitor to oversee the improvement process.       


There is evidence that Delaware’s Department of Correction has a genuine interest in providing quality healthcare.  The DOC sought accreditation and has been accredited by the National Commission on Correctional Healthcare since 1986.   The DOC also requested a surprise audit of its previous medical contractor, First Correctional Medical (FCM), when it suspected that there were issues with the quality of care.  When issues arose with CMS, the DOC hired a Health Services Director to oversee the provision of medical services. The DOC also cooperated fully with the recent DOJ investigation. 


However, one issue that deserves mention is a perceived lack of transparency on the part of the DOC and CMS.  Upon the advice of the Delaware Attorney General’s Office, the DOC elected not to release the FCM audit, citing patient privacy concerns.  Many, including numerous members of the Delaware State Legislature, argue that the publicly-paid-for audit could be redacted to eliminate personal information about patients and then released.  The American Civil Liberties Union of Delaware also filed a civil lawsuit asking that the DOC be required to provide information about how it treats prisoners for conditions such as HIV, hepatitis, and pregnancy.  The suit came after the DOC denied a request for certain records.  The DOC denied the request for information on two grounds.  First, the DOC claims that some information about treatment constitutes a “trade secret” and is the “privileged or confidential property” of CMS.  Second, the DOC has claimed the potential litigation exception to the Freedom of Information Act (FOIA).  When a Delaware state agency is a party to ongoing civil litigation, it can invoke the pending litigation exemption to FOIA and not disclose any documents in its files relating to that litigation except pursuant to the civil discovery rules.  Argument is scheduled for May 22, 2007.

Challenges of Providing Healthcare to Inmates

When considering prison healthcare, one must keep in mind that providing healthcare to inmates presents a number of unique challenges.  One challenge is the overall rising cost of healthcare
 which has led the way in making correctional healthcare a very expensive enterprise.
  Delaware’s 2006 prison healthcare contract with CMS was $25.9 million per year (Parra, Williams, & Jackson, 2005).  

Along with the trend of increasingly costly healthcare, recent sentencing reforms throughout the United States have resulted in an overabundance of prisoners with very poor health. Mandatory minimums and truth-in-sentencing reforms have led to an aging prison population while harsher sentencing and enhanced enforcement account for the growing prison population in general.  The War on Drugs has also led to the increased incarceration of substance abusers who are more likely to have impaired health and are more at risk for infectious diseases. Correctional healthcare is further complicated and made more costly by the need to provide services to a growing number of “churners”, prisoners who have multiple periods of incarceration which continually put them and the communities they return to at risk. 

Even before their incarceration, the physical heath of inmates must be considered.  Many of those who constitute the prison population have not had a lifetime of access to quality healthcare. Nationally, many inmates report medical complaints upon intake and a high percentage of new prisoners (25% of men and 50% of women) express a desire to have help treating their medical related problems (Solomon et al., 2004).  For some inmates, a stay in prison offers them their first visit to a doctor or dentist.

 Along with a history of poor health, the nature of the activities that many inmates engaged in before prison - intravenous drug use, prostitution, and violent behavior – makes the risk of a person already having a communicable disease like HIV, hepatitis, or other STD, at intake quite high. However, the lack of systematic testing in correctional institutions makes it difficult to know exactly how many prisoners are infected with these diseases before and after their periods of incarceration. The estimated prevalence of HIV/AIDS, other STDs and tuberculosis (TB) relies on surveys sponsored by the Centers for Disease Control and Prevention and the Department of Justice, as well as surveys of specific correctional facilities. Hepatitis B and C infections have not been tabulated by any agency and have only been estimated (National Commission on Correctional Healthcare, 2002).  The correctional healthcare problems in Delaware resemble the problems of correctional healthcare nationally, and it is likely that many inmates begin their periods of incarceration with pre-existing conditions and without a history of quality healthcare.  The DOC was unable to provide us with information about the prevalence of these conditions in Delaware’s correctional facilities.

Spread of Communicable Diseases in Prison

Although certain activities are banned in correctional facilities, risky behaviors still continue, and communicable diseases are contracted and spread.  While drug use and sexual activity and associated paraphernalia such as needles, syringes, and condoms are banned, the fact remains that inmates still engage in sexual activity and use drugs while incarcerated.  Although forced and consensual sexual activity does take place, most states, including Delaware, ban condoms and other devices that could control the spread of disease.  Drugs and drug paraphernalia are also banned, but drug use continues through the smuggling of contraband and the clever construction of needles and syringes shared among many. Research has further suggested that the high prevalence of tattooing and skin piercing among inmates could also account for many of the HIV and hepatitis transmissions within correctional institutions (Comfort & Grinstead, 2004). 

All states and the Federal Bureau of Prisons have HIV/AIDS testing available to inmates and most jurisdictions test their inmates for HIV based on certain criteria such as showing HIV related symptoms or involvement in an incident likely to spread the disease (U.S. Department of Justice, 1999).  However, the vast majority of states do not have mandatory HIV/AIDS testing, and because the circumstances under which a jurisdiction may choose to test inmates vary, there is no guarantee that those who are most at risk will be tested.  HIV/AIDS testing is available in Delaware’s correctional facilities, but testing is not mandated at intake.

While testing for HIV/AIDS and hepatitis C is not mandated in Delaware, there is cause for concern because the national rates for these conditions among inmates are extremely high.  In 1997, individuals released from prison or jail made up one-quarter of all people living with HIV or AIDS and almost one-third of people diagnosed with hepatitis C (U.S. Department of Justice, 1999). If considered within the prison population, 2-3% of all prisoners have HIV or AIDS, and 18% have hepatitis C (National Commission on Correctional Healthcare, 2002).  The prevalence of communicable diseases in prison, especially HIV/AIDS, needs to be addressed for the safety of the entire prison population, correctional officers, those visiting correctional facilities, and the safety of the communities to which infected ex-offenders will return. Systematic testing in all correctional facilities and the proper administration of medication for hepatitis C and HIV are policies that, if followed, could have a great effect on controlling these often co-occurring diseases. In Delaware, even inmates who have HIV or suspected cases of HIV are not routinely tested for hepatitis C even though these diseases are usually co-occurring.
 

Tuberculosis (TB) is another prevalent communicable disease found in correctional institutions, and it is often difficult to ascertain whether it was contracted before or after incarceration. Prisoners who use drugs, have HIV, or were homeless prior to their period of incarceration are very susceptible to TB. The close living quarters and poor ventilation of many prisons also allow TB to be easily spread. More than one third of all those infected with tuberculosis are individuals released from prison or jail, and within the prison population 7% are infected (National Commission on Correctional Healthcare, 2002).  TB is the only disease for which the DOC mandates screening upon intake.  However, while TB rates have declined, the disease still remains an issue for Delaware correctional institutions.  Although 90% of prisons and about half of all jails routinely screen for latent and active tuberculosis infections upon intake (National Commission on Correctional Healthcare, 2002), the prevalence of TB remains high because inmates, particularly in jails, are often released before their results can be read. The persistence of tuberculosis within correctional facilities despite almost universal testing and treatment could indicate procedural shortcomings that need to be addressed.

Chronic Conditions

Inmates also have a high rate of chronic conditions. Conservative estimates hold that at least one third of the 600,000 people released every year from state and federal prisons have an identified chronic illness that should be evaluated further or treated on a long-term basis (Council of State Governments, 2003). In 1997, about 5% of inmates had diabetes, more than 18% had hypertension, and the prevalence of asthma was eight to nine times that of the general population (National Commission on Correctional Healthcare, 2002).  The rate of diabetes and asthma among the inmate population is actually less prevalent than within the United States’ population; however, because the prison population is generally younger than the national population, the prevalence of these conditions is an indication of inmates’ poor health. The DOC was unable to provide us with information about the prevalence of these conditions in Delaware’s correctional facilities.

