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Micheál Martin, TD
Minister for Health and Children
As Minister for Health and Children, I was happy to provide
funding towards this research project carried out by the Health
Services Research Centre, Department of Psychology, Royal
College of Surgeons in Ireland on behalf of the Dublin Rape Crisis
Centre and I now welcome its publication.
Both men and women were interviewed as part of this survey
and the report describes, inter alia, their personal experiences of,
and attitudes towards, all forms of sexual violence both as adults
and as children. We are continually learning how best to treat
victims of sexual violence, both at a personal and professional level.
As we are all too aware, the impact of rape and sexual assault can
have a traumatic effect on victims and services must be in a
position to respond appropriately. I hope that the findings of this
report will contribute to the further development of appropriate
responses by all those concerned with the provision of services to
victims of sexual violence, whether they are male or female, adult
or child. In recent years there has been a growing recognition of the
complementary roles of the statutory and the voluntary agencies in
providing services for victims of rape and sexual assault and I
would like to commend the work of the Dublin Rape Crisis Centre
which has been to the forefront in this area.
I welcome the publication of this report and I look forward
with interest to studying its findings and recommendations.

F OREWORD

John O’Donoghue, TD
Minister for Justice, Equality and Law Reform
I am pleased that my Department was able to support the undertaking of this research into the prevalence of sexual violence in
Ireland. It will add to the growing body of research on this important subject. Last year, for example, I published the study “Attrition in Sexual Assault Offence Cases in Ireland”.
As Minister for Justice, Equality and Law Reform, I recognise
that any act of violence can have a devastating effect on the victim. When this violence is an act of rape or sexual assault, the effect must be even more traumatic. Rape and sexual assault are
heinous crimes and, as a society, we must take a stand to tackle
them. That is why the penalties for sexual offences are severe, and
rightly so. These are forms of offending on which interventions,
other than purely law-and-order-type interventions, also have a
vital role to play. The role of educators, in particular, is obviously
crucial. In that context, research projects give us important information to help all involved respond better to the special needs of
victims.
It is an old saying, but prevention is always better than cure,
and we must try to prevent crimes of rape and sexual assault. I
hope that the research undertaken will help us to achieve this and
more.

F OREWORD

Breda Allen
Dublin Rape Crisis Centre
This is a groundbreaking study, the importance of which cannot
be overestimated. Up to now the only figures available were
based on the number of people seeking counselling or reporting
to the Gardaí. We were aware that this only represented “the tip
of the iceberg”. We knew that those people who sought help were
a minority of those sexually victimised and there was no way to
establish the number of people who do not seek help.
The lack of information available meant that the Dublin Rape
Crisis Centre could not:
•

Carry out a comprehensive public awareness campaign because there was no information about the “silent majority”

•

Prepare comprehensive plans for the development of services

•

Target appropriate groups who are most in need of information about services and who need most encouragement in order to access available services.

I believe that this very wide-ranging report will help us, and other
Rape Crisis Centres around the country, to develop relevant services and provide effective help to as many people as possible.
For many years we in the Dublin Rape Crisis Centre have known
that there was an ever-increasing demand for our services, yet we
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were unable to estimate with any degree of accuracy whether the
problem of sexual violence was increasing or decreasing.
While this study is of major importance, it is only through the
regular repetition of this type of research study that we can be informed, and provide information about, increases or decreases in
sexual crimes in Ireland. The Dublin Rape Crisis Centre recommends that this be a first baseline study that will be repeated at
regular intervals in the future.
I wish to publicly recognise the contribution of The Atlantic
Philanthropies to this study. When the Dublin Rape Crisis Centre
first outlined the idea for such a study in 1999, they responded
generously to the project in terms of financial aid, advice and
support in making this idea a reality.
A special debt of gratitude is due to the excellent team who
carried out this research and are the authors of the Report. They
are: Professor Hannah McGee, Director of the Health Services Research Centre at the Royal College of Surgeons in Ireland, and her
colleagues Rebecca Garavan, Mairéad de Barra, Joanne Byrne and
Ronán Conroy. The entire team worked hard over three years to
bring this important work to fruition.
Above all, the Dublin Rape Crisis Centre wishes to sincerely
thank each of the 3,120 participants in this study who disclosed
their experiences and attitudes in a lengthy interview. We recognise their generosity in agreeing to participate in what was a challenging and at times difficult interview, and that by so doing they
chose to make their experiences available for the greater good of
all victims of sexual violence.
We also wish to thank and acknowledge the Department of
Health and Children, including the Health Promotion Unit in that
Department, and the Department of Justice, Equality and Law Reform for their financial contributions to the project.
Breda Allen, Chairperson
Dublin Rape Crisis Centre
March 2002

P REFACE

The Sexual Abuse and Violence in Ireland (SAVI) Study was conducted at the Health Services Research Centre, Department of
Psychology at the Royal College of Surgeons in Ireland (RCSI).
We were very pleased to have the opportunity to address such a
challenging and important issue in contemporary Ireland. Many
people made this project possible. We firstly applaud the initiative
of the Dublin Rape Crisis Centre in proposing the project, in funding a feasibility study to consider how such a project could be completed in a safe and valid manner and in eliciting contributions
from key Government Departments — the Department of Health
and Children and the Department of Justice, Equality and Law Reform — towards the cost of undertaking the main study. From the
outset, a Study Monitoring Group provided excellent support and
guidance to us on the project. Members of that Group are listed on
page xi. A particular thanks to Sinéad Hanley, Chair of the Group,
for making this such a constructive forum for all involved. Thanks
also to staff at the Dublin Rape Crisis Centre for liaison throughout
the project, in particular to Geraldine Connolly, Director of Clinical
Services and Maria Byrne, Administrator.
Study planning involved meetings and discussions in Ireland,
the UK and the US. Particular thanks to the following for professional input into study design issues in sexual violence: Dr Nancy
Thoennes and Dr Pat Tjaden, Centre for Policy Research, Denver;
Dr Mary Koss, University of Arizona; Dr Dean Kilpatrick, University of South Carolina; Dr Judith Siegel and Dr Neil Malamuth,
University of California at Los Angeles; Professor Sylvia Walby,
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University of Leeds; Dr Liz Kelly and Dr Linda Regan, University
of North London; and Professor Michael King, Royal Free Hospital, London. In Ireland, James Williams of the Survey Unit, Economic and Social Research Institute, Dublin and Dr Michael Breen
of the Department of Media and Communications Studies, University of Limerick provided invaluable advice on the telephone
survey methodology in the Irish setting. Many others provided
information or advice including Pauline Beegan, Dublin; Dr Shane
Alright, Trinity College Dublin; Dr Elizabeth Dunne, University
College Cork, Dr Máire Leane, University College Cork and Dr
Patrick Walsh, Granada Institute Dublin.
It was not possible to conduct the study without a variety of
safety mechanisms. Thank you to all of the rape crisis centres nationally and to the Granada Institute for agreeing to provide prompt
services to those who decided they needed professional help for the
problems they described to us in the study. Fiona Neary, National
Coordinator of the Network of Rape Crisis Centres of Ireland was
particularly helpful in facilitating this. Many professionals and organisations were interviewed for the study — those in the prison
services, services for learning disability, psychiatric services, Pavee
Point (a Travelling Community organisation) and Ruhama (a support organisation for women in prostitution) along with other individuals from academic, research and service-provision communities, who shared their knowledge with us. We would like to express
our special appreciation and thanks to a small number of carefully
selected people who had personally experienced sexual violence
and who generously provided their perspectives on drafts of the
SAVI questionnaire to ensure that the finalised measure was
phrased in an acceptable and sensitive manner.
Within the College (RCSI), many people across departments
helped us to make the study possible. Within the Department of
Psychology, everyone has lived with and helped out with the project for nearly three years. Particular thanks to Mrs Linda Hunt for
sterling administrative support and to Professor Ciaran O’Boyle,
Dr Anne Hickey, Ms Helen Goode and Ms Eva Doherty for professional advice. The project was finally possible because we were
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able to bring together a truly great team of telephone interviewers. Fifteen people trained and worked together over five months
covering morning to night and Monday to Saturday in their survey calls. Their names are: Joanne Byrne, Clara Connolly,
Catriona Ellis, Frances Foley, Loraine Hayes, James Kelly, Caroline Kennedy, Colette Leigh, Colma McCarthy, Afshana Naeem,
Siobain O’Donnell, Emma Riggs, Leah Schneider, Astrid Walsh
and Regina Walsh. Their commitment to the quality of their work
and to the well-being of interviewees was impressive and their
support for each other through challenging interviews equally so.
They all stayed for the whole period of the project calls — a testimony to their commitment and team approach. Thanks to each of
them for making the study a reality.
We opted to call the study “SAVI”, a play on the word “savvy”
meaning “to have understanding of”. It seemed a good aspiration
to have for a project aiming to provide an evidence base for such a
sensitive and under-explored issue in Ireland. The reader is the
judge of how successful we have been in that aspiration. We hope
that the report as compiled goes some way to repaying the faith
and efforts of so many people who helped in the overall study. We
also hope that the report will facilitate a constructive focus on the
topic of sexual violence in contemporary Ireland.
The project has been very stimulating but also very demanding.
Thanks to our immediate families and friends who have had to put
up with our demands and preoccupations with the project. We
each have our personal dedications for the project — our families
and friends and those we personally know who have been affected
by sexual violence. Our collective dedication as a research team
goes to those who entrusted the stories of their lives to us.
Thank you, one and all.
Hannah McGee
Rebecca Garavan
Mairéad de Barra
Joanne Byrne
Ronán Conroy
Royal College of Surgeons in Ireland

Dedication

Over 3,000 people took part in the SAVI Study. Many
recounted difficult and painful personal experiences of
sexual violence. All took the time to discuss with us very
personal and sensitive aspects of their lives. The study’s
unique contribution is this substantial input from so
many members of the Irish public. We thank them for
their time and trust and dedicate this book to them.
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E XECUTIVE SUMMARY

B ACKGROUND
The prevalence of sexual violence in Ireland is unknown. Incomplete evidence from crime statistics, previous research reports and
service uptake figures is insufficient to understand the nature and
extent of the problem and to plan and evaluate services and preventive interventions.
The main aim of the SAVI study was to estimate the prevalence of various forms of sexual violence among Irish women and
men across the lifespan from childhood through adulthood.
Additional aims of the study were to describe who had been
abused, the perpetrators of abuse, the context in which abuse occurred and some psychological consequences of abuse; to describe
the pattern of disclosure of such abuse to others, including professionals; to document public beliefs about and perceived prevalence of sexual violence; to assess public willingness to disclose
abuse to others in the event of a future experience; to document
particular challenges experienced in addressing sexual violence
by marginalised groups; and to make recommendations for future
developments in the areas of public awareness, prevention, service delivery and policy development.

M ETHOD
A survey assessing the prevalence of sexual violence was conducted by anonymous telephone interviews with randomly selected participants from the general population in Ireland. They
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were interviewed at home telephone numbers in the period
March to June 2001.
Many ethical and safety considerations were built into the
study design to ensure that a high quality and sensitive approach
was used. Interviewers were highly qualified and underwent additional training and regular supervision in the conduct of the interviews. A wide range of safety mechanisms were put in place to
reassure participants about study authenticity and to provide
them with access to professional services if required.

R ESULTS
Study Population
Over 3,000 randomly selected Irish adults took part in the study
(n = 3,118). This represented a 71 per cent participation rate of
those invited. For a telephone survey, and on such a sensitive
topic, this very high participation rate means that the findings can
be taken as broadly representative of the general population in
Ireland. The information available can therefore provide important and previously unavailable information on the extent and
nature of sexual violence in Irish society.
Prevalence of Sexual Violence
Child Sexual Abuse (defined as sexual abuse of children and
adolescents under age 17 years)
•

Girls: One in five women (20.4 per cent) reported experiencing
contact sexual abuse in childhood with a further one in ten
(10.0 per cent) reporting non-contact sexual abuse. In over a
quarter of cases of contact abuse (i.e. 5.6 per cent of all girls),
the abuse involved penetrative sex — either vaginal, anal or
oral sex.

•

Boys: One in six men (16.2 per cent) reported experiencing
contact sexual abuse in childhood with a further one in fourteen (7.4 per cent) reporting non-contact sexual abuse. In one
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of every six cases of contact abuse (i.e. 2.7 per cent of all boys),
the abuse involved penetrative sex — either anal or oral sex.
Adult Sexual Assault (defined as sexual violence against women
or men aged 17 years and above)
•

Women: One in five women (20.4 per cent) reported experiencing contact sexual assault as adults with a further one in
twenty (5.1 per cent) reporting unwanted non-contact sexual
experiences. Over a quarter of cases of contact abuse in adulthood (i.e. 6.1 per cent of all women) involved penetrative sex.

•

Men: One in ten men (9.7 per cent) reported experiencing contact sexual assault as adults with a further 2.7 per cent reporting unwanted non-contact sexual experiences. One in ten cases
of contact abuse in adulthood (i.e. 0.9 per cent of all men) involved penetrative sex.

Lifetime Experience of Sexual Abuse and Assault
•

Women: More than four in ten (42 per cent) of women reported some form of sexual abuse or assault in their lifetime.
The most serious form of abuse, penetrative abuse, was experienced by 10 per cent of women. Attempted penetration or
contact abuse was experienced by 21 per cent, with a further
10 per cent experiencing non-contact abuse.

•

Men: Over a quarter of men (28 per cent) reported some form
of sexual abuse or assault in their lifetime. Penetrative abuse
was experienced by 3 per cent of men. Attempted penetration
or contact abuse was experienced by 18 per cent, with a further 7 per cent experiencing non-contact abuse.

Characteristics of Sexual Abuse and Violence in Childhood and
Adulthood
•

Overall, almost one-third of women and a quarter of men reported some level of sexual abuse in childhood. Attempted or
actual penetrative sex was experienced by 7.6 per cent of girls
and 4.2 per cent of boys. Equivalent rape or attempted rape
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figures in adulthood were 7.4 per cent for women and 1.5 per
cent for men. Hence, girls and women were more likely to be
subjected to serious sexual crimes than boys and men. Levels
of serious sexual crimes committed against women remained
similar from childhood through adulthood. Risks for men
were lower as children than they were for women and decreased three-fold from childhood to adult life.
•

Of those disclosing abuse, over one-quarter (27.7 per cent) of
women and one-fifth (19.5 per cent) of men were abused by
different perpetrators as both children and adults (i.e. “revictimised”). For women, experiencing penetrative sexual abuse
in childhood was associated with a sixteen-fold increase in risk
of adult penetrative sexual abuse, and with a five-fold increase
in risk of adult contact sexual violence. For men, experiencing
penetrative sexual abuse in childhood was associated with a
sixteen-fold increase in the risk of adult penetrative sexual violence, and an approximately twelve-fold increase in the risk of
adult contact sexual violence. It is not possible to say that
childhood abuse “causes” adult revictimisation. Childhood
sexual abuse is, however, an important marker of increased
risk of adult sexual violence.

•

Most sexual abuse in childhood and adolescence occurred in
the pre-pubescent period, with two-thirds (67 per cent) of
abused girls and 62 per cent of abused boys having experienced abuse by twelve years of age.

•

In four of ten cases (40 per cent), the experience of child sexual
abuse was an ongoing, rather than a single, abuse event. For
many of those who experienced ongoing abuse (58 per cent of
girls and 42 per cent of boys), the duration of abuse was longer
than one year.

•

A third (36 per cent) of those who had experienced sexual
abuse as a child now believe that their abuser was also abusing other children at the time.
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Characteristics of Perpetrators and Context of Sexual Violence
•

Most perpetrators of child sexual abuse (89 per cent) were men
acting alone. Seven per cent of children were abused by one
female perpetrator. In 4 per cent of cases more than one abuser
was involved in the same incident(s).

Perpetrators of Child Sexual Abuse
•

Girls: A quarter (24 per cent) of perpetrators against girls were
family members, half (52 per cent) were non-family but known
to the abused girl and a quarter (24 per cent) were strangers.

•

Boys: Fewer family members were involved in child sexual
abuse of boys. One in seven perpetrators (14 per cent) was a
family member with two-thirds (66 per cent) non-family but
known to the abused boy. One in five (20 per cent) were
strangers.

•

In sum, in four-fifths of cases of child sexual abuse, the perpetrator was known to the abused person.

•

The perpetrator was another child or adolescent (17 years old
or younger) in one out of every four cases.

Perpetrators of Sexual Violence against Adults
•

Almost one-quarter (23.6 per cent) of perpetrators of sexual
violence against women as adults were intimate partners or
ex-partners. This was the case for very few (1.4 per cent)
abused men. Instead, most perpetrators of abuse against men
were friends or acquaintances (42 per cent). The risk of sexual
assault by a stranger was higher for adults (representing 30
per cent of assaults on women and 38 per cent of assaults on
men) than for children.

•

Alcohol was involved in almost half of the cases of sexual assault that occurred as an adult. Of those who reported that alcohol was involved, both parties were drinking in 57 per cent
of cases concerning sexual assault of women, and in 63 per
cent of cases concerning sexual assault of men. Where only
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one party was drinking, the perpetrator was the one drinking
in the majority of cases (84 per cent of female and 70 per cent
of male assault cases).
Psychological Consequences of Sexual Violence
•

Approximately one in three (30 per cent) women and one in
four (18 per cent) men reported that their experiences of sexual
violence (either in childhood, adulthood or both) had had a
moderate or extreme effect on their lives overall.

•

A quarter (25 per cent) of women and one in six (16 per cent)
men reported having experienced symptoms consistent with a
diagnosis of post-traumatic stress disorder (PTSD) at some
time in their lives following, and as a consequence of, their experience of sexual violence.

•

Those who had experienced sexual violence were significantly
more likely to have used medication for anxiety or depression
or to have been a psychiatric hospital inpatient than those
without such experiences. For instance, those who had experienced attempted or actual penetrative sexual abuse were eight
times more likely to have been an inpatient in a psychiatric
hospital than those who had not been abused.

Disclosure of Experiences of Sexual Violence
•

Almost half (47 per cent) of those who disclosed experiences of
sexual violence in this study reported that they had never previously disclosed that abuse to others. Thus in a study of over
3,100 adults, almost 600 people disclosed instances of abuse
for the first time to another person.

•

Older people were generally less likely than other age groups
to have disclosed to others in the past with one exception:
most (60 per cent) young men who had experienced child sexual abuse had told no-one prior to the study.
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•

Most people who disclosed sexual violence did so to friends
(71 per cent) or family members (43 per cent). Family members
were more likely to be told in the case of child sexual abuse.

•

The most common reason people gave for not telling about
their abuse as children was because of feeling ashamed or
blaming themselves. A quarter of both men and women who
had experienced child sexual abuse reported these as the reasons for not telling. These reasons were uncommon for those
who had experienced sexual violence as adults. A fifth of
adults had not disclosed sexual assault because they thought
that what had happened to them was too trivial to tell others.

•

Disclosure of sexual violence to professionals was strikingly
low. Regarding experiences of adult sexual assault, only one
man (of 98 abused, i.e. 1 per cent) and 7.8 per cent of women
(19 of 244) had reported their experiences to the Gardaí (i.e. 6
per cent overall of those abused). Patterns were similar regarding experiences of child sexual abuse. Ten men (of 178) and 28
women (of 290) reported their experiences to the Gardaí (i.e. 8
per cent overall of those abused). Disclosure to medical professionals was 6 per cent for adult abuse and 4 per cent for
child abuse while disclosure to counsellors/therapists was 12
per cent with 14 per cent of women and 8 per cent of men disclosing to counsellors/therapists.

•

Regarding client evaluation of services received from professionals, overall satisfaction with services received was greatest
for counsellors and therapists at 81 per cent. About half (56 per
cent) of those who reported to the Gardaí were satisfied overall with the service they received with little differences for
child or adult abuse. Those who received help from medical
professionals were mixed in their ratings, with those who received services for adult sexual assault being almost twice as
satisfied with the services they received than those with experiences of child sexual abuse (60 per cent versus 33 per cent).
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•

Lack of information from the Gardaí and medical personnel
was the main source of dissatisfaction with services. Specifically, Gardaí were seen to provide inadequate explanations of
procedures being undertaken, and medical personnel were
seen as needing to provide more information regarding other
available services and options. With regard to counselling services, time waiting to get an appointment was the major
source of dissatisfaction.

•

Legal redress for sexual crimes, as reported in this study, was
the exception rather than the rule. Of 38 individuals who reported child sexual abuse to the Gardaí, six cases (16 per cent)
resulted in court proceedings with four guilty verdicts. Of 20
people reporting adult sexual assault, two court cases (10 per
cent) were taken with one resulting in a guilty verdict.

Public Perceptions of Sexual Violence
The perceptions of all the participants were taken to represent the
“public” perception of sexual violence in Irish society today.
Perceptions of Prevalence of Sexual Violence
•

Estimates of the prevalence of adult sexual assault and most
types of child sexual abuse by the participants indicated that
about half of those interviewed were quite inaccurate about
the frequency of such events, either because they overestimated or underestimated them. Underestimation was more
common, with a third underestimating the prevalence of rape
among adult women and men, and child abuse by non-family
members. However, participant estimates regarding the
prevalence of incest were substantially higher than those reported in the present study.

•

Participants significantly overestimated the number of cases
reported to the Gardaí (estimated 34 per cent women and 16
per cent men; actual percentages 10 per cent women and 6 per
cent men) while correctly signalling the gender difference of

Executive Summary

xxxix

men being less likely to report than women. Estimates of the
likelihood of getting a conviction in court cases were similar to
actual reports although actual reports relate to such small
numbers that conclusions need to be drawn with caution.
Perceptions of Probability of Disclosure
•

When asked to judge whether they would tell others if they
themselves were sexually abused, over a quarter of study participants said that they would be unlikely to tell family members. More (41 per cent) felt they probably would not tell
friends. Regarding professionals, over a quarter (27 per cent)
felt they would be unlikely to tell the Gardaí and almost a
quarter were uncertain or thought they would not go to a
counsellor. However, most (85 per cent) felt they would disclose to a doctor, some with the added qualification that they
would only if medically necessary. Men were more likely to
think they would not disclose to all groups except doctors.

Perceptions of Service Access
•

Over a quarter of the group (27.6 per cent) reported that they
would not know where to go to get professional help for sexual violence if they needed it. Men were significantly less
likely than women to be able to identify where they could go
for help and young adults of both sexes (those aged 18–24)
were less likely than others to know where to seek help. Half
of young men (i.e. under age 30) reported that they would not
know where to find professional support or services.

Public Beliefs about Sexual Violence
Beliefs about sexual violence were assessed with attitude statements about common rape beliefs.
•

Some reported attitudes reflected more accurate views and
views which are more supportive to those who are affected by
sexual violence. For instance, almost all (92 per cent) agreed
that “a date rape can be just as traumatic as rape by a
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stranger”; 85 per cent agreed that “a raped woman is usually
an innocent victim” and 91 per cent disagreed that “child sexual abuse is usually committed by strangers”. On the other
hand, four in ten (40 per cent) of study participants felt that
“accusations of rape are often false”.
•

Men were significantly more accepting of attitudes reflecting
rationalisations or victim-blaming concerning sexual violence
than women, particularly with regard to motivation for rape
and sexual violence committed against men. Specifically, 47
per cent of men (versus 34 per cent of women) agreed that “the
reason most rapists commit rape is overwhelming sexual desire” and 41 per cent of men (versus 27 per cent of women)
agreed that “men who sexually assault other men must be gay
(homosexual)”.

•

Attitudes towards media coverage of sexual violence were
predominantly positive with three-quarters (76 per cent) believing coverage was beneficial.

Sexual Harassment
•

Some form of sexual harassment was experienced at least once
during the last 12 months by 16.2 per cent of women and 12.6
per cent of men. Being stalked in a way that was frightening to
them was reported by 1 per cent of the participants.

Marginalised Groups
•

A large national telephone survey is a useful means of estimating levels of sexual violence for the general population. However, it cannot adequately reflect the experiences of marginalised groups in Ireland. This study selected a range of exemplar
groups to illustrate the additional challenges that disclosure and
management of sexual violence poses for marginalised groups.
The groups selected were homeless women and their children,
Traveller women, prisoners, women in prostitution, people
with learning disabilities, and those with psychiatric problems.
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R ECOMMENDATIONS
•

Recommendation 1: That a comprehensive public awareness
campaign on sexual violence be developed, delivered and
evaluated in Ireland.

•

Recommendation 2: That a range of information materials on
services for sexual violence be developed and made available
in appropriate settings and formats to assist those in need of
such services.

•

Recommendation 3: That barriers to the disclosure of sexual
violence be addressed at the level of the general public, professionals and systems.

•

Recommendation 4: That all those responsible for public
awareness, educational, health-related or law enforcement
service delivery on the issue of sexual violence incorporate information on vulnerability for specific groups in their activities. These groups include those abused as children, adult
women and adult men; perpetrators of abuse; and marginalised groups.

•

Recommendation 5: That the need for service developments be
anticipated and planned on the basis of a comprehensive
needs evaluation of evidence for medical, counselling and law
enforcement services. This should take into account potential
increases in service demand as a consequence of public
awareness campaigns. Co-ordination of service development
and public awareness strategies is essential. A service needs
assessment should be conducted for those who have experienced or otherwise been affected by sexual violence, to include
all statutory and voluntary agencies and to address both
medical and counselling services.

•

Recommendation 6: That a range of educational materials on
sexual violence in Irish society be developed for relevant
professionals; this to complement a national public awareness
campaign. In addition, that regular assessment of the user per-
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spective be incorporated into service evaluation and planning
for improvement.
•

Recommendation 7: That a systematic programme of Irish research is needed to inform, support and evaluate developments in addressing sexual violence in the coming years. This
should include a regular national survey assessing public attitudes and experiences and critically evaluating changes in
both over time.

•

Recommendation 8: That a Consultative Committee on Sexual Violence be established with the responsibility and
authority to ensure that recommendations arising from the
SAVI Study and similar reports are acted on by relevant
agencies within an appropriate timeframe. This Committee
should represent the broad constituency of interests which
can contribute to effective management of the societal challenge of sexual violence.

Section I

INTRODUCTION

Chapter 1

GENERAL I NTRODUCTION

B ACKGROUND TO THE S TUDY
Over recent years, there has been a rapidly developing awareness
of the profound impact of sexual violence and its consequences,
not only on individuals and their families but also on society as a
whole. The seriousness of sexual violence is both a cause and a
consequence of the particular secrecy with which it has typically
been surrounded. Service-based evidence on sexual violence provides incomplete evidence from which to understand its prevalence, to develop insights into the causes and consequences of
such violence, to monitor trends and to plan and evaluate the impact of interventions. Acknowledging the need for a wider information base, national studies on the prevalence of sexual violence
have recently been completed in countries such as the US, Canada, New Zealand, Finland and Sweden.
In Ireland, national data on child sexual abuse was first collected in 1993 by the Irish Society for the Prevention of Cruelty to
Children. Embedded in a larger interview study of adults concerning physical punishment of children, they collected brief selfcompleted information on personal experiences of childhood sexual abuse (ISPCC, 1993). While this study provided some information on child abuse, the prevalence of sexual assault and violence
among adults in Ireland is unknown, as is the attitude of the general public to abuse. Furthermore, the experiences of seeking professional services, including legal services and redress for those
who have been abused, have not been evaluated in a comprehen-
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sive manner. Neither has there been an evaluation of perceived
and actual barriers to care for those who have been abused. In the
context of increasing attention to the problem of sexual violence in
Ireland, the need for both local (i.e. Irish) and representative information on its prevalence and nature is clear. Such evidence is
required to inform service delivery and policy making and to
plan, conduct and evaluate interventions to tackle this serious
crime. A keen awareness of the need for representative Irish evidence by the Dublin Rape Crisis Centre (DRCC), the largest frontline service provider to those who have experienced sexual violence in Ireland, was the origin and driving force behind this research project. In 1999, the DRCC acquired funding through a
private donation for a feasibility study on this complex topic. On
successful completion of this study, the present research study
was commissioned. Core funding for the main study was also secured by a private donation to the DRCC, and contributions were
provided to the DRCC by the Department of Health and Children
and the Department of Justice, Equality and Law Reform in order
to establish a partnership which could maximise the potential for
positive action in relation to the recommendations.
A national prevalence study of sexual abuse and violence was
seen as a major contribution to developing an evidence base on
sexual violence in Ireland. From the outset, it was envisaged that
the survey should encompass abuse across the lifespan, include
both women and men, and specifically examine professional service provision for those who experienced such abuse. A random
sample of the Irish population was considered the optimal means
to acquire this information. However, the conduct of a randomised national study on sexual violence provided significant challenges. Since there was no information to determine if there was a
feasible and valid research approach to such a national study in
Ireland, a feasibility study was deemed necessary before embarking on a major national survey.
Following extensive consultation in early 2000 with international research teams and with key Irish informants (legal, police,
medical, counselling and market research), a telephone survey
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methodology was examined for its feasibility. The resulting study
of 73 participants proved successful according to two major criteria: response rates to the invitation to participate were acceptable,
and evidence that participants were willing to disclose episodes of
abuse was generated. (The feasibility study is described in greater
detail later in this section.)
The conduct of the feasibility study led to the development of
the main study proposal and provided valuable information to
generate the sample size estimations needed for the main study.
While a national prevalence survey was seen as a vital part of developing evidence-based strategies to tackle sexual violence, it
was also acknowledged from the outset that a number of marginalised groups in Irish society would not be included, or challenges
specific to their exposure to sexual violence addressed, in a general population prevalence survey. The overall study aimed to
highlight some of the particular challenges for selected minority
groups as a way of acknowledging the very complex challenge of
ensuring all citizens can be protected from sexual violence. The
overall project — a national prevalence study coupled with more
specific examination of the challenges concerning sexual violence
for marginalised groups — was entitled the SAVI (Sexual Abuse
and Violence in Ireland) Study.
The complexity of the terminology used to describe sexual violence reflects the complexity of the issue itself. There is no offence
called “child sexual abuse” in Irish law (see Appendix V: Glossary,
for further discussion). The legal terms “sexual assault”, “aggravated sexual assault”, “rape” and “rape under Section 4” refer to
sexual crimes committed regardless of the age of the victim (for further explanation see Bacik, Maunsell and Gogan, 1998). In the SAVI
study, three terms are used: sexual violence, sexual assault and
sexual abuse.
•

The term sexual violence is used as an inclusive term to describe
all sexual offences, be they committed against adults or children.
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•

The term sexual assault is used to describe sexual offences involving physical contact committed against adults (i.e. aged 17
years or older). It combines the legal categories of sexual assault and rape.

