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CHAPTER 1. INTRODUCTION 

This review of the services provided by the Dublin Rape Crisis 
Centre was carried out at the request of Mr. Kieran Hickey, Chief 
Executive Officer, Eastern Health Board in a letter dated 7th of 
December 1988. His instructions were that -

1. A review of services currently provided by the Rape 
Crisis Centre and the financial situation relating to 
same should be carried out. 

2. The review should take account of the overall service 
requirements of the Eastern Health Board in this 
area of need, the various providers of such services, 
and aim to define the quantity, quality and cost of 
ongoing services required of the Rape Crisis Centre by 
the Eastern Health Board. 

3. The service audit to be carried out under the 
direction of Mr. Brian Glanville, Director of 
Psychology, Eastern Health Board and the financial 
audit under the direction of Mr. Martin Gallapgher, 
Finance Officer,Eastern Health Board. 

This report sets out the results and recommendations of the 
service audit and must be read in conjuction with the financial 
audit report. 
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Subsequently Mr. Hickey approved the establishment of a service 
audit team consisting of the following:-

Ms. Maureen Gaffney, Senior Clinical Psychologist, 
Eastern Health Board. 

Mr. Brian Glanville (Chair) Director of Psychology, 
Eastern Health Board. 

Mr. Fred Lowe, Senior Clinical Psychologist, 
Eastern Health Board. 

Ms. Leonie Lunney, Director, National Social Service 
Board. 

Ms. Sarah O'Leary, Special Hospitals Programme, 
Eastern Health Board. 

Dr. Imelda Ryan, Consultant Child Psychiatrist, 
Our Lady's Hospital for Sick Children, Crumlin. 

The team met on eight occasions and members of the team visited the 
Rape Crisis Centre on a total of seven occasions. In addition 
members of the team also made a number of visits to other agencies 
in the course of carrying out their work. 

We wish to acknowledge with thanks the assistance which we received 
from the Director, Deputy Director and Staff of the Rape Crisis 
Centre. We also wish to record our appreciation and gratitude, for 
their co-operation help and support to the following:-

Ms.Caroline Cahill, Computer Department, E.H.B. 
Ms.Colleen Gibbons, Computer Department, E.H.B. 
Mr. Brian Kinch, Psychology Department,E.H.B. - : 
Mr. John Quinn, Secretary, Senior Social Worker Group, 
E.H.B. 
Dr. Maura Woods, Director, Sexual Assault Unit, Rotunda 
Hospital. 

We wish to record our particular appreciation and gratitude to 
Ms. Ann Matthews, Department of Psychology for her work in 
preparing and typing the report and co-ordinating the work of the 
team. 
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CHAPTER 2. THE DEVELOPMENT OF RAPE CRISIS CENTRES 

Over the past 20 to 30 years Rape Crisis Centres have developed in 
most western countries. In general these centres are to be found 
in the Voluntary Social Service Sector rather than the State 
Sector. The impetus for the development has been a recognition, 
largely by women, of major shortcomings in existing care and legal 
systems. 

The development of these centres in the voluntary, as opposed to 
the statutory, sector was influenced by a recognition that by being 
in that sector they could provide a service in a way which a 
statutory"institution could not by mobilizing both community and 
self-help resources. 

As originally conceived they had a number of roles. 

A. Publicity 

Numerous surveys have shown that a significant proportion of 
serious rapes and violent assaults are not reported to the police. 
In the United Kingdom, the British Crime Survey (Hough and Mayhew, 
1983) suggested that only one guarter of the offences of indecent 
assault upon women of 16 years or over are officially reported to 
the police. Similar figures have been reported from Canada, while 
studies in the United States suggest that only one in six women 
come forward. There is some evidence to suggest that even fewer 
sexually assaulted men report the offence to the police. Therefore 
an important function of Rape Crisis Centres has been to create 
publicity of the kind which would allow women to come forward after 
rape has occurred. 

The steady rise in the number of recorded rapes, both in €his 
country and elsewhere, is probably as much due to the efforts of 
Rape Crisis Centres in encouraging victims to come forward and 
report the offence, as it is to any increase in the number of rapes 
and sexual assaults actually occurring. 
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B. Providing support/therapy. 

Until recent times there was a strong resistence within the 
community in general, and within hospitals and the health 
professions in particular, to recognize rape as a legitimate health 
issue requiring medical and psychological services. 

Research on rape victims (Burgess and Holmstrom, 1974) has shown 
that women go through a period of traumatic reaction following 
rape. In some this is characterized by extreme emotional reaction 
and tearfulness and in others by masking their feelings and a 
process of denying the seriousness of what has happened. Both 
patterns are often accompanied by the development of strong phobic 
reactions. This initial phase, which may last for several weeks, 
is usually followed by a period of readjustment during which the 
victim attempts to regain control and reorganise her life. 

From a psychotherapeutic point of view, it was found that the 
traditional structures for providing treatment, where the patient 
comes to the therapist, were inappropriate and a service involving 
greater outreach to the victim was needed. For example, physical 
and forensic examination of the rape victim immediately after the 
assault often takes place in a General Hospital. Burgess and 
Holmstrom (1974) showed that effective delivery of 
psychotherapeutic help involved visiting and working with the 
victim in hospital and following her up later so as to provide help 
and support. 

Hedlung and Grano (1988) point out that what the woman needs 
immediately after being subjected to an attack is for somebody to 
actively take care of her so that she may be enabled to later 
regain her independent decision making ability. They see the need 
for immediate protection later followed by counselling. It was 
this need of the victim which Rape Crisis Centres were established 
to meet by providing a counsellor who would support and befriend 
her from the moment of disclosure, through the legal proce'ss, and 
through rehabilitation. 



-5-

C. Public Watchdog/Pressure Group 

A third function which Rape Crisis Centres performed was that of 
monitoring the treatment received by victims at the hands of the 
police and courts. The police could often be insensitive and 
courts and judges sometimes made decisions and statements which 
were bizarre or offensive. Because of the work of Rape Crisis 
Centres in drawing attention to these shortcomings, the law has 
been changed in many countries. Lobbeying for legal reform is a 
function for which a specialist voluntary agency is particularly 
well suited. 

Many Rape Crisis Centres, particularly in Scandinavia and Germany, 
send a representative to the trial of each rape case even if the 
victim has not been counselled by them. Their role is to monitor 
court proceedings and, if required, provide support to the victim 
in what is usually a very traumatic experience where she has to 
confront her attacker in public probably for the first time since 
her rape. 

D. A Twenty Four Hour Rapid Response Service 

Wherever possible Rape Crisis Centres have tried to provide a 
twenty-four hour service so that a counsellor is made available to 
the victim as soon as possible after the rape has been reported. 
Experience in many countries has shown that a large number of women 
who report rape to a Rape Crisis Centre do not wish to report the 
matter officially to the police.For example in 1986 the Paris Rape 
Crisis Centre reported that only 30% of victims who reported a rape 
went on to file an official complaint. However that did not mean 
that these women had not been significantly traumatised as a result 
of their experience. Some 70% of women wanted an informal 
reporting procedure and the therapeutic and emotional help that was 
provided as a result,without going through the official channels of 
prosecution and trial. 
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CHAPTER 3. THE DUBLIN RAPE CRISIS CENTRE 

The Dublin Rape Crisis Centre commenced operation in February 1979. 
In a report which it published to launch the Centre it set out its 
aims as follows:-

"1. To provide an emergency telephone service and legal, 
medical and emotional counselling. 

2. To provide a supportive, calm and sympathetic 
environment for the woman. 

3. To eguip women to cope with the problems of women who 
have been raped. 

4. To provide facilities for women who have been raped to 
meet each other. 

5. To set up a co-ordinated group of contacts in different 
geographical areas who would be willing to personally 
meet and counsel raped women and accompany them to the 
hospital/police/doctor/court.• 

Elsewhere in the report they also state that one of their aims 
"will be to give information about the problems facing women who 
have been raped and to promote discussions of rape and fears and 
myths surrounding it and possibly to raise funds". 

Over the next couple of years these aims were somewhat modified. 
The Centre!s report for 1981 (page 12) states that the Centre 
provides:-

 A) A telephone counselling service with backup legal, 
medical and emotional support and information for women 
who have been raped or sexually assaulted. 

B) The services of counsellors to accompany women to the 
police, doctor, hospital, or court giving her all the 
help and information she needs. 

  C) A non-directive and non-judgmental counselling service 
in a supportive, calm and sympathetic environment. We 
encourage women to express their needs and fears and 
at all times we respect the lifestyle, feelings and 
beliefs of women who come to or contact the Centre. 
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D) Facilities for women who have been raped to meet each 
other for group discussion/counselling should this be 
considered desirable by the individual woman and her 
counsellor. 

E) Public education about the serious effects of rape and 
sexual violence on women and information concerning 
legal/procedural inadequacies of the institutions in 
Ireland through public meetings, specialist seminars, 
published material and media exposure. 

F) Information outlets to highlight the reality of sexual 
violence and rape and expose restrictive attitudes and 
social myths surrounding these problems. We are 
involved in publication of articles, papers, reports 
and pamphlets, containing statistics, research findings 
and detailed analysis of work of the Rape Crisis 
Centre. 

G) The eventual establishment of a co-ordinated group 
of contacts in different geographical areas who will be 
willing to meet and counsel women who have been raped 
and accompany them to hospital/police/doctor/court. 
This provision is at a very embryonic stage, due to 
difficulties "organising training for rural women in 
rape crisis counselling". 

The 1983 report contains the first documented reference indicating 
that the Centre was beginning to provide services to a significani: 
number of "girls who are/were victims of incest". From the 1984 
report it is clear that this trend has become firmly established 
with over one third of the total number of cases dealt with 
relating to what is described as "child sexual abuse". In that 
report the services offered by the R.C.C. (and therefore, by 
inference, its aims) are listed as follows:-

A) Helping the client to overcome the emotional and 
physical trauma of sexual abuse. 

B) Offering legal and medical information and advice to 
the client. 

C) Supporting the client by accompanying her to the garda 
station,the doctor, consultations with barristers and 
to court. 
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D) Taking referrals from social workers, doctors, 
teachers,gardai and other professionals or helping 
agencies. 

E) Offering information and support to professionals or 
personnel in other agencies who are working with 
victims of sexual abuse in the course of their work. 

No formal report appears to have been published by the R.C.C in 
1985 but one did appear in 1986. (This is the most recent year for 
which such a report is available). That report further confirms 
the change in direction of the Centre's activities away from the 
relatively specific area of rape to the more general area of sexual 
abuse in childhood. In that year almost 70% of those who attended 
at the Centre "for long term therapy and counselling were sexually 
abused in their childhood". Annual statistics from the Centre for 
the years 1987 and 1988 have confirmed the continuation of this 
trend. 

The major change therefore, that has taken place in the R.C.C.fs 
aims since its foundation in 1979, has been the widening of its 
counselling and therapeutic role from that of catering for women 
who were victims of rape to the much broader role of dealing with 
victims, both women and men, of sexual abuse. These changes had 
profound effects on the nature, structure and cost of services 
provided and these are discussed in detail in later sections of ___ 
this report. 

PREMISES 

The Rape Crisis Centre is currently located at number 70 Loiver 
Leeson Street Dublin 2 having moved there some years ago l*rom 
premises in nearby Pembroke Street. The Centre leases the whole of 
the building with the exception of the basement. It is freshly 
painted and comfortably furnished with the following 
accommodation:-

1. Entrance Hall Level: kitchen, toilets, one group room 
and one office. 

2. First Floor Return: reception area. 

3. First Floor: waiting room, board room and staff room. 

4. Second Floor Return: toilets. 

5. Second Floor: three rooms used as offices/group rooms. 

6. Top Floor: four rooms used as offices and toilets. 
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The current annual rent which the Centre pays for these premises is 
17,000 pounds per annum. Bearing in mind the Centre's level of 
activity, number of staff etc. and the fact that a number of the 
Centre's activities are scheduled during evenings the premises are 
adeguate to the Centre's needs. 

The Centre caters for clients from all parts of Dublin and further 
afield and its location in Leeson Street makes it reasonably 
accessible. However clients coming from the North or West of Dublin 
by public transport may be involved in two separate journeys. 