Screening

 In a survey conducted by the Centers for Disease Control and Prevention, it was found that out of the responding 49 states and the Federal Bureau of Prisons, 96% of all jurisdictions have high cost and high technology medical services such as screening and treatment available to inmates, but the actual routine implementation of these services is not nearly as high (Lamb-Mechanick & Nelson, 2000).  In another survey, The Health Status of Soon-to-be Released Inmates, it was found that out of the 41 states responding, only 24 to 26 states had system-wide treatment protocols for asthma, diabetes, and hypertension (National Commission on Correctional Healthcare, 2002). The majority of prisons have the resources to screen for and treat communicative or chronic diseases, but often, even if the procedures and policies in place are up to standard, the actual services could very well be insufficient. It has also been suggested that correctional medical providers are hesitant to provide screening because once a condition is identified, it must be treated and the treatment becomes an expense.  As previously mentioned, the ACLU of Delaware has filed a civil suit against the DOC requesting information about treatment protocols.  


Like the majority of Departments of Correction in the rest of the country, in Delaware, TB is the only disease for which the DOC routinely screens upon intake. Other tests are available but are only performed if there is an indication that they are needed or if an inmate requests them.  It is exceptional for an inmate to take advantage of the free screening, either because he or she is not aware that testing is available or because he or she believes it is best to remain quiet and not volunteer information to DOC employees (J. Kramer, personal communication, July 24, 2006). 


It might seem that if the testing is available and prisoners do not choose to take advantage of it, the medical provider and the Department of Correction should not be held responsible for the prisoners’ decisions. While it is true that prisoners have the power to decide to be tested (although they may not be aware of court decisions granting them that power), it is also true that they most likely do not understand their high risk for certain diseases and conditions like a correctional medical provider would. Extensive routine testing for certain diseases and conditions for every inmate upon intake would certainly be more expensive in the short-term, but by preventing the spread of diseases in both correctional institutions and our communities, in the long-term it would likely be both cost-effective and cost-saving. According to the Delaware Department of Correction, they do not currently have statistics available regarding the prevalence of specific diseases among Delaware’s prison population.  Screening for a variety of diseases and access to statistical information could facilitate an informed understanding of the health of Delaware’s inmates, and allow for better healthcare procedures and policies. 

Release from Prison

Even though many inmates actually contracted or developed an illness before their incarceration, their incarceration provides a vital period in which to treat them. The majority of inmates will eventually be released.  If an ex-offender has a communicable disease it will be introduced into their communities, and if the ex-offender has a chronic condition, the necessary care of that condition is very likely to become a burden to the community. Ex-offenders are also often concentrated in a limited number of neighborhoods which can lead to devastating consequences, especially when one considers the probability of poor health and lack of access to medical care within these communities. In Delaware, this is especially a problem in the City of Wilmington.  In a twelve-month period between 2005 and 2006, 1,560 inmates were released to Wilmington and more than 1,200 of those returned to three zip codes: 19801, 19802, and 19805 (Hope Commission, 2006).  If inmates do not receive proper care for their communicable diseases, it is also very possible that they could develop drug resistant strains of their illnesses, creating a public health hazard that communities may not be prepared to face. 


In Delaware’s unified prison system, approximately 20,000 prisoners per year cycle in and out of correctional facilities (Delaware Department of Correction, 2005a).  These inmates are not screened for any diseases prior to release and even continuing treatment for known conditions can be a significant issue.  The first days after release are crucial in terms of successful reentry and ex-offenders who are able to continue their treatment have a better chance of success. However, upon release from prison, many ex-offenders find it difficult or impossible to continue the treatment of their medical conditions. In Delaware, inmates are supposed to be released with a 30 day supply of medication, but because of security procedures and sudden releases, an inmate’s release date is not always known in advance. Many do not receive any exit counseling and lack of benefits can also be an issue. Many inmates in Delaware are eligible for Medicaid, but there are no formal programs designed to assist with applications for benefits.  Failure to apply for Medicaid while still in prison may mean that an ex-offender will be forced to go without medical care until benefits can be reinstated. 

Impact on Communities

     According to Dr. Janet Kramer, a correctional healthcare expert, the partners of those who were recently released from prison make up the largest group of new HIV cases in Delaware (J. Kramer, personal communication, July 24, 2006).  Delaware consistently ranks among the top ten states for HIV/AIDS rates per 100,000 population, and according to HIV/AIDS surveillance data issued by the State of Delaware Division of Public Health, there are 2,986 individuals documented as living with HIV/AIDS in the state - 2,153 of those are in New Castle County and 72% of all infected persons in Delaware live in three zip codes: 19801, 19802, and 19805 (Delaware Housing Coalition, 2006).  These are the same zip codes to which so many of Delaware’s ex-offenders return (Hope Commission, 2006).

Providing correctional healthcare presents an unbelievable number of challenges, but that will always be the nature of the work. Delaware’s Department of Correction is also burdened by provider shortages, an aging prison population, and negative media attention. However, while improving correctional health and transitional services is a costly and complex undertaking, it is likely to be more cost-effective and beneficial to the community in the long run. The health of inmates must be recognized as a public safety issue because improved inmate health will lead to the improved health of Delaware. 

OTHER ISSUES AFFECTING REENTRY

Delaware Department of Correction Policy and Procedure
Preparation for Release


The Delaware Department of Correction has counselors that work with inmates before release to develop a release plan.  These counselors work with both the inmate and outside organizations and agencies to help co-ordinate such things as transportation, housing, and linkages to community services.


However, there are many factors that affect whether or not an inmate will have an effective reentry plan or even if they will have a reentry plan at all.  First, there are a large number of inmates and very few counselors who only have a limited amount of time and resources to work with inmates before their release.  Second, inmates can be released suddenly without time to talk to a counselor or develop a release plan.  This especially appears to be a problem with detentioners who may leave for a court date and never return to the institution.  However, sentenced inmates are also affected.  Sometimes, “good time” is calculated and the inmate is released suddenly.  While it can be a welcome thing to be released earlier than expected, it also means that the inmate may not have a place to go or ways to link to services outside of the prison.  Since inmates can be released 24 hours a day, there is the potential to be released in the middle of the night without transportation or a place to go.  Even if inmates have family and friends, they may not be able to reach them on such short notice.

Identification


Upon admission to a Delaware correctional institution, inmates’ identification is stored with their personal effects and is transferred with them if they are moved to another facility.  If inmates enter the institution with identification, that identification is returned to them upon release.  If the correctional institution does not have room to store the identification, they will contact the inmate to see if there is a relative or friend to whom the identification can be sent for safe keeping.


If inmates do not have identification, the Department of Correction will give them an 8 ½ by 11 sheet of paper with a copied photograph, their social security number, and a statement that they have just been released from a correctional institution.  The DOC reports that this is usually sufficient identification to allow the recently released inmate to cash a check, but not sufficient to obtain a driver’s license or official state identification card at the Delaware Department of Motor Vehicles. Even though the Delaware DMV will accept the DOC issued ID as one form of identification, other forms of identification and proof of address are still required to receive a license, which essentially negates the usefulness of the DOC issued ID.  In speaking to organizations and volunteers who work with ex-offenders in Delaware, they have reported that recently released inmates also have difficulty accessing social services using the DOC issued identification.