•

The term sexual abuse is used to describe sexual offences committed against a person aged under 17 years (the legal age for
consent to sexual relations in Ireland).

Penetrative abuse describes all penetrative acts (penile, digital or
with an object) of the mouth, vagina or anus. Other contact abuse
refers to sexual abuse involving physical contact without penetration, and generally corresponds to sexual assault or aggravated
sexual assault in Irish law (see Appendix V: Glossary for further
clarification). Non-contact abuse is used in connection with child
sexual abuse to refer to indecent exposure and exposure to pornography. In the case of adults, it refers to unwanted sexually offensive experiences that could not be otherwise classified.

A IMS OF THE P RESENT S TUDY
The SAVI study had seven broad aims:
1. To provide reliable estimates of the prevalence of various
forms of sexual violence against men and women across the
lifespan from childhood through adulthood
2. To describe those who have been abused, the perpetrators of
abuse, the context in which abuse occurs, and some of the psychological consequences of abuse
3. To describe the patterns of disclosure of abuse to others, both
personal and professional contacts, and to outline decisions
made regarding disclosure including barriers to telling others
4. To document and compare public perceptions of the prevalence of various forms of sexual violence with the documented
prevalence in this study
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5. To evaluate the public perceptions regarding issues related to
sexual violence. This ranged from evaluations of beliefs about
sexual violence to estimating their own willingness to disclose
abuse to others in the event of a future experience of sexual
violence
6. To document the particular challenges experienced in addressing sexual violence by marginalised groups in Ireland; this to
be achieved by describing an exemplar set of such groups. The
groups included were homeless women and their children,
Travellers, prisoners, women in prostitution, people with a
learning disability, and people in psychiatric services
7. To consolidate information from the general public and those
who have experienced abuse in order to make recommendations in the areas of public awareness prevention, service delivery and policy development.
The remainder of Section I outlines international literature on the
prevalence of sexual violence and on public perceptions of such
violence. Experiences of those abused in terms of disclosure and
use of health or related services, and in terms of legal redress for
the violence committed against them, is considered. Available
Irish evidence is summarised alongside international research.

P REVALENCE OF S EXUAL V IOLENCE :
I NTERNATIONAL R ESEARCH
The prevalence of sexual violence is a particularly challenging figure to determine given that sexual violence is acknowledged to be
under-reported by an unknown quantity. Prevalence estimates are
known to be influenced by features of the crime and its meaning,
such as fear surrounding the consequences of reporting. It is also
influenced by design features of the prevalence studies themselves (as discussed in greater detail elsewhere). Not only is under-reporting a hindrance in estimating the true prevalence of
sexual violence, but it has consequences that have made underreporting an ethical concern (World Health Organisation, 1999).
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Research which severely under-reports abuse is less likely to accurately identify the associations between risk factors and outcomes. In terms of policy and prevention stemming from such research, valuable programmes and interventions may be moved
further down a long list of priorities if the problem is considered
to be much smaller than it actually is (Ellsberg, Heise, Pena,
Agurto and Winkvist, 2001). These concerns have resulted in various studies to specifically examine the amount of underreporting. For example, the US National Crime Victimisation
(NCV) Survey is a crime telephone poll conducted annually to
detect levels of reported and unreported crimes. The National
Crime Victim’s Centre estimates that the reported levels of rape in
the NCV Survey are 6 to 15 times lower than the true levels
(Finkelhor, Wolak and Berliner, 2001). In the 1980s in Finland,
rapes were reported at the rate of 345 per year, while police estimated that the actual number was more in the region of 6,00010,000 per year (European Commission, 1997).
Nevertheless, most international studies attempt to account for
under-reporting. From these figures, the best estimates indicate
that 14–25 per cent of adult women have been raped during their
lifetime. At the other end of the continuum, sexual harassment at
work will be experienced by 50 per cent of women during their
lives (Goodman, Koss and Russo, 1993). Rates of sexual victimisation for men are harder to estimate with reported lifetime levels
ranging from 3–31 per cent (Crowder, 1995). In both sexes, most
sexual violence occurs before age 18 years of age. Examples of the
prevalence levels of sexual violence obtained from a range of international studies using differing methodologies are outlined in
Appendix I.

P REVALENCE OF S EXUAL V IOLENCE :
I RISH R ESEARCH
In Ireland, sexual abuse is now acknowledged as a significant
problem. A recent study of patterns of crime in Ireland since 1950
concluded that there was a substantial increase in the number of
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sexual offences reported in the past 20 years (Young, Read,
Barker-Collo and Harrison, 2001). The authors proposed that this
was more likely to be due to an increase in the reporting of abuse
than to an actual increase in the prevalence of abuse. The number
of convictions for sexual crimes was approximately 200 per year in
the 1950s and by 1997 had reached approximately 1,000 per year.
As of January 2002, the number of men in Irish prisons who have
been convicted of sex offences constitute a significant minority: 11.6
per cent (n=350) of the total prison population (Department of Justice, Equality and Law Reform, personal communication).
While recorded crime numbers have increased, there remains
the concern that there is significant underreporting of abuse and
in particular a shortfall in seeking legal redress. Dublin Rape Crisis Centre figures from 1998–2000 showed that only a quarter of
counselling clients for child sexual abuse had reported the abuse
to the Gardaí (19 per cent in 1998/9 and 23 per cent in 1999/2000),
while a third of those seeking counselling for adult sexual assault
had reported to the police (36 per cent in 1998/9 and 33 per cent in
1999/2000) (DRCC, 2000; DRCC, 2001). While there has been some
progress concerning the process of reporting sexual abuse to the
Gardaí and on through to criminal proceedings, there is an acknowledgement that many barriers still exist in obtaining a court
hearing. A recent qualitative study in Cork focused on the experiences of women who had reported abuse to the Cork and Kerry
Rape Crisis Centres (Leane, Ryan, Fennell and Egan, 2001). Interviewing eight women and a range of service providers, they identified multiple attrition points from reporting through to court
proceedings where cases were removed from consideration by the
justice system. The recommendations arising from their study
ranged from trial preparation programmes and information packs
for those abused, to better education of the public in exposing
myths concerning rape or sexual abuse.
Uptake of counselling services which deal with sexual abuse
continues to rise. For instance, the Dublin Rape Crisis Centre had
7,500 crisis telephone calls in the period July 1998 to June 1999.
These numbers increased to 9,588 in the year 2001 (provisional
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2001 data) — this represents a 28 per cent increase. Numbers of
first-time callers for recent rape experiences increased from 968
(2000) to 1273 (2001) — a 32 per cent increase. (Earlier analysis by
this latter categorisation was not available.) Similarly, CARI
(Children at Risk in Ireland — an organisation with a focus on
child sexual abuse) reported 239 crisis calls in 1999 with 2,328 in
the year 2000. The Irish Society for the Prevention of Cruelty to
Children provides summary information on the topic of its calls to
Childline telephone services in 2000. Of over 112,000 calls, 2,329
(i.e. 5.2 per cent of all calls where the caller and counsellor had
“full communication”) involved discussions concerning sexual
abuse. Other services, including voluntary services such as
Barnardos and the National Network of Rape Crisis Centres,
alongside health board services, provide professional support to
those experiencing abuse. An overview of their service delivery
and changes over time is beyond the scope of this report.
While the previously cited figures provide general trends in
Ireland for those who choose to disclose abuse to professional
agencies and service providers, numbers based on criminal proceedings and service uptake provide limited insight into the total
number of individuals who have been sexually abused in the general population. National studies of the general population may
provide more accurate estimates of the levels of violence by including cases which go unreported to authorities and professional
bodies. While many countries have regular national crime surveys
to identify the nature and level of reported and unreported crime,
Ireland does not have a dedicated crime survey strategy to date.
However, two national surveys of the prevalence of crime have
been conducted. In 1982/83, the Economic and Social Research Institute (ESRI) examined crime in a sample of 8,902 individuals as
part of its monthly Consumer Survey (Breen and Rottman, 1985).
More recently, in 1998, the Central Statistics Office, as part of its
Quarterly Household Survey, researched crime in 39,000 households (Central Statistics Office, 2001). Neither survey, however,
addressed the issues of sexual or other interpersonal violence. Using a different focus, the ESRI also conducted a detailed face-to-
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face interview study on the circumstances of crime with almost
1,000 people who had reported a crime to the Gardaí (Watson,
2000). Topics such as murder and sexual assault were excluded
from the study, however, because of their serious and sensitive
nature. Another ESRI survey, on the health of women, did ask
some questions about violence in general (Wiley and Merriman,
1996). They interviewed 2,988 Irish women aged 18–60 years in
1993 (76 per cent participation rate). When asked if they had ever
been beaten, raped, attacked or seriously threatened, 9.9 per cent
said “yes”. This happened in their own homes in 46 per cent of
cases and the attacker was known in 70 per cent of cases (M.
Wiley, personal communication). No further breakdown of the
type of violence was possible in this large survey.
The only large-scale survey which specifically addressed sexual violence was conducted in 1993 by Irish Marketing Surveys,
on behalf of the ISPCC. They undertook a home-based interview
study of 1,001 adults selected to be representative of those aged
18–54 nationally. The main focus of the study was personal experiences of, and attitudes towards, disciplining children. At the
end of the interview, participants were asked to independently
complete a brief pencil-and-paper questionnaire on their experiences of child sexual abuse and to return them to the interviewers
in sealed envelopes. This procedure aimed to maximise confidentiality and minimise distress or embarrassment to the participants.
Results of this survey indicated that 15 per cent of women and 9
per cent of men reported contact sexual abuse in childhood. Contact abuse occurred more than once in 61 per cent of cases. They
estimated, based on these figures, that one in seven Irish women
and one in ten men had experienced contact sexual abuse during
childhood. In 1993, that constituted approximately 288,000 adults.
(Further discussion of the results of the ISPCC study are found in
the Results Section alongside the results of this study for comparison purposes.) Finally, a small survey of third-level students (n =
247) was recently conducted by anonymous questionnaire in Dublin (Lalor, 1999). Unwanted sexual experiences for girls before age
16 were noted by 32 per cent of respondents. Numbers of male
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respondents precluded detailed analysis. The author commentated on “a culture of sexual aggression towards teenage girls”
based on his findings from this study.

P REVALENCE AND E XPERIENCE OF S EXUAL V IOLENCE :
M ARGINALISED G ROUPS
General population studies often exclude marginalised groups
either intentionally or unintentionally because the methods of access to the population, e.g. telephone contact only or interviews in
a dominant language, do not facilitate communication with such
groups. Groups can be marginalised from the overall society in a
number of ways. There may be language or cultural differences or
location-related barriers such as residence in collective or institutional settings, e.g. prisons or armed forces accommodation. The
communication problems may extend beyond language to include
cognitive or emotional challenges to interaction with others, e.g.
those with a learning disability or mental health problems.
Groups may also be marginalised because of social judgements
about their place in society, e.g. those of a different racial group or
those whose identity or lifestyle is not approved of by others in
the larger society, e.g. those who are homosexual in orientation or
those who work in prostitution. Not all marginalised groups will
be expected to be at increased risk of sexual violence. Some, by
their in-group’s beliefs and their pattern of social interaction with
the wider society, may even be at reduced risk. However, the concern with exposure to sexual violence in marginalised groups is
both at the level of prevalence and at the level of barriers to disclosing and seeking help following the abuse. An extensive research literature exists on these issues. It will be presented in Section III of the report with reference to the particular marginalised
groups addressed in the overall SAVI study. These groups are
homeless women, Travellers, prisoners, prostitutes, persons with
a learning disability and persons with mental health problems.
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A TTITUDES TO S EXUAL V IOLENCE :
I NTERNATIONAL R ESEARCH
While many studies have attempted to estimate the true prevalence of sexual violence, others have focused on public perceptions of sexual violence and on their general levels of awareness of
the issues involved. Because this information has been used primarily in developing prevention and educational strategies, most
have focused on the context of child sexual abuse. Finkelhor
(1984) surveyed US parents about their perceptions of child sexual
abuse. Their prevalence estimates were quite low in comparison
to epidemiological data. One-third also felt that strangers were the
most likely offenders, followed by parents and step-parents. They
perceived abusers as being middle-aged (not younger or older
ages) and male, and in general, they did not see younger children
(i.e., aged less than five years) as being at risk. Waterman and
Foss-Goodman (1984) examined public perceptions of responsibility for offences. When asked about the role of the abused child in
abuse, older and male children were seen to be more to blame or
to have more responsibility for the abuse.
Although more recent estimates by the public of the prevalence of sexual abuse are not available, the heightened media attention given to the issue internationally has led to what has been
called a “moral panic” about the (violent) nature of the world we
now live in (Goddard and Saunders, 2001). Kemp (1998) has described contemporary society as being preoccupied with child
sexual abuse. In considering the role of the media, Kitzinger
(1996) has examined the construction of UK media reports. Intrafamilial stories of child sexual abuse are under-emphasised
while those of a more sensationalist nature, e.g. those involving
paedophile rings, are highlighted. A similar Australian analysis
showed that stories focused on unusual and extra-familial cases
(Wilcyzynski and Sinclair, 1999). This fosters the notion of
“stranger danger” rather than considering the lack of safety afforded by the home environment for many (children and adults)
who are at risk of sexual violence. A comprehensive Swiss study
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of child sexual abuse also addressed the imbalance between public perceptions and findings based on epidemiological evidence
(Ernst et al., 1993). They highlighted the media image of child
sexual abuse being very prevalent and being mainly perpetrated
against girls (with estimates ranging from 20–50 per cent). Father–
daughter incest was portrayed as the most common form of abuse
and it was seen as often happening in seemingly intact closelyknit families. Consequences were typically seen as being severe
with permanent impairment of the mental health of the abused
children. Their research showed that actual prevalence data varied widely, that father–daughter abuse was relatively rare and
that it was very difficult to draw conclusions on the family context
or long-term consequences of abuse from the available research.
While some analyses point to distortions in the media depiction of
child sexual abuse, some of these distortions can be seen as attempts to adjust previous perceptions, e.g. from having the public
think only of “stranger danger” to realising that many abusers are
family members or trusted others. The positive role of the media
in promoting public awareness of the issue has been highlighted:
. . . it is only by highlighting (child sexual abuse) that we can
undo the consequences of its invisibility. Public awareness is
essential. To the extent that public awareness exists we treat the
problem and find resources to deal with it. (Finkelhor, 1992)

A different line of public perception research has focused on what
are termed “rape myths”. These are identified as personally held
beliefs that may promote or condone sexual abuse and also hinder
the disclosure and recovery process for those who have been
abused. Most research reports on rape myths only address
women as the targets of abuse (Burt, 1980). Several rape myth
scales have been developed, such as the “Rape Supportive Attitude Scale” (Lottes, 1988) or the “Attitudes toward Rape Victims
Scale” (Ward, 1988). These scales have been used in a variety of
settings with various groups, including student populations (as
part of initiatives to address sexual abuse on university campuses
(e.g. Williams, Forster and Petrak et al., 1999), with professional
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groups (to identify attitudes deemed as unhelpful in groups such
as social workers, psychologists, physicians and police officers
(e.g. Ward, 1988) and among convicted sex offenders (to identify
negative attitudes to address in rehabilitation) (e.g. Marolla and
Scully, 1986).
More recent work, from the perspective of acknowledging
and managing one’s own propensity to abuse others, has investigated the contexts in which men report that they have been
sexually coercive or forceful in nature (or have been close to participating in such behaviour) (Malamuth et al., 1991). This work
views the beliefs or attitudes which these men hold as precursors
to their sexually inappropriate behaviours. It takes a preventive
approach and seeks to move some responsibility for preventing
abuse to potential abusers. Overall, however, little research on
perceptions and attitudes has been conducted with general
populations despite the vital importance of this information in
planning any public awareness campaigns to address the myths
and realities of sexual violence.

A TTITUDES TO S EXUAL V IOLENCE :
I RISH R ESEARCH
No attitudinal information on sexual violence is available, to our
knowledge, in the national Irish setting. One item on the ISPCC
(1993) survey showed that the public believed that children
should be advised about the danger of sexual abuse (98 per cent
of participants felt parents should address the issue and 96 per
cent felt schools should also do so). While little is known about
Irish attitudes to sexual violence, it is clear that the last decade has
raised awareness of sexual violence like no other previous period.
High profile sexual abuse cases included the 1992 “X” case (the case
of a young girl pregnant by a friend’s father who became the focus
of a debate on the right to travel abroad for abortion); the 1993 Kilkenny incest case (a father–daughter abuse case); the 1995 McColgan case (a case of family abuse by the father) and the Father Brendan Smyth case (the case of a lifetime legacy of abuse by a priest
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who was a paedophile). These cases raised questions regarding the
public’s awareness of child sexual abuse, the management of child
abuse by responsible professionals, and the policy and law enforcement context in which sexual abuse is considered.
Alongside this high profile media coverage, there have been
legislative and policy developments. Two reports, Children First —
National Guidelines for the Protection and Welfare of Children (1999)
and the Report of the Task Force on Violence against Women (1997),
were among the most significant developments. Against this
background and in the context of calls for public awareness campaigns to highlight the nature and severity of sexual violence (e.g.
as a recommendation of the Government’s Report of the Task Force
on Violence against Women (1997) and again of the First Report of the
National Steering Committee on Violence against Women (1999), some
understanding of current Irish attitudes is essential to establish a
baseline from which relevant and targeted strategies can be developed.

C HALLENGES IN E STIMATING THE P REVALENCE
OF S EXUAL A BUSE
There are numerous difficulties in conducting prevalence research
on sexual abuse and violence. As mentioned previously, the problem of underreporting was one of the primary concerns of this
study. Thus, the international literature was reviewed in order to
select a method and develop strategies which would minimise
under-reporting among participants. In comparing various
methodologies across studies in order to determine which
strategies work “best”, it became clear that many studies cannot
be compared directly with one another because they vary in
methodology on a number of fronts. In fact, it is almost safe to say
that no two studies used exactly the same methodology. Further,
each difference, no matter how subtle, may in fact have
contributed significantly to the reported response rate and the
willingness of the study participants to disclose sensitive
information. Walby and Myhill (2001) outlined many of these

General Introduction

17

same considerations for those working in the area of domestic violence and violence against women in general. Their recommendations stem from previous research on methodological issues and
lead them to what they call “state of the art” research in this sensitive area. The methodological variations and strategies that seem
to be the most influential from the literature are summarised below, but are discussed in more depth in the context of the SAVI
Survey in the next chapter:
•

The overall method used to collect the data (e.g., postal survey, telephone interview, face-to-face interview, or a combination of methods in a two-stage design)

•

Sampling methods (e.g., true random sample of population vs.
convenience samples, over-sampling of key groups, differing
age cut-off points for inclusion in the sample or designation as
child or adult, participation by women and men versus
women only)

•

Methods used to enhance participation before the study commenced (e.g., an introductory letter, media support via TV, radio, newspapers, flyers/posters, etc.)

•

Methods used to encourage participation and decrease the refusal rate during the data collection period (e.g., multiple opportunities to participate, reminder cards, free-call numbers
provided, additional copies of survey sent, reimbursement for
participation)

•

Methods used to enhance disclosure (e.g., introductory
“warm-up” statements to increase rapport, handing participant a card with very sensitive items on it to fill out, using
sealed envelopes for certain sections, matching interviewer
with participant in terms of gender, race and primary language, introductory statements to establish a non-judgemental
atmosphere and increase “normative” context, strategies for
ensuring no one else is present and will overhear the interview)
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•

The context or focus of overall study (e.g., sexual violence as a
focus of a study versus sexual violence asked in the context of
other experiences/behaviours; studies in which participants
were led to believe that the focus of the study was something
else as a decoy, such as “views on crime” and “personal
safety”)

•

Construction of questionnaire, including flow, order, and the
use of “gating” questions (i.e., participants led through a continuum of less threatening questions asked at the beginning
and leading to more sensitive questions at the end; participants only asked certain questions if they have responded affirmatively to previous questions)

•

Construction of individual items, including how key terms are
defined, such as rape and sexual assault (i.e., participants provided with definitions versus participants being left to determine definitions for themselves).

Although some of the above strategies can be considered more
“successful” or even more ethical than others, the success of other
strategies may have depended on the cultural context in which
they were used. For example, although a telephone interview
methodology yielded a high response rate in one country, it may
be less successful in a country where a significant subset of the
population does not have access to a telephone or is unfamiliar
with telephone-type surveys. Wording of key questions may also
be culturally specific, especially when questions of a sensitive nature are addressed. Sexually explicit language in one country may
be acceptable, while in another country it may actually discourage
participation. Ultimately, the methodology selected should reflect
an intimate understanding of the cultural context in which the research takes place.

Chapter 2

METHODOLOGICAL C ONSIDERATIONS
OF THE SAVI S URVEY

Some of the primary methodological decisions made in the context of this study are described in more detail below.

O VERALL M ETHOD OF D ATA C OLLECTION
In theory, a number of research methods are possible for the purposes of a large population survey of sexual violence. However, a
growing literature in this area has identified many of the practical
advantages and disadvantages of various methods. The first major option is the postal questionnaire. The major advantages of
postal questionnaires are their relative ease of administration, and
low cost. However, several disadvantages are also associated with
postal methods. First, typical response rates of about 30 per cent
to unsolicited questionnaires sent to the general public mean that
any results obtained are not likely to be representative of the
overall population. The postal method has been used in sexual
violence research with, for instance, response rates of 40–45 per
cent in samples of employed US women (Koss, 1993). This study
used a two-stage approach in which a simple question format in a
postal survey was used to identify individuals reporting abuse,
and who were then invited to take part in a more detailed interview study. However, where the survey is the sole source of information, a more lengthy and complex series of questions will
often be needed. Yet if the question format becomes too complex
(where some questions are only relevant if earlier questions are
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answered in the affirmative, e.g. experience with professionals is
only relevant if abuse has been disclosed to them), the possibility
that participants will make mistakes and inadvertently skip relevant questions is substantial. Since questionnaires must be posted
to named individuals at home addresses, assurances about confidentiality, anonymity and random selection to participate may
not be sufficient to reassure those invited to participate. Altogether, these considerations make postal surveys an unattractive
survey option.
Face-to-face interviews offer many advantages over postal
methods, including the opportunity to collect in-depth information and to clarify details concerning abuse. Researchers also believe that the rapport that can be established between an interviewer and a participant during the course of the interview may
increase the likelihood that the participant will disclose an experience of abuse if they have experienced one. Because the interviewer is present, they may also be better able to monitor any participant distress and refer them to services if necessary. This is in
sharp contrast to the postal methodology in which the researcher
will have no information on how the participant reacted to the
survey, or whether or not they may need to be referred on to additional support services.
There are also, however, significant drawbacks to face-to-face
interviews. Firstly, interview surveys are very time- and resourceconsuming. Initial contact must be made with participants and
then arrangements for the interview must be agreed. Cancellations and missed interviews mean additional rescheduling is necessary. Travel time and costs must also be added in whether or
not the interviewer travels to the participant’s home or the participant travels to the researcher. More importantly, in-person interviews with the general public are relatively visible and there
are concerns that interviews with (or even invitations for an interview to) those living in the same settings as their abusers could
endanger the safety and well-being of those interviewed. Since
general population interviews typically take place in the participant’s home, there is the additional concern for the safety and
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welfare of researchers, especially when conducting research on
such sensitive issues. Not only is there the possibility that they
could find themselves in an unsafe setting or situation (perhaps in
a relatively isolated setting), but there is also the more probable
dilemma that the researcher will not have a colleague available if
they themselves need emotional support following a particularly
difficult interview. In light of these concerns, some researchers
have recommended that researchers travel in teams to manage
both safety and well-being (Kinard, 1996). Of course, interviews
requiring two researchers cost much more than those requiring
one in terms of both time and money. Therefore, the combination
of high “costs” or high risks associated with face-to-face interviewing also make it a relatively unattractive option.
The third major research option is telephone interviewing. The
telephone methodology is seen to provide many of the benefits of
the face-to-face interviews (e.g., the ability to establish rapport
and monitor for distress), yet fewer of the “costs” associated with
it. Both participant and interviewer well-being and safety can be
more easily managed, as neither party need travel or put themselves in an unfamiliar (and possibly un-supportive) context. In
addition, the telephone interview is seen as more “anonymous”
than a face-to-face interview; thus the participant may be more
assured about confidentiality and thus more likely to report difficult experiences.
Although not a widely used option in Ireland, the use of telephones to conduct surveys is increasing. The ESRI conducts
monthly surveys of 1,400 randomly selected households as part of a
European Union-wide research system assessing social, health and
economic indicators. Some market research companies in Ireland
also use telephone survey strategies. In the area of the prevalence of
sexual violence, the telephone survey methodology has evolved as
the method of choice internationally over the past decade.
A landmark study on physical and sexual violence against
women using the telephone methodology was conducted by Statistics Canada in 1993 (Johnson and Sacco, 1995). This national
survey of over 12,300 women aged 18+ years has become the
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blueprint for subsequent national studies elsewhere because of its
attention to detail in the planning, execution and question formatting of the study. Telephone coverage for Canada was 99 per cent
and they achieved a 63.7 per cent response rate from 19,000 eligible households contacted. Most non-response occurred as
“household” refusals, i.e. by the person who answered the phone
and before an eligible participant had been invited to participate.
When participants were contacted personally, response rates were
91 per cent.
A similar telephone study of 8,000 women and 8,000 men has
been conducted in the US (Tjaden and Boyle, 1998). They achieved
response rates of 72.1 per cent for women and 68.9 per cent for
men. The US study opted to have male interviewers telephone
half of the male participants. They checked same-sex and crosssex interviews and found that women achieved slightly higher
study participation rates with male participants than did men
(70.0 per cent and 62.3 per cent respectively). However, men reported more incidents of sexual abuse in the previous year to
other men than they did to women. Lifetime reports of the prevalence of abuse did not differ (Tjaden et al., 2000). In a similar vein,
Australia, New Zealand and Finland have since conducted telephone studies. France completed a national telephone study in
2001. In the UK, an ongoing project extends some of the questions
in the annual General Crime Survey to cover aspects of sexual violence in greater detail. While this is not the same as the other studies with a dedicated focus on sexual violence, evidence shows that
the higher the number of screening and behaviourally specific
questions asked on the topic, the greater the level of disclosure of
abuse (Goldman, 2000). Telephone surveys have been estimated
to be intermediate between postal and face-to-face interviews in
their capacity to facilitate individuals to report abuse (with the
lowest rates coming from postal surveys) (Goldman, 2000). In
summary, although telephone surveys are relatively new to the
Irish population, the relative benefits of such a methodology were
thought to outweigh any limitations, and so it was proposed as
the methodology to be tested in the feasibility study.
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C ONTEXT AND F OCUS OF THE P RESENT S TUDY
While some research continues to be carried out in which questions about sexual violence are asked in the context of other experiences or behaviours (such as crime, or personal safety), most
researchers now agree that multi-purpose or “generic” studies are
more likely to arrive at lower estimates of abuse than singlepurpose, “dedicated” studies of violence (Ellsberg et al., 2001;
World Health Organisation, 1999). Walby and Myhill point out
that generic surveys can be restrictive in a number of ways. First,
less time and fewer questions can be devoted to a topic like sexual
violence within a survey covering all forms of violence. This also
leaves little time to establish the rapport needed to discuss sensitive issues. Lastly, setting sensitive questions within a context like
crime “might affect the extent to which people are prepared to
report incidents which might not be regarded as criminal” (Walby
and Myhill, 2001). Further, it is now deemed unethical to use another topic as a decoy, i.e. leading participants to believe that the
focus of the study was something else in order to gain their participation.
Given the above considerations, the focus of the SAVI Survey
was confined to sexual violence. While it is acknowledged that
sexual violence is only one form of abuse (and often co-occurs
with other forms of abuse, including neglect and emotional and
physical abuse), limiting the focus to sexual violence allowed a
more detailed examination of this issue in a depth sufficient to
provide a thorough profile of its prevalence, context and consequences.
Further, the psychological consequences of abuse, although
briefly examined, were not a primary focus of the study. Most researchers concur that unwanted sexual experiences can have significant negative consequences for an individual’s psychological
well-being. Research has linked sexual abuse to a variety of psychiatric diagnoses and psychological difficulties, including (but
not limited to) major depression, anxiety disorders, dissociative
disorders, eating disorders, suicidality, substance abuse, interper-
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sonal and relationship difficulties, sexual dysfunction, loss of selfesteem and behavioural problems. While acknowledging the wide
range and extent of the consequences of sexual abuse, a full exploration of these effects was beyond the aim and scope of this study,
and would most likely be better achieved through a different
methodology (e.g., qualitative, in-depth, face-to-face interviews)
and with a more targeted sample. In addition, the extent of the
consequences of sexual violence have been thoroughly documented in various populations internationally, with little variation across western cultures, that the need to document the Irish
experience is less of a priority than other research needs. Finkelhor (1998) cautions against excessive attention to the already welldocumented psychological consequences of abuse at the expense
of considering aspects of health and law enforcement services
which influence outcomes following sexual violence. Thus only a
minimal number of questions regarding psychological consequences were examined in the SAVI study. These included a brief
screening measure of post-traumatic stress disorder (PTSD). This
was considered to be a useful marker of the levels of distress
likely to be seen in such a population.