ORGANISATION AND STRUCTURE OF THE RAPE CRISIS CENTRE 

The first meeting of the Evaluation Team with the staff of the Rape 
Crisis Centre took place shortly after very significant changes had 
been made within that organisation. Even as the evaluation was 
taking place these changes were being confirmed and further 
developments were underway. 

When originally set up the Centre described its structure as being 
that of a "feminist co-operative". It is registered as a 
Benevolent Society under the Friendly Society Acts 1896 - 1977. We 
understand that the Centre does have plans to change its structure 
to that of a company limited by guarantee and to operate under the 
relevant companies acts. Such a change in structure would involve 
the establishment of a Board of Directors and we were advised that 
a number of people have been approached and invited to indicate 
whether they would be interested in joining a Board. It is 
envisaged that this Board will have significant staff 
representation including the three staff members who are currently 
Trustees. 
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TRUSTEES 

The office of trustee had been in existence in the R.C.C. structure 
for a considerable period of time but had fallen into disuse in 
recent years. On the 7th of November 1988 a meeting of all R.C.C. 
personnel took place at which, we understand, substantial 
dissatisfaction with the operation of the Centre was expressed. 
Subsequently, the then Director resigned and Ms. Bernie Purcell was 
appointed as temporary Director - this appointment was confirmed in 
January of this year by the Personnel. At a further meeting on the 
23rd of November 1988 they decided to reactivate the role of 
trustee and three appointments were made to that office. 

Ms. Bernie Purcell, Director and Trustee 

Ms. Olive Braiden, Deputy Director and Trustee 

Ms. Rosemary Liddy, Assistant Co-ordinator of Counselling 
and Trustee. 

The principal responsibility of the trustees is that of overseeing 
the Centre's financial situation. They meet on a weekly basis and 
receive a report on expenditure. Accounts for payment are approved 
and cheques are presented for signature. 

MANAGEMENT 

There have been changes within the management structure of the 
organisation since November 1988. There have also been changes in 
the titles of some management posts. When we first met with 
representatives of the R.C.C. in December 1988 it was stated that 
the management structure of the organisation consisted of the 
Manager, the Head of Counselling and the Head of Fund Raising. The 
Manager and the Head of Fund Raising had recently resigned- and the 
decision had been taken to disband the fund raising section since 
it was not considered to be performing cost effectively. The Head 
of Counselling had taken over as Acting Manager. 

At a further meeting in February 1989 we were advised that the 
Centre had adopted a new management structure consisting of the 
post of Director, Deputy Director and Assistant Co-Ordinator of 
Counselling (the Director, having formerly been Head of 
Counselling, continued as Co-Ordinator of Counselling). These are 
whole-time salaried posts. In addition to the management 
responsibilities attaching to the posts the holders are also 
involved in providing counselling services. 
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STAFF 

In addition to the Director, Deputy Director and Assistant 
Co-Ordinator of Counselling the Centre employs three full-time 
counsellors, a whole-time secretary/bookeeper and a whole-time 
receptionist. 

The counsellors meet weekly with the Assistant Co-Ordinator of 
Counselling to plan the counselling programme. The 
secretary/bookeeper and receptionist report to the Director who 
meets with them weekly. 

VOLUNTEERS 

The Deputy Director is in charge of the volunteers. In January of 
this year the volunteer group had six members, all women, who range 
in age from 27 to 47. However since then a campaign was launched 
to recruit further volunteers. Volunteers, who must be over 2 5 
years of age, are recruited by newspaper advertisement and selected 
by guite a comprehensive interview procedure. Selected volunteers 
are given an induction course spread over two weekends which 
provides training in basic telephone counselling skills. 

The principal responsibilities of the volunteer group are to 
provide an after hours telephone counselling service from their 
homes. With six members in the group each volunteer is expected to 
be on telephone duty for one twleve hour night shift per week, in 
addition to being responsible for one session each weekend. They 
are also expected to carry a small case load in individual 
face-to-face sessions - usually with a maximum of two clients at 
any one time. This work is done at the Centre and not in the 
volunteers home. . * 

At the end of a shift the volunteer phones in details of her calls 
to the Centre and this is recorded on the Centre's answering 
machine and details about this are then picked up by the Deputy 
Director. Volunteers attend a case meeting with the Deputy 
Director every second week. 
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POLICY FORMATION, MONITORING AND OVERALL ORGANISATIONAL CONTROL 

In line with its collective/co-operative ideology, this function is 
vested in the monthly staff-meeting which consists of all of the 
Centre's salaried staff together with one representative of the 
volunteers. This meeting has the responsibility for overseeing the 
work of the organisation and for the formation of its policy. It 
also has responsibility for making senior appointments within the 
organisation. Management are accountable to the staff meeting. 

The Centre has always had a collective/co-operative structure in 
theory. Since the reorganistion of November last, the role of the 
monthly staff meeting has been reasserted and strengthened. It is 
at this meeting that decisions are made in relation to the client 
group for which the Centre will cater, the extent of the service it 
will provide, the staffing needs of the service and its financing. 
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CHAPTER 4 SERVICES PROVIDED BY THE RAPE CRISIS CENTRE 

The Rape Crisis Centre provides a range of services to people who 
have been sexually abused. These include the following:-

1. A telephone counselling service. 

2. Face-to-Face Counselling/Therapy service which may be 
provided by either (a)full-time professionally 
qualified counsellors employed by the Centre or 

(b)volunteers. 

3. A group therapy programme. 

4. Sexuality workshops. 

5. Counselling and support for victims involved in legal 
proceedings. 

1.TELEPHONE COUNSELLING SERVICE 

The Centre provides a twenty-four hour, seven day per week, 
telephone counselling service for victims of rape or sexual abuse. 
This service may also be used by friends or relatives of victims. 
The vast majority of R.C.C. clients first make contact with the — 
Centre by telephone. 

Callers phoning during office hours are usually dealt with by the 
Deputy Director. Outside normal office hours callers phoning the 
Centre have a message relayed by telephone answering machine - this 
advises the caller of the telephone number of the volunteer on 
duty. The caller then has to make a second call to that number. 

On the basis of the initial telephone contact a decision is made as 
to whether this is a crisis or non-crisis situation. If the 
counsellor judged it to be a crisis situation, the caller is 
offered an urgent appointment whereas if it is judged to be 
non-crisis then she/he will be put on a waiting list. It would 
appear that the maximum interval in crisis cases between first 
phone call and an appointment could be as much as three weeks to 
one month. If the caller requires support during this waiting time 
she/he is offered continuing telephone contact. The waiting time in 
relation to those considered to be non-crisis could be much longer. 
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2. FACE-TO-FACE COUNSELLING SERVICE 

Counselling is provided, in the main, by whole-time staff at the 
Centre. A small amount of counselling is done by volunteers. 

The Centre's main therapeutic service is provided in the context of 
groups and accordingly the number of counselling sessions made 
available to each client is kept as small as possible - usually 
about three. A principal focus of this individual work with 
clients appears to be to prepare them for their ultimate 
participation in group therapy. In addition some individual 
counselling sessions are available for clients who encounter 
particular difficulties in the course of the group therapy process 
which it is considered are best dealt with at an individual level. 

3.GROUP THERAPY 

This is the principal therapeutic service offered by the Centre. 
At present the Centre runs ten groups - each group is led by either 
one or two members of staff depending on the number of 
participants. The groups meet once a week for a three hour session 
extending over a 20 week period. 

Groups are organised according to the age, sex or experience of 
participants but the therapeutic philosophy or programme offered^ 
does not appear to vary. The range of groups in operation at the 
time of review were: 

1. A Mother's Group for mothers of children who have been 
sexually abused. 

2. A Teenage Group for victims of childhood sexual, abuse 
ranging in age from early to mid teens. z-

3. Two Young Adult Groups catering for women ranging in 
age from late teens to mid twenties who were sexually 
abused in childhood. 

4. A Single Woman's Group catering for victims ranging in 
age from mid twenties to early forties who were » 
sexually abused as children. 
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5. Two Married Women's Groups for women, currently 
married, who were sexually abused in childhood. 

6. A Men js Group for males who were sexually abused in 
childhood. 

7. A Rape Group. 

8. A Sexuality Group. 

4. SEXUALITY GROUPS/WORKSHOPS 

If a client is considered ready she is offered a place in this 
programme which is designed to teach appropriate social sexual 
skills. There is a series of group meetings usually extending over 
twelve weeks together with a week long workshop. The programme for 
one of these groups is appended (Appendix 1) 

A copy of the weekend workshop programme is also included in 
Appendix 1. At present the Centre is not running this programme. 

5. SUPPORT AND COUNSELLING FOR VICTIMS INVOLVED IN LEGAL 
PROCEEDINGS 

Support and counselling for victims involved in court or legal 
proceedings seems to be a small part of the R.C.C.'s current work
load although it has played a much larger part in the past. 
However,the R.C.C. advised us that they were no longer able to 
provide this service because l)whole-time counsellors were unable 
to accompany victims to court, because of their committments at the 
Centre, and 2) volunteers accompanying victims to court, because 
of their high turn-over rate and the long delays in cases coming to 
trial, would most likely be unfamiliar with the case/victim-. 
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CHAPTER 5. EVALUATION PROCEDURE 

The Evaluation Team made its first on-site visit to the Rape Crisis 
Centre on the 14th of December 1988, and met with the Director and 
Deputy Director. We were given a preliminary briefing by them on 
the operation of the Centre. 

At that time the Centre was in considerable financial difficulties 
because the Revenue Commissioners were seeking to recover a 
substantial sum of unreturned P.A.Y.E./P.R.S.I. deductions. Legal 
proceedings were already well advanced. 

Against that background, the brief of the evaluation team was to 
attempt to complete its work by the end of January 1989. On the 
basis of the initial briefing an evaluation plan was formulated as 
follows:-

1. Review Existing Information from previous years. 

2. Develop a statistical guestionnaire. 

3. Meet with staff. 

4. Observe the operation of groups. 

5. Examine a sample of case files. 

.6. Consult with some other relevant agencies. 

1. EXISTING INFORMATION 

A file of documents relating to the R.C.C. was made 
available to us. A full list of these documents is set 
out in Appendix 2. This consisted in the main Annual Reports, 
Audited Accounts and a number of documents produced by the Centre 
with a primarily educative or informative function. 

It was clear from an examination of these documents that 
while they contained considerable information on the 
client population, numbers of victims contacting the 
Centre, type of abuse to which they had been subjected, 
etc., they contained very little statistical information 
on what happened to clients as a result of their 
contacting the Centre and the kind of service provided to= 
them. 
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It was clear therefore that in order to obtain a 
comprehensive picture of the way in which the Centre's 
services operated we would have to design a questionnaire 
which would give us accurate statistical information. 
Following consultation with the Director and Deputy 
Director of the R.C.C. they decided that the period to be 
covered by the questionnaire would be the calendar year 
1988. 

2. STATISTICAL QUESTIONNAIRE 

On the basis of the documentation available to us and the briefing 
which we had received, it was clear to us that the client 
population of the Centre and the services provided to it were 
perceived by the Centre as falling into a number of distinct groups 
or categories. Accordingly we designed our Statistical 
Questionnaire in such a way as to reflect those perceptions. The 
questionnaire itself is reproduced in full in Appendix 3. (The copy 
appended is as completed and returned to us by the R.C.C.) It 
contains seven sections as follows: 

Section A. Contains four questions designed 
to elicit basic information on the total population 
attending the Centre during 1988. 

Section B. Contains six questions designed 
to elicit information on the "crisis" population 
contacting the Centre - i.e. victims who had been 
subjected to assault or abuse within the past month. 

Section C. Contains seven questions designed to elicit 
information about that group of victims contacting^ the 
Centre in a "crisis" situation because of disclosure 
of assault or abuse rather than the recent occurrence 
of such assault or abuse (information on this section 
of the client population is important since it is 
widely recognised that disclosure of past or ongoing 
sexual assault or abuse can be extremely traumatic). 

Section D. Contains seven questions designed to elicit 
information on that section of the population contacting 
the Centre because of non-crisis and non-recent sexual 
assault or abuse. In general, these are victims who 
have experienced assault or abuse in the relatively 
distant past, who continue to suffer psychological 
trauma as a result and now seek help in resolving that. 
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Section E. Contains seven questions designed 
to elicit information on the counselling/therapeutic/ 
support services provided to "crisis" victims. 