Gate Money

As was previously mentioned in this report, sentenced inmates are eligible for money upon release if they meet certain criteria.  Detentioners are not eligible for gate money upon release. In order to receive “gate money”, sentenced inmates must apply for it with their counselor.  The amount issued varies, but it is often quite minimal, likely only enough for transportation or perhaps a night in a motel.   
Clothing


Inmates are released with the clothing they were wearing when they entered the correctional institution.  This can present a potential problem if the inmate is being released at a different time of year from when he or she entered prison.  For example, an inmate can enter prison in shorts and sandals in July, but be released in February.  If that is the case, the DOC attempts to find appropriate clothing for the inmate.  BWCI has a clothing closet stocked by Prison Ministries of Delaware to help address this issue for female inmates.

Transportation


Transportation at release depends on the correctional institution and the inmate’s personal situation.  Many inmates are picked up by family or friends.  Some correctional institutions such as SCI have bus stops.  At other institutions, DOC staff will make arrangements to drive the released inmate to a bus stop.  Considering the location of some of Delaware’s correctional institutions, transportation can present a significant issue.  For example, attempts have been made to get a bus stop at BWCI, but they have not yet been successful.  BWCI is located off of Route 13 in New Castle, but there is a lengthy access road that makes it difficult for inmates and visitors alike.

Maintaining Relationships with Family and Friends


Maintaining relationships with family and friends can be crucial to a successful reentry.  Visitation and phone policies can greatly affect these relationships.

Visits


Visits are allowed at all Delaware correctional institutions.  However, there are several factors that can affect the length, quality, and frequency of visits.  Overcrowding and high population counts can prevent visitors from seeing inmates.  For example, at Howard Young (formerly Gander Hill), an institution with a design capacity of 867 inmates, there were 1,839 inmates as of August 24, 2006 (P. Howard, personal communication, August 25, 2006).  All visits at Howard Young are “no contact” and there are approximately 12 booths available for visitors.  Visits last 45 minutes to an hour and are on a first-come, first-served basis.  Visitors may arrive at the facility and never get to see the inmate.  Inmate behavior can also affect visits and an inmate can be ineligible for visits because of segregation or discipline.  


Finally, just as transportation can be an issue for recently released inmates, the location of correctional institutions can make it difficult for visitors to reach the institutions.  While Delaware is a small state, and this may not be as great an issue as in some larger and more sparsely populated states, it is still a very real issue.  Something as simple as having bus stops at every institution could go a long way to help ensure that important relationships and connections are maintained.  

Phone Calls


Organizations and volunteers working with Delaware’s inmates have reported that the high cost of phone calls can be a significant issue for families trying to stay connected. The recipient of the phone calls must pay the charges which are the same for both local and long distance calls. The cost can result in astronomical bills, service being shut-off, and the inability to speak to a loved one who is incarcerated.  


In Delaware, the contract for inmate phone calls is administered by the Department of Technology and Information.  The DOC sets policies for access to phones and length of calls, but has no connection whatsoever to selecting a phone provider or setting call rates.  The DOC does not receive any direct revenue from phone calls. 


As for the calls themselves, an inmate’s ability to make calls is behavior-driven and depends on classification level.  Inmates in minimum security have access to phones every day and can make calls when they wish.  Inmates in maximum security may only be able to make one or two calls per week.

Probation and Parole

Overview


Per capita, Delaware has a very high number of persons on probation and parole. At the end of 2005, Delaware had the fourth highest rate of supervision, per capita, in the country (U.S. Department of Justice, 2005b). There are currently 17,533 persons on probation and parole in the state, although this is down from a high of 21,000 offenders in 2001 (J. Paesani, personal communication, August 22, 2006).  It is likely that the decline can be attributed to the passage of Senate Bill 50, a probation reform law passed by the Delaware General Assembly in 2003.


In Delaware, the Division of Probation and Parole has officers that supervise both probationers and parolees.  While Delaware still has a Board of Parole, parole was eliminated in the state in June 1990 with the passage of the Truth-in-Sentencing Act.  Some inmates who were sentenced before the bill took effect are still eligible for parole.  In addition to traditional parole hearings, the Parole Board also holds other hearings including: medical parole hearings, mental heath evaluation hearings, status hearings, sentencing modification hearings (Section 4217, Title 11 of the Delaware Code), and sentence commutations (with recommendations made to the Board of Pardons). 


With the creation of the Sentencing Accountability Commission (SENTAC) in 1987, Delaware put in place sentencing guidelines, and instituted five levels of supervision.  The five levels of supervision were designed so that offenders “flow down” through the correctional system.  Theoretically, probationers and parolees should have their supervision levels gradually decreased as they complete their sentences.  However, it is unclear if this flow-down process works as often as it should, or as efficiently as it was designed to, with some offenders being released directly from Level V facilities without any additional supervision.


Probation and Parole Officers who are part of the Bureau of Community Corrections supervise both probationers and parolees, but it is important to understand the differences between the two.  


If an inmate is eligible for Parole, he or she appears before the Board of Parole, and the Board determines whether that inmate is an appropriate candidate for Parole.  Often they will insist that the inmate complete different treatment, educational or life skills programs before they will consider him or her for parole.  The inmate must also demonstrate good behavior and a genuine understanding of and regret for his or her crime.  Other factors taken into account include: time already served on a sentence, the mental health of the offender, the release plan (documented family and community support), the offense, and the offender’s attitude towards the crime committed (G. Riblett, personal communication, June 21, 2006).  Victims and survivors are encouraged to attend parole hearings and to provide input.


If parole is granted and the inmate is granted early release, supervision of the parolee is administered by officers in the Division of Probation and Parole.  Status conferences, however, are before the Board of Parole.   The Board is also able to release individuals under a Controlled Release Plan which combines the needed supervision level intensity with appropriate treatment, such as the Key/Crest and GreenTree programs for substance abuse. Gradual transitioning is also accomplished through work release programs. 


The Board of Parole can also hear sentencing modification cases, under Section 4217, Title 11 of the Delaware Code.  Currently, the Department of Correction can refer eligible inmates for a sentencing modification hearing in front of the Board of Parole.  The Board of Parole determines whether the inmate is an appropriate candidate for early release through sentence modification, and makes recommendations to the sentencing judge.  According to the Board of Parole, in a preliminary analysis there has been a total cost avoidance of $426,780 since the beginning of the use of 4217 in December 2003 (as of September 8, 2005).  Of the 166 offenders approved for sentencing modification (out of 682 reviewed) only 31 offenders have acquired new charges.  Of these, 16 offenders were charged with a violation of probation, and 15 had new criminal charges (Delaware Board of Parole, n.d.).   The success rate was so significant that in 2005 the Board of Parole introduced a piece of legislation, Senate Bill 220.  Sponsored by Senator Sokola, the bill would have allowed inmates the right to self-referral for sentencing modification. This bill was not voted on before the end of the Legislative Session in June 2006.  

Assessment of Probationer and Parolee Needs

Delaware’s Probation and Parole Officers assess the needs of all offenders under their supervision in order to determine a supervision plan.  The tool they use to do this is the Level of Service Inventory – Revised (LSIR), a nationally recognized risk/needs assessment instrument. For some of the specialized populations such as sex offenders and domestic violence offenders, officers use assessment tools developed to assess their unique risks and needs.  