S AMPLE C ONSIDERATIONS
Prevalence rates cannot always be directly compared across studies because even those described as “population” studies may exclude sub-groups of the general population, such as men, those
under age 18 years of age or older people. In addition, homeless
people, those in group accommodation (e.g., students or trainees),
and those in institutional settings (e.g., the armed forces, prisons,
psychiatric hospitals or religious communities) are often not included. In this way surveys may not represent the entire population. Of particular concern is emerging evidence that some of the
groups excluded are likely to be more vulnerable to abuse or are
likely to encounter more or different barriers to disclosing abuse
or seeking professional services.
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Sample considerations for the SAVI Survey led to a number of
specific decisions. Firstly, the study would interview only those
who are considered to be adults (aged 18 years or older) by Irish
law. However, because experiences of sexual abuse across the lifespan were sought, experiences of childhood sexual abuse were
obtained through retrospective accounts by the adult participants.
Secondly, because men are often excluded from such research,
and because of an emerging awareness of the prevalence of sexual
abuse of men and their unique barriers to disclosure and access to
services, equal numbers of male participants were sought.
Thirdly, no upper age limit was set for participation (many previous studies have set age cut-offs for participation, some as low as
55 years). Thus, the experiences of older people would also be obtained. Fourth, as the focus was on the prevalence of abuse for
those currently living in Ireland, no attempt was made to document whether the participants contacted were Irish citizens, or
whether the abuse actually took place in Ireland. It was felt that
the implications for services (with perhaps the exception of police
or Gardaí), would be the same since the individuals are currently
resident here.

CONSTRUCTION OF THE KEY QUESTIONS AND DEFINITIONS
Another challenge in conducting and comparing studies on the
prevalence of sexual violence lies in the large variety of definitions used. For instance, the prevalence of “child sexual abuse”
can vary considerably depending on the definition of “child”
used. Some researchers have counted only experiences up to age
12. Others use under 18 as the time when a person is considered a
“minor” in law, and yet others use under age 16 or 17. What is
considered “abuse” varies as well. For example, some studies do
not count sexual contacts (wanted or unwanted) if they occur between minors. Others exclude only consenting acts between those
within 3 or 5 years of each other where the perpetrator is also a
child or teenager (since such acts are regarded differently and as
less serious in many legal situations). Finally, studies combine
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various types of acts differently and often in ways that do not
clarify specific inclusion or exclusion criteria, for example,
whether counts of “rape” include or exclude acts of forced penetration with objects or fingers. Researchers now suggest that the
optimal way to collect accurate information is to provide behaviourally specific definitions rather than summary terms which
have varied meanings across the general public (e.g. “put his penis in your vagina against your will” is preferable to “raped you”)
(Walby and Myhill, 2001; Kilpatrick et al., 2000; Koss, 1993; Wyatt
and Doyle Peters, 1986; Russell, 1983). The researcher can then
provide the specific prevalence estimates of these experiences as
well as combining these very specific categories into larger ones
such as “contact” or “non-contact abuse”. In this way comparison
by others is possible using published or newly developed categories. While many recent international population studies have
adopted this strategy, the public acceptability of using very explicit terms to make such specific definitions was largely unknown in the Irish context. The ISPCC (1993) data on child sexual
abuse suggested that explicit definitions were not deterrents to
response adequacy. The acceptability of such explicit questions
became one of the main questions for the feasibility study.

M ETHODS U SED TO E NCOURAGE P ARTICIPATION
P RIOR TO THE SAVI S URVEY
Previous researchers have used a variety of methods to encourage
participation even before their study commences. These include
an introductory letter before a telephone call to set up an interview, or media support via TV, radio, or newspapers. No such
methods were used in this study. The reasons for this are twofold.
Firstly, it was felt that any media attention given to the study
might encourage some who were more criminally minded to take
advantage of the situation and masquerade as a member of the
research team. Thus they could conduct calls of a sexually explicit
nature without arousing immediate suspicion by stating that they
were part of the team conducting this research. Secondly, at-
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tempts to contact people prior to the interview would undermine
the reassurances of confidentiality, as names and/or addresses
would be needed to do so. Because of the absence of advance publicity, the telephone calls made to the general public were consequently “cold calls”, i.e., the participant would have no advance
notice to expect a call or to know the topic of the study.

M ETHODS U SED TO E NCOURAGE A GREEMENT TO
P ARTICIPATE IN THE SAVI S URVEY
Response rates are critical to a study’s validity. A low response
rate severely limits a researcher’s ability to generalise study results to a larger population. In order to increase the likelihood that
participants will agree to participate, previous researchers have
used various strategies depending on their overall methodology.
For example, those conducting postal surveys have sent reminder
cards for postal surveys and subsequent additional copies of the
survey in case the original was discarded or misplaced. Other researchers have provided multiple opportunities to participate in
their study or set up a free-phone number. Others have offered
financial reimbursement to entice participation.
Several common strategies recommended for increasing the
likelihood that potential participants would be willing to take part
and feel comfortable about their participation were considered in
the SAVI Survey. Firstly, those who are contacted need to be assured that the study is legitimate, that it is conducted by a reputable agency for legitimate reasons and that these reasons are salient
for and endorsed by the potential participant. They also need to
feel confident that guarantees such as confidentiality are genuine.
Thus, scripts were carefully developed for the interviewers to
help explain the purpose of the study, its importance, and how
their telephone number was obtained. Several levels of explanation were developed so that the validity of the study could be authenticated for participants. A free-phone number was put in
place for the duration of the study. Participants were offered the
number so they could ring to authenticate the study before par-
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ticipation or if they had any further questions or concerns (after
participation in the study). Alternatively, they could call the main
switchboard of the Royal College of Surgeons in Ireland, or their
local Garda station. Where potential participants were anxious or
unconvinced, the interviewer could offer to fax a letter confirming
the study to the person’s local Garda station. Secondly, interviewers offered to call back those participants who indicated that the
interviewer had reached them at an inconvenient or inappropriate
time. Thirdly, participants who initially refused were followed-up
with a “conversion call” to allow a second chance at participation.
(These calls are a standard part of telephone survey work and are
explained in more detail in the section on study procedures.) Finally, men who initially refused an interview offered by a female
interviewer were asked if they would prefer to speak to a male
interviewer.

M ETHODS U SED TO E NHANCE D ISCLOSURE
Related to the above challenge is the task of creating a “safe environment” in which the person taking part feels comfortable
enough to disclose any relevant personal experiences. Again, previous research in this area provided the basis for the strategies
adopted by the SAVI study. For example, the initial questions in
the interview were on non-threatening topics, and these led
gradually to more sensitive topics, starting with sexual harassment. Several questions were asked in a graded manner from least
to most serious regarding various forms of sexual abuse, thus allowing multiple opportunities for disclosure. As previously
stated, the words “rape”, “abuse” and “assault” have very different meanings or connotations for people and therefore the researchers provided the behaviourally specific definitions of such
abuse. Participants simply had to reply “yes” or “no” to the various experiences presented, thus reducing the possibility of embarrassment or shame in trying to describe their experiences. This
method ensures clarity while supporting individuals to communicate difficult information in a relatively non-threatening man-
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ner. Perhaps most importantly, feeling able to discuss private
views and experiences is dependent on the trust engendered by
the researcher. This is established through a combination of the
professionalism demonstrated in the study’s presentation and the
interest and concern expressed by the interviewer for the particular views and experiences of the person taking part. Thus selection and training of interviewers was given the highest priority
(as discussed in detail later).

M ETHODS U SED TO E NSURE V ALIDITY
AND Q UALITY OF THE D ATA
Various methods have been suggested by previous researchers in
this area to counter threats to the validity of their studies. As previously discussed, the precise wording of questions (especially
those regarding abuse experiences) has been analysed both within
and across research studies, and has resulted in advances in survey construction from a statistical perspective. The fact that sexual
experiences are described in specific behavioural terms is an example of these types of safeguards to validity. The international
literature was reviewed, and where possible, questions previously
used in other studies of sexual violence were used in the SAVI
study.
In addition, the survey interview was piloted with a small
number of volunteers (five) who had experienced sexual abuse
themselves. These few women had all been through Rape Crisis
Centre counselling, and were approached by their counsellors
about taking part. Counsellors only approached women whom
they felt were comfortable discussing their experiences. The purpose of these pilot interviews was to make sure that the survey
questions were clear, relevant, comprehensive and sensitive to
their experiences.
Another way to ensure validity is to maintain the anonymity
of the participants. How confidentiality and anonymity were explained and assured for the participants was previously described
in the section on ensuring participation. Other measures taken to
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maintain confidentiality of the data included assigning each participant a unique study number. Thus, no identifying information,
including their telephone number, was recorded on their interview schedule. The telephone numbers were stored securely in a
separate location from the completed interviews, as is standard
international practice. Maintaining the raw data ensures that studies can be authenticated if queried while protecting the anonymity
of the participants.
In order to ensure the quality of the data collected and to verify that the calls were conducted in an ethical and professional
manner, calls were monitored in three ways. First, one study coordinator was situated in the same room as the interviewers and
was thus able to monitor and observe the interviewers throughout
the study. This also allowed for immediate and accessible feedback if any concerns were raised by the interviewers themselves.
Second, tape recordings of the interviewer’s side of randomly selected telephone conversations were recorded and reviewed by the
survey co-ordinators. The aim of this was to provide feedback on
call strategies and to ensure that interviewer contact with the public
was professional and encouraging of participation. Participants’
responses to the interviewers and the survey were not taped since
permission was not sought as it was felt that asking consent for this
would be a further barrier to study participation. Third, for a random selection of approximately six per cent of cases, co-ordinators
conducted the follow-up calls to verify the original call and to ask
the participant for their evaluation of the quality of the initial call.
As an additional method of quality control, weekly feedback sessions provided interviewers with the opportunity to discuss problems in relation to the interview, the data collection procedures or
the feedback given to them by the participants.

S AFETY AND E THICAL C ONSIDERATIONS
IN THE SAVI S URVEY
Because of the very nature of sexual violence, the study of such a
sensitive and difficult topic is fraught with ethical and safety con-
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cerns. A major concern was the risk of opening up painful histories of sexual violence and abuse in situations where this was unsolicited by the person who had suffered the abuse. The researchers were cognisant of the fact that this was a very different situation to one in which a person might choose to disclose such histories themselves.
Thus, it was acknowledged from the onset that these concerns
would be made paramount in the planning, execution and reporting of the SAVI Survey. As commissioners of the study, the DRCC
set up a Study Monitoring Group immediately following the
commissioning of this project. Its purpose was, among other
things, to critically evaluate and monitor the conduct of this
study. The Monitoring Group was composed of experts in a range
of different disciplines (see page xi for details of group membership). In addition, as research undertaken by the Health Services
Research Centre at the Royal College of Surgeons in Ireland, ethical approval was sought and granted by the College’s Research
Ethics Committee. It was at their instigation that a unique policy
was adopted of making follow-up calls to all participants in order
to assess their level of distress following the interview.
In addition to conducting a considerable literature review, the
preparation for the study included consultation with experienced
researchers, those who have experienced abuse firsthand, service
providers and policy makers in Ireland and abroad. This preparation enabled the research team to take into account ethical and
safety concerns from a wide range of vantage points.
A recent and well-recognised framework which addresses
safety and ethical issues was developed by the World Health Organisation for research on domestic violence against women
(World Health Organisation, 1999). They have outlined several
recommendations which specifically concern the safety of participants and researchers, staff selection and support, the management of participant distress, and the support of participants following participation. (Other issues addressed in the document
and which are discussed elsewhere in this study are confidentiality, the methodological adequacy of a study and the responsible
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use of results. For a complete listing of the WHO recommendations, see Appendix II.) These recommendations were considered
throughout the process of planning and conducting the SAVI
Survey and are described in more detail below.

S AFETY OF P ARTICIPANTS
Confidentiality has already been highlighted as important for ensuring participation and the validity of the findings, but can also
be viewed as an important ethical and safety issue. As previously
mentioned, telephone number selection was random; hence the
identity of the participant would be unknown to the interviewer.
Interviewers were also instructed that if they realised they were
interviewing someone known to them, they needed to alert the
participant and discontinue the interview. (This happened once in
the duration of the study, and the situation was recognised before
the interview was started.) No identifying information was included on a participant’s completed interview. Sensitive research
data was made inaccessible to all but the research team.
While confidentiality is fairly easily protected within the research environment, maintaining a participant’s confidentiality in
their home environment can be much more difficult. It was felt
that all participants had a right to keep confidential their participation. Thus, it was decided that the purpose of the survey was to
be described to only one person in each household. A person
could not “pass” the phone to other members in the household, if
upon hearing the topic of the survey, they themselves did not
want to participate. In that way, one household member would
not know that another either did not want to participate in the
survey or had, in fact, participated in the survey. In the situation
where an interviewer needed to re-contact a participant and another household member inquired about the nature of the call,
they were told that the person had agreed to participate in a “general health survey”.
A more serious concern is the possibility of retaliatory violence
if a person’s participation in the study became known to a
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perpetrator. Therefore, prior to beginning any interview, participants were reminded that the topic of the survey was quite sensitive and asked if they were in a situation to take the call without
being overheard by others in the household. As a further safeguard, the use of a “code phrase” was explained to the participant
before the start of the interview. This phrase (i.e., “I’m too busy
right now”) was to be used in the event that the participant
wanted to alert the interviewer that they were no longer in a private situation, and they needed to stop the interview. For example, if someone unexpectedly came into the room while they were
taking part, the participant could use this phrase (thus, not indicating to a third party that they were taking part in a survey). This
last strategy was specifically designed to protect those participants who might currently be in a situation of ongoing abuse in
which the abuser is living in the same household.

M ANAGEMENT OF P ARTICIPANT D ISTRESS
Several strategies were established to prevent, monitor and manage potential participant distress in the short and long term. First,
interviewers were trained to monitor the level of a participant’s
distress throughout the interview. A range of strategies were built
into the interview process, such as asking participants if they were
feeling all right, if they would rather discontinue or reschedule
the interview, etc. This was done in a standardised manner at certain points in the interview (e.g., at the end of the section regarding sexual experiences if a serious disclosure was made), and at
the interviewer’s discretion at any other point in the interview if
the participant signalled distress in any way.
Since the study had the potential to raise serious concerns for
individuals, it was felt appropriate to ask those who disclosed serious abuse (even if they did not appear distressed), if they
wished to avail of counselling services. Where participants said
“yes”, they were to be asked for their general geographic location
(county of residence or elsewhere if preferred) and they were
given the name of a contact person in the nearest sexual abuse
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service. This list was generated through the DRCC and the National Network of Rape Crisis Centres and the advice of the Study
Monitoring Group. It included contacts to health board and voluntary agencies. Times of office hours, out-of-hours strategies and
whether men were seen as clients were clarified in compiling this
list. All centres were informed of the existence and nature of the
study. All centres agreed that they would provide a priority appointment to any person contacting them saying that they were
part of the “Abuse Research Study”. The name of the person who
knew of, and would facilitate, this arrangement in the particular
centre was obtained so it could be provided to participants. This
option was to be used in cases of serious distress requiring
prompt action if this was what the participant wanted. In this and
other unpredictable and serious circumstances, other members of
the research team (and Monitoring Group if relevant) were to be
consulted regarding the management of the situation. In each
case, a detailed record of the management of the case was to be
recorded.
If major distress was evident at the time of the interview (or at
the time of the follow-up call), the researcher’s aim was to support
the person temporarily, while encouraging them to gain support
from other sources. (One of the main concerns addressed in training was that the interviewers may inappropriately try to take on a
counselling role within this research setting. While many interviewers had counselling backgrounds, their role was clarified as
that of researcher. The research setting was not seen to be
equipped to provide the ongoing support that someone in a distressed situation may need.) One section of the interview was developed (Section S) as a protocol to aid interviewers who encountered a very distressed participant in their role as a researcher.
Section S provided suggestions for the interviewer to make to the
participant (such as utilising strategies and support systems that
they have previously used) while maintaining an empathic stance.
As a way to monitor levels of distress following the interview
for all participants, follow-up calls were offered to all those who
participated. (For a more detailed description of these calls, see

Methodological Considerations of the SAVI Survey

35

the Procedures section in Chapter 3). At the follow-up call, participants were asked if they were upset following participation in
the study. Thus, it allowed a second opportunity for the interviewer to assess participant distress and offer support services if
necessary. This strategy appears to be unique to the SAVI Survey
as there is no mention of it in other international studies. It was
first recommended by the Research Ethics Committee to be included in the feasibility study to ensure the well-being of those
participating in such a sensitive study.
As an additional strategy, the Survey free-phone number was
offered to all participants should they wish to contact the research
team following the interview. This was to allow for some people
not evidently distressed at the time of the interview to ask for advice or help at a later point and to facilitate those who did not disclose events during the interview but later wished to record them
on further reflection.

I NTERVIEWER S ELECTION , T RAINING AND S UPPORT
Fifteen interviewers were hired to conduct the interviews. All had
previous experience in counselling or crisis telephone help line
work (with some having worked for a rape crisis centre), or in social science research, or both. All interviewers had their references
checked in order to ensure their suitability for the sensitive nature
of the project. In addition, all interviewers had to obtain a letter
indicating Garda clearance (i.e., that there was no information on
file to indicate a criminal offence likely to interfere with the safety
of study participants) before commencing the work.
Regardless of their level of experience, all interviewers were
required to attend training specific to the current study. The training was conducted by the three original members of the research
team (those who conducted the feasibility study) and an experienced trainer from the Dublin Rape Crisis Centre. Training took
place over 12 working days. Topics covered both the interpersonal and research aspects of the position and included: sensitivity training concerning the issues of sexual abuse and violence;
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listening skills; the importance of confidentiality; how to administer the survey systematically; how to ensure the quality of the
data collected; and how to respond to a participant in distress.
Additionally, interviewers were trained on how to monitor and
manage their own well-being throughout the study. A combination of methods was used to facilitate training, including lectures,
small group work, role plays and videos. Near the end of the
training period, interviewers conducted mock telephone interviews with the trainers and were given individualised feedback
on their performance. (See Appendix III for a detailed description
of each session.)
A number of strategies were established to protect the safety
and well-being of the interviewers during this emotionally demanding project. First, as previously described in the section on
methodological consideration, the selection of a telephone survey
methodology was made partly on the basis of concerns regarding
the safety and well-being of the interviewers. (Conducting face-toface interviews in participants’ homes could expose the researcher
to potentially dangerous situations if a perpetrator was present.)
In order to manage any distress arising from the interviews
and prevent emotional exhaustion, researchers were only allowed
to work a maximum of four hours per day in making telephone
calls. All telephone calls were to be made from the work setting
even if they were working outside peak hours to preserve the privacy of the interviewer’s home telephone number. Calls were always made in the dedicated telephone survey rooms where there
was more than one researcher at a time. One of three study coordinators was always available during the day and in the first
few weeks of the study during the evening and on Saturdays.
When the study was established, out-of-hours contact was via
mobile phone to a designated co-ordinator. This constant access to
fellow interviewers and co-ordinators allowed immediate support
and management of difficult problems if necessary. Weekly supervision meetings were held to allow time for the interviewers to
discuss their reactions to the content and process of the research
in addition to more routine concerns. Arrangements were made
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for confidential, external and free access to counselling if needed
by the interviewers because of issues raised by the survey work.
The methodological and ethical considerations outlined above
led initially to the development of a feasibility study which examined the effectiveness of these strategies in a more thorough manner in the Irish context. The main aims and results of that feasibility study are described next.

F EASIBILITY S TUDY
Aims and Objectives of the Feasibility Study
The primary purpose of the feasibility study was to assess the
suitability of the telephone methodology. More specifically, the
aims of the feasibility study were to determine:
•

If the planned approach would yield an acceptable response
rate

•

If disclosure levels indicated participants felt willing and able
to disclose sensitive issues

•

The sample size needed in the main study to achieve a subsample of those who have experienced abuse of sufficient size
to allow analysis of service use

•

That the protocol would not cause undue distress to participants

•

What changes would further improve the protocol.

Methodology of the Feasibility Study
The survey developed for the feasibility study was piloted with
five volunteers who had experienced sexual abuse and violence
firsthand. Following modifications stemming from those pilot interviews, the telephone numbers were generated (as described in
the main study). For the feasibility study, three experienced staff
were to conduct interviews: two had psychology research and/or
clinical experience and one had previous experience as a volun-
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teer rape crisis centre telephone counsellor. The feasibility study
was conducted during the summer of 2000. (The survey format,
content and procedures they used were nearly identical to those
used in the main study, so for brevity, will not be described here.)
Results of the Feasibility Study
A total of 73 participants agreed to participate in the feasibility
study within the time period allocated. The total unique telephone
numbers attempted to achieve these interviews was 274. Of those
34 per cent were “illegitimate” (i.e. fax, business or public
phones). On average, 3.6 calls were required for each legitimate
number to reach a final outcome (e.g., completed interview or refusal). In 47 per cent of cases, interviews were agreed but for a
later time or date. The average time taken to complete an entire
transaction with a participant, including the initial contact and
agreement, through to the follow-up call was 110 minutes per participant. This included repeat calls to contact the person, recontact at later scheduled times, interrupted and then continued
interviews, etc. The interviews themselves averaged 35 minutes.
The ratio of those who agreed to participate to those who refused yielded a 61 per cent response rate. This response rate was
deemed acceptable and the interviewers felt that it could be improved on in the larger study with the benefit of experience coming from the feasibility study.
Among those who declined, or were quite hesitant, in participating, some common themes were suspicion about the random
nature of the call, or the sensitive nature of the questions. Some
participants with “ex-directory” numbers were concerned about
access to their number. A set response to these types of reactions
was composed to aid interviewers in their efforts to assure the
caller that the number was randomly generated. Planned assurances of confidentiality, such as use of a free-phone or College
telephone call back or offers to contact local Gardaí proved satisfactory for many. One caller refused to participate on the grounds
that the study could put an abused person in danger by arousing
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the suspicion of the perpetrator. This potentially serious concern
was thoroughly discussed by the research team and subsequently
by the Monitoring Group and outside consultants with expertise
in working with sexual offenders. The final decision was that the
study would continue to acknowledge the small risk of this outcome while balancing this against the fact that perpetrators will be
prompted to action by many more widely available triggers in the
environment. Further, concerns about possible actions taken by
abusers would prevent the collection of information to understand and address the very same problem.
In terms of willingness of the public to disclose such intimate
and difficult experiences over the phone, the feasibility study indicated that they were indeed willing. Not only did participants
disclose a range of abuse, from more minor to more serious penetrative abuse, but many disclosed this abuse to the interviewers
for the first time. In addition, although the feasibility sample was
quite small, and thus the margin of error would be considerable,
the rates of abuse disclosed were not unlike those found by other
similar international studies of sexual abuse. The data regarding
the specific reports of sexual violence were used to calculate the
sample size needed to achieve reliable national estimates in the
larger study. A sample size which would yield at least 100 men
and 100 women reporting serious abuse was calculated.
Finally, the follow-up calls indicated that the interviews were
conducted in a manner which did not stimulate distress. There
were no reports of participants experiencing significant distress
after the initial interview. In fact, follow-up calls were found to be
useful and extremely positive experiences. Some participants took
the opportunity to recheck who was conducting or funding the
study and for what purpose the results would be used. Many expressed positive views on the importance of the study and its
timeliness. Given the serious and sensitive nature of the study, it
was decided to retain the follow-up interview in the main study
to facilitate queries and comments from those who had participated, but also as a positive experience for research interviewers
to balance their challenging work.
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In conclusion, the telephone survey method was found to be
feasible in a small sample of Irish adults. Thus, it was recommended by the research team and accepted by the Study Monitoring Group and sponsors that the telephone survey method be extended to a national study.

Section II

THE SAVI SURVEY

Chapter 3

THE SURVEY

The overall aim of the main study was to provide a broad profile
of the level and nature of sexual violence in Ireland. This was to
include information about abusers and about disclosure of abuse
to others including medical, counselling and legal professionals.
Information was to be obtained to inform public awareness
strategies, to develop services which facilitate those abused to
seek professional help and legal redress, and to identify a focus
for prevention strategies. Project leadership and involvement of
the Dublin Rape Crisis Centre, in conjunction with the Department of Health and Children and the Department of Justice,
Equality and Law Reform meant that key service providers and
planners were associated with the conduct and outcome of this
study. The broad aims of the study were developed in 1999 with a
detailed feasibility project planned for the year 2000. Key issues of
safety, acceptability, feasibility and willingness to report abuse
needed to be addressed in the feasibility study to determine if the
original aims could be evaluated in a larger sample.

S AMPLE S IZE C ONSIDERATIONS
A target sample size of approximately 3,000 members of the general public aged 18 years or older was estimated to be necessary
on the basis of the feasibility study, to achieve the aims of the
main study.
In order to ensure that the sample would be representative of
the general population in Ireland, quota estimates by gender and
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age (young, middle, older age) were drawn up. This allowed a
guide to the numbers of men and women in each age group that
would need to be targeted in order to match national census data.
Without quota management, previous research indicates that
older women not in paid employment are over-represented in
survey samples.

T ELEPHONE S URVEY M ETHODOLOGY
Telephone calls were conducted using a system called random
digit dialing (RDD). This allows the widest coverage of telephone
numbers by enabling contact with ex-directory numbers and with
new numbers not currently listed in telephone directories. Only
landline telephone numbers were used. Recent UK evaluations
suggested this to be an appropriate strategy since the vast majority of households with mobile coverage have this in addition to
landline telephones. Thus using both sets of numbers would give
many households a double or greater chance of being included in
sampling. Landline telephone coverage in private households in
Ireland is not as high as other countries where telephone surveys
are used. For instance, the US coverage is over 95 per cent of the
non-institutionalised population while the UK is 96 per cent. In
Ireland it is 86 per cent with an estimated 20 per cent increase in
uptake from those without phones in every three-month period.
While Irish coverage is lower than elsewhere, other means of contacting the widest range of the adult public are even less developed than elsewhere. There is, for instance, no unique postal address system in Ireland.
Lists of telephone numbers were generated as follows using
the RANSAM system of the ESRI. The area code is randomly selected from among possible Irish codes and possible “stems” are
then identified. The “hundreds bank” method was used where a
local telephone number is generated and the last two digits are
used to create a full set of 100 numbers ranging from “XXXXX00”
to “XXXXX99”. A total of 200 sample points (i.e. unique numbers)
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were generated across the country and the 100 numbers generated
with each of these produced clusters of numbers to telephone.
A strict telephone calling and outcome coding system was developed to standardise the methods. Each number dialled was
allowed to ring 10 times before cutting off. If there was no reply,
numbers were recalled later in the same day or in a different timeblock (morning, afternoon or evening) on the next day. Engaged
numbers were re-called after 10 minutes. All numbers were called
a maximum of 10 times. After 6 unsuccessful calls, the call sheet
was passed to a supervisor for review to formally consider the
most likely strategy to achieve an answer. Where there were answer machines, messages were not left because they may have
caused concern (and may have revealed the study topic to more
than one person). Numbers with no replies after 10 attempts were
checked with Directory Enquiries to clarify if they were disconnected, not yet given out or public telephones. Where a reply was
received to a call, the researcher first clarified whether she was in
contact with a private household (only private households were
included to maximise privacy for participants). All outcome codes
were recorded (see Appendix IVb).
A methodology unique to telephone surveys is the “conversion call” for those people who have declined participation in an
unsolicited (“cold call”) contact by a researcher. The rationale is to
provide an otherwise unavailable opportunity for the potential
participant to reconsider participation. The aim is to do this in a
way that is facilitating rather than coercing. Conversion calls were
to be made by a different interviewer one to two days after the
first call. The reasons for re-contact (“it provides us and you with
the possibility to reconsider your decision to participate”) and an
assurance that this was the only re-contact were provided.