Section F. Sought similar information in relation to those 
victims where disclosure had precipitated a "crisis". 

Section G. Sought similar information in relation to 
victims of assault or abuse in the past. 

Because of the urgency then attaching to the completion of the 
evaluation, this questionnaire was hand delivered to the R.C.C. on 
the 20th of December. On the 13th of January 1989 the evaluation 
team had a second meeting with the Director and Deputy Director. 
As no response had been received to the Statistical Questionnaire, 
this matter was raised at the meeting. It became apparent that 
work had not yet started on compiling the data but in response to 
our direct enquiries we were assured that, with the possible 
exception of Section F of the questionnaire no difficulties were 
anticipated in providing us with the information we required. 
However we were also advised that it was likely to be some 
considerable time before the information would be made available 
and no deadline could be set at that point. The reasons given for 
the delay included the fact that they would have to develop a new 
computer data base and were dependent on voluntary help from a 
computer expert to do this. Subsequently it would be necessary for 
them enter details on over one thousand clients into the data base 
system which would put a heavy strain on the centres limited 
clerical resources. 

There followed an exchange of letters relating to this and other 
matters with the Director in the course of which she stated "We 
will furnish you with the data which we have on record 
ourselves". This was taken to mean that the Centre would only 
provide us with such statistical information which it was, in any 
event, routinely recording. However the inadequacy of this 
information to the evaluation process and the need for a much more 
detailed statistical account of the Centre's operation was 
explained in writing to the Director. At a meeting with her and her 
deputy on the 14th of February, representatives of the evaluation 
team were assured that provision for the collection of the data 
which we sought would be incorporated in the computer data base. 
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The data base programme was completed in March of this year and the 
E.H.B. Computer Department kindly agreed to the secondment of one 
of its staff to the Centre for a two week period in order to assist 
in inputing data to the computer base. On the 30th of May we 
finally received the statistical information from the R.C.C. It was 
immediately apparent, however, that the figures which were 
furnished were merely those which were, in any event, routinely 
collected and that they did not address many of the questions on 
which we had sought information in our questionnaire. At this 
time, we were advised by the Deputy Director, in an accompanying 
letter, that "depending on the outcome of your report we will 
consider changing our counselling cards so that the required 
information will be available next year". 

On the 25th of July two members of the evaluation team met with the 
Deputy Director and others associated with the Centre in the 
preparation of the statistical returns, in order to clarify aspects 
of the figures which had been furnished and to attempt to obtain 
some further essential information. This clarification was 
forthcoming and the R.C.C. agreed to carry out a small additional 
study of one month's cases (January 1988). The results of this 
study were received some two weeks later. 

At this point, having carefully reviewed the matter, the evaluation 
team concluded that we had now obtained from the R.C.C. all the 
statistical information which we were likely to be given. While 
this was unsatisfactory from our point of view, little benefit was 
likely to be obtained from pursuing the matter further. 

However, when this report was in final stage of preparation, as a 
result of a minor enquiry, it became apparent that the figure which 
we had been given for the total number of new clients attending the 
Centre in 1988 was incorrect and that the system for calculating 
numbers was different from that used in previous years, although 
the way in which the data was presented remained the same. -
Initially we had been told that the total number of new client 
contacts in 1988 was 1885. Eventually it appears that the total 
number was 1468. 

This raises serious questions about the reliability of the 
statistical information provided to us and some figures at least 
must be regarded as merely indicative. 

The statistical information based on the Centre's analysis of its 
telephone and face-to-face counselling cards for January 1988 and 
for the whole of the year are reproduced in Appendix 3. 
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3.MEETINGS WITH STAFF 

The third component of our evaluation plan was to be briefed on the 
background and qualifications of staff and to meet with them 
individually. Our intentions in this regard were explained to the 
Director and Deputy Director at the initial meetings which we had 
with them. No objections were raised at that time and we were 
subsequently furnished with copies of C.V.'s for all members of 
staff. We were later advised by the Director that the staff were 
not prepared to meet with representatives of the evaluation team on 
an individual basis, but would do so as a group. From our point of 
view this was not satisfactory and eventually it was agreed that 
the staff would meet us in pairs. We had also planned to meet, 
on an individual basis, with some representatives of the volunteer 
staff but this request was not acceded to and eventually one member 
of the team met the volunteer staff as a group. 

4.OBSERVATION OF GROUPS 

Since so much of the counselling/therapeutic service provided by 
the R.C.C. is through the medium of groups it was felt important 
that members of the evaluation team should have an opportunity to 
observe, at first hand, the way in which these groups operated. 
Our desire to see some groups at work was explained at the initial 
briefing meetings with the Director and Deputy Director and again 
no objections were raised at that time. Subsequently we were 
advised by the Director that staff were not prepared to accede to 
our request to have one or two representatives of the evaluation^ 
team sit in on some group sessions. This was despite the fact that 
at that time the Centre was starting a number of new groups and the 
inclusion of an observer in an early session would represent the 
minimum possible level of intrusiveness and disruption. 

5.EXAMINATION OF CASE FILES 

At the initial briefing meetings we requested access to a sample of 
case files. No objections were raised and we selected and examined 
a random sample of 48 case files - 24 drawn from those who had 
received telephone counselling only while a further 24 were drawn 
from those receiving face-to-face counselling at the Centre. 
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6. CONSULTATIONS WITH OTHER AGENCIES 

We consulted with a number of other agencies in order to obtain 
additional information to assist us in our evaluation. These were 
as follows:-

A) The Director of the Sexual Assault Unit at the Rotunda 
Hospital. 

B) Garda Headquarters in relation to statistics on 
reported rape and numbers of cases coming to trial. 

C) The Senior Social Worker Group of the E.H.B. in 
relation to their experience of referring clients to 
the Centre. 

IMPLEMENTION 

Evaluation of any service is almost inevitably a stressful 
experience. This is particularly so for the service under 
evaluation when the outcome may have an impact on subsequent 
decisions regarding financial aid. The evaluation team was very 
conscious of this and from the outset was anxious to create as 
open, co-operative and non-threatening an atmosphere as possible. 
The level of co-operation which we obtained, while satisfactory in 
some respects, was highly unsatisfactory in others and this 
resulted in a great deal of time being lost and energy wasted on 
the part of all concerned. Specifically, we encountered 
difficulties in relation to the following: 

1. The way in which the Centre responded to our request 
. - for statistical information. 

2. The access which we were given to staff in order to 
discuss their work with them on an individual basis. 

3. The fact that we were not permitted to observe the 
operation of any of the group sessions. 

4. The difficulties which we experienced, particularly 
in the early part of the evaluation process, in 
finding dates and times which were convenient for 
R.C.C. Personnel to meet with the evaluation team. 

Our aim from the outset was to attempt to engage the Rape Crisis 
Centre in a collaborative review of its services and operation. We 
did not succeed in doing this and we concluded that the Centre did 
not accept that it should be engaged in this kind of review. 
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CHAPTER 6. FINDINGS 

INTRODUCTION. 

In this chapter we set out our findings under the following 
headings. 

1. Statistical Information on the R.C.C. 

2. Survey of case files. 

3. Inverviews with counsellor staff. 

4. Interviews with management. 

5. Information from other agencies. 

Our conclusions which we draw from these findings together with our 
recommendations based thereon are set out in the following chapter. 

1.STATISTICAL INFORMATION ON THE R.C.C. 

The R.C.C. has published statistics in relation to its client 
population for seven of the ten years of its existence. However 
the value of these statistics in assessing the development of the 
organisation is severely impaired by two factors. Firstly the 
focus of the statistics collected has been largely directed at the 
nature of the client population and its experience of abuse rather 
than the nature of the service provided. Secondly, in many 
instances the basis on which data is recorded and reported changes 
from year to year thus making accurate comparison between years 
extremely difficult. We have been unable to detect any underlying 
research policy determining these statistical changes. 

The statistical information which the Centre routinely collects is 
based on the counselling card. Two kinds of card are used; 
a pink one which is used to record information on telephone 
counselling cases and a white one which is used in face-to-face 
counselling situations. Apart from colour the two cards are 
identical. Copies of the cards currently in use can be found in 
Appendix 4. 
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A card is completed by the counsellor on each new client who 
contacts the Centre. In the case of 'telephone clients' 
counsellors try to ensure that multiple recording of callers does 
not occur by routinely asking whether the caller, or some other 
person acting on her/his behalf, had previously contacted the 
Centre. This system is inevitably unreliable (a problem common to 
telephone based services generally) and is likely to exaggerate the 
total number of callers in a given period. 

NEW CASES EACH YEAR. 

Table 1 shows the annual number of new cases contacting the Centre 
for the nine year period from 1980 to 1988. It also includes 
figures for the first six months of 1989. There are three years 
for which figures are not available. 

The figures show that from 1980 to 1983 the number of new cases 
contacting the Centre each year rose from 126 to 196 - a 55% 
growth. However the figures for 1984 are double those for 19 8 3 - a 
year-on-year increase of 106%. In the two year period from 1984 to 
1986 there was a 239% increase in new cases contacting the Centre 
(figures for 1985 are not available). The figures for 1987 
represent a drop of about 26% on the previous year but those for 
1988 show a further substantial growth - up 46% on the previous 
year but if they are compared with 19 86 then the increase is a more 
modest 7%. The figures for the first six months of 1989, when 
compared with the same period of the previous year suggest that the 
annual total for 1989 will be up about 9% on 1988. A Bar-Chart 
representation of the annual total of new cases is presented in 
Table 2. 

The very substantial increase, when compared with the previous 
year, of new cases contacting the R.C.C. in 1984 is in the main 
attributable to the number of victims, now mostly adults, of 
childhood sexual abuse who came forward seeking help. In 
subsequent years, as will become apparent, this group of clients 
grew steadily so that it now makes up the vast majority of the 
Centre's case load. 



TABLE 1. 

NUMBER OF NEW CASES CONTACTING THE RAPE CRISIS CENTRE OVER THE PERIOD 1980 -

1.3.'80 - 28.2.'81 - 126 

1981 - Not Available 

1982 - Not Available 

1983 - 196 

1984 - 403 

1985 - Not Available 

1986 - 1367 

1987 - 1007 

1988 - 1467 

1.1.'89 - 30.6.'89 - 1038 
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TABLE 2. 
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DEVELOPMENT OF STAFFING LEVELS 

Paralleling the growth in number of new cases contacting the R.C.C. 
there has been a growth in salaried staff levels. Table 3 gives an 
indication of salaried staff levels for each year from 1981 
onwards. It does not take account of voluntary staffing levels. 
Figures for 1985 are not available. As might be expected, the 
figures show a substantial increase in whole-time staff in 1984 
mirroring the increase in the number of new callers. By 1986 the 
numbers of staff had more than doubled on those employed in 1984. 
In 1987 the number of whole-time staff increased to 11 as a result 
of the setting up of a whole-time fund-raising department. However 
in the autumn of 1988 a decision was taken to disband this 
department and the number of whole-time staff reverted to eight. 

SOURCE OF REFERRALS 

In the early years of its existence the Centre does not appear to 
have recorded information on source of referral and it is not until 
the 1983 report that figures are given under the heading "who 
called the Centre". We take this, for practical purposes as meaning 
the same as "source of referral" which is the designation used in 
the 1988 report. The data contained in Table 4 show that over the 
period 1983 to 1988 the proportion of self-referrals has risen 
steadily each year from 31% in 1983 to 45% in 1988 - an increase of 
14%. Over the same period the number of clients being referred by 
friends has dropped by 11%. The proportion referred by teachers 
has remained virtually static since 1984 at between 3%-4%. 
However, the proportion of referrals coming from what might be 
broadly described as health professionals or health agencies 
(sexual assault units, social workers, other professionals) has 
been declining steadily over the past three years - in 1986 it 
stood at 26% (224) of the total, in 1987 at 20% (196) and in 1988 
at 15% ~(215) . 

SEX OF CLIENTS 

The reports for the years prior to 1986 do not record sex of 
client, this may indicate that for those years the client 
population was virtually completely female. However from 1986 
onwards the sex of client was recorded and the figures are set out 
in Table 5. They show that over the three years in question the 
proportion of male clients has increased significantly and now 
stands at 13%. 

w 



TABLE 3. 