The Division of Probation and Parole does not provide direct services.  Officers are primarily referring agents to various service agencies and community service providers, providing information to community providers and monitoring the treatment plans of the offenders.  Officers also conduct random drug tests, make random home visits, and otherwise ensure that the conditions set by the sentencing judge (or by the Board of Parole) are being met.  Community providers have staff that work closely with the Probation officers, with some agencies even having employees that work at Violation of Probation centers.   

Specialized Training for Probation and Parole Officers
For those offenders with unique needs, the Division of Probation and Parole has specialized caseloads.  Specialized caseloads include domestic violence offenders, sex offenders, Aftercare participants (Key/Crest completers), Boot Camp participants, and Serious Criminal Offenders. The Division also has a Spanish speaking caseload with one officer in New Castle County.  Officers who work in specialized units usually receive specialized training to stay current with trends in behavior and supervision strategies for the offenders on their caseload.

Probation Model: Social Work v. Law Enforcement

Delaware’s Probation and Parole Officers perform both social work and law enforcement type duties and functions.  Officers are expected to engage the offenders in various treatment programs and provide assistance or referrals to address other needs (i.e., housing, employment, education).  They are also expected to fulfill a law enforcement role in order to ensure community safety.  However, there are reasons why the role of the Division of Probation and Parole may seem to be weighted more toward one role than the other – some having to do with the offenders themselves and some not.  For example, an officer may have to fulfill more of a law enforcement role if an offender is unwilling to admit or address problems or meet obligations. Community expectations and the legislative process can also influence which model the Division appears to be leaning toward.  Finally, sentencing orders can include language very specific to treatment or other programming expectations or zero tolerance policies.
In speaking to organizations and volunteers working with ex-offenders in Delaware, great concern has been expressed that the Division is leaning too heavily toward a law enforcement model at the expense of making sure that offenders receive the services needed to successfully re-enter society.  Concerns were also raised that present caseload levels may force Probation and Parole Officers to take a more superficial role and not be as involved in the reentry process as they could be.

Violations of Probation

Delaware has seen an increase in the number of Violations of Probation (VOPs) (J. Paesani, personal communication, August 22, 2006).  Generally, VOPs include new criminal charges and technical violations.  According to the Division of Probation and Parole, if only technical violations are being cited, there are multiple violations and the officers have attempted to address the behavior prior to initiating the formal violation of probation process.  In some instances, officers will respond more aggressively to technical violations if a sex offender or domestic violence offender is involved.

The level of discretion available to the probation officer can vary considerably from case to case.  For example, if the sentencing order states zero tolerance for certain behaviors, the officer has no discretion in taking action other than that required by the court.  In other instances, officers may have great leeway in addressing violations.  Officers may use various supervision strategies, such as imposing a curfew, conducting random drug testing, or increasing the frequency of office or home visits.  The officers may also increase the level of supervision by administratively transferring the offender.

In speaking to organizations and volunteers working with ex-offenders in Delaware, great concern was expressed about the rise in VOPs and especially about technical violations.  Being re-incarcerated for a VOP can have a significant impact on reentry.  If ex-offenders have managed to find employment and housing, all they have accomplished could be lost and they might have to effectively start over when they are released.  Even a short stay can have a devastating impact.  While there is no question that restrictions exist for a reason and that some violators deserve to go back to correctional institutions, Delaware may need to explore why it has an increased number of VOPs and if alternatives to incarceration can be used, especially for some technical violations.  In addition to the effect on reentry efforts, Delaware should also take into consideration the impact that VOPs have on the population of our already over-crowded correctional institutions.

Challenges for Probation and Parole Officers
Public safety is the mission of the Department of Correction, and Probation and Parole officers are committed to supervising offenders in such a manner as to minimize the risk for future criminal activity.  Community resources and service agencies designed to meet the needs of the offender population in the areas of housing, employment, substance and mental health treatment are critical elements in the prevention of future criminal activity as well.  However, the availability of needed services for the offender as well as coordination and communication between the officers and the service providers can present a challenge. 

For example, the sex offender population presents certain difficulties because of the nature of possible victimization and the outwardly compliant behavior of the offender.   Each specialized population presents unique supervision issues and needs that must be addressed.

Challenges for Offenders on Probation and Parole

Substance abuse is one of the biggest challenges for probationers and parolees.  Even if offenders are attempting to address their addiction and are committed to the process, relapse is common.  
Additional Department of Correction Treatment Programs


In addition to formal substance abuse programs administered by CiviGenics, mental health services provided by Correctional Medical Services, and the educational programs through the Department of Education discussed in other sections of this report, there are a whole host of other programs offered to inmates in Delaware’s correctional institutions.  Some programs are run by DOC staff while others are run by volunteers who come into the institutions to work with inmates.  

Many of the programs are highly regarded and effective.  However, it should be noted that the availability of programs varies depending on the facility, and not all inmates are eligible for all programs. Delaware’s wardens have a great deal of leeway in deciding how they will run their institutions and what programs they will and will not allow. Some of the volunteer groups we spoke with reported that there are new rules in place and that the DOC has cut back on some of the freedoms that they previously enjoyed, making it more difficult to access offenders and causing some programs to be discontinued.   

As has been mentioned in other sections of this report, Delaware is facing the same challenges as many other states – as inmate populations grow and costs increase, correctional institutions have had to focus their limited resources.  This is especially true in Delaware where staff shortages, safety concerns, overcrowding, and budget constraints have led to a reduction in programs.  Cuts in programs should not automatically be viewed as an unwillingness to offer programs so much as an unfortunate result of a growing inmate population, soaring costs, and limited budgets.  

The following is a partial list of some of the programs available to inmates in Delaware correctional facilities:

Substance Abuse Reality (SAR) – A psycho-educational, confrontational, interactive, and didactic substance abuse group where participants review the 12–step process, Transactional Analysis and Maslow’s Hierarchy of Needs.

New Start – A short-term (6-week) substance abuse treatment class.

Tempo – A four-month substance abuse relapse prevention program.

Family Problems – is a group offered at DCC for sex offenders.  It can run anywhere from two to four years and includes four months of relapse prevention treatment and maintenance groups.

Thinking For a Change – A 16-week cognitive behavior approach to treatment.   Offenders meet once or twice a week as a group led by one (or two) of the over 20 counselors that have been certified to run these groups.
Anger Management – Anger Management groups are run throughout the state in different formats designed to accommodate as many of the population as possible.  For example, the offenders in SHU at DCC have a program called “Cage Your Rage” which allows inmates who are in high security areas to be given materials to study and submit tests to be evaluated by the counselor.
Pre-Release Program – A program of some 20 psycho-educational classes that an offender must complete in order to graduate.   Counselors work with their clients to determine which classes are needed based on issues specific to that offender.  These classes include: Anger Management, Relapse Prevention, Personal Challenges, 12-Step Program, Self-Esteem Development, Violent Offenders, Parenting, Cultural Diversity, Commercial Drivers License Preparation, and a Parenting class offered by Child, Inc.  Program requirements also include the development of a pre-release plan and a resume.
Domestic Violence Awareness – Psycho-educational groups offered through out the state; often court-ordered with various lengths of required time for participation.
Thresholds – A 12-week psycho-educational program that teaches effective decision-making skills using offender and community volunteers.

Alternatives to Violence – AVP is delivered in two or three day workshops for which there are six different workshop levels. Workshops include: Basic, Advanced, Training of Facilitators, Bias Awareness, Manly Awareness, and Anger and Forgiveness Workshops. This program was begun by the Quakers and uses outside volunteers as well as inmate coordinators.

The Way Home Program – A community program offered at SCI that bridges the gap between prison and the community. 