S URVEY C ONTENT AND M EASURES U SED
The interview was divided into 13 sections organised by content
and participant-specific factors. Some sections were completed by
all participants, while other sections were completed only if rele-
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vant to the participant (e.g., experiences with services providers).
Figure 3.1 provides a complete listing of all the sections and
which were completed by whom. Sections were colour-coded to
facilitate interviewers’ administration of appropriate sections.
Each of the thirteen sections are summarised below.
Figure 3.1: SAVI Telephone Survey Topic Sections
Section

Topic

Who Completed
Section

Section 1

Introduction and participant
agreement

All participants

Section A

Demographics

All participants

Section B

Public perceptions: violence,
education and interventions

All participants

Section C

Rape attitudes

All participants

Section D

Experiences of sexual harassment

All participants

Section E

Experiences of sexual abuse

All participants

Section F

Details of experiences of
sexual abuse

Only those who
reported abuse

Section G

Personal experiences of, and
barriers to, disclosure

Only those who
reported abuse

Section H

After-effects of sexual violence

Only those who
reported abuse

Section I

Experiences with counselling or
therapy services

Only those who
reported abuse

Section J

Public beliefs regarding
disclosure

All participants

Section K

Conclusions

All participants

Section S

Participant distress

Used only if a participant became distressed
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Section 1 — Introduction and Participant Agreement
This section facilitated the standardisation of the survey introduction. It ensured that key statements, such as who was conducting
the study, its purpose, and its confidential and voluntary nature
were given to all participants by the interviewers. Upon agreement to participate, the participant’s availability and privacy were
checked and the participant’s age (over 18 years) was confirmed.
Section A – Demographics
Brief demographic information, such as participant gender, age
and marital status, was obtained at the start of the interview.
Section B — Public Perceptions of Violence, Education and
Interventions
These introductory sections asked about participant perceptions
of crime in Irish society generally; and elicited estimates of the
prevalence of various sexual crimes. It also covered participant
experiences of, and views on, the education of children concerning sexual abuse.
Section C — Rape Attitudes
Attitudes to sexual issues were evaluated in this section. A series
of statements identified as “rape myths” in four previous studies
were utilised (for example, “when a woman says ‘no’ to sexual
advances, she really means ‘yes’”) (Burt, 1980; Ward, 1988; Ong
and Ward, 1999 and Williams et al., 1999). Some of these items
were modified for use in the Irish population. Participants were
asked their level of agreement or disagreement with each statement. However, almost all statements used in previous research
reflected views about the abuse of women. Thus some additional
statements reflecting attitudes to the abuse of children and men
were developed for the present study, for instance, “Child abuse
is mostly committed by strangers” and “Men who sexually assault
other men must be gay (homosexual)”.
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Section D — Experiences of Sexual Harassment
Personal experiences with sexually offensive situations or sexual
harassment were queried in this section (the phrase “sexual harassment” was not used when asking these questions). Note that
the term sexual harassment used in this study is seen as part of
the continuum of sexual violence and is broadly defined; other
researchers have used a narrower, more legal definition which
looks at these experiences only in the context of a work or educational setting. (See the Glossary, Appendix V, for a more detailed
description of this term.) Nine of these items were taken from the
Sexual Experiences Questionnaire (SEQ-DoD) (Fitzgerald, et al.,
1999). Participants were asked if they experienced any of these
situations in the last 12 months; thus the questions aimed to assess
the incidence of sexual harassment in Ireland rather than the
prevalence. Two additional items were developed for this section
and were queried for prevalence (lifetime experience). One item
regarded experiences with obscene phone calls, while the other
examined situations experienced by the person where he or she
was the focus of unwanted sexual jokes or activities. The inclusion
of items regarding sexual harassment at this point in the survey
served as a “lead-in” to the more explicit and difficult questions
regarding sexual violence.
Section E — Experiences of Sexual Violence
This section focused on lifetime experiences of sexual violence.
The introduction to this section was somewhat lengthier in that it
gave participants advance notice of the explicit nature of the questions that were to follow and sought their acknowledgement that
they were willing to continue with the survey. The items were
behaviourally specific and made explicit the sexual experiences in
question. Participants had only to respond with a “yes” or “no” to
each item. Both male and female versions of this section were developed so that the wording would be consistent with their gender. Participants were first asked about their experiences as an
adult (age 17 and over) and then as a child. Questions asked about
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the adult experiences emphasised the non-consensual nature of
the experiences, while the questions on childhood experiences did
not use the same wording since the concept of “consent” is meaningless in the context of child abuse. (However, in order to discriminate abuse from normal or appropriate sexual experimentation and development among peers, the instructions to the participants were changed to make this distinction clear.) The section
on childhood experiences also included specific questions about
exposure to, or involvement in, childhood pornography. Prompts
to the interviewers to monitor for signs of distress from participants were included in this section.
Section F — Details of Experiences of Sexual Abuse
When affirmative answers were given to abuse questions in Section E, this section was deemed relevant. It queried the context of
the abuse experienced, including such details as the duration of
the abuse, the characteristics of the perpetrator, and the situation
in which the abuse occurred. Two versions of this section were
developed (versions for childhood and adult experiences) to reflect the different nature of these experiences. If participants reported more than one experience (with a different perpetrator)
during either childhood or adulthood, this section (and the next,
Section G) was repeated for each incident (up to three incidents —
first, last and most distressing). The number of incidents for
which data was collected also depended on the level of distress
and willingness of the participant to disclose their experiences.
Section G — Personal Experiences of, and Barriers to, Disclosure
This section focused on the context of disclosure. It also examined
disclosure to medical and Garda personnel, the reasons why they
did or did not disclose and their level of satisfaction with the services these professionals provided, if applicable.
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Section H — After-effects of Sexual Violence
This section provided a brief overview of the effects that the experience had on the participant. A brief screening measure of
PTSD used in previous research (PTSD Checklist-civilian version
(PCL-C) (Andrykowski, 1998)) was provided to give estimates of
the levels of PTSD experienced by the participants as a result of
their abuse. Participants were also asked in an open-ended question what additional effects the abuse had on their lives, if any.
Section I — Experiences with Counselling or Therapy Services
This section details participant utilisation of psychological services and their levels of satisfaction with those services.
Section J — Public Beliefs Regarding Disclosure
This section asked participants what they might do in a future
situation of sexual abuse. More specifically, they were asked how
likely they would be to tell someone else (e.g., family, friends, a
doctor, a counsellor, Gardaí) about that experience, and where
they would go to seek help. The aim was to identify perceived
barriers to disclosure and to be able to compare them with barriers as experienced by those who had been abused. Participants
were also asked their views of the media coverage of sexual
abuse.
Section K — Conclusions
This section collected brief mental health information using the (5item) standardised measure, the Mental Health Inventory 5
(MHI-5) (Ware et al., 1992). This is a brief general population
measure of psychological well-being. Information on previous
psychiatric medication or service use or experience of being “in
care” was also collected. Here comparisons between those who
experienced abuse and those who did not can be made in terms of
major markers of mental health experiences. Concluding questions returned to practical questions concerning demographics
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and permission to re-contact the person in one to two days for a
follow-up call.
Section S — Participant Distress
A separate section was developed to serve as a protocol for the
interviewer if the participant became distressed or expressed any
suicidal ideation during the course of the interview. In either case,
this section was immediately referred to and the interview was
suspended while the severity of the situation was assessed. This
section was developed in consultation with psychiatric colleagues
and is consistent with standard clinical practice.
As previously described, interview section arrangement was
carefully planned and piloted to ensure that the more serious and
sensitive questions were gradually led up to in the survey and that
there was a period of more ordinary and unthreatening questions
at the end to finish the interview on emotionally neutral topics.
The format of this survey was to collect a large amount of
quantitative data — a relatively small amount of information from
a large number of people. The report thus included very few case
examples or verbatim accounts of aspects of the experience of
sexual violence. This is done very eloquently elsewhere, from
novels describing a child’s perspective on incest (e.g. Moggach,
1998) to factual accounts of the harrowing experiences of abuse
and efforts to seek help. There are numerous Irish examples of
these (e.g. Doyle, 1988; McKay, 1998).

S URVEY P ROCEDURES
Interviewers conducted the surveys between the hours of 9:30 am
and 9:00 pm on Mondays to Fridays, and from 10:00 am to 2:00
pm on Saturdays. The evening and weekend shifts were required
(based on feasibility study criteria) to facilitate contact with participants who were working full-time. A detailed record of the
outcome of each call attempted to each unique telephone number
was kept to facilitate organisation, and to calculate response rates
and effort required.
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Interviewers targeted the first person who answered the
phone unless a quota needed to be met (see above). As described
earlier, the survey was described to only one person (the target) in
each household. Interviewers began each telephone call with a
standardised introduction which described the topic and purpose
of the survey, the agency which was conducting the survey, an
assurance of confidentiality, and the participant’s right to refuse
or discontinue the survey at any point. Telephone calls were only
conducted with landlines at private residences. Where interviewers first spoke with someone who was clearly under the age of 18,
they asked to speak to an adult in the household. As an additional
safeguard, all those agreeing to participate were asked before the
interview started if they were over 18 years old.
Since the calls conducted were “cold” or “out of the blue”, participants were asked if they were currently available to participate
in the survey or would prefer to be re-contacted at a more suitable
time, including at a private line or location. In addition, they were
reminded that the topic of the survey was quite sensitive and
were asked if they were in a situation to take the call without
being overheard. This was done to ensure the safety of the participant, the confidentiality of the call, and the quality of the data
by allowing the participant to speak more freely. As a further
safeguard, the use of a “code phrase”, as discussed earlier, was
explained to the participant before the start of the interview. For
example, if someone unexpectedly came into the room during the
interview while they were taking part, and the participant did not
want this person to know that they were taking part in a survey,
this phrase would signal a pause. This strategy was specifically
designed to protect those participants who may currently be in a
situation of ongoing abuse in which the abuser is living in the
same household.
Follow-up Procedure
All participants who participated in the survey were asked if they
could be re-contacted for a “follow-up” interview one to two days
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after the initial interview. The calls served multiple purposes: to
assess the degree of distress that participants may have felt following the interview; to allow the interviewer another chance to
refer participants to appropriate services if necessary; to allow the
participant a chance to change their responses; to allow the researcher a chance to clarify any information given in the initial
interview that was unclear; and to provide the research team with
additional feedback about the survey itself. Follow-up phone calls
were semi-structured and were typically quite brief, lasting three
to ten minutes.
Data Collection
Data collection began mid-March 2001 and was completed by
mid-June 2001. All telephone calls were made by the research
team, consisting of 14 women with relevant research and/or counselling experience. One male interviewer conducted a limited
number of interviews at the beginning of the data collection period (since previous US experience indicated approximately
equivalent response rates for men and women interviewing men
(Tjaden and Boyle, 1998)). He discontinued that role since he was
about half as successful as women in eliciting participation in the
survey.1 The average duration of an interview was approximately
25 minutes. Only 10 per cent of the interviews took more than 40
minutes to complete.

This was the case whether men or women were approached or whether a participant previously contacted by a female researcher who indicated no preference
for male or female interviewers was re-contacted. The interviewer in question
was an experienced mental health professional, and was selected on the basis of
fairness in job interviews and in the absence of any evidence to contraindicate
male researcher involvement. Based on our observations of his work, his low
response rate was not attributable to his manner or ability in conducting the interviews.
1
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Chapter 4

R ESULTS OF THE SAVI SURVEY

An outline of the results of the SAVI Survey is presented in the
following order:

o Response rate to the survey
o Sample
o The demographic profile of participants and how representative they are of the general public in Ireland

o Prevalence figures for child and adult sexual violence
o Revictimisation
o The context of abuse, perpetrators and location of abuse
o Psychological consequences of abuse
o A description of whether and to whom abuse was disclosed
o Disclosure to and satisfaction with professional services (Gardaí, medical, counselling)

o Public views on the barriers to, and likelihood of, disclosure of
abuse should they themselves be subjected to sexual abuse or
violence

o The public perceptions of the level of sexual violence in society
o Public attitudes to sexual violence, including “rape myths”,
the education of children about the risk of abuse, and media
portrayals of abuse
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o Prevalence of sexual harassment
o The effects of participating in the SAVI survey.
R ESPONSE R ATE
Over 12,000 unique telephone numbers were contacted in the
course of the study. Call outcomes were categorised and the response rate calculated using international standards. Figure 4.1
below outlines the broad categories of call outcomes and the
number of each type that were obtained (see Appendix IVa and
IVb for a detailed outline of call categories).
Figure 4.1: Profile of Unique Telephone Numbers Called and
Interviews Conducted for the SAVI Survey
Unique Telephone Numbers
Attempted (n = 12,276)

Invalid Numbers
(n = 5,018)

Valid Numbers
(n = 7,258)

No Eligible Respondents
(n = 2,891)

Eligible Respondents
(n = 4,367) (100%)

Refusals
(n = 1,247)

Interviews
(n = 3,120) (71.44%)

The overall response rate for the study was 71.44 per cent. This is
a very high response rate for a public survey in Ireland. For instance, the Economic and Social Research Institute report telephone survey response rates on a range of general topics to be in
the region of 62–64 per cent (J. Williams, personal communica-
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tion). Postal surveys of the general public are similar, for instance,
even with follow-up reminders and house calls, as in the case of
the SLÁN health survey of the general population; a response rate
of 62 per cent was obtained (Friel et al., 1999). The response rate
obtained in this study is even more significant considering the
sensitive and potentially threatening nature of the topic. It does,
however, match closely the rates achieved with similar methodologies for studies of sexual violence in other countries. For instance, in the US, a national survey including 8,005 men and 8,000
women achieved 68.9 per cent and 72.1 per cent response rates
respectively (Tjaden and Boyle, 1998). In Canada, a national study
of 12,300 women was achieved with a response rate of 63.7 per
cent. The majority of refusals in the study were household refusals. Where the eligible participant was contacted directly when
called, response rates were 91 per cent (Johnson and Sacco, 1995).
Overall, the high response rate suggests that the results can be
considered representative of the general population.
The high response rate was achieved, in part, because of the
multiple strategies used to facilitate participation. Among these
strategies was the call-back or conversion procedure (see the procedure section in Chapter 3 for a detailed description of these
calls). The interviewers achieved a conversion rate of 7 per cent.
Thus, almost 1 out 14 of people who initially refused to take part
in the study, later agreed to take part after an interviewer recontacted them.

S AMPLE
A total of 3,120 people were interviewed in the SAVI study. Because the right of the participant to discontinue the survey at any
point was highly respected, the interviewers did not push participants to complete the survey. Surveys were analysed for their
completeness, and most (95.5 per cent) were considered to be
complete. Only 15 participants discontinued the survey before
getting to the section on child and adult experiences of sexual
abuse (Section E). The survey sample comprised 51 per cent
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women and 49 per cent men. The age of the participants ranged
from 18 years to 90 years.

D EMOGRAPHIC C HARACTERISTICS
The sample was drawn as a national, random-digit dialing sample
of telephone households in Ireland. The representativeness of the
SAVI sample in terms of the national demographic profile was
examined using the most recent census information (Table 4.1).
This was the 2001 Quarterly National Household Survey. The
gender balance of the SAVI sample was virtually identical to that
of the adult general population. Regarding age, the populations
were broadly similar. There was, however, a smaller proportion of
younger people (i.e. less than age 30), particularly women, in
SAVI than in the general population (12.5 versus 23.5 per cent).
Proportions of men were more similar (18.9 versus 24.9 per cent).
Regarding marital status, proportions of men in the SAVI sample
mirrored general population patterns while a smaller proportion
of SAVI women were single (19.9 versus 31.5 per cent) compared
with the general population. Overall, the proportion of young and
single women in SAVI was less than the general population while
the male sample was relatively representative of the Irish adult
population.
In order to check if these differences in proportion in the SAVI
sample would affect the generalisability of the results, prevalence
rates of sexual violence were calculated using the original figures
and using figures weighted to readjust for the lower numbers of
young and single women. This is reported later.
Further demographic characteristics of the SAVI group, such
as education, work status and social classification, are outlined in
Table 4.2. Published census data is not available with regard to
these demographic variables to make comparisons with the general population. Over 60 per cent of the group had Leaving Certificate education or higher with over half of the group in paid or
self-employed roles. Almost one in five men (18 per cent) and one
in ten women (11 per cent) worked as professionals.
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Table 4.1: Demographic Comparison of Age, Marital Status, and
Location of Residence of the SAVI Sample and the Population in
Ireland
Men (%)

Women (%)

Demographic
Characteristicsa

SAVI

General
Populationa

SAVI

General
Population

Gender

48.6

49.0

51.4

51.0

20-24a

11.3

12.8

6.1

12.1

25-29

7.6

12.1

6.4

11.4

30-39

22.2

20.6

24.4

20.0

40-49

25.2

19.0

23.3

18.4

50-59

14.3

15.7

20.2

14.9

60-69

11.2

10.4

10.1

10.3

70-79

6.8

6.7

7.2

8.2

80+

1.3

2.7

2.3

4.7

Single

35.3

39.0

19.9

31.5

Married/cohabiting/
divorced/separated

58.6

57.9

68.8

57.5

Widowed

4.1

3.1

9.7

11.0

Age

Marital Status

Residential
Locationb

SAVI

General Population

Urban

47% (men and women)

58% (men and women)

Rural

53% (men and women)

42% (men and women)

SAVI data was compiled to match available census (QNHS) data. QNHS data in
2001 breakdowns by age, gender and marital status were for private households
only. This analysis includes those aged 20+ only since QNHS data for ages 18
and 19 were reported in a larger 15–19-year-old categorisation group.

a

Residential location data is from the 1996 census as QNHS 2001 does not provide an update by location.
b
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Table 4.2: Demographic Comparison of Education, Work Status
and Social Classification of the SAVI Sample
Demographic Characteristics

Men (%)

Women (%)

Primary school only

15.5

14.9

Up to Group, Junior Certificate

19.9

18.2

Completed Leaving Certificate

30.9

36.0

Completed third level

33.7

31.0

In paid employment

48.0

41.7

Self-employed (farm/business)

25.7

8.0

Home duties

0.9

33.7

Retired

13.1

8.7

Student

7.3

5.2

Other

5.1

2.7

Professional

17.7

10.7

Intermediate

22.6

30.3

Routine non-manual

21.6

29.0

Skilled manual

20.0

6.9

Semi-skilled manual

12.1

19.1

Unskilled manual

1.1

0.9

Unclassified

4.9

3.1

Education

Work Status

Social Classification

The Profile of Those Who Did Not Participate in SAVI
A total of 1,247 individuals contacted did not agree to take part in
the study. Interviewers recorded whether the person who refused
to participate was the first person who answered the phone or the
“targeted” individual. In 54 per cent of refusals, the refusal was
by the person answering the phone in the household rather than
the person who was the target. For example, if a quota was being
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filled (e.g. asking to speak to women under age 50), another
household member would not facilitate the contact. Sometimes a
person who was initially contacted, and who had asked the interviewer to call back at a more suitable time was not re-contactable
because another member of the household refused to put the interviewer back in touch with the initial person. When possible,
limited demographic information was collected for those who refused. As expected, however, many of those who refused to participate also refused to give any personal details. A higher proportion of those who refused were women (59 per cent). This was
also the case where refusal was at the level of household rather
than the target person (65 per cent of household refusers were
women). The approximate age (recorded as less than or greater
than age 50) of those who refused was ascertained for 79 per cent
of this group. The data indicated that a higher proportion of those
refusing to participate were younger people (56 per cent). Again,
if possible, all of those who refused were asked why. The most
common reasons cited for non-participation (cited by at least 10
people) were “not interested” (41 per cent), “not enough time” (13
per cent), “doesn’t pertain to me” and “I’m too old” (1 per cent).
Because the introductory information was provided in a standard sequence, interviewers also took note of how much of the
study had been explained to the person before they refused. Of
those who refused, 19 per cent did so before they had been told
how their telephone number was selected, while 22 per cent refused before they knew the purpose of the study. Given this data,
one may conclude that for at least one out of five refusals, their
reason for refusal was not the sensitive nature of the topic. A total
of 33 per cent refused before they were told how their confidentiality could be assured, 39 per cent before they heard how the results would be used and 65 per cent before they were told how
they could check the authenticity of the study if they so wished.
This was the case despite the fact that the length of time taken to
deliver the introduction of the study to a caller (which contains all
of this information) is approximately 30 seconds.
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P R EVALENCE OF S EXUAL V IOLENCE
Estimating the prevalence of both child and adult sexual abuse and
violence in Ireland was one of the main aims of this study. As previously described, a list of behaviourally specific and explicit questions concerning sexual experiences were asked of participants to
which they could simply respond “yes” or “no”. The category “unsure” was also added, at the suggestion of those who work in this
area, to allow for participants who would not be certain as to what
happened to them (e.g., as a young child). For the purpose of the
prevalence tables, and any analyses using this data, the category
“unsure” was re-categorised as a “no”. Thus, the estimates provided take quite a conservative approach. Most of the data in this
section was analysed by the gender of the participant, as males and
females often have significantly different experiences.
Prevalence of Childhood Sexual Abuse
While the adult section makes clear in the introduction that the sexual experiences asked about were non-consensual in nature, the
questions regarding childhood experiences did not use the words
“against your will” as most experts agree that the concept of “consent” does not apply in the context of childhood. While this point is
readily acknowledged, some who are abused may not see themselves as participating against their will or being coerced (e.g., as in
early sexual experimentation between older adolescents). Questions
were therefore structured so as to make clear to those interviewed
that sexual activity which was consensual in adolescence was not to
be included. Participants were told the following: “Now, I want to
ask you to think back to when you were younger, before your 17th
birthday. The following questions are also about sexual experiences.
Just to be clear, we’re not talking about sexual experiences that were
‘consensual’ or that you agreed to, for example, with a boyfriend or
girlfriend who was a similar age to you at the time.”
The percentage of participants who indicated “yes” to each item
asked about sexual abuse in childhood is reported in Table 4.3.
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Table 4.3: Prevalence of Unwanted Sexual Experiences in
Childhood (i.e. prior to age 17)
Sexual Experience

Men

Women

% (n)

% (n)

1. During your childhood or adolescence did
anyone ever show you or persuade you to
look at pornographic material (for example,
magazines, videos, internet, etc.) in a way
that made you feel uncomfortable?

6.7
(100)

2.7
(43)

2. Did anyone ever make you or persuade you
to take off your clothes, or have you pose
alone or with others in a sexually suggestive
way or in ways that made you feel confused
or uncomfortable in order to photograph or
video you?

1.0
(15)

1.3
(20)

3. As a child or adolescent, did anyone
expose their sexual organs to you?

12.5
(188)

20.6
(326)

4. During this time did anyone masturbate in
front of you?

6.2
(93)

5.3
(84)

5. Did anyone touch your body, including your
breasts or genitals, in a sexual way? a

11.2
(169)

14.9
(263)

6. During your childhood or adolescence, did
anyone try to have you arouse them, or touch
their body in a sexual way?

9.7
(146)

9.0
(143)

7. Did anyone rub their genitals against your
body in a sexual way?

6.6
(99)

10.1
(160)

8. Did anyone attempt to have sexual
intercourse with you?

3.0
(45)

4.6
(72)

9. Did anyone succeed in having sexual
intercourse with you?

1.1
(16)

1.7
(26)

10. Did anyone, male or female, make you or
persuade you to have oral sex?

1.1
(16)

0.9
(14)

11. Did a man make you or persuade you to have
anal sex?

0.9
(14)

0.3
(5)

12. Did anyone put their fingers or objects in
your vagina or anus (back passage)? a

0.6
(9)

4.4
(69)

When a man was being interviewed, a “male” version of the survey was used;
wording was identical to the female version shown above, except for the exclusion of words such as “your breasts” or “your vagina”.
a
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Analysis at the level of single items revealed that the most commonly reported experience by both men and women was indecent
exposure (item 3) (12.5 per cent of men and 20.6 per cent of
women). Of a more serious nature is the second most common
experience, that of someone touching their breasts or genitals in a
sexual way, with 11.2 per cent of men and 14.9 per cent of women
reporting this experience. The most serious forms of abuse (items
9–12), at least in the legal sense, were endorsed by small but significant numbers of men and women. While the percentages of
men and women did not vary greatly on a few items (e.g., the
number persuaded to have oral sex), significant differences between men and women were found on most items. Overall,
women reported greater levels of abuse than men on seven of the
twelve items. These individual items regarding sexual experiences
in childhood are categorised and discussed further in the section
on Lifetime Prevalence.
Prevalence of Unwanted Sexual Experiences as an Adult
Participants were also asked about “unwanted and unwelcome”
sexual experiences that occurred in adulthood (age 17 or older).
The introduction to this section explained that what the interviewer meant by the terms “unwanted and unwelcome” was
“that another person used force or threatened you in some way or
took advantage of a situation in which you could not defend
yourself, for example when you had had a lot to drink or were
asleep”. Unwanted sexual experiences as an adult are summarised in Table 4.4. These percentages reflect the total number of
people who said yes to each item. Thus, if a participant who was
raped was also made touch the perpetrator in a sexual way, both
items are counted separately.
Analysis of the experiences reported to have occurred in
adulthood suggests that aside from the non-specific item about an
attempt of sexual contact (item 1), the most commonly reported
experience for both men and women is where someone touched
their breasts or genitals against their will (7.1 per cent and 15.8 per
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cent, respectively). The next most commonly reported experiences
involved someone of the opposite sex forcing the participant to
touch them (item 4 for men and item 3 for women). For almost all
the items, women were more likely to report having experienced
this form of abuse. Differences between men and women in the
number reporting experiences were seen, with more women being
abused on almost all the items. This pattern was much more evident for the experiences reported in adulthood than those in
childhood.
Table 4.4: Prevalence of Unwanted Sexual Experiences as an
Adult (17 or older)
Sexual Experience

Men

Women

% (n)

% (n)

1. Have you had an experience that did not involve actual sexual contact between you and
another person, but did involve an attempt
by someone to force you to have any kind of
unwanted sexual contact?

7.9
(119)

18.6
(294)

2. Has anyone, male or female, touched your
breasts or genitals against your will?a

7.1
(107)

15.8
(250)

3. Has a man made you touch his genitals
against your will (aged 17 or older)?

1.1
(17)

6.2
(98)

4. Has a woman made you touch her breasts or
her genitals against your will?

4.2
(63)

0.4
(6)

5. Has a man forced you to have sexual intercourse against your will? (By this, so as to be
clear, we mean that he put his penis in your
vagina)? b

n/a

4.3
(68)

6. Has anyone, male or female, made you have
oral sex against your will? (By oral sex we
mean that a man put his penis in your mouth
or that a person, male or female, performed
oral sex on you)

0.3
(5)

1.3
(21)

7. Has a man made you have anal sex against
your will? (By this we mean that he put his
penis in your anus)

0.0
(0)

1.2
(19)
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Sexual Experience

Men

Women

% (n)

% (n)

8. Has anyone put their fingers or objects in
your vagina or anus against your will? a

0.5
(8)

2.5
(39)

9. Has anyone, male or female, attempted to
make you have vaginal, oral or anal sex
against your will, but penetration did not
occur? a

0.9
(13)

3.3
(52)

10. Did you have any other sexual experience
against your will that I haven’t already
mentioned?

2.2
(32)

0.0
(0)

When a man was being interviewed, a “male” version of the survey was used;
wording was identical except for the exclusion of words such as “your breasts”
or “your vagina”.
a

b

Men were not asked this question in the survey.

In order to simplify and condense the single experiences listed
above, each item was categorised according to both previous research and local professional advice based on categories of criminal behaviour in Ireland.1 The category “no abuse reported”
meant that no items were endorsed by the participant. “Abuse not
otherwise specified” was a category specific only to adults, and
includes those who described what they considered to be an unwanted sexual experience in an open-ended question (item 10) at
the end of the experiences in adulthood section. Thus, the experience they described did not include any of the items specifically
queried about and was typically a unique experience. The category “child pornography” includes anyone who endorsed items 1
or 2 from the childhood experiences section, while “indecent exposure” includes those endorsing items 3 or 4 from this same section. These categories are not included in the section on adulthood
experiences. “Contact abuse (no penetration)” includes those who
had experienced some sexual contact with the perpetrator and
includes items 5–7 in the childhood section and items 2–4 in the

To redefine the questions from Table 4.4 (child abuse) and Table 4.5 (adult
abuse) in terms of Irish legal practice, see Appendix VI.
1
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adulthood section. The category “attempted penetration” includes
those who endorsed item 8 in the childhood section and item 9 in
the adulthood section. Lastly, the category “penetration/oral sex”
combines the most serious forms of abuse and assault, frequently
referred to as rape, and includes those who experienced any of
items 9–12 in the childhood section or items 5–8 in the adulthood
section.
The percentages of men and women who experienced these
combined categories of sexual experiences are provided in Table
4.5. Note that in this table, each participant is only counted once.
If the participant had previously indicated “yes” to several items
either in childhood or adulthood, the most serious of those items
was used to categorise that person’s experiences. For the purpose
of these analyses, the “most serious” category was deemed
penetration/oral sex, followed by attempted penetration, contact
abuse, indecent exposure, child pornography, abuse not otherwise
specified, and lastly, no abuse reported. Thus if someone reported
experiencing an item that fell under the category “indecent exposure”, but also experienced something considered “contact
abuse,” that person’s experiences are recorded under “contact
abuse”.
In summary, almost a quarter of the men (24 per cent) and almost one third (30 per cent) of the women reported some level of
abuse in childhood. Contact abuse was the most common form of
abuse in both childhood and adulthood. Attempted or actual rape
was experienced by 4.2 per cent of boys and 7.6 per cent of girls.
Equivalent rape and attempted rape figures in adulthood were 1.5
per cent for men and 7.4 per cent for women. Hence the level of
serious sexual crimes committed against women remains similar
from childhood through adulthood, while risks in childhood for
boys are lower than for girls and decrease three-fold from childhood to adult life.
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Table 4.5: Types of Unwanted Sexual Experiences by Age at Abuse
(child <17 years, or adult) Categorised by Most Serious Level of
Abuse Experienced
Most Serious Level of
Sexual Abuse/Assault
Experienced

Childhood

Adulthood

Men
% (n)

Women
% (n)

Men
% (n)

Women
% (n)

76.5
(1,151)

69.6
(1,102)

87.6
(1,317)

74.5
(1,180)

n/a

n/a

2.7 (41)

5.11 (81)

(Child pornography)

2.7 (40)

0.8 (12)

n/a

n/a

(Indecent exposure)

4.7 (70)

9.2 (146)

n/a

n/a

12.0 (181)

12.8 (203)

8.2 (124)

13 (206)

Attempted penetration

1.5 (22)

2.0 (32)

0.6 (9)

1.3 (20)

Penetration/Oral sex

2.7 (40)

5.6 (89)

0.9 (13)

6.1 (97)

Total

100
(1,504)

100
(1,584)

100
(1,504)

100
(1,584)

No abuse reported
Abuse — not otherwise
specifieda

Contact abuse
(no penetration)

This category was created to account for any unwanted sexual experiences in
adulthood which participants reported in an open-ended question and did not
definitively fit into any of the other categories (Question 1, Table 4.5).
a

In broad terms, the experience of abuse which started in either
childhood or as an adult or both is considered in Table 4.6.
The majority of the sexual abuse and violence that was reported
occurred in childhood. For women, 51.3 per cent experienced abuse
in childhood only versus 21.0 per cent who experienced abuse only
in adulthood. Likewise, for men, 66.1 per cent experienced abuse
only in childhood versus 14.4 per cent in adulthood. A significant
minority reported abuse both in childhood and in adulthood. Thus,
these participants who experienced sexual abuse in childhood were
re-victimised in adulthood. The issue of re-victimisation is analysed
in more detail later in this section.
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Table 4.6: Profile of Age Category (adult vs child) When Abuse
Started a
When Abuse Started

Men % (n)

Women % (n)

As a child only

66.1 (284)

51.3 (340)

As an adult only

14.4 (62)

21.0 (139)

As both child and adult

19.5 (84)

27.7 (184)

Total

100 (430)

100 (663)

This table counts only experiences of abuse by a new perpetrator or group of
perpetrators. Thus abuse which starts in childhood and continues into adulthood
is only counted in childhood for this table. Abuse as both a child and adult
means that two distinct groups of perpetrators were involved in two separate
sets of abuse experiences.
a

Lifetime Prevalence of Sexual Violence
In order to examine the levels of abuse across the lifetime, participants were re-categorised using the most serious form of abuse
they experienced (i.e., regardless of whether it happened in childhood or adulthood) (Table 4.7).
Table 4.7: Types of Unwanted Sexual Experiences Experienced
Over a Lifetime Categorised by Most Serious Level of Abuse
Experienced
Lifetime Abuse Category

Men % (n)

Women % (n)

71.4 (1,074)

57.9 (917)

7.0 (106)

9.8 (155)

16.4 (247)

19.2 (304)

Attempted Penetration

2.0 (30)

2.8 (45)

Penetration/ Oral sex

3.2 (48)

10.2 (162)

100 (1,505)

100 (1,583)

No abuse reported
Non-Contact Abuse

a

Contact Abuse (no penetration)

Total

a This category is a combination of the child categories of “child pornography” and
“indecent exposure” and the adult category of “abuse — not otherwise specified”.