SALARIED STAFF LEVELS. 

. 

FULL-TIME 

1981 0 

1982 

 1983 

1984 

1986 

0 

1 

4 

8  

1987 11 

1988 11 
 

1.1.'89 
 1989 8 

PART-TIME 

1 

1 

1 

0 

2 

0 

0 

0 



TABLE 4. 
SOURCE OF REFERRAL 

Referral Source 

Victim (Self) 

Family Member 

Friend 

Boyfriend/Husband 

Teacher 

S.A.U. 

Social Worker 

Other Professionals 

Other 

1983 
(n=177] 

31% 

19% 

23% 

N.A. 

1% 

N.A. 

4% 

8% 

14% 

1984 

(n=549) 

32% 

20% 

20% 

N.A. 

3% 

N.R. 

8% 

7% 

10% 

1985 1986 
(n=863) 

35% 

19% 

10% 

3% 

4% 

3% 

10% 

13% 

4% 

1987 

(n=983) 

43% 

17% 

7% 

4% 

3% 

2% 

8% 

10% 

5% 

1988 
(n = l403)* 

45% 

18% 

12%* 

3% 

4% 

0 (n = 7) 

7% 

8% 

3% 

• 

* D a t a u n a v a i l a b l e o n 6 4 c a s e s 
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TABLE 5 

SEX OF CLIENT 

1986 
(n=347) 

1987 
(n=10l3) 

% OF FEMALE 

96 

88 

 1 9 8 8 87 
(n=1885; 

 

% OF MALE 

4 

12 

13 

* z-

/ 
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AGE OF CLIENT POPULATION 

The Rape Crisis Centre does not appear to have recorded the age of 
its client population until 1987 - reports prior to that year 
contain no information of this kind. Table 6 sets out a breakdown 
of the age structure of the client population for 1987 and 1988 at 
first contact. The age categories used differ somewhat - the 
system used in the 1988 classification having been introduced at 
our request. A comparison of the two sets of figures indicates a 
substantial shift in the age of the client population - in 1987 52% 
of the client population was aged 19 or under while in 1988 only 
39% of the population was 18 or under. 

AGE OF CLIENT AT TIME OF ASSAULT/ABUSE. 

Information on the age of clients at the time of assault/abuse has 
been reported in each of the R.C.C.'s annual statistics. However, 
the age categories used vary somewhat from year to year. In 
Table 7, in which we set out this information, we therefore had to 
make some adjustments but we are satisfied that the figures give a 
reasonably accurate picture. The categories used in reporting the 
1988 figures were introduced at our request. 

The figures clearly indicate the growing number of child sexual 
abuse cases contacting the R.C.C. In 1980 11% of clients were aged 
15 or under at the time of assault/abuse whereas by 1988 66% of 
clients were aged 15 or under. Again, in 1980 the two age 
categories covering the range 16 to 35 years accounted for 83% of 
clients whereas by 1988 the categories covering the range 16 to 30 
years accounted for only 23%. These figures, when considered in 
conjunction with those set out in the previous section relating to 
age of client population at time of first contact with the R.C.C, 
make it clear that the vast bulk of victims seeking help because of 
child sexual abuse are in fact now adults. 
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TABLE 6 . AGE OF CLIENT POPULATION AT TIME OF FIRST CONTACT WITH THE RAPE CRISIS CENTRE. 

1987 

i • 

AGE OF CLIENT 

15 and under 

16 - 19 

20 - 24 

25 - 29 

30 - 34 

35+ 

TOTALS: 

NO. 

204 

257 

198 

53 

79 

87 

878 

% OF TOTAL 

23% 

29% 

23% 

6% 

9% 

10% 

100% 

1988 

AGE OF CLIENT 

15 and under 

16 - 18 

19 - 25 

26 - 30 

31 - 40 

41 - 50 

51 + 

NO. 

317 

229 

397 

193 

146 

76 

45 

1403* 

% OF TOTAL 

23% 

16% 

28% 

14% 

10% 

5% 

3% 

' 

I 

* Data on 64 cases is unavailable, 



TABLE 7 AGE OF V I C T I M AT TIME OF ASSAULT/ABUSE. * 

AGE OF CLIENT 

1 5 and u n d e r 

1 6 - 2 0 

2 1 - 3 5 

3 6 - 5 0 

51 + 

TOTAL: 

1 . 3 . ' 8 0 
2 9 . 2 . ' 8 1 

NO. 

9 

34 

33 

5 

0 

% OF TOTAL 

i'i% 

42% 

41% 

6% 

0% 

81 100% 

NO. 

27 

33 

46 

4 

4 

114 

1983 

% OF TOTAL 

24% 

29% 

40% 

3 .5% 

3 .5% 

100% 

NO. 

192 

105 

74 

10 

5 

386 

1984 

% OF TOTAL 

50% 

27% 

19% 

3% 

1% 

100% 

NO. 

378 

61 

41 

4 

0 

484 

1986 *** 

% OF TOTAL 

78% 

13% 

8% 

1% 

0% 

100% 

NO. 

264,. 

148 

127 

10 

0 

549 

1987 ** 

% OF TOTAL 

48% 

27% 

23% 

2% 

0% 

AGE OF 
CLIENT 

1 5 l a n d 
u n d e r 

1 6 - 1 8 

1 9 - 3 0 

3 1 - 5 0 

51 + 

100% 

NO. 

9 2 2 

1 3 9 

1 8 4 

1 0 4 

54 

1 4 0 3 

1988 ** 

% OF 
TOTAL 

66% 

10% 

1 3 % 

7% 

4% 

100% 

-

I 

* Annual Reports vary somewhat in the age grouping used . from year to year and the figures given in some instances are 
our best estimates. 

** This age grouping is introduced at our reguest. 

*** 1986 - 21to35 age grouping includes one person at the 20+ age group and the 36to50 age group includes 4 people at the 35+ group. 

*** * 1987 - 16to20 age group includes 72 people at the 15+ age group and the 36to50 includes 10 people at the 35+ age group. 
***** Data on 64 cases not available. 
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TYPE OF COUNSELLING SERVICE PROVIDED 

The R.C.C. provides both a telephone counselling service and a 
face-to-face counselling/therapy service. Table 8 shows a 
breakdown between the two types of service for the years 19 87 and 
1988. These figures are not available for the years prior to that 
and the figures for 1987 do not include the group of child sexual 
abuse cases, which made up the vast majority of clients in that 
year. Nevertheless the figures indicate a fairly consistent 
picture with something over 70% of clients receiving a telephone 
counselling service only while somewhat more than 25% of clients 
received some kind of face-to-face counselling/therapy in addition 
to any telephone contacts which they may have had. 

As already stated both the 1986 and 1987 reports give some 
information as to the time of day at which telephone calls are 
made. Assuming that day-time calls are evenly spread over each day 
of the week, it would seem that just over half of all telephone 
counselling clients are dealt with by the whole-time member of 
staff and the balance by volunteers. 

MONTHLY CLIENT CONTACT RATES 

Prior to 1986 no figures are given for monthly client contact 
rates. These figures were given in the 1986 report but were 
omitted from the 1987 report. Figures are also available for 
1988 and these, together with those for 1986, are set out in 
Table 9. The figures show a noticably higher contact rate in the 
first half of each year than in the second - 60% of the annual 
total in 1986 and 65% in 1988. January and February 1988 each 
account for 12% of the total of new clients contacting the Centre 
while November and December account for 7% and 5% of the total 
respectively. 

The R.C.C. has furnished us with some figures for the first six 
months of 1989. They report 1038 new client contacts in that 
period - an average of 173 per month. In the first six month 
period of 1988 the total number of new client contacts was 1,161. 

We do not have a month by month breakdown of new client contacts 
for the first six months of 1989. However the figures for 1986 and 
1988 suggested that there might be a cyclical pattern to new client 
contacts with a much larger volume of contacts occurring in the 
early part of the year. Why this should be is not immediately 
clear to us. 



TABLE 8 . PROPORTION OF CLIENTS RECEIVING TELEPHONE COUNSELLING ONLY OR FACE-TO-FACE COUNSELLING. 

1981 t o 1985 

198 6 

1 9 8 7 * 

1 9 8 8 * * 

NO. 

1 0 0 5 

1 9 1 

1 2 9 0 

TELEPHONE ONLY 

% OF TOTAL 

DATA NOT AVAILABLE 

74% 

72% 

7 3 % 

NO. 

3 6 2 

7 4 

4 8 1 

FACE-TO-FACE 

% OF TOTAL 

26% 

28% 

2 7 % 

_ 

* T h e f i g u r e s f o r 1 9 8 7 d o n o t i n c l u d e C h i l d S e x u a l A b u s e c a s e s f o r w h i c h t h i s t y p e o f b r e a k d o w n i s 
n o t a v a i l a b l e . 

* * D u e t o c h a n g e s i n r e c o r d i n g p r o c e d u r e s t h e s e f i g u r e s m u s t b e r e g a r d e d a s a p p r o x i m a t i o n s . 



TABLE 9 MONTHLY CLIENT CONTACT RATES 

1986 1988 

MONTH 

January 

February 

March 

April 

May 

June 

Ju ly 

August 

September 

October 

November 

December 

TOTAL: 

FACE-TO-FACE COUNSELLING 

32 

30 

25 

50 

22 

28 

31 

19 

30 

23 

15 

5 

310 

% OF ANNUAL TOTAL 

10 

10 

8 

16 

7 

9 

10 

6 

10 

7 

5 

2 

TELEPHONE 

176 

152 

151 

140 

173 

1 1 5 

91 

101 

86 

74 

75 

69 

1403 

% OF ANNUAL TOTAL 

135% 

11% 

11 % 

10% 

12% 

8 

6 

7 

6 

5 

5 

5 
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RAPE CRISIS 

As a result of the initial briefing which we were given by the 
Director and Deputy Director in December 1988, we were most anxious 
to try and establish the level of demand by rape victims for crisis 
support. This concern was reflected in the design of the 
statistical questionnaire which we sent to the R.C.C.(Appendix 3). 
However they decided not to analyse their data for 1988 in a way 
which would yield this information. We did succeed in persuading 
them to categorize one months data (January 1988) in this way. The 
figures are set out in Table 10. below 

Table 10 ' 

Reason for Contacting R.C.C 

January 19 88 

Recent Rape 22 (13%) 

Recent Disclosure 129 (73%) 

Past Sexual Abuse 25 (14%) 

Total 176 

The categories used are: (i) recent rapes (i.e. within the- past 
month and including attempted rape and sexual assault), (2) recent 
disclosure (i.e within the past month of assault or abuse which may 
be either ongoing or have stopped. These are likely to be 
virtually entirely cases of child sexual abuse. (3) Past sexual 
abuse (i.e. where there is no "crisis" involved). The results show 
that 13% of those contacting did so because of recent rape. The 
balance, 87% contacted for reasons unconnected with recent rape. 
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The "recent disclosure group" makes up the vast bulk of those 
contacting the R.C.C. in January 1988 - 73% of the total. We sought 
a more detailed breakdown of the kind of assault\abuse involved in 
each of the three categories but were not successful in obtaining 
this information. However, we believe that the vast bulk of 
"recent disclosure" clients who contacted the Centre did so because 
of disclosures relating to child sexual abuse. 

"Past sexual abuse" (i.e. cases where it is judged that there is no 
element of crisis involved) amounted to only 14% of total contacts 
during January 1988. 

Annual reports for years prior to 1988 do contain information of 
the type of assault\abuse experienced by clients. The way in which 
this information is categorised varies substantially from year to 
year and it is virtually impossible to make accurate comparisions. 
However, the structure used both in 1980 and 1986 corresponds to 
some extent with the figures which we have set out for January 
1988. 

A summary of the 1980 and 1986 figures is contained in Table 11 
below. 

Table 11 

Rape 

Attempted Rape 

Indecent 
Assault 

C.S.A. 

Other 

1980 
No. % 

92 

10 

15 

0 

0 

of Total 

79% 

9% 

13% 

0 

0 

1986 
Total n % of Total 

287 26% 

31 3% 

15 1% 

750 

35 

67% 

Total 117 1118 

It shows that rape, attempted rape and indecent assault accounted 
for the total number of clients contacting the R.C.C. in 1980 but 
only 30% of those contacting in 1986. The figures for 1988 suggest 
a further reduction. 
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AREA OF CLIENT DOMICILE 

Information on client domicile for 1988 is contained in Table 12 
below. 