Alcoholics Anonymous, Gamblers Anonymous, Narcotics Anonymous, HIV support groups, veteran support groups, art and poetry classes, and religious-based and prison fellowship programs are also offered.

BENEFITS 
Today’s ex-offenders are more likely than their predecessors to have had lengthy periods of homelessness and unemployment, a physical or mental disability, and children (Petersilia, 2003). Because of these characteristics, many inmates may be receiving, or are eligible, to receive benefits or assistance from the government before and after their terms of incarceration. However, while incarcerated, inmates are no longer able to receive benefits and usually they are forced to reapply for them upon release. Certain convictions may also make some individuals temporarily or permanently ineligible for some benefits after they are released. Considering the profile of today’s inmates, federal and state assistance is often a necessity, and a delay in receiving benefits or being denied assistance can have a great impact on an ex-offender’s chances for a successful reentry.   

SSI, SSDI, Medicare, Medicaid, and Veterans Benefits

Upon incarceration, inmates’ Supplemental Security Income (SSI) payments will not be affected if their period of incarceration is less than one month. If inmates spend a year or more in prison, Social Security will terminate their benefits and they must complete the application process again in its entirety. However, if the prison term is less than a year, inmates’ benefits will not be terminated and they can apply to restart their payments while still incarcerated. Pre-Release Agreements between prisons and Social Security allow prisoners to finish the process with assistance and resume their payments (once released) sooner than they would if there were no agreement. Pre-release applications are accepted when it is verified that the person is in an institution, seems likely to meet SSI eligibility criteria, and if the applicant is expected to be released within 30 days following notification of potential eligibility. Without an agreement, prisoners are still eligible to go through Social Security’s pre-release procedure in which they will be asked about income, resources, and with whom they plan to live after release, but the process will probably take longer. Friends and relatives are also able to help inmates through this process by acting as their agent and taking the inmates’ information to the local Social Security office. SSI is considered a last resort, so typically a person is not considered for SSI payments until they have applied for all other cash benefits for which they may be eligible.


Social Security Disability Income (SSDI) is slightly different than SSI.  Payments will continue until prisoners have been incarcerated for 30 days and no matter how long the prison term, prisoners will always remain on the rolls despite the cessation of payments. There is no pre-release procedure for SSDI like there is for SSI, but prisons that have Pre-Release Agreements with Social Security also make it easier to get a decision from Social Security and to resume the payments quickly. If there are no Pre-Release Agreements, inmates must act for themselves to initiate the process. 


Veterans’ cash benefits will continue in full until 60 days have been spent in prison. If convicted of a felony while receiving veteran’s disability compensation, payments will be reduced beginning on the 61st day of imprisonment. If convicted of a misdemeanor, payments will continue in full and the Veterans Administration will administer these payments to the family members of the inmate based on their need. Upon the day of their release prisoners are eligible to receive their payments.  


Medicare, Medicaid, and Veterans Health Care do not pay for any health services for inmates. Many states will also remove persons from their Medicaid list when it is learned that they are incarcerated or that their SSI payments have stopped. If inmates were on Medicaid before their arrest, they will most likely continue to be eligible after they are released. If inmates had Medicare before their incarceration, most likely they also had SSDI and because prisoners remain on the SSDI rolls even while imprisoned, they will not lose their Medicare eligibility.

Inmates have a very clear time frame within which to file for SSI, SSDI, Medicare, and Medicaid. The Social Security Administration estimates that an initial disability claim can take from 90 to 120 days. Also, SSI benefit payments are not paid until the first full month after the claim is filed. Medicaid considers the applications of those within 90 and sometimes 45 days of their release dates. However, if they had been receiving SSI payments as well, they might have to wait until Social Security restarts SSI payments to be approved for Medicaid. Those receiving both Medicare and SSDI will also have to wait until their SSDI payments restart to receive Medicare coverage as well. Veterans are eligible for healthcare as soon as they are released, but they may have to take a physical to make certain that they continue to have a disability. Unfortunately, when an inmate applies for benefits involving SSI and SSDI, very few are actually successful on their first try, and the process could take months. The federal government prohibits the payment of SSDI, SSI, Medicare, and Medicaid benefits if alcohol or drug abuse is the primary or only diagnosis of an individual.

Federal Benefit Ineligibility as Punishment for Criminal Offenses

In 1988, the U.S. Congress established a national policy of a drug-free America by 1995 through the Anti-Drug Abuse Act of 1988. Under Section 5301, the Denial of Federal Benefits Program provides that anyone convicted of possession or distribution of a controlled substance may be declared ineligible for federal benefits by a sentencing court. Specifically, any grant, contract, loan, or commercial or professional license provided by an agency of the United States or with appropriated funds of the United States may be denied. This does not include any retirement, welfare, Social Security, health, disability, veterans benefit, public housing, or other similar benefit, or any other benefit for which payments or services are required for eligibility. 

Federal and state court sentencing judges generally have discretion in denying any of the deniable benefits for any length of time up to those prescribed by the law, except for the mandatory denial of benefits for drug traffickers convicted of their third offense. Drug traffickers may become ineligible for federal benefits for up to five years upon their first offense, ten years upon their second offense, and permanently ineligible upon their third offense. 

Section 5301 of the Anti-Drug Abuse Act also provides that the denial of federal benefits may be waived for certain offenders under special circumstances. For example, an offender convicted of drug possession offenses might not be denied benefits if “a person who, if there is a reasonable body of evidence to substantiate such a declaration, declares himself to be an addict and submits himself to a long-term treatment program for addiction” (U.S.Government Accountability Office, 2005). Also, the period of ineligibility can be suspended if the person has completed a supervised drug rehabilitation program, been otherwise rehabilitated, or made a good faith effort to gain admission to a supervised drug rehabilitation program but was unable to do so because of lack of accessibility or availability of such program or lack of funds to pay for such a program.   

In 1996, the provisions established by the Personal Responsibility and Work Reconciliation Act (PRWRA) provided that benefits must be denied to persons convicted of a federal or state felony drug offense that involves the possession, use, or distribution of controlled substances. It also required anyone convicted of a federal or state felony drug offense to be denied TANF and food stamp benefits for life. However, the federal prohibition on TANF assistance for drug felons does not apply for TANF “non-assistance” benefits. These benefits are designed to assist in episodic emergency events. Drug treatment, job training, prenatal care, and certain public health assistance are examples of “non-assistance” benefits. PRWORA allows states the option of enacting legislative exemptions removing or limiting the classes of convicted drug felons who are otherwise affected by the federal ban on TANF and food stamps.  


Amendments to the Higher Education Act in 1998 allowed for the suspension of certain federal higher education benefits such as student loans, Pell Grants, the Federal Work Study program, and Supplemental Educational Opportunity Grants to students who had been convicted of either the possession or sale of a controlled substance. That conviction may be either a misdemeanor or a felony. The periods of ineligibility for higher education benefits depend upon the type and number of controlled substance convictions. There is a provision of the Higher Education Act that allows for eligibility to be restored before the end of the period of ineligibility if one of two conditions is met:   1) the student satisfactorily completes a drug rehabilitation program which includes two unannounced drug tests and complies with criteria established by the Secretary of Education, or 2) the student has his or her drug conviction set aside, reversed, or nullified. 