Over 40 per cent of women and 28 per cent of men reported some
form of sexual abuse or assault that occurred in their lifetime (see
also Figures 4.2 and 4.3). Non-penetrative contact abuse was the
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most common type of abuse reported for both men and women (16
per cent and 19 per cent, respectively). The most serious form of
abuse, penetration or forced oral sex, which is considered rape, was
experienced by approximately one out of ten women, as compared
to approximately one out of 30 men at some point in their lives.
Figure 4.2: Lifetime Prevalence of Sexual Violence for Men
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Figure 4.3: Lifetime Prevalence of Sexual Violence for Women
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Weighted Prevalence Rates
Since the demographic profile of the SAVI sample differed somewhat from the general population, prevalence rates were recalculated using values weighted to take account of the differences.
The weighted values made virtually no difference to patterns of
estimates of the prevalence of various forms of sexual violence
(see Appendix VII). Thus the actual figures from the SAVI sample
can be taken as equivalent to those of a sample weighted for the
general population. Because of this, the actual figures obtained in
the survey are used in analyses.

R E - VICTIMISATION
As shown in Table 4.6, a significant number of participants experienced re-victimisation. The following figures show the patterns of
re-victimisation in men and women, based on their experience of
childhood sexual abuse. It is important to emphasise that the patterns described are of associations between child and adult experiences of sexual violence. The data available cannot determine that
childhood abuse “causes” adult sexual assault. It is nonetheless very
important as child sexual abuse can be seen as a marker of risk for
later abuse. Figure 4.4 outlines the findings for women.
The relationship between childhood sexual abuse and adult
sexual assault is complex. To clarify, the lowest line in the figure
shows the risk of adult sexual assault in women who did not report any childhood abuse. They had a risk of 4 per cent for
“other” adult sexual violence, almost 10 per cent for contact, nonpenetrative, sexual violence and 3 per cent for penetrative sexual
violence. The line links these three figures to summarise the pattern. Turning to women who reported penetrative child abuse,
their risks as adults were 2 per cent for “other” sexual violence, 24
per cent for contact non-penetrative sexual violence, and 27 per
cent for penetrative sexual violence — a very different pattern. It
is notable that risk of adult contact sexual violence is higher in all
groups who were abused as children.
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Figure 4.4: Risk of Sexual Re-victimisation of Adult Women
According to Type of Childhood Sexual Abuse Experience
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Turning to the risk of re-victimisation in men (Figure 4.5), similar
patterns emerged, though the absolute risks themselves were generally smaller.
Figure 4.5: Risk of Sexual Re-victimisation of Adult Men
According to Type of Childhood Sexual Abuse Experience
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Two important patterns emerged. The first was that both men and
women who reported sexual abuse of any type as children were
considerably more likely to also report it as adults. Second, there
was a marked difference between those who reported penetrative
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sexual abuse as children and those who reported other forms of
abuse; those who reported penetrative sexual abuse as children
were considerably more likely to report penetrative sexual violence
as adults than any other form of adult sexual assault. In women,
experiencing penetrative sexual abuse in childhood was associated
with a 16-fold increase in the risk of adult penetrative sexual abuse,
and a 5-fold increase in the risk of adult contact sexual abuse. For
men, the increase in risk was even greater, but the size of the increased risk is harder to assess in men because of the smaller numbers involved. Therefore, confidence intervals were calculated, and
the lowest estimates (which can be considered the most conservative) are provided. For men, experiencing penetrative sexual abuse
in childhood was associated with a 16-fold increase in the risk of
adult penetrative sexual abuse, and at least a 12-fold increase in the
risk of adult contact sexual abuse. To emphasise again, it is not possible from the findings here to say that childhood abuse “causes”
adult re-victimisation. Childhood sexual abuse is, however, an important marker of increased risk of adult sexual violence.
These findings support a pattern of high levels of revictimisation in international studies. For instance, a Norwegian
study found that 63 per cent of women abused by violent spouses
had also been abused in childhood (equivalent levels of child sexual abuse without adult abuse experiences was 10 per cent) (Schei,
1990). A recent London study of over 2,500 women showed that
different types of abuse (physical and sexual) co-occurred in
childhood and adulthood (Coid et al., 2001). The risk of rape or
other sexual assault in adulthood was on average three times
higher for those who had been sexually abused as children (i.e.
less than age 16 years). Serious sexual assault as an adult was 2.7
times more likely if the woman had experienced serious physical
abuse in childhood. These findings highlight the important preventive reasons, as distinct from therapeutic or law enforcement
reasons, for encouraging the disclosure of sexual abuse. Taking
the high-risk approach used in managing many health conditions
may be useful here. A high-risk strategy would target those most
at risk of experiencing sexual abuse, i.e. those who have already
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been abused. Finding and then intervening is a good use of scarce
resources in the fight against sexual violence.
In order to work out the pattern of child sexual abuse over the
course of childhood, information on the type of abuse and the age
at which it occurred is used. Inevitably, some interviewees were
unable to say at what age an event had happened. This information was rarely missing for interviewees who had experienced
penetrative abuse — only three of 129 persons; 30 persons who
had experienced contact or penetrative child abuse (5 per cent)
were unable to specify the age, and 116 persons (14 per cent) who
had experienced any other form of child abuse were unable to
specify the age. For this reason, this analysis will focus only on
two aspects of child abuse: penetrative abuse and all contact
abuse (including penetrative).
Risk of Child Abuse by Age
Figure 4.6 shows the risk of child sexual abuse by age for men and
women.
Figure 4.6: Profile of Penetrative and of All Contact Child Sexual
Abuse by Age and Gender of Child
All Contact Abuse
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Cumulative risk of penetrative abuse (left) rises more steeply between the ages of 5 and 12 in girls than in boys, and the higher
prevalence in girls is mainly due to this increased risk in the preteen years. The same holds for all contact abuse, including penetrative abuse, where the gap between the sexes is largely a product of increased risk in the pre-teen years.
The relationship between birth cohort and experience of child
sexual abuse was examined. Table 4.8 shows the number of men
and women, by year of birth, who participated in the study. One
important question concerns whether the level and nature of sexual
violence has changed over time. This study allows examination of
the experience of child sexual abuse across most of the twentieth
century since all of the participants were divided into “cohorts”, i.e.
groupings by year of birth. The earliest cohort was from 1911–1929
with 201 participants in this older age category (see Table 4.8). The
youngest cohort were born between 1970 and 1983. Those born
since 1983 would have been too young to take part in the study.
Table 4.8: SAVI Survey Participants Categorised by Year of Birth
(birth cohort)
Cohort

Men (n)

Women (n)

Total (n)

1911-1929

87

114

201

1930-1949

329

413

742

1950-1969

674

748

1,422

1970-1983

413

309

722

1,503

1,584

3,087

Total

There was no significant difference between cohorts, either for
men or for women, in the experience of penetrative child abuse,1
and there was no evidence of any trend towards a greater or lesser
risk in persons born more recently. However, when all forms of
contact child abuse are considered (i.e. penetrative and nonpenetrative), the pattern is different.

1

Statistical significance: p = 0.125 for women and 0.500 for men
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Figure 4.7 shows the reported rate of all forms of contact child
sexual abuse (filled symbols) and penetrative abuse (open symbols) for men and women born in four periods.
Figure 4.7: The Risk of Penetrative Abuse and All Contact Abuse
of Children by Gender and Birth Cohort (per cent reporting)
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The rate of contact sexual abuse shows a clear pattern. Compared
with participants born in 1911–29, those born in 1930–49 and
1950–69 reported significantly higher levels of sexual abuse, with
a 2-fold2 and 2.3-fold3 increase respectively. However, those born
in 1970–83 showed a similar level to those born in 1911–29.4 The
reported rate of penetrative sexual abuse suggested a similar pattern, but the increase in the middle period was not statistically
significant. The relative size of the increase was, however, similar,
with hazard ratios of 2.4 and 2.5 for the two middle cohorts. The
smaller number of cases of penetrative sexual abuse makes it possible that the rise and fall observed reflects chance variation, but
the fact that the pattern was similar for all forms of contact abuse

2

Statistical significance: p = 0.0043

3

p < 0.001

4

p = 0.537
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suggests that there was an increase in penetrative abuse in those
born in the mid-century relative to those born earlier and later.
The most interesting question is undoubtedly whether the decline in reported abuse observed in the participants born most recently (1970–83) reflects a decreasing risk of childhood sexual
abuse, or may be due to one or more confounding factors, such as
differences in willingness to disclose abuse, or a changing perception of what childhood experiences constitute abuse. A number of
possible confounding factors can be considered.
Option 1: Younger people are more reluctant to disclose sexual
abuse
If this were the reason, then less disclosure to other persons by
younger people would be expected. This is not the case. Figure 4.8
shows the rates of disclosure in men and women by cohort of
birth. It shows that the proportion of persons who experienced
any form of contact child abuse and who told anyone about their
experience has risen steadily. The lower incidence of child sexual
abuse in the earliest cohort may stem from a reluctance to talk
about such experiences, but the latest-born cohort seems to have
much less reluctance to talk about what happened to them than
participants born in earlier years.
Figure 4.8: Disclosure of Child Sexual Abuse to Others before the
SAVI Survey by Gender and Birth Cohort (per cent reporting)
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Increased willingness to disclose in younger people was also evident in disclosure patterns to professionals. For example, the proportion reporting to the Gardaí has increased over the period,
though the small overall proportion reporting make the trend inconclusive statistically.5 Figure 4.9 shows the proportion reporting
any offence (child sexual abuse or adult sexual assault) in each of
the cohorts (child sexual abuse and adult sexual assault were
pooled to get a better estimate of the trend; the figures looked
similar for each category separately, but numbers were too small
to estimate percentages reliably).
Figure 4.9: Disclosure of Child Sexual Abuse or Adult Sexual
Assault to Gardaí by Gender and Birth Cohort (per cent reported)
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Analysis of data from participants who had not experienced sexual abuse either in childhood or adulthood (data not shown) revealed some interesting patterns. When asked how likely they
thought it was that they would disclose such an incident if it happened to them, there was a significant decline in willingness to
tell family and to tell a doctor across the birth cohorts; instead,
there was a statistically significant increase in the willingness to
tell friends and to tell a counsellor6 by those born later in the century. There was no trend in the proportion who thought that they
would tell the Gardaí over time. Overall, there was no significant

5

p = 0.08

6

All p<0.01
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trend across cohorts in willingness to disclose to someone; instead
the type of people that participants thought they would disclose
to had changed over the years. Taken overall, these results do not
suggest a growing reluctance to disclose sexual violence as a
plausible explanation for the fall in the proportion of cases in the
youngest cohort.
Option 2: Accepted norms for adolescent behaviour have changed
This explanation suggests that children born in the 1970s and
1980s would experience the same events as those born earlier, but
that they would not experience them as inappropriate because of
a greater acceptance of adolescent sexual exploration. This, again,
was not consistent with the data: when analysis of child sexual
abuse was limited to cases occurring below the age of 12, the pattern of decline was similar.
Option 3: The decline cannot reflect a genuine decrease in
incidence because demand for psychological help by those who
have experienced child sexual abuse is rising constantly
The apparent decline is at odds with the increasing demands on
counselling services for such abuse. However, it is notable that the
proportion of victims of child sexual abuse who attend counselling has risen constantly. Figure 4.10 shows this: more than 20 per
cent of men and women from the 1970–83 cohort who experienced
contact sexual abuse subsequently sought psychological help. The
large increase in the proportion seeking help in recent years, especially in the case of men, may reconcile data on the increasing
numbers in therapy but the fall in reported rates of sexual abuse.
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Figure 4.10: Attendance at Counselling for Contact Child Sexual
Abuse by Gender and Birth Cohort (per cent attending)
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Experience of Adult Sexual Assault
In order to estimate the changing risk of adult sexual assault, the
analysis was restricted to sexual violence occurring at or before
age 30, since the oldest participants in the most recent birth cohort
(1970–1983) were 31 at time of interview. To calculate cumulative
risk to age 30, life table methods were used, which take account of
the fact that not all participants have been exposed to risk for the
same time (the youngest participants have had only a couple of
years of exposure to risk of adult sexual assault, while the oldest
ones have been exposed to risk for decades). The risk shown in
the graph for the 1970–83 cohort, then, is a cumulative incidence
— a projection of the risk to age 30, based on the available data; it
is not a prevalence. The projection is also problematic since a significant percentage of participants were unable to date incidents of
adult sexual assault accurately. While only nine persons who reported penetrative sexual abuse did not supply an age, 88 persons
who reported contact sexual abuse (24 per cent) did not do so. This
was either because the participants were unwilling to discuss the
incident in detail, or because they were unsure of the precise timing. These missing ages had to be imputed in order to calculate risk
to age 30. Imputation was done on the basis of the participant’s sex,
birth cohort, and the type(s) of sexual violence they experienced. In
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all cohorts, the average imputed age was the same as the average
age cited by participants who provided this information.
Figure 4.11 shows the proportion of people from each cohort
experiencing sexual assault as adults up to and including their
thirtieth year. The figures for the earliest cohort are based on relatively small numbers of events, and are subject to a wide margin
of uncertainty. Likewise, the figures for the final cohort are
probably conservative, as they assume that the risk that the
youngest participants will face as they get older will be the same
as that experienced by the older members of the cohort; the true
cumulative risk will probably be higher. Given these cautions, the
increase in risk of adult sexual assault is nonetheless significant
over the whole time period, with no evidence of a decline in the
most recent cohort.
Figure 4.11: Cumulative Rate (per cent) of Adult Sexual Assault
up to Age 30 by Birth Cohort and Gender
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It is probably unproductive to ask what proportion of the observed increase is due to an increase in the “real” risk of sexual
violence and how much is due to a change in public perception of
what is tolerable sexual behaviour. Unlike child sexual abuse,
where the definition hinges on the behaviour of the perpetrator
and the age of the child, adult sexual assault is more dependent
on the perception by the person being abused that this is being
done against their will and constitutes unacceptable behaviour.
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What is more important, however, from these findings is that an
increasing proportion of adult women and men in Ireland report
experiencing events which they construe as sexual violence.
Finally, the increase in adult sexual assault strongly suggests
that the decline in the reporting of child abuse is not an artefact of
the SAVI Survey methodology, since the same questions were
used to elicit experience of child sexual abuse and adult sexual
assault. There remains, therefore, the possibility that the decline in
child sexual abuse is real. This is supported by a major report
from the US Department of Justice, which has noted a 31 per cent
overall decrease in substantiated cases of child abuse in the period
1990–1998, with decreases reported in 36 of 47 individual US
states for which data were available. This decline is the subject of
ongoing research, and it would be premature to say that we know
why it is happening, but the fact that it has been observed in data
gathered in different populations and in different ways makes it
less likely that the decline we have observed in Ireland is an artefact of the SAVI Survey methodology.
The impact of a decline in risk of child sexual abuse on demand for psychological services, if this decline is real, is at present
impossible even to guess. Demand for services reflects both recent
and older cases, in an unknown mixture dependent on the person’s perception of the need for help and the time lag after abuse
before a person seeks help. Little is known about how or why either of these factors is changing dynamically, and it will be important for future research to address these questions specifically.
Less is known about the pattern of increase in reporting adult
sexual assault. The findings here are to be considered with extreme caution since various statistical assumptions have had to be
made to deal with a relatively small (in epidemiological terms)
sample size. The possibility of diverging patterns of sexual violence, decreasing in childhood and increasing in adulthood, is
particularly challenging to explain. Further evidence from international studies is needed to consider patterns across time.
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C ONTEXT OF A BUSE
Although prevalence figures regarding the number of people who
have experienced sexual violence can be useful on their own, their
significance can be greatly enhanced when the context of that
abuse is considered. Examination of the patterns of abuse situations (e.g. at what age it occurs, how frequently and over what
duration of time it occurs, who perpetrates, and where it happens)
may yield valuable findings that have implications for both the
treatment and prevention of sexual violence.
It is important to note that in many of the following analyses
for the survey, the number of people relevant to the analysis is
counted rather than the number of episodes (the term “episode”
refers to the number of different abuse situations reported which
involved different perpetrators). This method was preferred in
many cases where the focus was on how many people were affected, had disclosed, had used services, etc. Again, for clarity in
some analyses, only the most serious episode of abuse was used
for those who have experienced more than one episode.
Context of Abuse in Childhood (i.e. less than 17-years-old)
Information regarding the pattern of child abuse is presented below. Table 4.9 outlines these characteristics for the SAVI group.
Most sexual abuse in childhood and adolescence occurred in
the earlier years of childhood, with 67 per cent of the abused girls
and 62 per cent of the abused boys experiencing abuse by age 12,
i.e. before or during their primary school years. A higher proportion of girls than boys were abused by age 8 years (29 versus 19
per cent). For many girls and boys (over 40 per cent), abuse was
not a once-off event. Many also reported repeated abuse as children which continued over long periods; 58 per cent of girls and
42 per cent of boys abused more than once experienced sexual
abuse in childhood that continued for longer than a year.
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Table 4.9: Pattern of Child Sexual Abuse for Men and Women
Reporting Abuse
Men % (n)

Women % (n)

1.6 (5)

3.5 (15)

5-8 years (mid-childhood)

17.3 (53)

25.1 (108)

9-12 years (late childhood)

42.7 (131)

38.4 (165)

13-14 years

20.9 (64)

14.9 (64)

15-16 years

17.6 (54)

18.1 (78)

Single experience

56.2 (158)

57.7 (224)

2-3 times

15.7 (44)

13.0 (52)

4-10 times

13.9 (39)

8.0 (31)

2.5 (7)

1.3 (5)

11.7 (33)

19.6 (76)

One week or less

1.4 (1)

4.1 (4)

One 2–3 weeks

9.7 (7)

8.2 (8)

One month

11.1 (8)

3.1 (3)

2–3 months

16.7 (12)

6.1 (6)

4–6 months

12.5 (9)

11.2 (11)

7–12 months/ One year

6.9 (5)

9.2 (9)

1–2 years

23.6 (17)

19.4 (19)

3–5 years

13.9 (10)

23.5 (23)

6–10 years

4.2 (3)

12.2 (12)

0 (0)

3.1 (3)

Onset of abuse
0-4 years (pre-school)

Number of episodes of abuse

More than 10 times
“Too many to count”a
Duration of abuse b

More than 10 years

a Participant indicated that abuse occurred many times and was unable to give an
exact number

Duration of abuse was only recorded for abuse that occurred over a period of
time (i.e., it does not apply to cases that occurred only once)
b
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Perpetrators of Child Abuse
Information regarding those who perpetrated the abuse is also of
importance, especially when considering prevention strategies.
This study collected information on who the perpetrator was in
relation to the participant. Participants were also asked specifically if the perpetrator was someone who had any authority over
them (e.g., teacher, boss). Because a large age difference between
the abused person and perpetrator can have greater legal ramifications, the approximate age of the perpetrator was asked of participants who reported child sexual abuse. (For those reporting
unwanted adult sexual experiences, the age of the perpetrator was
not queried.) The profile of those abusing children is presented in
Table 4.10.
In a simple overview, five types of perpetrator each accounted
for approximately one-fifth of abuse: family members, neighbours,
authority figures, friends/acquaintances and strangers (see Figure
4.12). Perpetrators who were authority figures were reported by 22
per cent of the men and 16 per cent of the women. The particular
role they played in these participants’ lives as children is analysed
in more detail in Table 4.11. Neighbours were identified as the perpetrator for 19 per cent of men and 21 per cent of women, while
strangers were identified by 19 per cent and 23 per cent, respectively. Notable differences are found between men and women in
the category of “friend”; men were much more likely to identify
the perpetrator as a friend (17 per cent) than were women (5 per
cent). Gender differences were also notable when examining perpetrators who were family members. Women were much more likely
than men to report that the perpetrator was a family member (24
per cent versus 14 per cent). Comparing across all perpetrator
groups, a much greater proportion of the perpetrators of abuse in
childhood were known by the abused child than unknown.
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Table 4.10: Perpetrator Characteristics of Child Sexual Abuse for
Men and Women Reporting Abuse
Relationship of Perpetrator to
Abused Child

Men % (n)

Women % (n)

Abuser known to the child — family members
Father

1.0 (3)

3.5 (15)

Brother

2.0 (6)

4.8 (21)

Uncle

4.0 (12)

7.6 (33)

Grandfather

0.0 (0)

2.3 (10)

Other male relative

0.7 (2)

0.7 (3)

Other female relative

0.3 (1)

0.0 (0)

Stepfather

0.0 (0)

0.5 (2)

Mother

0.3 (1)

0.2 (1)

Cousin (male/female)

5.5 (17)

3.4 (15)

Brother-in-law

0.0 (0)

0.5 (2)

Abuser known to the child — non-family members
Neighbour

18.9 (57)

21.5 (92)

Friend

17.3 (52)

4.9 (21)

0.0 (0)

1.8 (8)

Authority figure

22.1(66)

16.3 (71)

Acquaintance known > 24 hrs

7.4 (22)

6.1 (26)

1.7 (5)

0.9 (4)

18.7 (56)

22.9 (98)

Boyfriend
a

Abuser not known to the child
Acquaintance known < 24 hrs
Stranger
a

Not otherwise listed
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Figure 4.12: Comparisons of Categories of Perpetrators of Child
Sexual Abuse by Gender of Victim
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While the gender of the perpetrator is obvious in some categories
(e.g., father), it is not obvious in other categories (e.g., neighbour).
Therefore the gender of the perpetrator was examined in more
detail. Women who reported any type of sexual abuse as children
most frequently reported that there was one male perpetrator (95
per cent). Less than three per cent of women reported being
abused by more than one man, and less than two per cent reported being abused by a woman (n = 8). Perpetrators of abuse as
reported by men followed a slightly different pattern; 78 per cent
of men reported abuse by one man, with 14 per cent reporting one
female abuser. Additionally, six per cent reported abuse perpetrated by more than one man.
Incest in Childhood
For the purposes of this study, incest was defined using a broad
definition meaning contact or penetrative child abuse by any relative, whether blood relative or not. This definition was used to
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differentiate between abusers inside the family social network and
those outside. A narrower definition based on degree of kinship,
while it makes some sense if the prohibition of incest is to prevent
inbreeding, makes little sense when the argument against incest is
based on its adverse effects on the psychological development of
the child.
Incest was reported by 5.6 per cent of women and 2.5 per cent
of men. It was associated with more severe contact abuse; among
interviewees who reported contact abuse, 39 per cent of those who
experienced incest experienced penetrative child abuse, while only
18 per cent of others abused did so, a difference which is highly
significant statistically (p = <0.01). There was no evidence of differing rates of incest across social classes or education groups.
Authority Figures as Perpetrators
Participants were also asked if the person who perpetrated the
abuse held any authority over them at the time. Table 4.11 provides descriptions of the roles of those deemed to have been authority figures.
Table 4.11: Profile of Abusers Identified as Being Authority
Figures for those Reporting Child Sexual Abuse
Proportion of
Authority Figures
Position of Authoritya

Proportion of All
Abusers

Men
% (n)

Women
% (n)

Men
% (n)

Women
% (n)

19.7 (13)

28.2 (20)

4.2

4.6

Religious minister

9.1 (6)

8.5 (6)

1.9

1.4

Teacher (religious)

18.2 (12)

0.0 (0)

3.9

0.0

Teacher (non-religious)

6.1 (4)

7.0 (5)

1.3

1.1

Boss

6.1 (4)

5.6 (4)

1.3

0.9

Coach/instructor

6.1 (4)

2.8 (2)

1.3

0.5

34.7 (23)

6.0 (34)

7.5

7.6

Babysitter

b

Other authority figures
a

Organised from most to least frequently mentioned distinct categories

b

Note: young people up to 17 years are included in this sample
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Combining religious ministers and religious teachers, they constituted the largest single category of authority figures as abusers of
boys; 5.8 per cent of all boys sexually abused were abused by
clergy or religious. A smaller proportion (1.4 per cent) of girls
abused were abused by clergy or religious. For girls, babysitters
constituted the biggest group; 4.6 per cent of abusers of girls were
babysitters. A similar proportion of boys were abused by babysitters (4.2 per cent). All of these authority groups were more notable by how uncommon, rather than common, they were as perpetrators of sexual abuse against children.
Most child abusers were lone men (89 per cent) with 49 (7 per
cent) being lone women. In 30 cases (4 per cent) the abuse was by
more than one abuser. Most female abusers (73 per cent) were
deemed not to have been in positions of authority. One nonreligious female teacher and four babysitters were specified as being abusers in positions of authority. Of the 30 multiple abuser
cases, five involved people in positions of authority — one was a
religious teacher, three were in a babysitting context and one was
unspecified. Most of those abusing as babysitters were lone males
(73 per cent) and most were also relatives (58 per cent). Two (of
23) religious ministers/religious teachers were also relatives. One
abuser in authority was reported to be a Garda officer.
Juvenile Perpetrators
A quarter of the perpetrators identified by the participants (25.8
per cent) were juveniles (aged 17 or younger).7 As it is often difficult to discriminate between “normal” early sexual experimentation and “abnormal” or “abusive” types of activities, previous researchers in this area have made distinctions based solely on the
age difference between the perpetrator and the abused. A fiveyear age difference is a common convention (Murphy, Haynes
and Page, 1992), but others (e.g., Kemp, 1998) have noted that a

This section referring to juvenile perpetrators includes all minors (i.e., all those
aged under 18 years).