Table 12 

Area of Client Domicile 
(1988) 

Number % of Total 

E.H.B. Region 

Rest of Leinster 

Elsewhere 

1285 

103 

15 

92% 

7% 

1% 

Total 1403* 

*Data on 64 cases is not available 

The figures show that in that year 92% of clients on whom this 
information is available resided in the Eastern Health Board 
Region. A further 7% gave addresses in Leinster but outside the 
E.H.B. region and only 1% were drawn from the remainder of the 
country. 
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Previous annual reports have not contained any specific information 
as to client domicile. However, two previous reports, those for 
1983 and 1984 do contain information as to the geographical area in 
which the assault\abuse took place. It seems reasonable to assume 
that in most cases this will not differ from the clients area of 
domicile and we present this data in Table 13 below. 

Table 13.

area 

Dublin 

Outside Dublin 

n 

91 

38 

Area of Assault 

1983 

% of Total 

71% 

29% 

n 

225 

117 

1984 

% of Total 

66% 

24% 

Total 129* 243** 

*Data on 67 cases is not available. 
**Data on 106 cases is not available. 

It should be noted that in this instance the geographical 
distinction is between "Dublin" and "Outside Dublin", and we do not 
know what proportion of "Outside Dublin" clients would fall in the 
E.HiB. region. 

In any event, these figures clearly show that the great bulk of the 
Centre's work relates to clients living in the E.H.B. region and it 
would appear that this has always been the case - perhaps to an 
increasing extent since the early years of the Centre. 

NATURE AND EXTENT OF COUNSELLING SERVICES PROVIDED 

Prior to 1987 the R.C.C. did not publish statistics describing the 
nature or extent of the counselling\therapeutic services provided 
to clients. In that year they published some figures which were 
only of very limited value. 

We considered that statistical information on this aspect of the 
Centre's services was of considerable importance to our evaluation 
and this ;was reflected in the structure of the statistical 
guestionnaire which we asked them to complete in relation to their 
1988 activities. The response which we received to our questions in 
this regard, was incomplete and thus created difficulties for us in 
trying to come to an understanding of the services provided by the 
Centre. ^ 
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NUMBER OF COUNSELLING SESSIONS PER CLIENT 

In relation to telephone counselling we have no statistical 
information, based on the population as a whole, as to the number 
of counselling sessions provided per client. However, we do have 
this information in relation to face-to-face counselling and this 
is set out in Table 14 below. 

Table 14. 

Number Of Individual Face-to-Face Counselling Sessions Per Client 
in 1988 

No. of Sessions No. of Clients % of Total 

1 112 23 

2 61 13 

3 52 11 

4 41 9 

5 21 4 

6 23 5 

7 22 5 

8 15 3 

9 11 2 

10 24 5 

11-15 68 14 

16-20 17 4 

21 + 15 3 

Total * - 482 

The biggest single group of clients are those who received only one 
individual face-to-face counselling (23%). Almost half of the 
clients (47%) received between one and three sessions while a 
little over half (53%) received four or more sessions. 
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GROUP THERAPY 

In 1988 219 clients were involved in group therapy. It would 
appear, on the basis of the figures given to us, that there were no 
drop outs from group therapy but from our experience we find this 
difficult to accept. Information on attendance rates at group 
therapy sessions was not available. 

SEXUALITY GROUP\WEEK LONG WORKSHOP 

During 1988 25 clients who would have already received a group 
therapy programme, participated in the sexuality group programme. 
Sixty three clients participated in a week long workshop (all of 
these clients would also have previously received group therapy). 

COUNSELLING/THERAPEUTIC OUTCOME 

The R.C.C. has never attempted to systematically measure the 
outcome of its interventions and no information is available to us 
in this regard. 

There is a heavy emphasis on group therapy in the R.C.C.fs 
counselling/therapy programme. Presently, groups run for 20 
sessions each of three hour duration. We are advised that some 
groups have up to 20 clients. We have doubts about the 
effectiveness of such a structure for many clients and accordingly 
we particularly regret the absence of any objective evaluative 
data. 

OVERALL PERSPECTIVE ON COUNSELLING SERVICES 

Having dealt with each component of the counselling service 
provided by the Centre in as much detail as possible, we felt it 
would be helpful for the reader to present a graphic summarization 
of how the service provided to clients breaks down between its 
different components based on the 1988 figures. This information 
is set out in Figure 1. 

So far as we are aware, the R.C.C. has never attempted to 
systematically measure the outcome of its interventions either at 
the level of the programme as a whole or at the level of its 
component parts. No objective measures of client distress are 
used. All of this means that it is virtually impossible to obtain 
a clear picture of the filters which operate to control the flow of 
clients between one component of the system and another. The 
availability of skilled counsellor resources is obviously a factor 
operating' to filter movement between the total group of client 
contacts and face-to-face counselling but we have no objective 
measure of the extent of unsatisfied demand for that service - in 
other words, what proportion oi clients receiving telephone 
counselling only have their needs adeguately meet by that service 
and what proportion require the more elaborate face-to-face 
programme? 





-33-

2.SURVEY OF CASE FILES 

As part of our evaluation we surveyed a sample of both telephone 
counselling and face-to-face counselling case files (charts) from 
the 1988 population. This was done by selecting, at random, two 
charts from each month for each type of counselling. For various 
reasons some charts had to be eliminated from consideration and 
eventually a total of 20 telephone counsellilng and 20 
face-to-face counselling charts were examined in detail. 

In general, we were impressed with the standard of record keeping 
and it was possible to gain an accurate picture of the kind of 
service provided to the client in question. 

A.TELEPHONE COUNSELLING 
1 

Of the 20 files inspected only 4 involved a recent rape. Of these 
4 recent rape cases only 1 subsequently paid a visit to the Centre. 

The remaining 16 all related to cases of child sexual abuse. Of 
these 13 calls were made by the victims themselves and 3 by family 
relatives (a sister, a mother and an aunt respectively). In none 
of these 3 cases did the victim subsequently come forward and 
contact the Centre in person. Of the 13 victims who personally 
telephoned, 4 subsequently visited the Centre and 1 of these was 
referred on to a consultant psychiatrist for treatment. The other 
3 each attended for two face-to-face counselling sessions. 

Of the 16-child abuse cases, 6 were offered places on the waiting 
list for face-to-face counselling. One failed to take up the 
offer. 

B. FACE-TO-FACE COUNSELLING 

Of the 20 face-to-face counselling files which were examined, 9 
were found to be rape victims and of these 2 had been sexually 
abused as children. Four of the nine attended for only one 
face-to-face counselling session and of the remaining 5, 2 attended 
for three sessions only. The three remaining received a 
considerable counselling and/or group therapy input - 1 received 
thirty four sessions of individual and group therapy, 1 nine 
sessions and 1 three. 

— 
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Eleven of the total of 20 cases involved child sexual abuse only. 
Of these 2 attended for one session only (1 of them being placed on 
the waiting list for a group therapy place). Of the remaining 9 
clients each received between six and ten sessions of individual 
face-to-face counselling. One was referred to a consultant 
psychiatrist and of the remaining 8, 4 participated in group 
therapy. 

Flow charts showing the progress of clients through telephone 
counselling and face-to-face counselling are presented in Figures 2 
and 3. 

While both samples are small and great caution needs therefore to 
be exercised in drawing conclusions, an examination of the two flow 
charts suggests a number of possibilities. 

1. Of our sample of telephone counselling cases, a guarter went 
on to receive face-to-face counselling. 

2. An examination of both figures suggest that at an individual 
level rape clients use\receive less service than do child 
sexual abuse clients. Very few of the rape victims 
attended for more than one face-to-face counselling session. 

3. In general, telephone counselling clients do not appear to 
follow through into the face-to-face services. 

4. . The great bulk of the counselling effort provided to these 
40 cases went into the former victims of child sexual abuse 
presenting as young women with emotional problems resulting 
from that abuse.These clients received most of the 
counselling sessions and were far more likely to be involved 
in group therapy. 
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3.INTERVIEWS WITH COUNSELLOR STAFF 

In the previous chapter we refer to our intention, as part of the 
evaluation process, to have members of the evaluation team meet on 
an individual basis with the Centre's counsellor staff and the fact 
that because of objections by staff to this proposal we had to 
interview the whole time counsellor staff in pairs and the 
volunteers as a group. 

WHOLE TIME COUNSELLOR STAFF 

Two members of the evaluation team met with two of the counsellors 
on the 19th of January 1989 and two other members of the team met 
with the remaining two counsellors on 23rd January 1989. 

It was agreed by the evaluation team that interviews with staff 
members would be semi-structured and would cover the following 
areas. 

1. Clarification of staff members C.V.s (which had been 
provided)and clarificaton of the role of the individual 
staff member within the organisation. 

2. Establishing the way in which the individual fulfills that 
role with particular reference to 
a. case load 
b. working arrangements 
c. (1)therapeutic orientation (2) method of working. 
d. supervision/reporting relationship 
e. training received and/or given 
f.- relationships which the individual had with other 

agencies 
g staff report * 

3. Observations on the organisational structure and management 

4. Observations on individual and collective morale 

At the outset we felt that staff might be somewhat intimidated by 
and anxious about the process of evaluation and accordingly we were 
at pains to explain that the focus of the interviews was not on 
individual counsellors but rather on the service delivered by the 
Rape Crisis Centre as a whole. Given this assurance it seemed that 
the staf.f.spoke freely and easily about their work. 
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1.CURRICULUM VITAE 

Of the whole-time staff involved in counselling, including the 
Director and Deputy Director, two have backgrounds in teaching 
prior to becoming involved with the R.C.C. Of the other four 
two have degrees in psychology (one of these has a professional 
post-graduate qualification in clinical psychology) and two have 
degrees in social science (one has post-graduate qualifications). 
All had some experience of counselling prior to joining the R.C.C. 

2a.INDIVIDUAL CASE LOADS 

All of the counsellors are involved in both individual and group 
work.In addition to their group work responsibilities, each 
counsellor has responsibility for counselling between 30 to 35 
clients on an individual basis. None of these counsellors are 
involved in the telephone counselling service. 

2b.WORKING ARRANGEMENTS 

Working arrangements are flexible and many group sessions take 
place during evening hours. There appears to be quite a rigid check 
that staff actually work the correct number of hours per week (40). 
The Director is responsible for the disciplinary supervision of the 
individual counsellors. 

2c.THERAPEUTIC ORIENTATION 

The therapeutic orientation of counsellors does not appear to be 
very specific. Various terms such as "confrontational", "use of a 
bereavement model" are used to describe the way in which they 
approach their therapeutic work. There is no formal or objective 
system of monitoring the progress of the client through the' 
individual counselling or the group process. Despite this, all the 
therapists were extremely confident about the value of the work 
which they were doing although they had little idea as to how it 
compared with that of similar agencies. They believed that the 
service which they are providing is one that is not provided 
anywhere else in Dublin. 

2d.SUPERVISION 

Each therapist has a one hour supervision session with the 
Co-ordinator of Counselling (the Director) per week which focuses 
on the staff members case load. Given the size of the case load 
this amount of time would seem insufficient for all but the most 
experienced of counsellors. ^; 
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2e.TRAINING 

While all members of the counselling staff had relevant experience 
at the time of taking up the job, the extent of this experience 
varied a good deal. None of the counsellors had any specific 
training in working with victims of sexual assault or abuse prior 
to commencing work at the R.C.C. Opportunities to receive this 
kind of training are of course very limited and in most instances 
would involve going abroad. 

The responsibility for the training of whole time counselling staff 
appears to be that of the Co-ordinator of Counselling. Most 
training is done "in house". There does not appear to be any 
overall-comprehensive strategy and no planned programme of staff 
development/training. New staff members gain experience either 
from the Co-ordinator of Counselling through supervised sessions 
etc., and by observing more experienced colleagues at work with 
groups. 