Implications of Loss of Benefits


SSI, SSDI, Medicare, Medicaid, and Veteran Benefits are all benefits that can be resumed after release. However, it is very likely that the resumption of these benefits will not occur unless inmates are given assistance within correctional institutions. Those without assistance are likely to fail in their attempts to receive or resume benefits because they may be severely mentally or physically impaired, making the process extremely difficult if not impossible to attempt alone, but also because it is difficult to be able to collect information and communicate with agencies while incarcerated. It is also difficult to understand the complexities of the process without advisement, and many inmates do not have the skills required to advocate for themselves (Conly, 2005).  It is thought that ex-offenders who are unable to continue their medical and mental health treatment as soon as possible after their release are more likely to re-offend or to be hospitalized and less likely to continue their treatment for the long term (Conly, 2005).   It is vital that prisons and jails provide discharge planning and assistance for the resumption of these benefits for the severely ill, and unfortunately in the majority of institutions this is lacking (Conly, 2005).   Even those who are mentally ill and need continued treatment are not automatically given discharge planning.   
Delaware Benefit Eligibility


Once the Delaware Division of Social Services, which administers TANF, General Assistance, Food Stamps, and Child Care Assistance, learns of an individual’s incarceration, his/her benefits are terminated. The agency will also terminate benefits if an individual does not provide it with information requested to determine eligibility. An individual is given ten days to return the requested information, and if he/she does not return the information, the individual will then receive ten days notice of their benefit termination. 

There is a process within the DOC to submit Medicaid applications for individuals who are within 30 days of their release date. There are no other programs within the Department of Correction to assist inmates in applying for benefits. Individuals must apply in person for food stamps, cash, and child care benefits, and once they have applied, the agency has 30 days to determine their eligibility and 45 days to determine their eligibility for non-long term care for Medical Assistance.  Even if ex-offenders begin the application process immediately after they are released, there will still be a period of time during which they will not receive the benefits for which they are eligible. 

It is important to note that ex-offenders in Delaware may be ineligible for certain benefits because of his/her conviction history: 

· Individuals convicted of a felony drug offense are not eligible for cash assistance.

· Individuals convicted of a felony drug offense in trafficking and selling are not eligible for food stamps. 

Individuals convicted of a felony drug offense for possession or use may become eligible for food stamps if they are actively involved or on the waiting list for an approved treatment program or have satisfactorily completed a substance abuse treatment program. Individuals who regain eligibility for food stamps after meeting one of those conditions must submit to quarterly random drug testing at their own expense. If the drug test is returned unclean, the individual will be disqualified from receiving food stamps for a year, after which the individual must test free of controlled substances before receiving food stamps again. 

The application process for benefits can be daunting, and it becomes even more difficult for ex-offenders who are unlikely to have the required forms of identification, have the added barriers to meeting the requirements for self-sufficiency which are necessary for programs such as TANF, or are ineligible as a result of a past drug conviction.  Programs within prisons instructing inmates about how to apply for benefits would certainly be helpful to better prepare inmates for their release, thereby reducing their chances of recidivating. Simply knowing where to apply for benefits and having some knowledge of the application process would be a great help. 

Legislation


Over the past five years a number of legislative initiatives have been introduced that have affected reentry in Delaware.  These legislative initiatives have removed reentry barriers, made the process of reentry easier for ex-offenders in Delaware, and changed or modified sentencing and release mechanisms.  

Sentencing, Truth-In-Sentencing and the Probation Reform Act


As noted previously in this report, Delaware’s prison population boomed at precisely the time that mandatory minimum drug sentencing laws and Truth-in-Sentencing laws were passed.  According to the Report of the Re-Entry Policy Council (2003):

“Sentencing statutes, including mandatory minimum and truth-in-sentencing (TIS) statutes, often result in changes in the composition of the released prisoners over time…Because released prisoners will have been removed from the workforce and their families for longer periods, the re-entry challenges of obtaining employment and family reunification will be great” (p. 29).


Efforts have been made to repeal mandatory minimum drug sentencing laws and to restore sentencing discretion to judges.  Eliminating mandatory minimum drug sentencing laws would help to reduce sentence lengths for non-violent drug offenders, thereby eliminating some of the population pressure in Delaware’s correctional facilities.  House Bill 210, sponsored by Representative Wayne Smith and passed into law in 2003, reduced prison time for some non-violent drug offenders who would have previously been sentenced under mandatory minimum drug sentencing laws. A study conducted by the Delaware Statistical Analysis Center (2005) showed a significant reduction in beds as a result of this legislation.  In recent years, SURJ has led efforts to pass legislation that would completely eliminate Delaware’s mandatory minimum drug sentencing laws.


Senate Bill 50, the probation reform law passed in 2003, is also credited with helping to reduce the need for prison beds.  At the 2004 Department of Correction Joint Finance Committee hearing, former DOC Commissioner Stanley Taylor noted that SB 50 and HB 210 had helped to decrease prison population (Better regulations, 2004).  This bill shortened probation sentences, gave courts the authority to consolidate probation terms, allowed probation officers to resolve violations of parole by short stays at Level IV or Violations of Probation Centers, allowed the Department to change an offender’s level of supervision administratively, and created new probation levels for those who owed restitution or those who were required to accomplish or refrain from specific acts only (SENTAC, DelSAC, SREC, 2005). The probation population has declined from a high of 21,000 probationers in 2001, to a current population of around 17,550 today (J. Paesani, personal communication, August 22, 2003) 


Delaware’s Truth-in-Sentencing (TIS) Law was passed in 1990.  It eliminated parole, and mandated that each offender serve at least 85% of his or her sentence.  While there are many arguments in favor of TIS, it has been noted by some that TIS has had an unfortunate effect, not just in Delaware, but across the nation.  Joan Petersilia (2003) notes in When Prisoners Come Home, that as a result of TIS, “violent offenders’ postrelease oversight time has decreased to 15 percent of the imposed sentence.  Truth-in-Sentencing eliminated not only parole but also most ‘good time’” (p. 68).  Because there is little incentive to earn good time, some offenders do not take advantage of programs in prison.  Also, in the past, it is important to note that the Board of Parole served a gate-keeping role, deciding if the individual was truly ready to reenter society.  

Removing the Barriers to Successful Reentry


A number of bills passed by the Delaware General Assembly have reduced reentry barriers:

● Senate Bill 56, sponsored by Senator Margaret Rose Henry, was signed into law in 2004.  It allows offenders convicted of a felony drug conviction to apply for a conditional driver’s license one year after completing their sentence.  Previously, there was a three year ban.  Having access to a vehicle makes seeking and retaining a job, attending probation meetings, and accessing services a great deal easier, particularly in Kent and Sussex Counties.  

● Senate Bill 229, sponsored by Senator Karen Peterson, challenged current licensing codes.  Prior to this bill’s passage in 2004, occupational licensing boards were disqualifying many ex-offenders.  This bill changed the law so that licensing boards could only disqualify ex-offenders whose convictions were “substantially related” to the occupation.   

● House Bill 443, sponsored by Representative Dennis Williams, was signed into law in June 2006.  This bill requires training for police officers to respond to individuals with mental illness, a mental disability and/or a physical disability.  

● Senate Bill 350, sponsored by Senator Margaret Rose Henry, and House Bill 126, sponsored by Representative Pamela S. Maier, were enacted in June 2000 allowing ex-offenders with felony convictions to vote five years after completing their sentence in its entirety (including parole, probation, and all restitution).  Before these bills all offenders with felony convictions were permanently disenfranchised.  Currently, those ex-offenders convicted of manslaughter, murder or sex offenses are still permanently barred from voting in Delaware.  

Future Legislation  

Although some reentry barriers have been removed in recent years, much remains to be done and we hope that the Delaware Reentry Roundtable and this report will contribute to the development of policy recommendations and new pieces of legislation.