7
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“significant maturity difference between the children would be a
more appropriate guideline”. Several typologies of juvenile perpetrators have been proposed (see Righthand and Welch, 2001, for a
review), but most require a thorough examination of perpetrators
in order to “classify” them accurately. Individual characteristics of
the juvenile (e.g., previous history of aggressive behaviour or sexual abuse) and family characteristics (e.g., parental separation,
domestic violence, and highly sexualised environments) are the
variables typically investigated.
While it is beyond the scope of this data set to examine various
juvenile perpetrator characteristics, it is possible to examine the
age differences in more detail. Table 4.12 presents the age category of perpetrators alongside the age category of those they
abused (the participants). In almost all cases (184 out of 186), the
juvenile perpetrator was older than the abused person.
Table 4.12: Juvenile Perpetrator Age Category with
Corresponding Victim Age Category
Perpetrator Age Group
Age Group of
Abused Child/
Adolescent

4–11 years
% (n)

12–14 years
% (n)

15–17 years
% (n)

Total
% (n)

4–11 years

100 (22)

46.3 (25)

38.2 (42)

47.9 (89)

12–14 years

0 (0)

51.9 (28)

30.9 (34)

33.3 (62)

15–17 years

0 (0)

1.9 (1)

30.9 (34)

18.8 (35)

100 (22)

29.0 (54)

59.1 (110)

100 (186)

Total

Pre-adolescent perpetrators (aged under 12 years) had abused
others that were in their own age group. However, it is notable
that almost 40 per cent of 15-17 year old perpetrators had abused
others who were aged under 12 years. This three- to five-year
minimum age difference suggests a more abusive-type situation,
where developmental and maturity differences may be pronounced. The level or type of sexual abuse perpetrated was also
examined (Table 4.13).
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Table 4.13: Juvenile Perpetrator Age Category with
Corresponding Type of Abuse Perpetrated
Perpetrator Age Group
4 –11 years
% (n)

12-14 years
% (n)

15-17 years
% (n)

Total
% (n)

Non-contact

52.2 (12)

35.2 (19)

23.2 (25)

30.3 (56)

Contact

39.1 (9)

50.0 (27)

63.0 (68)

56.2 (104)

Penetrative

8.7 (2)

14.8 (8)

13.9 (15)

13.5 (25)

100 (22)

100 (54)

100 (110)

100 (185)

Type of Child
Abuse Perpetrated

Total

Over all the age groups, juvenile perpetrators were more likely to
engage in contact abuse than other types of abuse (56 per cent);
however, quite serious forms of abuse (penetrative) were also perpetrated (13 per cent). When examined by age of perpetrator, the
youngest (aged 4–11) had the lowest proportion of contact and
penetrative abuse (39 per cent and 9 per cent, respectively). However, there was no significant difference between the 12–14 and 15–
17 age groups in the breakdown of types of abuse; approximately
60 per cent was contact and 14 per cent was penetrative. The relationship of the juvenile perpetrator to the abused was also examined, and the results indicated that 20 per cent of them perpetrated
against someone within their own family network, with no differences by age group. A synthesis of two surveys of confirmed child
sexual abuse in Ireland (reported to health boards or other authorities) found 21 per cent of perpetrators were juveniles aged 15 years
or younger. An additional 16 per cent were between ages 16 and 20
(O’Reilly and Carr, 1999). The proportion of abusers of children
who were themselves juvenile is a particular concern as it mirrors
findings elsewhere. For instance, the recent national guidelines on
Child Protection and Welfare estimate juvenile or “teen” perpetrators constitute one-third of child sexual abuse. Detailed discussion
of the management of juvenile perpetrators is beyond the scope of
this report. Irish writers such as Olive Travers have addressed
means of dealing with juvenile offenders which encourage more
focus on prevention and rehabilitation (Travers, 1998).
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Other Context Factors Associated with Child Sexual Abuse
In order to gain a better understanding of the context and situational factors surrounding child sexual abuse, participants were
asked a series of questions regarding the abuse they reported.
Prior to asking these questions, the interviewer explained and assured the participant that “the abuser is always responsible for
what has happened”. Participants then had a list of factors read to
them and asked if they thought any of the factors could be associated with their abuse. Because these questions are quite sensitive,
interviewers were instructed to use their discretion in determining how much information about the experience they should try
to elicit from the participant. Tables 4.14 and 4.15 list some of the
main contextual and situational variables that were reported by
those participants who indicated that they had experienced child
sexual abuse. Figures shown in the tables represent each factor as
a proportion of all those abused, e.g. percentage of overall group
who reported “being left alone” was a factor. These figures should
be interpreted with caution, as not all participants were willing to
speak about the factors surrounding their experience.
Table 4.14: Location of Child Sexual Abuse by Men and Women
Reporting Abuse
Location of Abuse

Men % (n)

Women % (n)

In participant’s home at the time

13.9 (39)

29.1 (113)

In abuser’s home

19.3 (54)

24.2 (94)

0.4 (1)

1.5 (6)

Public place, outdoors

32.1 (90)

30.4 (118)

School/college

15.7 (44)

2.1 (8)

Work setting

5.7 (16)

3.9 (15)

Car

4.6 (13)

0.3 (1)

Car park

0.4 (1)

1.0 (4)

Hotel

0.0 (0)

6.4 (25)

Private residence, garden (outdoors)

Almost a third of cases of childhood abuse reported by participants occurred outdoors or in a public place. Women were more
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likely to experience abuse in childhood in their own homes (29.1
per cent) than in the homes of their abuser (24.2 per cent). Conversely, men were more likely to report having been abused in
their abuser’s home (19.3 per cent) than in their own (13.9 per
cent). Boys were eight times more likely than girls to experience
abuse at school. On the other hand, 25 girls had experienced
abuse in a hotel, whereas no men reported the same.
Table 4.15: Context of Unwanted Sexual Experiences for those
Abused as Children
Situation/Context

Men % (n)

Women % (n)

Being left alone

27.1 (76)

40.2 (156)

Away from home

10.7 (30)

6.4 (25)

Only participant drinking

0.8 (2)

0.5 (2)

Only perpetrator drinking

6.0 (17)

8.0 (31)

Both drinking

3.6 (10)

1.3 (5)

Having lessons/tutoring

2.9 (8)

1.3 (5)

Babysitting

0.4 (1)

2.6 (10)

On holidays

1.4 (4)

1.0 (4)

Hitch-hiking*

1.4 (4)

0.3 (1)

Taking a lift* (i.e. in a car)

1.1 (3)

1.0 (4)

Sharing a bed or bedroom*

2.5 (7)

0.5 (2)

In hospital*

1.1 (3)

0.3 (1)

Sexual experimentation*

3.2 (9)

1.5 (6)

Items prompted by the interviewer

Alcohol was involved:

Items raised spontaneously by participants

Note: For both the location of abuse and the context of abuse, participants could
have indicated that episodes of abuse happened in more than one place, thus
percentages sum to more than 100 per cent.

Participants were given a list of situational variables and asked if
they felt that they had any bearing on their experience of abuse as a
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child (Table 4.15). Over a third of participants felt that the fact that
they were alone made them more vulnerable to abuse. The fact that
their abuser was drinking was also seen to be a prominent factor of
the abuse for 6 per cent of men and 8 per cent of women. Despite
being directly asked, very few participants reported experiencing
abuse at a party (n = 3), on a date (n = 1) or in a situation where
drugs were being used (n = 3). Several situations were raised spontaneously by participants, including sexual experimentation (cited
by 3.2 per cent of men and 1.5 per cent of women) and hitch-hiking
(1.4 per cent of men and 0.3 per cent of women).
Participants were also asked to describe what their abusers did
to gain compliance in the context of abuse (Table 4.16).
Table 4.16: Actions by Perpetrators to Control Children they
Abused
Controlling Strategies

Abused as Children
Men % (n)

Women % (n)

Physical force

10.6 (30)

17.4 (67)

Bribery

16.0 (45)

17.6 (68)

Specific threats

6.2 (17)

7.6 (29)

Other pressure

13.2 (36)

10.8 (41)

Bribery was reported most often as being the controlling strategy
used in an abusive situation. Methods of bribery included offering
sweets, money, cigarettes or treats. One woman recalled an incident when she was eight when a workman in his forties asked her
to touch him while offering her sweets and telling her that he had
chosen her “because she was special”. Most participants who reported bribery felt that it was a means of perpetuating abuse.
More women than men reported experiencing physical force during an experience of abuse in childhood (17.4 per cent compared
to 10.6 per cent). The extent of this force ranged from being
pinned down, to being bitten, slapped and thumped.
Participants were asked if they had experienced any physical
injuries or other physical health-related consequences as a result

Results of the SAVI Survey

95

of abuse. Only 13 men and 16 women reported having sustained
physical injuries due to abuse. Of these, three needed first aid or
GP care and a further two needed hospital attention. No participants reported either becoming pregnant or contacting a sexually
transmitted disease due to child sexual abuse. Four women, however, did report experiencing gynaecological problems as a result
of the abuse.
Of interest was the question of whether or not those who experienced childhood abuse thought that their abuser was perpetrating against other children as well. A third of both men and
women abused as children now believed that their abuser was also
abusing other children at the time of their abuse (Table 4.17). The
potential for children to protect other children, as well as themselves, by being empowered to tell is clear from these figures. Of
concern is the fact that 13 people believed their abuser may still be
actively abusing other children. Participants were reminded, in a
sensitive manner, that this was a very serious concern if it was a
possibility. They were encouraged to consider contacting the authorities if they had relevant information and asked if they would
like the telephone number of the relevant contact person in their
health board area. Three of 13 took the details offered.
Table 4.17: Awareness of Abuse of Others by the Child Abuse
Perpetrators
Answered “Yes”a
Men % (n)

Women % (n)

Belief that other children were being
abused at the time?

35.1 (93)

36.7 (136)

Belief that other children are being
abused now?

3.8 (10)

0.8 (3)

Willing to take health board number
concerning reporting abuse (of those
believing abuse may be ongoing)

20.2 (2)

33.0 (1)

a In many cases participants felt they could not answer the question. “Yes” percentages were calculated from the overall sample who answered each individual
question.
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Another context which may be considered as significant when
considering the abuse of children is the location in which they
were raised. The study asked if participants had been in residential care settings (“in care”) during childhood. Thirty-nine people
(13 boys and 26 girls, or 1.3 per cent of the whole sample) experienced residential care during childhood. While it is unknown if
they were in that care setting at the time of abuse, 53.8 per cent of
these reported some type of sexual abuse as children. Considering
details of the context of abuse of these individuals, all but one of
these cases of abuse happened outside the period of care. The evidence thus suggests that it is quite likely that the sexual abuse experienced by these children was a contributing factor in the decision to place them into residential care rather than a consequence
of that care.
Context of Sexual Assault as an Adult (17 years or older)
As with childhood abuse, it was felt that a more detailed description of the pattern of abuse, including the context in which sexual
assault occurs in adulthood may be of use in prevention and
education efforts (Table 4.18).
While the vast majority of the cases of unwanted sexual experiences were reported as being once-off or single events (80 per cent
of women, 76 per cent of men), a smaller, but significant number
were reported as occurring more than once with the same perpetrator(s) (20 per cent of women, 24 per cent of men). Some participants
reported that the abuse had occurred so many times that they were
not able to give an exact number, and were not pushed to do so by
the interviewers. Eight per cent of women and almost four per cent
of men reported this type of multiple abuse from the same perpetrator. As only a fifth of adults had experienced more than a single
episode of sexual assault, only small numbers gave details of the
duration of the abuse. Of these participants, almost half of women
(46 per cent) and over a third of men experienced abuse over a period of one year or longer (3.1 per cent lasting over 10 years).
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Table 4.18: Pattern of Unwanted Sexual Experiences as an Adult
Reported by Men and Women
Men % (n)

Women % (n)

Single experience

75.7 (103)

80.3 (257)

2–3 times

14.7 (20)

5.9 (19)

4–10 times

5.1 (7)

5.0 (16)

More than 10 times

0.7 (1)

0.3 (1)

“Too many to count”a

3.7 (5)

8.4 (27)

One week or less

1.4 (2)

4.1 (4)

2–3 weeks

9.7 (3)

8.2 (1)

One month

11.1 (2)

3.1 (3)

2–3 months

16.7 (2)

6.1 (2)

4–6 months

12.5 (1)

11.2 (5)

7–12 months/ One year

6.9 (0)

9.2 (2)

1–2 years

23.6 (3)

19.4 (2)

3–5 years

13.9 (1)

23.5 (6)

More than 10 years

0 0 (0)

3.1 (3)

Number of episodes of abuse

Duration of Abuse

Participant indicated that abuse occurred many times and was unable to give an
exact number

a

Two women disclosed abuse that was ongoing at the time of the
interview. One participant, an older woman, reported still being
abused in her home by a man who was now her ex-partner. This
man involved her in a variety of unwanted sexual acts, including
intercourse, by using bribery and threats. She reported experiencing
a wide range of psychological effects, including diminished selfesteem such that she now works in a menial job despite being professionally qualified. She was in therapy at the time of the survey
but had told no one else about her experience of abuse. The second
participant who reported ongoing abuse was being abused by her
husband for the last 20 years. Her husband uses physical force and
has bruised, beaten and raped her. She reported experiencing exten-
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sive psychological effects, including an eating disorder. She had told
a friend about the abuse almost ten years after it started; she said
she took so long to tell because she thought this was not unusual as
her mother had also been beaten up by her husband. She had not
sought professional help. She was given details for a priority appointment with a counselling service by the interviewer.
Perpetrator characteristics for adult abuse are outlined in Table 4.19 (and Figure 4.13). In the case of both women and men
who experienced sexual violence, the abuser was more often
known to the abused person than a stranger (70 per cent versus 30
per cent for women and 62 per cent versus 38 per cent for men).
Almost one quarter (23.6 per cent) of perpetrators of violence
against women as adults were intimate partners or ex-partners.
This was the case for very few (1.4 per cent) abused men. Most
perpetrators of abuse against men were friends or acquaintances
(42 per cent). While most abuse was perpetrated by persons
known to adults, the risk of sexual assault by a stranger was
greater for adults than for children.
Table 4.19: Perpetrator Characteristics of Unwanted Sexual
Experiences as an Adult Reported by Men and Women
Men % (n)

Women % (n)

Relationship of abuser
Spouse/Partner

0.7 (1)

4.4 (15)

Boyfriend/Girlfriend

0.0 (0)

16.5 (56)

21.8 (31)

11.8 (40)

Male relative

0.0 (0)

4.1 (14)

Ex-partner

0.7 (1)

2.7 (9)

Neighbour

4.9 (7)

3.8 (13)

Acquaintance known less than 24 hrs

6.3 (9)

8.9 (30)

Acquaintance known more than 24 hrs

20.4 (29)

15.0 (51)

Friend

Co-worker
Stranger

4.9 (7)

6.8 (23)

31.7 (45)

21.2 (72)
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Perpetrators of adult sexual abuse are broken down by gender of
victim in Figure 4.13.
Figure 4.13: Comparisons of Categories of Perpetrators of Adult
Sexual Assault by Gender of Victim
Co-worker
Partner/Ex-partner
Family Member/Relative
Neighbour
Authority Figure
Friend/Acquaintance
Stranger
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Participants were asked if the perpetrator was also a person in a
position of authority over them. For those who were identified as
such (Table 4.20), the largest category for women was “boss” (this
represented 4.5 per cent of all abusers). For men the abuser was
identified as “boss” in 21.4 per cent of cases (2.0 per cent of all
abusers). Religious ministers were identified as the abuser in 17.5
per cent of cases for women and 7.1 per cent for men (they represented 2.0 per cent of all abusers of women and 0.7 per cent of
men). Five women (i.e. 12.5 per cent of authority figure abusers)
were abused by members of the Gardaí.

The SAVI Report

100

Table 4.20: Profile of Abusers Identified as Being Authority
Figures for those Reporting Adult Sexual Abuse
Proportion of
Authority Figures
Position of Authoritya

a

Proportion of All
Abusers

Men
% (n)

Women
% (n)

Men
% (n)

Women
% (n)

Boss

21.4 (3)

40.0 (16)

2.0

4.5

Religious minister

7.1 (1)

17.5 (7)

0.7

2.0

Garda (police)

0.0 (0)

12.5 (5)

0.0

1.4

Doctor

7.1 (1)

0.0 (0)

0.7

0.0

Landlord

7.1 (1)

0.0 (0)

0.7

0.0

Teacher (non-religious)

0.0 (0)

2.5 (1)

0.0

0.2

Other authority figures

57.1 (8)

27.5 (11)

5.4

3.1

Organised from most to least frequently mentioned distinct categories

As in the section regarding child sexual abuse, participants were
asked about the contextual and situational factors surrounding
the reported sexual abuse. Table 4.21 lists the main factors reported by those who had experienced unwanted adult sexual experiences.
Abuse of adults mostly occurred outdoors. Alcohol was involved for approximately half of all those involved; in one third of
cases, both abuser and abused had been drinking. Where only one
party was drinking, the perpetrator was the one drinking in the
majority of cases (84 per cent of female and 70 per cent of male
abuse cases).
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Table 4.21: Context of Unwanted Sexual Experiences as an Adult
Reported by Men and Women
Men % (n)

Women % (n)

Your home

5.1 (7)

20.2 (67)

Their home

16.1 (22)

14.2 (47)

0.0 (0)

0.3 (1)

24.1 (33)

23.9 (79)

School/college

3.7 (5)

0.3 (1)

Work setting

7.3 (10)

7.3 (24)

Car/car park

11.7 (16)

11.8 (39)

6.6 (9)

1.2 (4)

Relationship was breaking up

2.2 (3)

3.9 (13)

On holidays

2.2 (3)

2.4 (8)

Hitch-hiking

2.9 (4)

0.6 (2)

0 (0)

0.6 (2)

At a party

7.3 (10)

9.4 (31)

On a date

1.4 (2)

6.0 (20)

In a disco/pub/ nightclub

2.2 (3)

1.2 (4)

52.6 (72)

45.3 (150)

Only participant drinking

5.8 (8)

3.0 (10)

Only perpetrator drinking

13.9 (19)

16.3 (54)

Both

32.8 (45)

26.0 (86)

1.4 (2)

0.9 (3)

0 (0)

1.8 (6)

2.9 (4)

0.6 (2)

Location of abuse

Garden
Public place/outdoors

Hotel
Context or situation

Taking a lift (i.e. in a car)

Alcohol was involved (total)

Drugs
Only participant using
Only abuser using
Both

Ireland does not appear to differ in these statistics from those
provided in other national studies which have clearly documented alcohol involvement in cases of sexual violence. Greenfeld
(1998), in an analysis of crime statistics from a variety of sources
in the US, found that in over a third of the cases of rape or sexual
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assault (of persons over the age of 12), the perpetrator was reported to have been using alcohol at the time. In another analysis
of US crime statistics, this time using the 1992–1994 National
Crime Victimisation Survey, Brecklin and Ullman (2001) found
60.9 per cent reported that their perpetrator used either alcohol or
drugs at the time of the offence. They found that alcohol use just
prior to the assault was associated with assault by a stranger, as
was being in riskier situations (e.g., at night, outdoors). Other
studies have explored the role that alcohol may play in increasing
the risk of assault. Ullman, Karabatsos and Koss (1999) examined
data from a national sample of college women and results suggested that “a drunk or drinking victim may be targeted by the offender who sees an opportunity to commit sexual assault without
engaging in other coercive behaviours” (p. 620). Alcohol may also
contribute to sexual violence through multiple pathways, including
effects on cognitive and motor skills, beliefs about its effects on
sexual behaviour and aggression and stereotypes about those who
drink (Abbey et al., 2001). While it is clear that the victim is not to
blame in these situations, prevention programmes need to “incorporate information about the associations of alcohol use, situational
factors, and rape outcomes” (Brecklin and Ullman, 2001, p. 19).
Comparisons of SAVI Prevalence and Perpetrator Findings with
Other Studies
The only large-scale survey data in Ireland with which to compare
the SAVI survey data was conducted in 1993 by Irish Marketing
Surveys, on behalf of ISPCC. A brief pencil-and-paper questionnaire on experiences of child sexual abuse was completed by 1,001
adults. Results of this survey indicated that 15 per cent of women
and 9 per cent of men reported contact sexual abuse in childhood.
Contact abuse occurred once in 39 per cent of cases, twice in 47
per cent and more often in 14 per cent. They estimated, based on
these figures, that one in seven Irish women and one in ten men
had experienced contact sexual abuse during childhood. In 1993,
that constituted approximately 288,000 adults. The SAVI figures
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indicated a higher prevalence (20 per cent) contact abuse for girls
versus 15 per cent and 16 per cent contact abuse for boys versus 9
per cent. This is not surprising considering the different methodologies used. Participants in the SAVI survey were asked an extensive range of questions in a completely anonymous (telephone
survey) setting while those in the ISPCC study completed a brief
questionnaire and returned it (albeit in a sealed envelope) to an
interviewer. Both differences (level of contact and numbers of
questions) increase the likelihood of reporting in SAVI. It is
internationally accepted that more extensive survey formats
provide greater opportunities for people to reveal private and
distressing aspects of their lives.
In terms of the context of abuse, the ISPCC data revealed that
most perpetrators were aged 16 or above (86 per cent). A third of
those reporting contact abuse said the abuser was related to them.
No fathers were reported with 1 per cent of abusers reported to be
stepfathers. Most commonly cited abusing relatives were brother/
brother-in-law (9 per cent), uncle (9 per cent) and cousin (9 per
cent). Most commonly cited non-relatives were neighbours (27 per
cent), male strangers (20 per cent), schoolmate/student (6 per cent),
friend of parent (6 per cent) and religious teacher (4 per cent).
Non-religious teachers were reported as abusers in one per cent of
cases. The participants reported that the abuse usually stopped
because as a child they avoided the abuser (49 per cent), confronted them (13 per cent), told an older person (7 per cent) or left
home (4 per cent). In some situations the abuser “just stopped” (17
per cent) or moved on to another person (12 per cent). Two per
cent of those abused continued to experience abuse after age 16.
The SAVI data presented so far also allows considerable comparison with similar international studies. Comparisons with
other studies were somewhat easier to make for child sexual
abuse. Table 4.22 outlines comparisons with US and UK data. The
US study is a national telephone study of 4,023 adolescents (aged
12–17 and conducted in their homes following parental consent).
It assessed levels of child sexual abuse (Kilpatrick and Saunders,
1997). The UK study was a large student sample (n = 1,224) of those
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aged 16–25 and asked about sexual abuse (by self-report questionnaire) up to age 18 (Kelly, Regan and Burton, 1991). Since SAVI
participants are adults of every age and, by study definitions, are
all already at age 18 and describing abuse before age 17, there are
some difficulties in comparisons. The US study had adolescents
(aged 12–17) reporting abuse at a time when many have not “completed” the period of age risk they describe (to age 18). The UK
study also has some overlap; the youngest students have not yet
reached age 18 years — the cut-off point about which they are reporting. Thus, the following comparisons are made with caution.
Table 4.22: Comparisons of International Child Abuse
Prevalence Rates with SAVI Findings
Abuse of Boys

Abuse of Girls

SAVI
%

Other
Country
%

SAVI
%

Other
Country
%

Any sexual assault *

13.5

3.4

14.8

13.0

Penile penetration

3.0

0.5

2.0

3.3

Object/finger penetration

0.6

0.6

4.4

2.7

All penetration

2.7

1.1

5.6

6.0

Any contact abuse

16.2

20.4

20.4

27.0

Force/Rape

2.7

4.4

5.6

5.1

Type of Abuse

US Study (1997)

UK Study (1991)

* Contact abuse and attempted penetration and oral sex excluding penile and
object/digital penetration

A total of 8.1 per cent of the US sample reported at least one sexual assault prior to the interviews with 42 per cent of the group
reporting more than one experience. About a third (20 per cent)
reported being abused before age 11 years with just over onethird (36 per cent) identifying strangers as the perpetrators. Next
most common was friends (20 per cent) with fewer family members mentioned. These figures, and those in Table 4.3, portray
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quite different experiences for Irish adults who have been sexually abused as children and contemporary American adolescent
experiences as children. Most notable is the higher level of overall
sexual assault noted in the Irish male sample. Levels of very serious sexual abuse (penetration) were similar for girls in the Irish
and US groups with less penetrative abuse of boys in the US
group.
Although both studies were similar in the use of telephone
surveys, the US male group was interviewed in young adulthood.
This important difference should be considered in the context of
some other important methodological differences when comparing these data. Firstly, the US study was as reported by adolescents, speaking by telephone from their own homes and with parental permission. Selection biases in which parents allowed access and the willingness of teenagers to disclose sensitive or embarrassing information on the telephone in the family home may
have prevented the reporting of some episodes. Secondly, adolescents may not construe or remember cases of abuse at the time but
may define these as abuse later in life. They may also be less able,
in terms of emotional maturity or considerations about social
identity, to report such experiences while they are still adolescents. These matters may be particularly salient for adolescent
boys. Furthermore, apart from embarrassment, some children
may have been in abusive home situations where they were unable for fear of their own safety to report abuse. In the SAVI Survey, the aim was that interviews with adults were conducted in
such a way that others in the household were not told the nature
of the survey by the researchers and that the participant was
alone when taking the interview call.
Finally, the US group were reporting on a childhood lived in
the 1980s and 1990s, while the childhood of the SAVI participants
span most of the twentieth century. If, as Finkelhor (1998) suggested, and the SAVI data support, there is a possibility of a real
reduction in the overall incidence of child sexual abuse in the latter decades of the twentieth century, differences across groups in
rates, particularly in rates of less serious forms of contact abuse,
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can explain differences in the findings of the two studies. Such
speculation is made cautiously given the complexity of the data
under discussion.
Prevalence rates in the UK, with a somewhat older target
sample, appear to some extent higher than SAVI data with the
exception of force and rape of girls. It is not clear what effects student status and report format (telephone versus self-report) had
on disclosure rates. Regarding adult sexual violence, the role of
intimate partners in abuse affecting women in SAVI is replicated
in many international studies. Equally, the absence of this group
as a risk to men in the SAVI study is replicated elsewhere. A US
study of 16,000 randomly selected adults found prevalence rates
of attempted or completed penetrative abuse to be 7.7 per cent for
women and 0.3 per cent for men (Tjaden and Thoennes, 2000). Using a wider definition of sexual abuse, a random sample of Norwegian women reported prevalence rates of 10 per cent for violent sexual abuse and an additional 7 per cent for non-violent
abuse (Schei, 1990). Similar figures were found in a New Zealand
study (Mullen, Romans-Clarkson, Walton and Herbison, 1988). In
the broadest summary of comparisons, there is certainly little
comfort in Irish figures on child sexual abuse relative to these
other countries.

P SYCHOLOGI CAL C ONSEQUENCES OF S EXUAL V IOLENCE
As discussed earlier, a limited number of questions pertaining to
psychological consequences were asked of participants who reported any form of sexual abuse. The focus was on post-traumatic
stress disorder (PTSD) as one of the hallmark disorders of serious
sexual abuse. Post-traumatic disorder was selected for study as
there is already a considerable literature on the subject, though
most of it derives from clinical settings rather than population
studies. Post-traumatic stress disorder has well-defined diagnostic
criteria which are easier to elicit than those of many other psychiatric disorders as sufferers usually have considerable insight into
their condition and its causes. The symptoms involve re-
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experiencing the traumatic event (as thoughts, memories or
dreams), persistently avoiding situations which are associated
with the trauma, and a numbing of general responsiveness (impaired relationships with people, for instance, or loss of interest in
activities), and persistent symptoms of increased arousal (easily
startled, irritable, etc.).
Strictly speaking, PTSD requires exposure to some threat to
life or physical integrity, and so it is possible that, for instance,
experiences reported such as indecent exposure might not qualify
(though sexual assault is specifically mentioned in the diagnostic
guide). However, it might also be argued that if an event brings
about the characteristic psychological reactions which constitute
PTSD, the threat involved in the situation must have been traumatic, whether it constituted a physical danger or not. In strict
psychiatric terms, a psychological reaction to an event which is
not life-threatening is called an adjustment disorder. Likewise, if a
person is exposed to a life-threatening event, but their reaction
does not meet the full criteria PTSD, they would strictly be classified as adjustment disorder also. In this report, we are adopting a
simpler approach: all those who report the symptoms of PTSD as
a result of an adverse sexual experience are classified as having
PTSD, regardless of the physical threat inherent in the experience,
and all those who partially met the criteria for post-traumatic
stress were classed as “sub-syndromal” post-traumatic stress disorder.
It is easier to link PTSD with sexual experiences than it is to
link problems such as depression or anxiety, since the criteria demand that symptoms are linked specifically to the threatening experience.
Because psychological consequences can have a cumulative or
compounding effect for people who experience more than one
episode of sexual abuse or assault during their lifetime, participants who had multiple experiences were not asked to differentiate between the events in terms of consequences. For example,
someone who experiences PTSD as the result of child sexual
abuse, and who is raped later in life as an adult, may well experi-
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ence more severe symptoms of PTSD after the subsequent abuse.
This discrimination was also not made for the questions regarding
the participant’s uptake of psychological or counselling services.
Thus, each participant was asked only one set of questions about
any psychological consequences experienced or therapy undertaken, regardless of the number of episodes of sexual abuse that
they reported. This has to be borne in mind in the presentation of
results, as statistical analysis indicates that some, but not all, of
the reported rates of psychological problems in persons who experience adult sexual violence are attributable to their prior experience of childhood sexual violence.
In this study, the PTSD Checklist — Civilian Version (PCL-C)
(Andrykowski, 1998) was used to measure the prevalence of
PTSD among those who reported any form of sexual abuse. This
measure has been used in a telephone methodology previously
and is mainly used as a screening measure. The measure consists
of 17 items that mirror the criteria specified in the Diagnostic and
Statistical Manual, version four, revised edition (DSM-IV-R), and
cover Criteria B, C, and D of the diagnosis. Of the remaining criteria, criterion A specifies that there has been exposure to a significant threat. Criterion E specifies that the reaction must last at least
a month; this criterion is met by all those who are classified as
currently suffering from PTSD, as none had experienced sexual
violence less than a month from interview. The only criterion not
included, criterion F, specifies that the disorder should result in
distress or impairment to the person’s function in social, occupational or other important areas of function. Clearly, rating this is
beyond the scope of a telephone interview. Despite these limitations, the data provided in this study give some indication as to
the possible prevalence of PTSD among those who reported some
form of sexual abuse in the broader community.
Participants were asked to indicate if they experienced any of
the symptoms listed specifically as a result of the unwanted sexual experience that they reported, in order to ensure that they experienced the symptoms as a result of their experience and not
some other trauma. Those individuals who have a specific combi-
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nation of symptoms from all three categories of criteria are given
the designation of meeting the “full” criteria in this study. Individuals who did not meet the full criteria, but met two of three
categories of criteria, were described as having “sub-syndromal”
PTSD.
A distinction was also made between those who currently reported having PTSD symptoms and those who met the above criteria in the past, but not currently (i.e., symptoms have remitted).
They were described here as those with “past PTSD”.
Note that the PCL-C as used in this study cannot definitively
determine whether or not a participant meets the full DSM-IV-R
criteria for PTSD, as Criteria E and F (see above) were not assessed. A full assessment of each participant by a trained professional would be necessary to validate these results. Before participants were asked about specific symptoms related to PTSD that
they may have experienced as a result of abuse, a simple question
about the overall effect the abuse had had on their life was asked.
Overall Effects
All participants who indicated that they had an unwanted sexual
experience, either as an adult or a child, were asked how the experience affected their life “overall”, ranging from “not at all” to
“extremely” (Table 4.23).
Women were more likely than men to rate the overall effects of
their experiences as having affected them “a lot” or “extremely” (19
per cent versus 9 per cent of men). Those who experienced abuse
both as a child and as an adult were more likely to say that it affected their lives significantly (26 per cent) as compared to those
who experienced their abuse only as a child (11 per cent) or as an
adult (14 per cent). As expected, the type of abuse experienced also
greatly influenced how much participants rated their experience as
having affected their lives. Of those who experienced the most serious form of abuse, penetrative, almost one in ten (39 per cent) said
it affected them “a lot” or “extremely”.
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Table 4.23: Overall Effects of Lifetime Sexual Abuse and Violence
Overall Rating of Effects of Abuse
Not at All/
A Little
% (n)