2f.RELATIONSHIPS WITH OTHER AGENCIES 

There appears to very little contact with outside agencies in terms 
of onward referral of clients. There are links with a particular 
consultant psychiatrist and psychotic and severely disturbed 
clients are referred to him for psychiatric evaluation. Clients 
who have problems of substance abuse (alcohol or drugs) are 
referred to the Rutland Centre as soon as this problem is 
identified and usually no work is done with them at the R.C.C. 
until they have successfully completed the Rutland Programme. 

There is no formal link between the Centre and the Sexual Assault 
Unit at the Rotunda Hospital nor is there any formal link with the 
child sexual abuse unit at Our Ladys Hospital for Sick Children or 
Temple Street Hospital. 

Staff told us that a guestionnaire had recently been sent out to 
various relevant agencies in an attempt to establish what 
facilities might be available but very few replies have been 
received. 

The Rape Crisis Centre in Dublin is organisationally completely 
independent of the other Rape Crisis Centres in the country and 
there is no formal system of net-working with these Centres. We 
found little evidence of any informal net-working either. 
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2g. STAFF SUPPORT 

A two and a half hour weekly support group is run for full time 
counselling staff. This group is self-facilitated and focuses on 
emotional or other difficulties of individual staff members which 
have arisen in the context of their work in the preceeding week. 

3. OBSERVATIONS ON ORGANISATIONAL AND MANAGEMENT STRUCTURES 

Counsellors were openly critical of the management style which had 
operated in the R.C.C. prior to December 1988. However, they 
expressed general satisfaction with the system of management 
in operation at the time of this review. 

When asked for their views on the desirability of restructuring the 
R.C.C. with a board of directors the reaction was generally one of 
acceptance with such a notion, provided the board was made up of a 
majority of counsellor staff. 

4. OBSERVATIONS ON INDIVIDUAL AND COLLECTIVE MORALE 

Counsellor staff morale appeared high with considerable enthusiasm 
and commitment being expressed. Counsellors spoke in terms of the 
Rape Crisis Centre now being a "very good place to work" with a lot 
of support provided for staff. The overall- impression, in January 
1989, was of a cohesive group which was supportive of each other 
and a work place where morale is now good. 

VOLUNTEER COUNSELLORS 

On the 23rd of January 1989 a member of the evluation team met with 
the full volunteer counsellor group which at that time numbered 
six. We had sought to meet with some of them on an individual 
basis but they were not prepared to do this although they^did agree 
to meet us as a group. The Deputy Director who is responsible for 
the co-ordination and direction of the volunteers was present 
throughout the meeting. An additional constraint was in the amount 
of time which the R.C.C. was prepared to give to the meeting -
initially a half hour was offered although in the event the meeting 
actually lasted for one hour with the evaluation team member being 
placed under pressure to terminate it. The opportunity, therefore, 
which we were given to evaluate this important aspect of the 
Centre's services was very limited. 

The function of the role of the volunteer group in the overall 
structure of the R.C.C. has already been described in Chapter 2 of 
this report. 
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At the initial briefing meetings which we had with the Director and 
Deputy Director (14.12. '88 and 13.1. '89) we were told that the 
average volunteer worked with the Centre for a little over a year 
and concern was expressed at this high attrition rate. 

Volunteers are usually recruited by newspaper advertisements and 
subsequently selected by means of a quite elaborate interview 
procedure which involves both group interviews and the completion 
by candidates of a questionnaire (see Appendix. 5). They must be 
over 25 years of age. While the procedure is quite elaborate, it 
was difficult to identify how the selection procedure assessed 
those characteristics of volunteer candidates which the Centre was 
seeking. 

The selected volunteers are given an induction course which extends 
over two weekends and which focuses on developing some basic 
telephone counselling techniques - primarily the development of 
empathic listening skills. The training method used on the course 
is primarily role play and very little attention is paid to 
providing a conceptual philosophy of counselling in general and 
telephone counselling in particular which could act as a framework 
within which volunteers could exercise specific skills. The 
volunteers meet as a group with the Deputy Director every second 
week to review their work and deal with any problems which may have 
arisen. In addition an invited speaker may also give a short talk 
on some relevant topic. However, our impression is that these 
talks do not form part of a coherent overall training or volunteer 
development strategy. 

The. group of six volunteers, all women, are aged between 27 and 47. 
At the time of meeting five of the six had completed 21 months 
volunteer work with the R.C.C. while the remaining one had 
completed 12 months. 

Their previous experience varied considerably - one volunteer 
claimed to have no relevant previous experience while another was 
professionally qualified as both a psychiatric and a medical social 
worker and had taken evening courses in psychology and various 
specific therapeutic techniques. Another volunteer had, in the 
past, been a client of the Centre and this had influenced her 
decision to join. 
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WORKLOAD 

At the time of our interviews with them, volunteers were expected 
to work one 12 hour night shift of telephone counselling per week 
and in addition to work one eight hour session of telephone duty 
each weekend. Volunteers were also expected to carry a small case 
load of individual face-to-face counselling usually with a maximum 
of two clients at any one time. 

Volunteers see their telephone counselling role as being primarily 
one in which their task is to establish a safe empathic 
relationship with the caller such that she/he can disclose. 

A typical-_nights duty for a volunteer involves taking three or four 
genuine phone calls, there are apparently a fair number of hoax 
calls but volunteers feel that they are skilled at recognising 
these. The average genuine call probably lasts between half an hour 
and 40 minutes and the bulk of calls are received between 7p.m. and 
11p.m. 

A proportion of calls were described as "suicide" calls and it was 
felt that this state was often precipitated by recent disclosure. 

Volunteers felt that the bulk of calls which they received 
(probably about 75%) related to past sexual abuse and many were 
from people who had already been in touch with the Centre and 
placed on the waiting list for individual counselling or group 
therapy. Part of their function, therefore, was to "maintain" 
these clients until their turn came to be taken into the 
face-to-face counselling/therapy programme. 

Volunteers estimates of the proportion of calls which they dealt 
with relating to rape or sexual assault crisis varied from 10% to 
30%. Most "rape calls" related to an incident which had occurred 
two or three weeks previously and were often precipitated hy 
disclosure to a friend or relative. In these instances volunteers 
always advise that the victim contact the Sexual Assault Unit at 
the Rotunda Hospital and routinely offer to phone the Sexual 
Assault Unit in order to arrange an appointment on the victim's 
behalf. 

If it is considered necessary a victim may be invited to call into 
the Centre for a face-to-face interview. As a matter of policy, 
volunteers never go out to meet victims in crisis. This means that 
they never take rape victims to the Sexual Assault Unit at the 
Rotunda nor do they meet victims there. Neither is there any 
routine procedure for identifying victims who fail to keep an 
appointment at the Sexual Assault Unit and who might, therefore, 
need support to enable them to do so. 

It is clear from this that in relation to rape/sexual assault 
crisis callers volunteers are in an essentially static role and 
there is little or no active out-reach to victims. 
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The volunteers appeared reasonably happy with the training which 
they had received at the initial two training weekends and felt 
that these prepared them reasonably well for their telephone 
counselling role and they did not express the need for any 
additional or on-going training. 

STAFF SUPPORT 

The volunteers seemed happy with the amount of support and 
supervision which they receive at present. However we would 
consider that the present level would be insufficient for a new and 
inexperienced volunteer. 

MORALE . .. 

All of the volunteers seemed to be aware of the fact that in the 
past there was a high attrition rate amongst the group but none 
were prepared to admit, at least in the context of the meeting, to 
any plans to give up their work with the R.C.C. in the forseeable 
future. The morale of the group seemed guite high at that time and 
they gave the impression of a strong sense of identity and 
cohesion. 

MEETINGS WITH CENTRE MANAGEMENT 

We have already referred to briefing meetings which we had with the 
Centre's Director and Deputy Director. In addition to these two 
members of the team also had a further meeting with the Director on 
the 14th of February. The organisational structure of the Centre 
has already been outlined in Chapter 2. 

It would appear that by the end of 1988 not only was the R.C.C. in 
a deep financial crisis but there was also a considerable 
organisational crisis as well. We have been impressed that, the new 
management have attempted to address at least some of the&e issues 
with a measure of success. For example, staff morale appears guite 
high. 

However many other major problems remain to be addressed and we 
feel that the Centre's present organisation and structure will make 
this difficult or impossible. 

At its foundation the Centre described itself as "a feminist 
collective" and that organisational philosophy continues. With the 
staff meeting, which consists of all salaried staff plus one 
representative of the volunteers, constituting the policy forming 
and monitoring body for the whole organisation. This meeting takes 
place monthly. 
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While this structure may have served the Centre well in its early 
years we do not consider that it is any longer appropriate -
particularly given the degree of isolation under which the Centre 
operates. Both management and organisation need the kind of 
guidance and leadership which would be provided by a strong 
experienced and largely independent Board of Directors under a 
companies structure. 

At the time of our evaluation visits we noted that the energies of 
management seemed to be devoted almost exclusively to the 
day-to-day running of the organisation. Given the recent history 
of the organisation this was, perhaps, not too surprising. We were 
unable to identify any strategic or corporate plans with the 
exception -of that of obtaining a major increase in the annual grant 
from public funds - the Director spoke to us of their plans to 
obtain an annual grant of 100,000 pounds. 

Paralleling the absence of a strategic or corporate plan there 
appeared to be little appreciation of the value of service 
statistics in developing such a plan or monitoring its 
implementation. 

FEES STRUCTURE 

In 1988 the R.C.C. began to charge clients fees for its 
face-to-face counselling/therapy services. The current level of 
fees are as set out in Table 15 below. 

Table 15. 
R.C.C. FEES STRUCTURE 

TYPE OF SERVICE FEE 

Per individual face-to-face counselling session 5 -• 20 

Per adult group seession 8 

Per teenage group session 6 

Fees are levied on a sliding scale based on ability to pay. In 
some cases it is waived altogether. Counsellors negotiate the fee 
which the client will pay at the clients first session. Clients 
are handed a form and asked to indicate the amount they are 
prepared to contribute per individual counselling session. 
Counsellors actually collect the fee and make a return of fees to a 
member of the administrative staff on a weekly basis. * . 
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We were told that between 60% and 75% of clients pay a fee for the 
service provided. However no accurate information was available in 
this regard nor were we provided with any information as to the 
breakdown of fee payments within the range 5 to 20 for individual 
sessions. 

We were not impressed with the system which has been developed for 
levying and collecting fees. It seems to us that in placing the 
responsibility for this on the individual counsellor there is a 
risk of creating role confusion in the clients mind. 

There is a further problem in the way in which group therapy fees 
are collected. It would appear that at the end of each group 
session .the leader (group therapist) collects fees from each of 
those participating who have not had their fee waived because of 
inability to pay. In these circumstances it seems likely that the 
identity of those who are judged unable to pay the fee will become 
generally known within the group in quite a short time. This may 
well create embarrassment for many poorer clients and act as a 
disincentive to their continued attendance. 

In addition, the reports which we have received from the Eastern 
Health Board's Senior Social Workers indicate that for quite a 
number of clients the present fee structure is a major 
disincentive. 

WAITING LISTS 

In February of this year we were told that the R.C.C. waiting list 
for face-to-face counselling or group therapy contained something 
between two and three hundred names. This was despite the fact 
that early in January between 200 and 240 clients were taken into 
group therapy from the waiting list. 

We have already referred to the fact that volunteers reported that 
a good deal of their telephone counselling calls involve 
"supporting or maintaining" clients who have been on the waiting 
list for some length of time. We were told that it is the R.C.C.'s 
experience that about 20% of clients placed on the waiting list 
fail to take up the offer of face-to-face counselling/therapy when 
it is eventually made. 

We are unhappy with the R.C.C.'s policy of allowing waiting lists 
of this magnitude to develop. There are other services, both 
statutory and voluntary, which deal with adult victims of child 
sexual abuse but we found no evidence that the R.C.C. had seriously 
considered the possibility of referring on potential clients whose 
needs it* was unable to meet in the reasonably forseeable future. 



-44-

NET-WORKING 

We were struck, both in our discussions with management and with 
other staff members, by the very limited range of net-working which 
takes place both at an individual level and at an organisational 
level with other agencies. 

The Centre does refer clients with substance abuse problems to the 
Rutland Centre and it has links with a Consultant Psychiatrist to 
whom it refers clients with severe emotional difficulties. Its 
links with the Sexual Assault Unit at the Rotunda Hospital, where 
we had expected to find very close liaison are limited and there 
are no formal links with the Child Sexual Abuse Units at Our Lady's 
Hospital in Crumlin and Temple Street Hospital. 