Female Inmates

As the prison population steadily increases, so does the number of women incarcerated, especially for non-violent drug and property offenses. The female incarceration rate has in fact outpaced the male incarceration rate.  Judith Greene and Kevin Pranks (2006) note in their report, Hard Hit: The Growth in the Imprisonment of Women, 1977-2004 that: “The number of women serving sentences of more than a year grew by 757 percent between 1977 and 2004 - nearly twice the 388 percent increase in the male prison population” (p. 9).   As of August 24, 2006 the Baylor Women’s Correctional Institution (BWCI) housed 404 female offenders (P. Howard, personal communication, August 25, 2006), which is double the prison’s design capacity of 200. Approximately 80 percent of women in Delaware are incarcerated for drug-related offenses (P. Ryan, 2005). Overall, women are usually arrested due to felony or misdemeanor charges such as possession, solicitation, implication in property crimes, or neglect (Galbraith, 1998). 


Reentry presents significant challenges for women because of the complexity and inter-relatedness of the issues in their lives. Warden Patrick Ryan of BWCI noted at the 2005 League of Women Voters League Day event, that women incarcerated in Delaware are highly likely to be victims of physical or sexual abuse and to have a mental illness.
   A high percentage of incarcerated women have histories of substance abuse and it is rare for an incarcerated woman to only suffer from substance abuse.  She is also likely to suffer from mental illness, or psychological problems resulting from physical or sexual abuse. Unfortunately, the majority of programs offered to women while incarcerated and upon release are not designed to address the varied and simultaneous issues present in the lives’ of incarcerated women. 

An example of conflicting issues hindering a female inmate’s chance of successful reentry is the relationship between substance abuse treatment and motherhood. About 70 percent of women incarcerated in Delaware are also mothers (Warden Ryan, 2005) and many female inmates are very focused on maintaining and reestablishing their relationships with their children. However, because the Federal Adoption and Safe Families Act of 1997 requires the state to terminate parental rights after a child has been in foster care for 15 of the most recent 22 months—even if the primary caregiver is incarcerated—the threat of the removal of their children from their permanent custody can impede any sort of therapeutic intervention. Women may be more focused on getting their children back than on their own treatment needs. 

The Key Village at BWCI helps some female offenders stay connected to their children. BWCI began this therapeutic community in 1994 specifically for drug-abusers. The program runs about 12 to 18 months and houses 40 female offenders. As time progresses, children are permitted to stay overnight to encourage strong connections between female offenders and their families. This offshoot of the Key/Crest drug rehabilitation programs in other Delaware correctional facilities has been very successful.  Delaware has also established therapy groups on domestic violence, family and child-based services, and educational programs to benefit women.

While BWCI provides adequate services to female offenders in prison, transitional services are inadequate. Three counselors work with all of the 400+ women at BWCI to establish the following: transportation upon release, financial assistance of debts, medical assistance for those who are ill, child care/reunification services, and community linkages to substance abuse/mental health providers (P. Ryan, 2005). For most women, child care/ reunification services are the primary concern upon release.  Employing a full-time caseworker from the Department of Family Services to work with the incarcerated women would help women reconnect with their children.  Unfortunately, many recently released women, often victims of domestic violence, return to violent or criminal partners taking their children along with them because they can find no support within the community. All offenders that are released back into their communities face challenges, but because women are often the primary caregivers of children, they have the added responsibility of resuming their role as mothers, or face the risk of losing custody of their children. 

Sex Offenders

A series of highly publicized sex offenses during the 1990s, particularly ones committed against children, outraged the American public and served as a catalyst for an increase in sex offender legislation and restrictions. The most significant pieces of legislation to develop were the 1994 Jacob Wetterling Act (which required states to implement a sex offender and crimes against children registry), Megan’s Law (which required states to establish a community notification system), and the Pam Lyncher Act (which required lifetime registration for recidivists and offenders who committed certain aggravated offenses). States that failed to meet the compliance deadlines for these Acts risked losing funding for state and local crime eradication efforts.


Over the years, an increasing number of federal and state laws, as well as regulations in local municipalities, have imposed stricter limitations on sex offenders.  There continue to be more and more regulations, many of which do not seem to have any relationship to the realities of who is committing sex offenses (most sexual abuse occurs within a family and is not stranger on stranger) or to the nature of the sex offenses (a person could frequent adult prostitutes but still be restricted from living near schools).  While there should be great concern for protecting society, and especially vulnerable children from sex offenders, our laws and regulations need to reflect the realities of who is committing these crimes and the nature of the crimes themselves.  


Society also needs to take into account the unintended consequences of some of these regulations.  Restrictions against sex offenders sometimes effectively bar sex offenders, not just from areas with schools and playgrounds, but from living and working in entire towns.  Sex offenders can be barred from public housing and there is now even a trend among real estate developers to prohibit sex offenders from living in some housing subdivisions. While on the surface these restrictions may appear to protect society, they can have unintended consequences.  Because of the insurmountable barriers that sex offenders sometimes face when trying to find housing and employment, we run the risk that they may choose not to register as sex offenders and instead go underground, posing an even greater risk to the community. Restrictions have also caused sex offenders to become increasingly concentrated in certain areas and this too could pose a risk. Finally, because of distance restrictions, more sex offenders are being forced out into rural areas where the resources they need are not available, which again causes a greater threat to the community. 


While the restrictions placed on sex offenders reflect society’s fears and are illustrative of public sentiment, they do little to protect society.  In Delaware, as in many states, the punitive as opposed to rehabilitative trend in our laws and regulations can cause long-term problems.  Having received little treatment in prison, sex offenders are released and then face numerous obstacles as they try to reintegrate back into society and search for housing and employment.  If sex offenders face overwhelming obstacles in every aspect of life, the motivation to rehabilitate will certainly be lacking and the barriers they face could actually serve as a trigger for the very behavior we are seeking to prevent.     


Organizations and volunteers working with ex-offenders in Delaware report that although all ex-offenders face barriers, the barriers facing sex offenders are the most difficult to overcome.  Even many programs assisting ex-offenders will not work with sex offenders.     

Kent and Sussex Counties


As detailed throughout this report, ex-offenders throughout Delaware face a number of challenges to successful reentry.  For those ex-offenders who are returning to Kent and Sussex Counties, those problems are often magnified, due to the primarily rural environment of these counties.  


An unpublished report by the Delaware Statistical Analysis Center (1998) concluded that rehabilitative services were very limited and far less accessible in Kent and Sussex Counties.  Furthermore, the limited services that did exist were located among just a few areas, so those that did not live within these localities would have a difficult time accessing services.  The report also noted that while public transportation is available in Kent and Sussex County, it is not available to the degree that it is available in New Castle County — and it is particularly a problem for those who reside in Sussex County.   

As with all ex-offenders, those released in Kent and Sussex Counties face the challenge of locating housing and employment.  Housing prices have been rising rapidly in Kent and Sussex Counties in recent years and finding affordable housing can be a challenge.   Similarly, employment prospects are limited as well — not only because of the difficulty ex-offenders face finding jobs, but due to the fact that without adequate transportation, getting and retaining a job may be difficult.  