Moderate
Amount
% (n)

A Lot/
Extremely
% (n)

Women

70.5 (379)

10.2 (55)

19.3 (104)

Men

81.9 (249)

9.2 (28)

8.9 (27)

As a child

80.2 (368)

8.5 (39)

11.3 (52)

As an adult

78.2 (111)

7.8 (11)

14.1 (20)

Both as child and adult

60.0 (138)

14.4 (33)

25.6 (59)

Non-contact abuse

90.4 (141)

5.1 (8)

4.5 (7)

Contact abuse

82.6 (346)

7.9 (33)

9.6 (40)

Attempted penetration

73.0 (46)

14.3 (9)

12.7 (8)

Penetrative abuse

44.1 (86)

16.9 (33)

39.0 (76)

Gender

Timing of abuse

Type of abuse

The fact that 70 per cent of women and 82 per cent of men said
their experience affected them only a little or not at all appears to
be related to the type of abuse experienced. For instance, 90 per
cent of those experiencing non-contact abuse reported little effect.
In addition, therapists who work in this area say that those who
have undergone any kind of therapy are more likely to report
more effects as they become aware of more aspects of their lives
that have been influenced by their experiences. Alternatively,
many actively try to deny or minimise the impact on their lives as
a coping strategy: “It must not have impacted on my life because I
have successfully married, have a good job, family, etc.”
The previous Irish ISPCC survey (Irish Marketing Surveys,
1993) also considered people’s perceptions of the impact of abuse
on them. In terms of their perceptions, 35 per cent of those experiencing contact abuse felt it had no real effect, 25 per cent reported
being upset but getting over it quickly, 19 per cent reported effects that lasted a long time but have now been resolved and 21
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per cent reported lasting effects. Interestingly, effects were quite
similar for those experiencing non-contact abuse with, for instance, 16 per cent reporting a lasting effect on them. The findings
of the two studies were quite similar.
Post-traumatic Stress Disorder (PTSD)
The percentage of participants who reported experiencing symptoms of PTSD as measured by the PCL-C (and as defined above)
are given in Table 4.24. This table also examines PTSD by gender,
the timing of the abuse, the type of abuse and the time elapsed
since the abuse occurred.
Past PTSD
Of the women who answered the questions about PTSD (n = 556),
approximately 14 per cent reported a number of symptoms which
would have met the criteria of full PTSD at some point in their
lifetime but not currently. An additional 11 per cent met the criteria for sub-syndromal PTSD, yielding a total of 138 women (25 per
cent) who have experienced a significant number of symptoms.
Sixteen per cent of men who had been abused reported similar
PTSD in the past.
Current PTSD
Almost six per cent of women and three per cent of men reported
a cluster of symptoms that met the full criteria for current PTSD.
An additional 11 per cent of women and six per cent of men met
sub-syndromal criteria. While a large number of participants did
not meet either category of PTSD, this was not very surprising
given the fact that research indicates that in half the cases of
PTSD, symptoms remit, with complete recovery within three
months.
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Table 4.24: The Presence of Post-traumatic Stress Disorder
(PTSD) in the Past or Currently by Various Dimensions of those
Abused as Children or Adults
Past PTSD

Current PTSD

Full
Criteria
% (n)

Subsyndromal
% (n)

Full
Criteria
% (n)

Subsyndromal
% (n)

Women

13.7 (76)

11.2 (62)

5.8 (32)

11.2 (62)

Men

7.4 (23)

9.0 (28)

3.2 (10)

6.4 (20)

As a child

8.1 (38)

9.2 (43)

2.3 (13)

7.9 (37)

As an adult

8.0 (12)

11.3 (17)

2.7 (4)

8.7 (13)

Both as child
and adult

20.6 (49)

12.2 (29)

10.5 (25)

13.0 (31)

Non-contact
abuse

2.5 (4)

5.0 (8)

0.0 (0)

1.2 (2)

Contact
abuse

6.3 (27)

10.5 (45)

2.1 (9)

8.1 (35)

Attempted
penetration

14.7 (10)

11.7 (8)

2.9 (2)

13.2 (9)

Penetrative
abuse

29.0 (58)

14.5 (29)

15.5 (31)

17.5 (35)

Gender

Timing of abuse

Type of abuse

Time elapsed since abuse
Less than 1
year

12.5 (1)

12.5 (1)

0.0 (0)

12.5 (1)

1-2 years

25.0 (10)

12.5 (5)

10.0 (4)

12.5 (5)

3-5 years

13.2 (5)

10.5 (4)

5.3 (2)

10.5 (4)

6-10 years

14.3 (5)

14.3 (5)

2.9 (1)

8.6 (3)

11-20 years

11.3 (17)

12.6 (19)

4.6 (7)

13.3 (20)

More than 20
years

10.1 (60)

9.3 (55)

4.6 (27)

8.3 (49)

Factors which predicted the occurrence of PTSD, both in the aftermath of the event and subsequently, were examined. In both
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cases, the severity of PTSD (none, sub-syndromal or full) was related to the severity of the sexual abuse, with a markedly higher
risk in those who experienced penetrative abuse, in childhood or
adulthood. The severity of PTSD also decreased with the time
elapsed since the sexual violence: for penetrative child abuse, for
example, this decrease corresponded to a predicted prevalence of
full or sub-syndromal disorder in 54 per cent of the women who
had reported PTSD and 39 per cent of the men at five years after
the event. This declined to a 43 per cent and 29 per cent risk 25
years after the event. It must be stressed that these are extrapolations, and that the prevalence of PTSD was much lower for nonpenetrative forms of abuse. Nonetheless, the figures underline the
long-lasting after-effects of sexual violence. Men were significantly
less likely to report PTSD than women at comparable levels of
abuse. Men who had recently experienced contact sexual violence
were as likely to suffer from post-traumatic stress disorder as
women, but the risk fell more sharply with time since the event.
Figure 4.14 shows the predicted risk of current PTSD (either
full or sub-syndromal) as a function of the time that has passed
since the incident and the type of sexual violence — child or adult.
In each case, sexual violence was defined as contact violence, including rape. The predicted risk is for those who experience
childhood sexual violence alone or adult sexual violence alone.
Predicted risk was higher in persons who were victimised as both
children and as adults, but it was not possible to calculate a single
measure of “time since event”. Psychosocial effects other than
PTSD are discussed later in the chapter.
Comparisons were also made with the extent of abuse experienced. As expected, those with less serious forms of abuse were
less likely to meet the criteria for PTSD. Again, if examined critically, it is quite possible that many participants would not have
met the very first criteria of PTSD, that is, that there is a threat to
the physical integrity of the individual and feelings of intense
fear, hopelessness or horror. For example, it seems much less
likely that a participant who only experienced someone exposing
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themselves (and nothing else) would meet this first criteria, as this
experience does not involve risk to physical integrity.
Figure 4.14: Risk of Experiencing PTSD by Time and Type of
Abuse
Child Sexual Abuse

Probablility

25%
20%
15%

Women

10%

Men

5%
0%
< 1 yr
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3 to 5
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Time since event (years)
Adult Sexual Assault

Probablility

20%
15%

Women

10%

Men

5%
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3 to 5

6 to 9

10 to 19

20+

Time since event (years)

PTSD as a Consequence of Incest
Persons experiencing incest in childhood were more likely to meet
full or partial criteria for PTSD. Even adjusting for the severity of
the abuse, risk of PTSD for those experiencing incest are at minimal double that of similar acts of sexual violence perpetrated by
non-family abusers. The predicted risk at ten years from the time
of abuse is presented in Table 4.25.
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Table 4.25: Predicted Level of PTSD at Ten Years for those
Experiencing Various Types of Abuse (% PTSD)
PTSD Prevalence in:

Women

Men

Contact

Penetrative

Contact

Penetrative

Incest

45%

71%

33%

60%

Other forms of abuse

19%

42%

13%

31%

Overall, for each category of abuse, the presence of incest roughly
doubles the risk of experiencing post-traumatic stress disorder.
Comparisons with other Research on PTSD
Kilpatrick and Saunders (1997) reported that almost 30 per cent of
US adolescents who were sexually abused had at some point experienced PTSD with almost 20 per cent still experiencing PTSD
symptoms when interviewed. These figures were set against a
level of PTSD in non-abused adolescents of 6.2 per cent (ever experienced it) and 3.6 per cent (still experiencing it). The SAVI figures are somewhat lower than these but reflect PTSD levels of
those abused both as adults and children.
Other Psychological Effects
Since PTSD symptoms are only one type of many possible outcomes from sexually abusive situations, participants were also
asked in an open-ended format if they experienced any other after-effects of their experiences. A total of 190 people took the opportunity to share other consequences of their experiences. A content analysis of their responses was conducted. Four main themes
were identified: effects on their personal identity; effects on their
interpersonal relationships; other symptoms of mental health difficulties; and effects on their knowledge or awareness of sexual
abuse issues. An outline of these effects by gender and timing of
abuse is presented in Table 4.26.
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Table 4.26: Spontaneously Reported Psychosocial After-effects of
Sexually Abusive Situations
Gender

Timing of Abuse

Men

Women

As a
Child

As an
Adult

Both as
Child and
Adult

% (n)

% (n)

% (n)

% (n)

% (n)

Effects on personal identity
Self-esteem

4.7 (3)

11.9 (16)

2.4 (8)

0.9 (1)

5.7 (10)

Blames self/guilt

4.7 (3)

5.9 (8)

1.8 (6)

2.8 (3)

1.1 (2)

Effect on interpersonal relationships
Trust issues

6.3 (4)

18.5 (25)

4.1 (14)

2.8 (3)

6.3 (11)

Relationship
difficulties

9.4 (6)

12.6 (17)

2.9 (10)

2.8 (3)

5.7 (10)

15.6 (10)

10.4 (14)

3.2 (11)

4.7 (5)

4.6 (8)

Difficulties with
sexuality

Mental health difficulties
Depression/
withdrawal

3.1 (2)

7.4 (10)

1.1 (4)

1.9 (2)

3.4 (6)

Avoidance
behaviours

3.1 (2)

3.7 (5)

1.1 (4)

0 (0)

1.7 (3)

31.3 (20)

38.5 (52)

14.4 (49)

11.3
(12)

5.1 (9)

Somatic symptoms

3.1 (2)

5.2 (7)

0.9 (3)

1.9 (2)

2.3 (4)

Residual fear/
wanting revenge

4.7 (3)

7.4 (10)

1.8 (6)

1.9 (2)

2.9 (5)

Alcohol/drug
problems

6.3 (4)

4.4 (6)

1.1 (4)

0 (0)

3.4 (6)

Anxiety/
Hyper-vigilance

Awareness or knowledge
Effects on
parenting style

21.9 (14)

12.6 (17)

6.8 (23)

0.9 (1)

3.4 (6)

Sensitivity to
issues/awareness

25.0 (16)

9.6 (13)

3.8 (13)

6.6 (7)

5.1 (9)

Learning experience

17.2 (11)

5.2 (7)

2.6(9)

4.7 (5)

2.3 (4)
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Some of the qualitative accounts of these experiences are provided
below.
Effects on Personal Identity
Examples of statements that participants gave in this category include:
“I was just a very nervous child. I just switched off . . .
blanked everything . . . made light of everything. I had a
very poor self-image — worthless.”
“I dress differently — completely covering my body with
long clothes now and have always done so . . . unaware until now the reason why.”

One man admitted that he was still angry with himself for not
disclosing because he felt that other children were abused after
him by the same perpetrator.
Effects on Interpersonal Relationships
Participants cited various effects on their interpersonal relationships. One woman thought that it made her sexually aware at a
very young age and that had further consequences for her when
she was older — that she “knew too much”. A male participant
said he “doesn’t like to be too huggy with the guys; doesn’t like to
be physical with men”. One woman said she lost friends because
she withdrew so much into herself. Another said:
“Subconsciously it may have affected me . . . (I) reacted to
people later on without being fully aware of those reactions.”

Intimate relationships seemed to be particularly affected:
“It took a long time for me to have any sex with (my) husband, or become more intimate.”

Another said:
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“My husband completely rejected me . . . blamed me to the
point where he insisted on separate sleeping quarters.”

A young woman explained that she wants to “get over it”. She
wants another relationship, but is “terrified to go out on dates”.
Mental Health Difficulties
Again, there was much variation in this category. One participant
said they could not swallow food and had stomach problems.
Another described panic attacks and stress which he believed was
“not warranted” for situations in which he experienced it. One
participant said that after the rape, they abused alcohol “to get
away from it”. Lastly, one woman described how it:
“Affects everything you do, your whole life. . . . (I’m) angry
and depressed . . . betrayed, let down, cheated, deprived . . .
just about everything.”

Increased Awareness or Knowledge
A small number of participants felt that they had learned, or even
gained from the experience. One man said that as a result of his
experience, he talks to his children about potential dangers. Another man said it made him “more aware of his instincts — (he)
gets out of situations which make him feel uncomfortable”. One
participant said that for her, it “made me grow up and take control”. This is consistent with some recent literature which finds
that most people find some degree of positive change or personal
growth as a consequence of sexual violence (Frazier, Conlon and
Glazer, 2001).
Mental Health and General Well-being Indices
While not providing a detailed comparison of mental health issues for those who had or had not experienced sexual abuse over
their lifetime, a number of brief checks of well-being differences
were made. A general quality of life assessment, scores on a men-

Results of the SAVI Survey

119

tal health inventory, and proportions of those using psychiatric
medications or hospital services in the past were assessed.
Regarding quality of life, a single summary question was
asked, “In general, how would you rate your quality of life?”
There was a significant relationship between previous abuse experience and current quality of life (Table 4.27).
Table 4.27: Mental Health Indices by Experience and Level of
Abuse
Type of Abuse
No
Abuse

Noncontact
Abuse

Contact
Abuse

Attempted
or Actual
Penetrative Abuse

General quality
of life (Mean, SD)a

4.4
(1.5)

4.5
(1.5)

4.4
(1.6)

4.1
(1.6)

Mental health (MHI5)b (Mean, SD)

16.3
(2.8)

15.7
(2.9)

15.3
(3.2)

14.7
(3.6)

Ever received
medication for
anxiety (%)

7.1

11.9

13.2

36.8

Ever received
medication for
depression (%)

8.9

13.5

15.7

49.8

Ever been a
psychiatric hospital
inpatient (%)

2.2

4.6

5.4

16.9

a

Scores range from 1–5; 1 = very poor to 5 = very good

b

higher scores = better psychological functioning

All participants were asked about their mental health over the last
month using an abbreviated form of the Rand Mental Health Inventory (MHI-5). This consists of five items rated on a six-point
scale, ranging from “none of the time” to “all of the time” (scores
range from 0–30). The MHI-5 is a general measure of well-being
and serves as an indicator of a wide range of psychological distress. The MHI-5 score profile is also outlined in Table 4.27
(higher scores indicate better psychological functioning). Self-
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rated general quality of life was lower in women than men, and
declined with age. Given that, only one group of victims of sexual
abuse emerged with significantly lower self-rated quality of life:
those who had experienced penetrative sexual violence. MHI-5
scores were lower for all those who had experienced sexual violence, with a graded effect visible: the more serious the violence
the person had experienced, the poorer their score. This was especially true for those who experienced incest. This effect was independent of the participant’s sex and age.
Likelihood of having received a prescription medication for
anxiety was higher in women and increased with age. Adjusted
for age, there was an increased risk in all categories of sexual
abuse except non-contact adult sexual assault. Likewise, likelihood of having had an antidepressant prescribed was higher in
women and rose with age. Adjusted for age, there was an increased risk associated with contact and penetrative abuse, both
in childhood and adulthood. Finally, likelihood of admission to a
psychiatric hospital or unit was associated with contact sexual
violence, both in childhood and adulthood.

D ISCLOS URE OF S EXUAL V IOLENCE TO O THERS
Of all the participants who were sexually abused as children, 41.2
per cent had never told anyone about this abuse. Of all who were
sexually assaulted as an adult, just over a third (34.2 per cent) had
never before disclosed the abuse. Overall, 57 per cent of men and
42 per cent of women did not tell anyone about their experience(s)
of sexual violence before the SAVI interview. The type of abuse
experienced and the first person who was told about the experience is summarised in Figure 4.15.
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Figure 4.15: First Disclosure of Child Sexual Abuse or Adult
Sexual Assault by Gender and Person Told
First disclosed to:
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The most remarkable finding from questions on disclosure was
that almost half of all instances of abuse (47 per cent) had not been
told to another person before the survey, i.e., over 500 cases of
abuse in a sample of just over 3,000 people had never been spoken
of publicly before. The finding is both shocking and humbling. It
is shocking in that for every six persons spoken to in the general
public there was an average of one disclosed and one undisclosed
instance of abuse. It is also humbling and reassuring that many
people felt willing and able to report abuse in the context of an
anonymous survey. As discussed elsewhere, all were offered contact details of services where relevant and a sizeable minority accepted details concerning specific clinical services. When asked
why they had decided to share their previously undisclosed experience of abuse, the majority of participants said that it was because they were asked and wanted to help with the survey. As
one participant said, “no one ever asked before and it has been on
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my mind a long time”. Another participant explained that she
was “tired of abuse in Ireland being hidden”.
Levels of non-disclosure were somewhat higher for child sexual abuse (49.6 per cent versus 43.2 per cent). Thus, one in two
cases of child sexual abuse reported to the interviewers had never
been previously described to others. The results also showed
lower levels of disclosure by men for both child and adult forms
of sexual violence.
Of those who previously disclosed abuse to others, over half
(of both children and adults) first told an immediate family member with over a quarter telling friends. Few participants chose a
professional as the focus of their initial disclosure. Fifteen per cent
of men and 25 per cent of women reported having to tell more
than one person before they found someone to help them following an experience of child sexual abuse. Similarly, 26 per cent of
men and 22 per cent of women who were abused as adults
needed to tell more than one person before they got help.
Because the high level of non-disclosure may have serious implications for service provision, a more detailed analysis of the
data was undertaken. The next table (Table 4.28) depicts levels of
disclosure by present age of participant. With the exception of
men reporting adult abuse (who had a varied pattern), older people were less likely to disclose abuse in general. The greatest age
and gender contrast was between young men and women, with
women approximately twice as likely to disclose both child and
adult abuse. Over 60 per cent of young adult men who had been
abused had told no one about their experiences.
Because disclosure may be related to the severity of abuse experienced, this possible relationship was examined more closely
(Table 4.29). In this table, the percentages reflect the numbers of
women and men who did tell at least one other person about their
abuse.
The level or extent of abuse does not appear to have an effect
on whether or not the participants ever disclosed their experience
to someone else. One exception to this, however, is that men who
had experienced attempted penetration as adults were less likely
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(25 per cent as compared to approximately 50 per cent of all other
categories) to tell about their experience.
Table 4.28: Non-disclosure of Sexual Violence by Gender and
Present Age
Never Disclosed Abuse

Present Age
18-29
% (n)

30-49
% (n)

50-69
% (n)

70 +
% (n)

Men

55.3 (26)

52.9 (74)

71.2 (57)

82.4 (14)

Women

22.4 (11)

38.1 (84)

55.1 (65)

59.1 (13)

Men

61.5 (16)

40.0 (26)

62.2 (23)

54.5 (6)

Women

35.1 (20)

34.4 (56)

48.5 (47)

69.2 (9)

Child abuse

Adult abuse

Table 4.29: Disclosure (whether the participant ever told anyone
about the abuse) by Type of Abuse
Type of Abuse

Child Abuse

Adult Assault

Men
% (n)

Women
% (n)

Men
% (n)

Women
% (n)

n/a

n/a

52 (41)

66 (81)

Child pornography

19 (40)

25 (12)

n/a

n/a

Indecent exposure

46 (70)

62 (146)

n/a

n/a

Contact abuse

40 (181)

57 (203)

47 (124)

58 (206)

Attempted penetration

43 (22)

64 (32)

25 (9)

62 (20)

Penetration/Oral sex

43 (40)

56 (89)

67 (13)

58 (97)

Abuse — not otherwise
specified

For those who had never disclosed abuse, the reasons chosen not
to do so were of interest, as they may yield information useful for
public education and awareness programmes. Reasons spontaneously given by the participants are outlined in Figures 4.16 (childhood) and 4.17 (adulthood). Note that participants could give
more than one reason why they did not ever disclose the abuse.
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For those reporting child sexual abuse, the most frequently
cited reason for not disclosing this abuse was feelings of embarrassment or shame. Feeling that the abuse was “too trivial” to tell
anyone else about it was the next most often cited reason. Men who
were abused as children were more likely to give this reason than
were women who were abused as children. (The feeling that the
abuse was too trivial as a reason for non-disclosure is examined in
more detail below.) Of particular concern are those that felt “nobody would believe them” and they “didn’t know who to turn to”.
Figure 4.16: Reasons Child Sexual Abuse Was Not Disclosed to
Others by Gender
Child Sexual Abuse
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Figure 4.17: Reasons Adult Sexual Assault Was Not Disclosed to
Others by Gender
Adult Sexual Assault
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Although the percentage of adults who did not disclose their sexual assault to anyone also cited shame and embarrassment as the
reason for not doing so, the percentage was lower than for those
abused as children. Those assaulted as adults were also more
likely to report that they didn’t want anyone else to know. While
a small percentage of women said that they did not disclose their
experience because they blamed themselves, no men gave this
reason. However, the reason cited over and above all the other
reasons for non-disclosure was because they thought their experience was too trivial. On looking in more detail at the types of
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abuse described by participants as “too trivial”, it is perhaps not
surprising that 22 per cent of cases of adult sexual assault and 40
per cent of cases of child sexual abuse which were not reported
were categorised as non-contact abuse (e.g. indecent exposure).
However, the majority of cases not reported because it might be
seen as too trivial involved some type of physical contact (78 per
cent of the adult assaults considered trivial and 52 per cent of the
child abuse considered trivial). Sexual abuse involving physical
contact includes a very wide range of experiences and it is impossible to make any judgements on the effects that it may have on a
person, especially considering the fact that individuals have different perceptions of what is and is not acceptable. However, it is
harder to reconcile the fact that a small number of people (5 reporting adult sexual assault and 5 reporting childhood sexual
abuse) who experienced the most serious forms of abuse (attempted penetration and penetration) said they did not disclose
their abuse to anyone because they felt that it was too trivial.
Therefore, the stated reason for not disclosing as too trivial cannot
always be taken at face value. Men were more than twice as likely
than women to explain their non-disclosure of abuse as being due
to its trivial nature.
Some individual comments from those interviewed serve to illustrate the challenges to disclosure. Shame was a key factor. The
following statements are from those who were abused as children:
“I have three children of my own . . . if they ever knew, I’d
die.”
“I didn’t go to a counsellor because if my mother ever
knew it would destroy her.” (woman abused by her father
as a child)

Lack of trust was another challenge:
“I wouldn’t talk to friends about it, I don’t trust people.”

Others felt that it might adversely affect important relationships.
For instance:
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“I’d like to be closer to my husband than I am. I’d rather
not tell him . . . I’d be afraid it would pull us apart.”

In some situations, people made the judgement that there was
nothing they or others could do:
“I believe she (mother) knew and there was nothing she
could do.” (woman abused by her father as a child)
“I didn’t tell anyone because it was going on all round me.
No one would have cared.” (man abused as a child by fellow pupils in boarding school)
“The only way to survive was to grow up and stand up to
them. We had no choice. No one believed us.” (man abused
as a child with friends, from aged 8–13 years, by older
group of boys, aged 15–18)

Some individuals felt that the event was too trivial to bring up,
simply stating that there was “no trauma” or “I felt no need”
(man abused as a boy of ten by his 30-year-old neighbour).
In other situations, disclosing to others, in particular reporting
to authorities, was seen in the following way:
“It takes too long and only reminds people of what happened.”

Data from the ISPCC survey in 1993 indicated that, regarding disclosure to others, only 30 per cent told at the time of the abuse
with a further 30 per cent telling later. Thus, 40 per cent reported
not telling anyone else about the abuse. Of the 76 per cent who
gave reasons for not telling at the time, 24 per cent reported it was
because they felt ashamed, guilty, dirty or to blame, with another
24 per cent fearing they would be punished or otherwise get into
trouble. A fifth (19 per cent) did not fully understand what was
going on at the time while 18 per cent were afraid they would not
be believed. Of those reporting abuse, 6 per cent were aware that
other siblings were being abused and 14 per cent felt that children

128

The SAVI Report

outside their family were. Most (80 per cent) reported that they
did not know.
Professional Services Utilised and Participant Satisfaction with
Those Services
One of the main aims of the study was to gain insight into the
utilisation of professional support services by those who are sexually abused or assaulted. Participants were asked about whether
they sought help from professionals. If they did use services, they
were asked specific questions about the services they received.
The questions regarding services focus on the participants’ interactions with the professionals and, in particular, those aspects
which have been shown to cause additional distress to the person
if not handled appropriately (Campbell et al., 1999). This additional distress to the victim by professionals has been called “secondary re-victimisation”.
Gardaí and Legal System
Disclosure rates to Gardaí were strikingly low. Of those who disclosed adult sexual assault, one man (of 98 assaulted — 1 per cent)
reported to Gardaí as did 19 women (of 244 — 7.8 per cent). Regarding childhood abuse, this was reported for 10 (of the 178 —
5.6 per cent) men and 28 (of 290 — 9.7 per cent) women. Thus the
majority of those who experienced sexual abuse or assault did not
report it (these figures are somewhat higher than disclosure rates
in the 1993 ISPCC survey where 1 per cent told Gardaí). Police
reporting rates internationally are also low. For instance, a US
study of over 4,000 women found an 8.5 per cent prevalence of
child sexual abuse (defined as rape) with 11.9 per cent of these
having ever reported to police or other authorities (Hanson, Resnick, Saunders et al., 1999).
Figure 4.18 depicts the number of SAVI participants who reported to the Gardaí by the various categories of sexual violence
over their lifetime (data on women and men combined). The
numbers decline steeply from those who disclosed some form of
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abuse to a SAVI interviewer for the first time to those who said
that they had disclosed to at least one other person at some point
in their lives before this survey, to those who had reported the
abuse to the Gardaí.
Figure 4.18: Disclosure of Lifetime Sexual Violence to SAVI Survey Interviewers Only, to Others and to Gardaí by Type of Abuse
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Reasons people chose to report or not report their experiences to
the Gardaí may be of use in determining future public education
programmes. One explanation for not reporting may be that the
person did not believe their experience to be serious enough to be
reported to the Gardaí. Table 4.30 presents the types of abuse (that
occurred either in childhood or adulthood) that participants reported to the Gardaí. (Note that the percentages represent the
number who indicated that they reported their experiences to the
Gardaí out of all who reported some form of abuse.)
While one might expect that the more serious forms of sexual
violence, such as penetrative abuse, are more likely to be reported
to the Gardaí than the less serious forms, this appears to be the
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case only for those assaulted as adults. Approximately 8 per cent
of those who experienced penetrative abuse (or assaults meeting
the legal definition of rape or rape under Section 4) as adults reported to the Gardaí (compared to 3 per cent of cases of penetrative child sexual abuse). The type of abuse with the greatest proportion being reported to the Gardaí for child sexual abuse was
indecent exposure (10 per cent of cases reported) — what might
be considered a much less serious form of abuse. The reasons for
this discrepancy are unclear. Overall, a very small proportion of
abuse experiences were reported to the Gardaí.
Table 4.30: Types of Sexual Violence Reported to the Gardaí
Abuse Category

Child Abuse
% (n)

Adult Assault
% (n)

Abuse — not otherwise specifieda

n/a

4.1 (5)

Child pornography

0 (0)

n/a

Indecent exposure

10.2 (22)

n/a

Contact abuse (no penetration)

2.3 (9)

1.8 (6)

Attempted penetration

5.6 (3)

0 (0)

Penetration/ Oral sex

3.1 (4)

8.2 (9)

Total

4.6 (38)

3.3 (20)

