
the real cost of cutting services
Consequences of ongoing funding reductions for 

survivors needing sexual violence frontline services



effects of sexual violence 
Some of the direct and indirect effects of sexual 
violence experienced in childhood, adolescence 
and adulthood are:

• physical effects such as chronic pelvic and general pain,
gastrointestinal disorders, migraines, back pain, brain trauma,
and partial or permanent disability,

• reproductive health effects such as gynaecological problems,
STIs, unintendended pregnancies, and

• psychological effects such as anxiety, depression, phobias,
PTSD, dissociation, suicide attempts, shame, fear and guilt1



costs of sexual violence
• Overall, those who have experienced abuse access health care

services at least twice as many times as those who have not.2

• Survivors of sexual violence make frequent visits to health care
services such as a GP. These visits increase for several years after
the violence.3

• There is a clear association between experiencing sexual violence
and higher levels of lifetime use of medications for anxiety and
depression. 4

• Those who have experienced actual or attempted penetrative
sexual violence in Ireland are eight times more likely to have been
an inpatient in a psychiatric hospital than those who had not been
abused.5

• Rape survivors are one of the largest groups of people with PTSD.6

Persons with PTSD are at greater risk of cardiovascular disease. 7

• Women who experienced extended sexual violence as children
have a 62% greater risk of a heart attack or stroke as an adult. 8



costs of not providing specialist services

“survivors have told us of how significant it was
for them to get the message of “It’s not your
fault” in the immediate aftermath” 9



costs of not providing specialist services

“Improvements should continue to be made in the
provision of support services to complainants from
the very beginning of their involvement with the
judicial system. Doing so might result in fewer cases
being withdrawn.” 10

International research indicates that people who
experience sexual violence get more and better legal
and medical services when accompanied by a rape
crisis advocate.11



The absence and limited accessibility of appropriate
supports and advocacy compounds the financial impacts of
sexual violence on the health care system.

Where specialist support services are not immediately
available it is likely to be the case the victims of sexual
violence resort more frequently to primary health care
services and present with secondary issues in a variety of
health care settings.12

Getting treatment as soon as possible after PTSD symptoms
develop may prevent long term PTSD. PTSD symptoms may
become worse over time and early treatment is more likely
to reduce the long term impacts.13

costs of not providing specialist services



“The international knowledge and practice base
suggests that services provided by specialist NGOs
are consistently the most responsive to women
who have suffered violence, and as such should be
supported and recognised by governments. They
should be core service providers, and key partners
in the development of more effective
interventions by state agencies, especially law
enforcement and the legal system.”14

state responsibility



“the over-representation of victims of
childhood sexual abuse in adult mental health
and substance abuse services, presenting with
secondary issues, could be offset by the
provision of a wider range and choice of
services specifically designed to assist those
who have been affected by sexual abuse and
violence.”15

state responsibility



“Services engaged in this area of work need to
simultaneously address a range of issues
including
access to services,
choice of services,
adequacy of provision,
adequate numbers of trained staff,
awareness raising and
ongoing monitoring and evaluation for service
improvement.” 16

state responsibility



RCC responses 
In addition to providing counselling:
• RCCs are tremendous local community information, education and resource

centres, equipping many other local agencies and professionals to tackle sexual
violence.
– Over 8500 professionals, community members and young people were

reached with training and education programmes in 2010.
– Most centres organised a wide variety of proactive public awareness

activities, from local stand alone poster, media and fundraising events to
events organised to coincide with nationally coordinated campaigns such as
the White Ribbon Campaign and the 16 Days of Action Against Gender Based
Violence.

• Every RCC has a helpline. 15,289 contacts were made with RCNI member RCC
helplines in 2010. 10% of those making contact were supporting someone who
has experienced sexual violence.

• Member RCCs accompanied 255 survivors to forensic, medical and legal services
– the most common being a SATU.

• Centres all engage in the inter-agency work necessary to ensure survivors get
better responses from other services and organisations, provide coordinated
public awareness activities, education and training programmes.

• All this and more is contained in the report.



access, choice & adequacy
• there are only limited outreach services in Counties

Kildare, Leitrim, Longford, Meath and Wicklow
• the outreach in Co Roscommon is accessible only for

asylum seekers living in a direct provision centre
• there are no RCC services in Counties Cavan, Dun

Laoghaire-Rathdown, Fingal, and Monaghan
• someone living in the North East who has

experienced sexual violence has access to a Rape
Crisis Centre which can see 11 times fewer survivors
than someone living in the Waterford area – this is a
direct reflection of the level of HSE funding.17



access, choice & adequacy

• 23% of RCCs make alternative space
arrangements for survivors using wheelchairs as
their own premises are not wheelchair
accessible. In 2010 31 survivors who use a
wheelchair or have a mobility impairment used
RCC counselling services.

• In 2010 35 survivors with learning disabilities
utilised RCC counselling services. However, not
all RCCs have staff or volunteers with specific
expertise in working with people with learning
disabilities. 18



HSE funding decreases
• Average funding decrease per RCC of 5.7% for 2010

• Cuts ranged from 2% to 10% - this has compounded the
already unequal situation

• Followed on from cuts in 2009 and, for example, a centre
with a 10% cut in 2010 had also had a 10% cut in 2009

• There are further cuts of at least again as much in 2011 –
don’t know the specific extent until the end of the year 19



consequences of cuts
• One Centre has had to operate a one week per month shut down in face-to-

face counselling and support and lay off staff members for part of the year

• One Centre will have to reduce the availability of outreach appointments –
affecting about 12% of current clients

• One Centre no longer has money to cover the costs of new volunteers
working in the Centre – 40% of whom are counsellors

• One Centre no longer is able to provide external education and training

• One Centre has no funding to train members of its Board of Directors

• After salary reductions for two years, with further cuts in 2012 one Centre
will have to reduce the number of counselling appointments available in
2012 by 30% 20

• As named in the Annual Report, one centre has had to reduce their
interagency work because of increasing demands on their service and
funding reductions, both for the RCC and for other voluntary and statutory
agencies.



consequences of cuts

People who have experienced sexual violence
now have declining access to immediate specialist
services. This can lead to :

• longer term health impacts21

• less access to the judicial system22

• greater cost to the exchequer
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