There appears to be little or no contact with other Rape Crisis 
Centres in Ireland and few contacts with those abroad. In recent 
years the Centre's public education/information work has declined 
substantially and this is likely to have further contributed to its 
isolation. In our view management does not adequately appreciate 
the value of such net-working or the danger of isolation which 
results from its absence. 

ADVOCACY 

In its early years the Centre provided support and advocacy for 
victims of rape, sexual assault/abuse, who were involved, normally 
as witnesses, in legal proceedings against their assailants. In 
recent years the volume of this work which the Centre has performed 
has declined and the figures given to us for 1988 do not contain a 
report of even a single incident of this kind. We do not believe 
that the underlying need for this kind of service has declined. 

PUBLIC EDUCATION AND INFORMATION • 

The Centre's involvement in public education and information in 
relation to rape and other sexual assault/abuse seems to have 
declined in recent years. We are concerned that much of its 
promotional effort seems to have resulted in increasing the demand 
for its own services rather than contributing to better services 
for victims generally. 
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THE SEXUAL ASSAULT UNIT ROTUNDA HOSPITAL 

Two members of the evaluation team met with a senior member of the 
medical staff of the Sexual Assault Unit at the Rotunda Hospital in 
January of this year. 

We were advised that when the Sexual Assault Unit first opened 
there had been a regular meeting between unit staff and members of 
the Rape Crisis Centre. However this procedure had now fallen into 
disuse. We were told that the S.A.U. staff routinely advise all 
clients who come to them to contact the Rape Crisis Centre. 
However, there is no formal referral procedure in operation and we 
were told that this was because the Rape Crisis Centre were of the 
view that-client commitment was much higher where the client 
herself was actually involved in making the contact with them 
rather than having it made by a referring agent. This is a view 
which was also expressed to us by R.C.C. management. As a 
consequence of this and of the fact that regular meetings between 
the two organisations are no longer taking place, it is not 
possible to say how many victims who are advised by the S.A.U. to 
contact the R.C.C. actually did so. 

We were also told that there was a general perception in the minds 
of S.A.U. personnel that there was a significant waiting time in 
clients being seen by the R.C.C.and this had resulted in S.A.U. 
personnel having to become involved in a counselling role with an 
increasing number of victims - a role which was not considered as 
properly coming within their remit. Despite the various problems 
which have just been described the general perception of the 
face-to-face counselling/therapy service provided by the R.C.C. was 
that it was good and of particular benefit to teenage women who had 
been sexually assaulted. In addition, in a number of cases where 
the R.C.C. had managed to become involved in a particular case at 
an early stage and where that victim had been severely traumatised, 
physical examination had been facilitated. The number of new cases 
seen at the Sexual Assault Unit in each year since its foundation 
is given in Table 16 below. 

Table 16. 

NUMBER OF NEW VICTIMS SEEN AT THE ROTUNDA HOSPITAL S.A.U. 
AND NUMBER OF RECORDED REFERRALS FROM R.C.C. 

1986 1987 1988 1.1. f89 
31.8.'89 

No. of victims 203 171 217 147 

No. referred 
from R.C.C. 19 2 N/A N/A. 
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The number of new cases in 1988 was 217 and this was similar to 
that for the previous two years suggesting that there has been a 
levelling off in the growth of demand for the unit's services. The 
total number of new cases attending in the first eight months of 
this year was 147. 

EXPERIENCE OF E.H.B. SOCIAL WORKERS IN REFERRING CLIENTS TO R.C.C. 

Through the medium of the E.H.B. Senior Social Worker Group we 
sought information on the experience of social workers in each of 
the Community Care Catchment Areas of referring clients to the 
R.C.C. We^received replies from only three areas. 

Respondents were asked to state:-

1. The number of cases referred from their area in 1988. 

2. The age range of the clients referred. 

3. The kinds of cases referred. 

4. The length of waiting time. 

5. Any information which they had on clients experience 
of attending the centre. 

6. Any aspects of the service which they had identified 
which facilitated and/or inhibited client attendance 
at the R.C.C. 

The three Community Care Areas which reported had together referred 
a total of 26 clients in 1988. In addition it had been suggested 
to a further ten clients that they might consider self referring. 
All the clients referred were over 15 years of age with the 
majority being in their late teens or early twenties. Almost all 
the cases referred had been victims of childhood sexual abuse in 
the past but were not currently being abused. There were also some 
referrals of mothers of abused children. Waiting times were 
described as most unsatisfactory with between three and four months 
delay. The perception of clients experience of actually attending 
the R.C.C. is generally positive although some clients were said to 
be unhappy with the counselling service because of its emphasis on 
group work since they would have preferred more individual 
counselling and found that they were unable to participate fully in 
the group situation. One client is said to have found the group 
situation so intimidating that she did not attend consistently. A 
number "of ̂ factors were listed as inhibiting client attendance. 
These included the long waiting time, the difficulty of getting to 
the Centre (in the case of clients living in the suburbs) and the 
cost involved and the Centre's fee structure. 
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GARDA STATISTICS ON RAPE AND INDECENT ASSAULT 

In Chapter 2 we refer to the fact that police statistics on rape 
and sexual assault tend to substantially underestimate the size of 
the problem because a majority of victims do not report to the 
police. Various estimates of the extent of under-reporting have 
been made which range from 75% to 85%. 

The Garda Press Office has kindly made available to us figures in 
relation to the numbers of cases of rape and indecent assault known 
or reported for the years 1983 through to 1988 and the number of 
cases where legal proceedings commenced. These figures are set out 
in Table 17 below. 

Table 17. 

Garda Statistics on Rape and Indecent Assault in Ireland 

No of cases known or reported No. of cases in which 
proceedings commenced 

Year Rape Indecent Assault Rape Indecent Assault 

1983 
1984 
1985 
1986 
1987 
1988 

57 
68 
73 
74 
75 

; 61 

128 
111 
178 
171 
158 
226 

39 
34 
31 
34 
36 
28 

77 
68 
106 
105 
78 
110 

The figures relate to the whole country - figures for the Dublin 
Metropolitan District were not available separately. 

The figures for numbers of cases known or reported would suggest a 
very slight upward trend in the case of rape with a rather more 
marked increase in the incidence of indecent assault. The 
corresponding figures relating to the number of cases in which 
proceedings commenced (charges were brought) tends to reflect a 
somewhat similar pattern - at least as far as indecent assault is 
concerned. 
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CHAPTER 7 CONCLUSIONS AND RECOMMENDATIONS 

In this chapter we present our conclusions and recommendations 
under three general headings. 

1. Services to rape crisis victims. 

2. Services to victims of past sexual abuse. 

3. Organisational and management issues. 

1.SERVICES TO RAPE CRISIS VICTIMS 

It seems clear from both the statistical information which we have 
been able to obtain and our various interviews and meetings with 
R.C.C. staff, that very little of the Centre's total resources are 
devoted to cases of recent rape. The service provided to such 
victims is, in the main, a telephone counselling service and in 
most cases is likely to involve one telephone call only in course 
of which the caller will be advised to contact the Sexual Assault 
Unit at the Rotunda Hospital. 

It would appear that almost half of all telephone counselling is 
do ne by volunteers who have a high turnover and are likely to be 
less experienced than the whole-time counsellor staff. 

While some 30% of the Centre's cases related to recent rape we 
found little evidence to suggest that the Centre is involved in 
rape crisis. For the Centre, therefore, to describe itself"as 
THE DUBLIN RAPE CRISIS CENTRE is misleading. The probability is 
that a victim, who telephones the Centre for help because she has 
been raped or sexually assaulted within the last few hours, or a 
relative or friend who telephones on her behalf, will merely be 
redirected to some other service. 

In Chapter 2 of this report we described the development of rape 
crisis services generally. The principal features of a crisis 
service are:-

1. It is easily accessible at all times. This means that 
telephone callers should be able to get straight through to 
-t?he service and not have to phone another number in order 
to reach the duty counsellor. *%̂  

2. The service needs to be mobile. This means that where 
victims are so emotionally traumatised that they are 
unable to get to medical help at the Sexual Assault Unit 

then rape crisis centre personnel will go to their aid. 



-49-

3. Counsellors must be available to victims at their first 
time of face-to-face contact with services. In practice 
this means that rape crisis centre personnel meet the 
victim when she first comes to the Sexual Assault Unit for 
medical examination. This initial contact is crucial to the 
effective establishment of an ongoing therapeutic 
relationship where that is needed by the victim. 

4. A crisis service must be able to respond rapidly to victim 
needs. There is no place in a rape crisis service for long 
waiting lists. When victims are suffering emotional and 
psychological trauma they are likely to need a significant 
amount of help immediately. 

In our vi-ew the Rape Crisis Centre is not currently providing the 
kind of service which is needed by victims in crisis. It is also 
our view that such a service must be provided and that it is the 
kind of service which a voluntary organisation, with a significant 
amount of volunteer input, is eminently suited to provide. 

We recommend therefore that the Rape Crisis Centre should be asked, 
as a matter of urgency, whether it is prepared to organise and 
provide a crisis service to rape victims which meets the criteria 
which we have set out and which is closely integrated with other 
relevant services - particularly those of the Sexual Assault Unit 
at the Rotunda Hospital. If the R.C.C. is not prepared to address 
this task then we recommend that the Eastern Health Board should 
immediately act to ensure that such a service is provided. In this 
event the R.C.C. should cease to style itself as a Rape Crisis 
Centre since to continue to do so would be to maintain a misleading 
public perception which is likely to cause delay and frustration to 
crisis victims in their search for urgent help. 

2. SERVICES TO VICTIMS OF PAST SEXUAL ABUSE -

The R.C.C. has established itself in the public mind as an expert 
Centre for the counselling and treatment of victims of past sexual 
abuse and the great bulk of its work is concerned with providing 
such a service to adult victims of child sexual abuse. There are, 
of course, a number of other services, both statutory and 
voluntary, which provide similar help to the same group of people. 
In contrast to the R.C.C, however these services have not had a 
high media profile and for this reason services which could be 
provided to victims are not widely appreciated. 

# * • » 
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We have not been able to obtain a comprehensive view of the 
counselling/therapy service which the R.C.C. provides. We were not 
furnished with statistical data on the nature of the services which 
we had sought. We were not allowed to observe the operation of the 
group therapy programme which is the major component of therapy. 
The Rape Crisis Centre does not routinely collect any information 
which would permit objective assessment of the quality of either 
the counselling/therapy programme as a whole or of any of its 
components. In addition, they have never made any systematic 
attempt to measure client satisfaction with the service provided. 
Despite the absence of objective data we were impressed with many 
aspects of the service which were described to us by those involved 
in providing it. We were also impressed by the opinions of those 
who had experience of referring clients. 

We are critical of a number of aspects of the service and -'these are 
detailed below. However our general opinion is that the service 
provided for victims of past sexual abuse is probably of a good 
standard. 

In recent years the R.C.C. has begun to charge for its 
counselling/therapy services although we are told that these fees 
are levied on a sliding scale based on ability to pay. These fees 
are a problem for some clients and so as to ensure that those of 
poorer means can continue to avail of the services of the Centre we 
recommend that the Health Board should provide financial support 
for this aspect of the Centre's work. However, these funds should 
be targeted specifically at clients who would otherwise be unable 
to avail of the service. We recommend that an effective system be 
developed which will ensure that this happens. 

In our view the continuation of funding on the basis which we have 
recommended should be further contingent upon the R.C.C. giving 
satisfactory undertakings in relation to the implementation of 
other essential recommendations in this report. t 

The Centre should carry out a careful review of the 
counselling/therapeutic programme. We are of the view that the 
existing programme is inflexible and does not adequately take into 
account the needs or wishes of individual clients. As part of this 
review we strongly recommend that the Centre must carry out an 
objective evaluation of counselling/therapeutic outcome and of the 
effectiveness of the various components of its programme. In 
particular, careful consideration needs to be given to reducing 
group size. We would expect that attendance at 10 group sessions 
with ten group members is likely to be at least as beneficial in 
the average as attendance at 20 sessions of the same length with 20 
members but much more beneficial for a minority of participants. 