Fortunately, there are organizations in Kent and Sussex Counties that work with ex-offenders to help them with the reentry process.  Two of the better-known organizations are The Way Home (Georgetown) and the House of Pride (Dover).   Over the last decade these agencies have worked with returning ex-offenders, providing them with housing, transportation to interviews and jobs, treatment, and other support.  A Preliminary Evaluation of The Way Home Program undertaken by the University of Delaware in September 2006 found that Way Home clients were significantly less likely to recidivate than DOC ex-offenders (McDuffle, Powell, & Solano, 2006). Through simple and inexpensive strategies such as providing Way Home clients with donated bicycles to get them to and from their jobs, along with complete case management, The Way Home has provided a model for ex-offender support in Delaware. Unfortunately, the need for services in Kent and Sussex Counties is much greater than even this program and other successful programs can provide. 

Language Barriers

Language barriers can present significant issues for those inmates whose primary language is not English.  Language barriers can affect access to services inside institutions as well as outside and have a detrimental impact on reentry efforts.  According to the U.S. Census Bureau, in 2005, 87,966 Delawareans, or 11.5 percent of the state’s population, spoke a language other than English at home.
  The Spanish speaking population is growing throughout the United States, and as it grows, the necessity of addressing that group’s specific needs is becoming evident.  Better knowledge of the Spanish speaking population in Delaware’s prisons would help to determine the number of bilingual Corrections employees needed and raise awareness of the need for programs designed for Spanish speakers.  Community service providers report that Spanish speakers have great difficulty participating in programs due to language barriers.
CONCLUSION


On September 29, 2006, the Delaware Reentry Roundtable convened a panel of key state policymakers, community leaders, and experts; equipped them with reentry data; and charged them with developing recommendations to improve the success of the ex-offenders re-entering our communities.  In addition to providing recommendations for future action, those present also identified what they considered to be some of the most significant barriers to reentry in Delaware.  

Barriers to Successful Reentry in Delaware

1. There is a lack of coordination between agencies and organizations that provide reentry support.

2. Upon release, ex-offenders have very little information about how to access services or even what services are available.

3. The public is not educated about or concerned with issues of ex-offender reentry. This may explain the widespread NIMBY (Not in My Backyard) attitude and the belief that ex-offenders do not deserve assistance. 

4. There is no official reentry policy in Delaware, suggesting that neither the public nor our government is concerned with reentry issues.

5. Upon release, ex-offenders often have no identification or they have a DOC issued identification that is not recognized by all state agencies.

6. Ex-offenders with mental and/or physical health problems do not receive adequate transitional care.

7. Both arrest and conviction histories may be accessed from the internet, but the distinction between arrest and conviction is not widely understood.

8. Ex-offenders usually have little education, no work histories, and few job skills.

9. Those with substance abuse problems are either not getting treatment at all or the treatment they receive is inadequate.

10. There is a lack of mentoring and support for ex-offenders in terms of their emotional needs.

11. There is a great need for more affordable housing, especially for ex-offenders who most likely do not have the money to pay for their first month’s rent and a security deposit. 

12. Language barriers intensify all obstacles to successful reentry. 

Recommendations for Removing Barriers to Successful Reentry

1. Create a directory of services to be given to inmates as soon as they become incarcerated, including a comprehensive informational packet and video.

2. Utilize case managers to educate inmates about the services and benefits available to them upon release.  

3. Facilitate interviews with service providers through the use of Delaware's state of the art video conferencing technology.

4. Educate the public about reentry.   This should include the use of positive images, statistics, and recognition of the work of advocates and service providers. 

5. Reframe the issue of ex-offender reentry. Educate key policymakers and the Attorney General, showing them how successful reentry is vital to our community safety and public health, as well as a smart way to reduce spending on incarceration. 

6. Issue official identification that is recognized by all state agencies.  

7. Use set release dates or create a system to ensure that offenders who are suddenly released and suffering from physical/mental health problems are provided with necessary medications and appointments with outside providers.  

8. Use peer mentors to better prepare those with physical/mental health conditions for the steps they must take to ensure continued care and to provide emotional support. 

9. Allow for automatic expunge cment of records (for certain offenses) after a sufficient amount of time with no new convictions.  

10. Encourage employers to hire ex-offenders and promote tax incentive and bonding programs for hiring ex-offenders. 

11. Bring more life skills, education, and vocational programs for inmates into prisons and work release centers.  

12. Require inmates assigned to a substance abuse treatment program to complete that program in its entirety.  Encourage judges to sentence offenders to complete treatment programs.

13. BWCI (Baylor Women's Correctional Institution) needs a bus stop to facilitate visits from family members and to make it easier for women to get back home or commute to jobs if they are on work release.


The barriers to successful reentry in Delaware are not impossible to overcome. If we begin to address even one of the significant barriers to reentry, such as the lack of coordination among agencies that provide reentry services or the need for more educational and vocation programs for inmates, then the other barriers will not only seem less insurmountable, they will be. Education and advocacy are the keys to bringing attention to reentry issues and winning legislative support.
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� One innovative approach that has been used to encourage otherwise unwilling relatives or friends to accept an ex-offender into their home is to offer a financial incentive.  One Delaware agency that uses this approach is the Delaware Center for Justice (DCJ), which uses funds to subsidize rent and utility payments for up to 90 days.  This can be a much better alternative to paying for a motel room.  Motel rooms can be very expensive and are bad environments for ex-offenders.


� 42 USC 11302(c) states, “the term ‘homeless’ or ‘homeless individual’ does not include any individual imprisoned or otherwise detained pursuant to an Act of Congress or a state law.”


� Persons meeting this definition are eligible for Transitional Housing, Safe Havens (non-PH) or Supportive Housing Only.


� This definition is shared by the U.S. Department of Housing and Urban Development (HUD), the U.S. Department of Health and Social Services, and the U.S. Department of Veteran Affairs.


� The two bedroom “housing wage” in Delaware is $16.46.  This is the hourly wage needed to rent a fair market two bedroom apartment in Delaware without paying more than 30 percent of that wage for housing (Delaware Housing Coalition, 2006).


� In Delaware, there are five public housing authorities: Delaware State Housing Authority, Dover Housing Authority, Newark Housing Authority, New Castle County Housing Authority, and Wilmington Housing Authority.


� Admissions and occupancy policies are available by contacting individual Delaware PHAs.


� There is at least one Delaware PHA which has a program specifically designed to assist ex-offenders. Delaware State Housing Authority (DSHA) has a program at Baylor that helps inmates apply for public housing benefits before their release.  However, at this time, DSHA has not been invited to work with Delaware’s male inmates.


� Soft skills include the basic skills needed to maintain employment such as showing up for work on time and behaving in an appropriate manner.


� Therapeutic Community


� Due to the stigma of being a mentally ill ex-offender, there can be a reluctance on the part of community service providers to provide the patient with services due to the pervasive stereotype that this population is violent.


� As with mentally ill ex-offenders, there can be a reluctance to treat mentally ill inmates due to the pervasive stereotype that this population is violent.


� National healthcare is projected to reach $2.9 trillion in 2009 (National Coalition on Healthcare, 2004).


� Approximately $6 billion per year is spent on correctional healthcare (Council of State Governments, 2003).  


� However, there are some services and programs available in Delaware.  For the past four years the Centers for Disease Control has paid for STD testing among high risk juvenile offenders in Delaware, and it is possible that funding could be available for adults as well. The Delaware Center for Justice provides an HIV/AIDS program in Delaware prisons and encourages inmates to be tested for both HIV and hepatitis C. At Level V institutions there are also peer education programs.





� League Day is an annual event sponsored by the League of Women Voters.


� Harlow, Summer. (2006). Bilingual Employees in Demand Across Delaware.  The News Journal. Retrieved February 16, 2007, from http:/www.delawareonline.com/apps/pcbs.dll/article?AID=/20061226/NEWS/612260354/-1/NEWS01
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