*3» 
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The Centre needs to develop a much clearer conceptual framework 
within which to place its counselling/therapeutic activities. The 
absence of such a framework is likely to mean that individual 
counsellors merely function as operatives without the capacity for 
critical evaluation of their work. 

In our view the level of supervision both of telephone and 
face-to-face counsellor staff is insufficient given the size of the 
case loads involved for all but the most experienced counsellors. 
Accordingly we recommend that the whole process of supervision be 
reviewed with the aim of providing greater levels of supervision 
where it is needed. 

CONTINUING TRAINING AND DEVELOPMENT 

There is "insufficient provision for ongoing training and-- ! 

staff development. Accordingly we recommend the development of a 
coherent programme of continuous staff training and development 
which should aim to ensure that staff are up-to-date with the 
latest developments in the field and with current practice in other 
centres. 

RELATIONSHIP WITH OTHER AGENCIES 

There is insufficient contact and liaison with other relevant 
agencies. Such net-working operates both at an organisational and 
at an individual counsellor level. It is deficient at both levels. 
Changes in organisational net-working, which we recommend in the 
next section, should impact on practice at the level of individual 
staff. 

FEES 

The procedures for assessing and collecting fees - particularly in 
relation* to groups - need to be revised. Counsellors should not be 
involved in either assessing fee liability or collecting f e%s . The 
fee liability of individual clients should be a matter between the 
individual and a designated member of the Centre's staff and should 
be confidential so long as the client wishes it to be so. 

VOLUNTEERS 

The current practice of devoting the bulk of the R.C.C. resources 
to a therapy base has meant that the potential contribution of 
volunteers is under-rated. More volunteers should be recruited in 
order to 1) accompany victims to court and 2) monitor court 
proceedings. 

The current workload of volunteers is excessive and the 
availabiirty of a greater number of volunteers would reduce it to a 
more reasonable level.  

In view of the high attrition rate amongst volunteers, in addition 
to reducing the hours which they are expected to work, the 
selection criteria and procedures need to be carefully reviewed. 
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3. ORGANSIATIONAL AND MANAGEMENT ISSUES 

The present management of the R.C.C. have only been in position 
since December 1988. They are to be commended on the way in which 
they have addressed a number of important internal organisational 
issues and the high staff morale which we found is a product of 
this. However a number of very important issues remain to be 
addressed if the organisation is to survive and function 
effectively in the interest of its clients and its original 
objectives. 

ORGANISATIONAL STRUCTURE 

In our opinion the present "collective" organisational structure of 
the R.CvC* is no longer appropriate. There is an awareness of this 
amongst Centre management and staff. Many recent and current 
difficulties might have been avoided if the Centre had had a 
different structure. 

We recommend that the Centre should be reorganised as a company 
limited by guarantee and subject to the relevant companies acts. A 
strong and independent Board of Directors should be appointed. The 
Board should be responsible for the formulation of policy and 
overseeing its implementation. The Director should report to the 
Board and staff should have a representative on it. The Eastern 
Health Board, if it is a funding agency, should be represented 
proportionately. 

The current management and staff in our opinion, are too closely 
involved in the day-to-day work of the organsiation to be able to 
take an objective view of many of the issues facing it. A well 
chosen, experienced and objective Board should be able to make good 
many of these deficits. 

MONITORING OF SERVICES AND STATISTICAL INFORMATION , • 

The Centre's approach to collecting and analysing statistical 
information on both its client base and the services it provides is 
inadequate. There is a lack of appreciation of both the value of 
information of this kind and of how to collect and manage it. In 
our opinion none of the personnel involved in the process had a 
clear understanding of the system which was being used and there 
was confusion as to who was doing what. There was also confusion 
in a number of important instances as to what the figures which 
were produced actually meant and whether they could be relied upon. 
Accordingly we recommend that the whole process of information 
collection and analysis should be restructured. 
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This needs to be done as a matter of urgency. The organisation 
needs to identify its information needs, bearing in mind the 
information demands which other organisations may place upon it. 
Since much of this information is likely to be collected by 
counselling personnel, their needs for information which will help 
them to manage their own case load should also be identified. 
Having done this a "user friendly" system designed to meet both 
sets of needs can be developed. This is a complex task but the 
importance of addressing it now cannot be over emphasised. 

SERVICE DELIVERY MODEL 

The R.C.C. has evolved a model of service delivery which places 
great emphasis on a rigidly structured programme of 
counselling/therapy into which the client has to fit. In addition 
clients are expected to seek out the service. 

Appropriate support for every victim of sexual abuse and rape 
must be a priority. This would entail a flexible model of working, 
offering individual support and therapy as well as group work. The 
Centre's heavy reliance on group therapy risks neglecting those 
victims who do not fit in with the Centre's model. Reaching out to 
victims needing help outside of the Centre should be seen as an 
essential part of its work. 

EXTERNAL RELATIONSHIPS 

In our opinion the Centre has become isolated to a highly 
undesirable extent from other related services and from sister 
organisations. This is prejudicial to the Centre and, more 
importantly, to its clients. We recommend that Centre management 
develop a policy for effective net-working with other relevant 
services- and personnel at both an organisational and individual 
staff member level. 

WAITING LISTS 

We are concerned that the Centre permitted the development of long 
waiting lists without apparently making any attempt to refer these 
clients on to other services which might be prepared to offer them 
help and we recommend that steps be taken to ensure that this 
happens in future whenever the demand for services exceeds 
reasonable expectation of supply. 

I 
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APPENDIX 1. 

SEXUALITY GROUPS: 

Descriptive leaflet provided by R.C.C. for p. 55 
intending participants. 

WEEKEND WORKSHOP: 

Programme for participants P-56 
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Sexuality Group 

Sexuality Groups have now become an essential part of the therapy programme for 
clients attending the centre. They are necessitated because most people who 
have been sexually abused have psycho-sexual difficulties. Once clients have 
completed therapeutic groups and individual counselling they go on to attend a 
10/12 week sexuality group. 

The aim of the group is to allow clients to explore their own sexuality, and the 
attitudes, feeling and behaviour patterns that they have about same. Victims * 
of abuse have great difficulties in expressing their sexuality in a way that is 
positive, healthy and self fulfilling. Clients can either be inhibited and 
closed or act: -out'sexually in an indiscriminative or promiscuous way. Many people 
also express great concern over specific ways in which they have become 
sexualised during the abuse. 

Over a period of weeks the group explores the following topics in considerable 
depth: 
Sexual attitudes in society. 
Sexual sterio types and myths. 
Personal sexual messages. 
Personal sexual history. 
Sexual patterns-anxieties and fears about same. 
Sexual enjoyment of abuse, conflicts,guilt and shame. 
The five senses, positive and negitave sexual associations. 
Masterbation. 
Fantasy. 
Erotica. 
Sexual rights ;and being assertive. 

Throughout the group there is an emphasis on body work. Over the weeks through 
a series of home work assignments, people are encouraged to get to know and to 
reclaim their bodies for themselves. They do this by looking, touching, drawing 
and working through difficult feeling they might have about their bodies or 
particular parts of them. 
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A G E N D A 

FR.IJ)AY 

7 - 7 . 3 0 -Welcome - c i r c l e - round of names • I s e n t e n c e about how y o u ' r e f e e l i n g . . B E R N I E 

7 . 3 0 - 7 . 4 5 - I n f o r m a t i o n on workshop, r u l e s e t c BERNIE 

7 . 4 5 - 8 . 1 5 - S i m i l a r i t i e s and d i f f e r e n c e between e f f e c t s of s e x u a l abuse on males 

and f ema les BERNIE 

S. 15-8 .4 5 - Break 

3.45-10.00 - Small groups. Introduction, checking of safety etc. what they want 
from workshop ALL 

SATURDAY -~ 

check who is not here DEIRDRE 

10-10.15 - Choose partner, check how you are feeling ALL 

10.15-10.45 - meditation / centering exercie DEIRDRE 

10.45-11.30 - Information recovery process 

11.30-1.00 - work with 2/3 people 

1-2.30 - Lunch 

2.30-5. 30 - small groups - check re: aims of week if necessary. .. , . .ALL 

5.30-7.00 - Tea 

7-7.15 - A daughters story ALL 

7.15-7.45 - small groups ALL 

7.45-8.15 - main group - feedback '-..ALL 

8.15-8.30 - Fathers story • ALL 

8. 30-9.00 - small groups ALL 

9-9.30 - Feedback ALL 

9.30-9.50 - Meditation on with holding MARY 

9.50-10.-00 - Information on dreams BERNIE 

~ SUNDAY 

1 1 . 0 0 - 1 1 . 1 5 - i n f o r m a t i o n on w i t h h o l d i n g ROSEMARY 

LI. 15 -1 .00 - s m a l l g r o u p s - what p e o p l e a r e w i t h - h o l d i n g ALL 

1 .00 -2 .30 - Lunch „ 

2 . 1 0 - 4 . 0 0 - S h a r i n g of w i t h h o l d i n g s , f a c i l i t a t i o n & working w i t h ind i vidua I s . . . . ROSEMARY 

4 . 0 0 - 4 . 3 0 - Break 
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4.30-5.00 - Talk on defences MICHELLE 

5.00-5.30 - Meditation on defences ami letting go of them „..MICHELLE 

5. 30- 7.00 - Tea ' 

7.00-10.00 - small groups - work on with holds/defences ALL 

MONDAY 

10.00-10.30 - talk on dreams BERNIE 

10.30-11.30- work with one/more people on dreams ALL 

11.30-1.00 - Small groups ALL 

1.00-2 . 30 - Lunch.-. . 

2.30-5.30 - Small groups on specific areas of work: ANGER "/.MICHELLE 

FEAR DEIRDRE 
DESPAIR BERNIE 
NO FEELINGS ROSEMARY 
GUILT ^ MARY 

5.30-7 ,-30 - Tea 

7.00-10.00 -- Main group - people needing help on particular areas BERNIE 

TUESDAY 

10.00-iO.45 - Meditation on balng half-way in workshop - are you doing what 
you came to do? '. ALL 

10.45-1.00 - Samll groups ALL 

1.00-2.30 - Lunch", 

2.30-3.30 - Talk on issue of having enjoyed the abuse or initiated it "..ROSEMARY 

3. 30-5. 30 - Small groups ALL 

5.30-7.00 - Tea 

7.00-7.30 - Differences between effects of having been abused by male/female..BERNIE 

7.30-10.00 - Small groups ALL 

WEDNESDAY _ I 

10.00-10.30 - Meditation on bringing yourself here \MARY 

10.30-11.30 - Information on mothers collunging, being inactive or actively MICHELLE & 
involved in abuse ROSEMARY 

11.30-1.00 - Small groups ALL 

1.00-2.30 - Lunch 

2. 30-5. 00 - Small groups ALL 

http://10.00-iO.45
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6.00 - 7 . O 0  - Talk  . . . . . 

7.00-8.00 - Talk  ". .                                                                                                                                     DEIRDRE 

8 . 0 0 - 1 0 . 0 0 - Work wi th nunmber of i n d i v i d u a l s in large group DEIRDRE 

THURSDAY 

10.00-12.00 - Core group ALL 

12.00-1.00 - Talk on self-esteem MARY 

1.00-2.30 - Lunch 

2.30-3.30 - Meditation on letting the child within you speak ROSEMARY 

3.00-4.30 - Small "groups ALL • 

4.30-5.15 - Talk on facing the fear of being free - letting go of old ways, old 

behaviour and facing choices about present life ALL 

5.15-5.30- Into pains to discuss what is relevant ALL 

5.30-7.00 - Tea 

7.00-10.00 - Initially into large group - reference to recovery chart - then 
into small groups ALL 

FRI DAY 

10. 00 II .00 - Small groups , ALL 

11. 00-12 .00 - Finish ALL 

**************************************************** 

12.00-1.30 - COUNSELLORS MEETING ALL 
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APPENDIX 3. 

QUESTIONNAIRE AND STATISTICS FOR 1988 

(1) Statistical Questionnaire which the R.C.C. was asked to 
complete for 1988, and the information which was furnished 
in response. p.61 

(2) Statistics provided by the R.C.C. for 1988 based on 
completed "Counselling Cards". p.71. 

(3) Statistics provided by the R.C.C. for January 1988 
based on completed "Counselling Cards". p. 75. 
























