This category was created to account for any unwanted sexual experiences in
adulthood which participants reported in an open-ended question and which
did not definitively fit into any of the other categories

a

Participants who did not report to the Gardaí were directly asked
in an open-ended question about why they chose not to disclose
their abuse (Figure 4.19). Note that those who already had told
the interviewer that they had not disclosed their abuse to anyone
else in the past were not asked if they reported their experiences
to the Gardaí. Therefore, the percentages reflect only those who
said that they reported their experiences to at least one other person. (For reasons why participants did not disclose their experiences to anyone ever, see earlier in the section on disclosure.)
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Figure 4.19: Spontaneous Reasons Given for Non-disclosure to
Gardaí by Child or Adult Sexual Violence
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The most common reason for non-disclosure of child sexual abuse
to Gardaí was the perceived seriousness of the abuse (15 per cent);
13.5 per cent of men and 16.2 per cent of women thought the case
was too trivial to be reported to the Gardaí. The next most common reason was age (too young to do anything about it) (10 per
cent); 8.4 per cent of men and 11 per cent women. Women were
also more likely to report they felt ashamed, blamed themselves or
feared family reactions and publicity. For adult assault, the most
widely cited reason for non-disclosure was also the low perceived
severity of the abuse (20 per cent). A feeling that the Gardaí
“couldn’t do anything to help” was another common reason. While
the reason “too trivial” could be taken at face value, it was possible
to examine the type of abuse reported to the SAVI study for those
who gave this reason. Surprisingly, a number of those who experi-
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enced penetrative abuse gave this reason (21 per cent of those who
experienced penetrative abuse as a child and 12 per cent of those
who experienced penetrative abuse as an adult).
While many chose not to report to Gardaí, a small number of
participants did choose to report their experiences. Participants
who reported their experiences to the Gardaí were asked a number of questions about their experiences. Figures 4.20 and 4.21
give the proportions of participants who had positive, neutral or
negative experiences with different aspects of the Gardaí services.
However, not all those who reported to the Gardaí were able to
rate all aspects of this experience. Therefore, percentages were
calculated from the total of people who responded to each individual item, as not all participants answered all nine items. Samples for each item vary, ranging from 11 to 16 people for adult
abuse and 13 to 26 people for child abuse.
Over half of all participants who reported an experience of
sexual abuse (in either child or adulthood) to the Gardaí were satisfied with the overall quality of the service they were given. Participants were satisfied with how seriously the Gardaí treated
their situation (89 per cent of those abused as children and 69 per
cent as adults) and that they were not made feel responsible in
any way for the abuse (93 per cent child and adult combined).
However, approximately half of those abused as adults did not
feel that they were given satisfactory information about further
services that can help people who have experienced abuse. A significant minority of both adults (31 per cent) and children (17 per
cent) were dissatisfied with the Gardaí’s sensitivity to their feelings. These findings add to those of the detailed study of law enforcement services for 20 women in a number of EU countries,
including Ireland, who had been raped (Bacik et al., 1998). They
summarised evidence of increasing satisfaction with police services to those who have been abused over the past two decades.
This is undoubtedly as a result of increased training in this area
for police staff. The data here highlight the need for further attention, in particular to the provision of information about police investigations or procedures and about other services. Protocols to
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ensure this information is covered in a clear, comprehensive and
up-to-date manner are necessary.
Figure 4.20: Satisfaction Ratings of Aspects of the Services
Received by the Gardaí for those who Experienced Child Sexual
Abuse
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Figure 4.21: Satisfaction Ratings of Aspects of the Services
Received by the Gardaí for those who Experienced Adult Sexual
Assault
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The SAVI data on experiences with the legal system (beyond reporting to the Gardaí) should be treated with caution since the
numbers of participants who were able to comment on these experiences were so small (there were only six court cases for child
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sexual abuse with four convictions and two court cases with one
conviction for adult sexual assault).
Therefore, additional data about the legal system in Ireland is
presented here to supplement the SAVI data. The DRCC annual
report (2000) recorded 177 cases being reported to the Gardaí by
their clients in 2000 with 14 of these cases going to court. These
resulted in 11 convictions. Eight were for child sexual abuse. A
quarter of these cases (26 per cent) were dropped with almost half
still being processed.
The Garda annual report statistics for the year 2000 (Garda
Síochána, 2000) provide a useful profile of the level and nature of
sexual offences. The total number of sexual assault offences recorded by Gardaí in 2000 was 549 (a 1 per cent decrease on 1999
figures). This overall number appears to be reasonably constant
since the mid-1990s (sexual assaults numbered 561 in 1995, 516 in
1996 and 524 in 1997) (Leon, 2000). Sexual offences constituted 1
per cent of all reported crimes. While figures seemed similar to
1999, the numbers of more violent crimes (aggravated sexual assaults) increased by 33 per cent, i.e. from 9 to 12 cases. This was in
line with a substantial increase in all forms of violent assault in
2000. Figures for incest also increased by 38 per cent from 13 cases
in 1999 to 18 in 2000. It is difficult to evaluate the significance of
changes with such small numbers in particular categories such as
aggravated sexual assault or incest. The year 2000 profile of cases,
criminal procedures and convictions is presented in Table 4.31.
Of all the cases that were reported to the Gardaí, 73 per cent of
offences were considered “detected”. For detected offences, criminal proceedings were commenced in 130 (32 per cent) cases. All
cases were concluded by the time of reporting; there were 27
convictions, i.e. 20.8 per cent of those taken to criminal proceedings and 6.7 per cent of those cases where an offence was detected
by Gardaí. The attrition rate (i.e. the difference between the number of complaints reported to the Gardaí and number of prosecutions) is thus 95.1 per cent. Attrition is often described as the difference between the number of cases occurring and prosecutions.
In this instance, the former figure is unknown. The number of re-
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ports made to the Gardaí are the only possible starting point in the
analysis here. Figure 4.22 depicts this attrition for the various types
of sexual offences reported. (Note that when viewed alongside Figure 4.18, the number of participants who said that they did not report to the Gardaí from SAVI data, this high attrition rate appears
even more stark.) Previous analysis of Garda figures using specific
categories of sexual offence have identified much lower attrition
rates, e.g. 25.9 per cent for sexual assaults (Leon, 2000). Meanwhile
the Cork and Kerry Rape Crisis Centre in-depth analysis of 8 cases
found that of six who approached the Gardaí, four were referred to
the Director of Public Prosecutions and to court (Leane et al., 2001).
There was one conviction from a guilty plea.
Table 4.31: Sexual Assault Offences: Numbers Reported to Gardaí
and Convictions Achieved in the Year 2000
Type of Sexual
Offence

Offence Reported to
the Gardaí

Offence
Detected
by Gardaí

Criminal
Procedure
Commenced

Court
Conviction*

Male
n

Female
n

Total
n

n

n

n

–

238

238

180

51

2

Rape (section 4)

21

31

52

39

11

3

Buggery

23

0

23

18

4

0

Incest

2

16

18

18

1

0

Unlawful carnal
knowledge

0

15

15

14

9

4

Aggravated
sexual assault

3

9

12

9

2

1

Gross indecency

3

0

3

3

2

1

Sexual offences
involving mentally impaired
person

1

2

3

1

0

–

141

408

549

401

130

27

Rape of female

Total

* Results of cases dealt with on indictment (i.e. referred to Director of Public
Prosecution) or summarily (not referred) were combined. In this report, all cases
were reported as concluded.
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There are a few caveats to the attrition rates offered here. First, the
cases noted under court convictions may be unrelated to the cases
reported to the Gardaí in 2000, as the process from reporting to
court proceedings typically takes many months and often more
than one year. Second, assuming that a small, but significant,
number of cases reported to the Gardaí were perpetrated by juveniles, one would not expect these cases to come before adult court
proceedings. Outcomes for juvenile offences differ significantly
from adults, such as commitment to reformatory schools. As
O’Malley (1996) points out, a more “comprehensive set of annual
criminal justice statistics to replace the present fragmented and
incomplete system” needs to be put in place in order to get “an
accurate picture of crime and punishment in Ireland” (p. 378).
Figure 4.22: Attrition Rate from Reported Sexual Offences to
Gardaí to Conviction (data from Garda Síochána annual report,
2000)
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Medical Professionals
Only 17 participants reported child abuse and 21 reported adult assault to medical professionals. These low levels of contact with
medical professional appear typical from previous research. For
instance, only 26.2 per cent of a national sample of US women
raped as adults received medical care following the incident (Resnick, Holmes, Kilpatrick et al., 2000). Reporting the crime to police
and fear of STDs were major factors influencing receipt of medical
care. More women who were physically injured sought care (42
per cent) yet this proportion was even a minority of those who
were physically injured. These authors emphasise the importance
of developing a “post-rape health care” strategy for all those who
have been raped because, even in the absence of physical injury,
there are concerns about sexually transmitted diseases and, for
women, pregnancy.
Figures 4.23 and 4.24 show satisfaction levels with the quality
of service received by those SAVI participants who approached
medical professionals. As with experiences with the Gardaí, not
all of these participants remembered enough about the experience
to rate the services or were willing to elaborate on this experience.
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Figure 4.23: Ratings of Aspects of the Services Received from
Medical Professionals for those who Experienced Child Sexual
Abuse
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Figure 4.24: Ratings of Aspects of the Services from Medical
Professionals for those who Experienced Adult Sexual Assault
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Those who reported child sexual abuse to medical professionals
were less satisfied with the overall experience than those who had
reported adult sexual assault (33.3 per cent dissatisfied as compared to 20 per cent). Most of the participants who had reported
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sexual violence to a medical professional were satisfied with time
waiting to be seen and almost all were satisfied with the confidentiality of their case. However, a significant minority (11 per cent
who reported child abuse and 13 per cent who reported adult
sexual assault) felt that medical professionals made them feel responsible for their experience of sexual violence. Almost a quarter
(22 per cent who reported child abuse and 20 per cent who reported adult sexual assault) felt that their case was not taken seriously. Explanations about, and the conduct of, physical examinations were also a source of dissatisfaction for one in five cases of
child sexual abuse, but were less problematic for adults. These
findings build on those of a recent EU report (Bacik et al., 1998).
Women reported anger and distress with treatment by medical
staff. While general guidelines are in place for doctors dealing
with sexual violence (e.g. American Medical Association, 1992),
there are few specialist services (e.g. one specialist unit in Ireland
at the Rotunda Hospital, Dublin). It should be noted that while
only one of the 29 SAVI participants had used this specialist service, she rated all aspects of that service very highly. Without specialised training, however, doctors may feel reluctant to deal with
the subject because of lack of experience in the area. For instance,
a recent study of “domestic” violence in Ireland found that 39 per
cent of 1,692 women in relationships had experienced partner violence (Bradley, Smith, Long and O’Dowd, 2002). Only 12 per cent
of those who had experienced violence had been asked about it by
doctors. Previous reports such as the Report of the Task Force on
Violence Against Women (Department of Health, 1997) have called
for specialised units in each health board area to address this particular issue.
Counselling/Psychological Professionals
A total of 83 participants from the SAVI sample went for counselling (63 women and 20 men). Figure 4.25 gives the relative proportion according to gender of the type of abuse (whether child,
adult or both) that led to counselling being sought.
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Figure 4.25: Type of Abuse (child, adult or both) of SAVI
Participants Attending Counselling by Gender
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Over half of the women attended for abuse which was
experienced both as a child and adult. A similar proportion of
men attended for child abuse only.
Figure 4.26: Ratings of Aspects of the Services Provided by
Counselling Professionals
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The majority (93 per cent) of participants were satisfied with their
experience of going to counselling. In particular, they were satisfied with the confidentiality with which their situation was
treated. However, 16 per cent were not satisfied with the amount
of time that they had to wait to obtain counselling.
Of particular interest was whether those who experienced incest were more likely to go to counselling. Of those who reported
experiencing incest 25 per cent sought counselling, whereas only
10 per cent of those who experienced sexual violence other than
incest did so. Table 4.32 below shows the predicted probability of
seeking counselling (only counting those where the event happened at least ten years previously).
Table 4.32: Pattern of Use of Counselling Services for those
Experiencing Various Types of Abuse (% counselling)
Women
Sought counselling
for:

Men

Contact
Abuse
%

Penetrative
Abuse
%

Contact
Abuse
%

Penetrative
Abuse
%

Abuse by nonfamily member

16

31

12

24

Incest

32

53

25

44

It is clear that help-seeking was considerably higher in those who
had experienced incest. Thus it appears that counselling services
see a higher proportion of clients with intra-familial sexual abuse
than that which prevails in the general public.
Use of Health Board Services
Only two participants knew about and could evaluate their contacts with child sexual abuse services in the health boards. This
did not allow meaningful evaluation here. This type of evaluation,
to be most useful, would need to include the parents of children
seen for sexual abuse and accounts from children themselves, as
children, experiencing the service. Detailed analyses of the profile
of child sexual abuse cases presenting to health boards in both the
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Republic of Ireland and Northern Ireland have been conducted
and reviewed elsewhere (O’Reilly and Carr, 1999). A project is
currently underway to evaluate the experience of services to
adults for child sexual abuse by the National Counselling Service
(a joint group of the Irish health boards). Research focusing on
children’s experiences of the services they encounter are very
challenging but uniquely worthwhile in this area. CARI (Children
at Risk in Ireland) have done some work with a US psychotherapist, Dr Annie Rogers, to bring the voice of the child to the fore in
describing child sexual abuse. Similarly, Ferguson and O’Reilly
(2001) interviewed a small number of children about their experience of health boards in child protection cases. Some feedback
was very positive while other feedback showed how confusing
and uninformed children can be in these settings.
This section dealt with disclosure to professionals and subsequent experiences of service delivery. In terms of barriers to disclosure and service access, it is important to consider the views of
the general public concerning their willingness to disclose if they
ever experienced sexual violence themselves and whether there
are preferred patterns of disclosure across family, friends and professional contacts. This was considered in a hypothetical way in
this study.
Other dimensions of interest to assess in the public sample
were their attitudes to sexual violence and their perceptions of its
prevalence. Finally, they were asked if they had been exposed to a
range of experiences which could constitute sexual harassment.
Views on likelihood of disclosure of a future experience of sexual
violence were considered next.
Views on Likelihood of Probable Disclosure in the Event of
Experiencing Sexual Violence
Participants were asked how likely they would be to tell friends,
family, a doctor, the Gardaí and a counsellor if they themselves
were unfortunate enough to be sexually assaulted at some future
point (Table 4.33). They rated their probable disclosure on a five-
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point scale ranging from “definitely would tell” to “definitely
would not tell”. If they answered “uncertain”, “probably not” or
“definitely not”, they were encouraged to explain their reasons.
Some participants gave multiple reasons, while others felt that the
question was too hypothetical to be able to give an exact reason.
Table 4.33: Likelihood of Disclosing in the Event of Future Sexual
Abuse
Family
% (n)

Friends
% (n)

Gardaí
% (n)

Doctor
% (n)

Counsellor
% (n)

Definitely not/
Probably not

16.5
(501)

28.8
(870)

14.5
(434)

7.5
(226)

13.4
(403)

Uncertain

11.1
(339)

12.5
(379)

12.6
(377)

6.0
(181)

11.8
(356)

72.3
(2,194)

58.7
(1,775)

72.9
(2,186)

86.6
(2,625)

74.9
(2,260)

Probably would/
Definitely would

Probable Disclosure to Family
Twenty-eight per cent of participants felt that they would have
reservations about telling family members. Of these participants,
more than a quarter (27 per cent) cited shame and embarrassment
as the reason. Fear of worrying or hurting family members accounted for 11 per cent and 6 per cent felt that their family would
not understand or be supportive of them. Another ten per cent
said that they would prefer to deal with matters themselves.
Probable Disclosure to Friends
Many participants (41 per cent) said that they definitely or probably would not tell, or were uncertain about telling friends if they
were abused. Of these, a quarter of participants cited embarrassment as the main reason (similar to those citing this as a barrier
for family); 10 per cent stated lack of trust and fear of gossip and
10 per cent said that they would fear ridicule and not being believed by friends. About a fifth of participants felt that they would
prefer to deal with the matter themselves without involving
friends.
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Probable Disclosure to Gardaí
Over a quarter (27 per cent) of participants expressed reservations
about telling the gardaí if they were sexually abused. Negative
perceptions of the gardaí accounted for 21 per cent of reasons
given; the most frequently stated being a lack of trust. Some of
those expressing reservations (18 per cent) did not see gardaí as
suitable and would see it only as a last resort. Five per cent said
that they would not see the point in going to the gardaí as they
felt that nothing would be done. Another 5 per cent of participants said that they would prefer not to get the legal system in
general involved, with some of these participants stating that the
legal system was for criminals, not victims. About 10 per cent
cited personal reasons for not disclosing to the gardaí, ranging
from being afraid to feeling uncomfortable speaking about the
issue with the gardaí to fearing the risk of stigma. Nine participants noted that friends had had poor experiences with gardaí in
the past. A further five said that the fact that they have family
members employed in the gardaí would be off-putting. Another
group (17 per cent) felt that they would prefer to deal with the
matter themselves. Nine per cent of participants said that they
would consider going to the gardaí, but only if the incident was
very serious or violent.
Probable Disclosure to a Doctor
Very few (less than 15 per cent) felt that they would not go to a
doctor if they experienced sexual abuse. A common reason cited
by those who felt they would not go was negative perceptions of
doctors, such as lack of trust, fear that it would not be confidential
and thinking that their doctor would be insensitive (13 per cent).
A substantial number (6 per cent) felt that they were too close to
their doctor to talk of such matters. Another 5 per cent of participants cited personal matters, such as embarrassment and awkwardness, as the main reason for not considering going to a doctor if abused, while 5 per cent felt that they would rather deal
with things alone. A number of participants (23 per cent) felt that
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they would not automatically go to a doctor if they had been
sexually abused and felt that it would be largely dependant on the
situation and the physical and emotional severity of the abuse. A
small number felt that they would only disclose to a doctor if they
were directly asked whether they had been abused.
Probable Disclosure to a Counsellor
Almost a quarter of the participants were “uncertain” or would
“probably or definitely not” go to a counsellor. The most common
reason given was that they would choose instead to talk about the
matter with someone else (21 per cent). A minority (15 per cent) of
participants reported negative attitudes towards counsellors, such
as not trusting them (22 participants) and having had poor experiences in the past (n = 18). Lack of knowledge about counsellors (for example, what they do and where they are based) accounted for approximately one-tenth of participant reluctance to
receive counselling if they were ever abused. Other reasons included wanting to keep it private (6 per cent), embarrassment or
feeling uncomfortable (4 per cent) and not feeling that they would
need to get this help (10 per cent). Seven per cent of participants
felt that their decision to see a counsellor would depend on how
serious the experience of abuse had been.
Influence of Age and Gender on Willingness to Disclose
Public perceptions of the likelihood of disclosure were examined by
gender (Figure 4.27) and age of the participants (Figure 4.28) and
by experience of abuse (both timing and severity) (Table 4.34).
Both men and women reported that they were least likely to
disclose to friends and most likely to disclose to a doctor (in the
event of an experience of sexual abuse). Men were more likely to
believe they would not disclose to all categories of others. This
gender difference was particularly notable for disclosure to family
and friends; over 40 per cent of men believed they would not tell
friends if they were sexually abused. This suggests the likely
stigma that they expect would be attached to such disclosure. Pat-
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terns by age were less clear. Younger people were less likely to
expect they would tell family members and doctors and more
likely to expect they would tell friends than were others. Those
over age 70 were least likely to tell counsellors or friends.
Figure 4.27: Profile of Probable Non-disclosure in the Event of Being Abused by Gender
Friend
Family
Counsellor

Men

Women
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Doctor
0

5

10

15

20
25
Per cent

30

35

40

45

Figure 4.28: Profile of Probable Non-disclosure in the Event of Being Abused by Current Age Group
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Likely disclosure by previous experience of sexual abuse and the
timing of first abuse is considered in Table 4.34. The most notable
pattern is the relatively high probability of non-disclosure of
abuse to friends; highest for those who have not been abused and
next for those who have been abused in childhood. Conversely,
those abused as adults appeared more reluctant to disclose subsequent abuse to family members.
Table 4.34: Reluctance of Public to Disclose a Future Event by
their Previous Abuse History and Timing of Abuse
Timing of First Abuse
Unwilling to
Disclose to:

No Abuse
% (n)

Childhood
% (n)

Adulthood
% (n)

Family

16.1 (314)

16.8 (147)

19.8 (38)

Friend

31.8 (620)

24.5 (214)

17.9 (34)

Doctor

7.3 (143)

7.1 (62)

10.4 (20)

Counsellor

13.7 (268)

12.3 (107)

13.6 (26)

Gardaí

13.7 (286)

14.1 (123)

13.2 (25)

Level of abuse and reluctance to disclose is presented in Table
4.35. It shows that willingness to disclose to family and doctors
was somewhat lower for those experiencing serious penetrative
abuse. When information on anticipated and actual disclosure to
professionals was combined, actual reporting for those abused
was dramatically lower than anticipations of disclosure by the
whole sample (i.e. 5 per cent actual versus 87 per cent anticipated
disclosure to doctors; 7 per cent versus 73 per cent to Gardaí and
12 per cent versus 75 per cent to counsellors). Some people qualified their views on willingness to disclose to doctors by saying
they would attend and tell doctors if they deemed it medically
necessary.
Participants were asked if they would know where to go/who
to go to if they experienced sexual violence at a future stage in
their life. Overall, almost three-quarters (72.4 per cent of participants) said that they would. However, almost a fifth of females
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(18.7 per cent) and 36.8 per cent of males felt that they would not
know where to go if they were in this situation. Of those who said
that they would know where to go, almost a tenth cited their doctor and a similar number said that they would go to the Gardaí.
Just over 5 per cent (n = 113) felt that they would go to the Rape
Crisis Centre while 79 participants said that they would contact a
counsellor or psychologist if they were sexually abused. Other
frequently cited sources were social services (n = 37) and the Rotunda Sexual Abuse Treatment Unit (n = 24). Quite a few participants (n = 37) felt that, while they did not know there and then
where they would go if they were sexually abused, in the event of
it happening they would use the telephone directory to find
emergency/help-line numbers.
Table 4.35: Reluctance of Public Disclosure by Severity of
Lifetime Experience of Abuse
Unwilling
to disclose
to:

No Abuse
(n = 1,955)

Noncontact
Abuse
(n = 257)

Contact
Abuse
(n = 537)

Attempted or
Actual Penetration/Oral Sex
(n = 274)

% (n)

% (n)

% (n)

% (n)

Family

16.1 (314)

16.7 (43)

16.9 (91)

19.0 (52)

Friends

31.8 (620)

26.5 (68)

21.8 (116)

23.4 (64)

Doctor

7.3 (143)

5.4 (14)

6.7 (36)

12.0 (33)

Counsellor

13.7 (268)

12.9 (33)

12.5 (67)

12.0 (33)

Garda

14.8 (286)

13.8 (35)

13.2 (70)

15.7 (43)

Comparisons of Sexual Violence Profiles from SAVI Population
Data and Sexual Abuse Service Use Data
Uptake figures are not available for sexual abuse services nationally. Some comparisons with accessible data were made to consider if there were obvious differences between self-referred
abuse and those reporting abuse as a result of a random survey
(Table 4.36).
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Table 4.36: Comparison of SAVI Profile of Abuse with Abuse as
Presented to Selected Sexual Abuse Treatment Agencies: Crisis
Telephone Callers and Attenders at Counselling Services
SAVI
Type of Contact

%

DRCC a

CARI

7/98–6/99
%

7/99–6/00
%

1/99–12/99
%

1/00–12/00
%

Crisis Line Callers
Type of abuse reported:
Child sexual
abuse

78

57

56

–

–

Adult abuse/
rape

8

40

41

–

–

Both

14

3

3

–

–

Female

55

79

81

–

–

Male

45

21

19

–

–

(n = 697)

(n = 704)

n/a

n/a

Families

n/a

n/a

(n = 244)

(n = 263

Children only

n/a

n/a

(n = 99)

(n = 86)

Gender distribution

Counselling Service Clients
Adults

n/a

Gender distribution
Female

76

87

85

74b

70b

Male

24

13

15

26b

30b

UC
(n = 8)

16
(n = 21)

15
(n = 19)

n/a

n/a

Pregnancy (of
those at risk, by
age, gender
and contraception practices

Data recalculated from DRCC annual report figures to exclude sexual harassment cases.
a

Percentages of male and female (child) clients — as available in CARI annual
report.

b

UC: Unable to calculate: since SAVI did not collect information on contraceptive
practice, it is not possible to estimate those who could become pregnant as a consequence of rape.
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The profile indicates that the majority of abuse experiences in
SAVI occur in childhood while adult sexual assaults are more represented in the DRCC client crisis telephone caller profile. This
may reflect levels of disclosure or the perceived profile of DRCC
as a service organisation for adults (in comparison to other telephone services dedicated specifically to child care). Women also
constituted a higher proportion of the DRCC telephone crisis
counselling client group than was represented in the SAVI population data. Gender patterns were repeated in terms of the clients
who attended for counselling sessions at the DRCC. In terms of
the proportions of men and women experiencing abuse versus
attending counselling, one in four (24 per cent) of those abused
were men in SAVI while about half of that, one in eight, were the
proportion of men attending DRCC counselling. DRCC service
uptake figures for men reflected those reported in SAVI; men being less likely to attend services following sexual violence.
Calls made to CARI (Children At Risk in Ireland), a service
which deals mainly with child sexual abuse, also show a gender
difference with most clients being female. CARI figures are not
directly comparable with SAVI or DRCC since they reflect child
client attendance.
It is not possible to draw inferences about the prevalence of
pregnancy as a consequence of sexual abuse from SAVI. However, the fact that eight such pregnancies were reported was notable. One in seven female DRCC clients who could become pregnant did report pregnancy as a consequence of sexual violence.

P UBLIC P ERCEPTIONS OF S EXUAL V IOLENCE
Estimating the Prevalence of Sexual Violence
Participants were asked to estimate the level of sexual violence in
Irish society today by various categories. Table 4.37 shows the
median estimates alongside the prevalence rates obtained in the
SAVI study.
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The table shows the median estimates made by participants of
the prevalence of various types of sexual violence. The median, or
50th percentile, is the value at or below which half the estimates
lie. Half of those interviewed estimated the percentage of women
raped as adults at 19 per cent or less.
Table 4.37: Public Perceptions of the Prevalence of Sexual
Violence Compared to Levels Obtained in SAVI Survey
Prevalence
Category

Median
Value
Estimated
by Public %

Results
of this
Survey
%

% Who
Underestimated

% Who
Overestimated

Percentage of
women raped or
sexually assaulted
as adults

19.0

20.0

29.3

16.4

Percentage of men
raped or sexually
assaulted as adults

7.5

9.0

33.6

20.1

Percentage of girls
raped or sexually
assaulted by a nonfamily member

15.0

15.0

30.8

21.2

Percentage of boys
raped or sexually
assaulted by a nonfamily member

10.0

14.0

41.0

14.5

Percentage of girls
experiencing
incest*

10.0

5.6

16.0

46.0

Percentage of boys
experiencing incest

8.0

2.5

14.0

54.0

Percentage of child
sexual abuse
perpetrated by
children or
adolescents

30.0

26.0

17.6

9.6

* Incest is defined widely here: sexual relations between members of the same
family including parents, grandparents, siblings, step-parents, foster-parents,
aunts, uncles and cousins
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On first inspection, public perceptions of levels of sexual violence
were broadly in line with the SAVI Survey findings in general. In
the case of incest, however, public estimates of its frequency were
considerably higher than those obtained from the survey, even
though a broader definition of incest was used than the strictly
legal one (one which is probably more in line with common perception of incest). Population estimates of the prevalence of incest
were twice as high for girls as that reported with estimated levels
almost three times higher than reported for boys.
The data were examined to see what proportion of people
were seriously wrong about the prevalence of sexual violence.
“Seriously wrong” was defined as underestimating the true figure
by at least half, or overestimating it by at least twice.
The most frequent pattern was of underestimation; about a
third of those interviewed underestimated the prevalence of rape
and child sexual abuse by non-family members by at least a half.
While overestimates were less common, taken together with underestimates, they show that about 50 per cent of those interviewed were seriously wrong about the frequency of sexual violence, either because they overestimated or underestimated it.
The Relationship between Participant Gender and Over- or
Underestimation
In all estimates of the prevalence of sexual abuse and rape,
women were significantly more likely to overestimate than men;
typically, four times as many women overestimated as men (data
not shown). Men were more likely to underestimate then women;
typically twice as many men as women underestimated. All these
differences were statistically significant. Only in the case of estimating the percentage of child sexual abuse perpetrated by children or adolescents did the two sexes come close to the same pattern of errors, although women tended to overestimate slightly
more often than men.
The initial impression of agreement given in the table gives
way, on examination, to the more salutary finding that a substan-

Results of the SAVI Survey

155

tial proportion of participants were seriously wrong about the
prevalence of sexual violence, with women more likely to overestimate and men more likely to underestimate the extent of the
problem.
The percentages of sexual abuse cases coming to the attention
of police and resulting in court convictions were also considered
by comparing general population estimates and actual percentages as identified in the SAVI survey (Table 4.38).
Table 4.38: Public Perceptions of Reports to Gardaí and Court
Outcomes with SAVI
Prevalence Category

Estimated by
Public %

Results of this
Survey %

Percentage of women who
report their experience to Gardaí

33.5

7.1

Percentage of men who report
their experience to Gardaí

15.8

2.6

Percentage of court cases that
result in guilty verdict

45.9

*

* These numbers were very small (eight cases and five convictions), so they may
be misleading.

Here the public substantially overestimate the proportion of cases
of sexual violence that are reported to the Gardaí; for women, the
overestimates are almost five-fold and for men they are six times
the actual levels. While it is possible to calculate estimates of conviction rates from SAVI (five of eight cases or 62 per cent), these
bear little relationship to national Garda figures (see Table 4.31
where 20.8 per cent of court cases resulted in conviction in the
year 2000). From this, the public also overestimated court convictions. Overall, the public perception is of a much greater proportion of cases coming forward and being successfully convicted
than is the reality as seen from SAVI and official Garda statistics.
In terms of patterns elsewhere, studies with a more detailed
focus on sexual violence (as distinct from crime), show higher levels of abuse reported but with no change in proportions reporting
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to police. Thus, two large studies of reporting of child sexual
abuse showed rates as low as 3 per cent (Finkelhor and DzuibaLeatherman, 1994) and 15 per cent (Kilpatrick and Saunders,
1997). SAVI population estimates that women are more likely to
report than men is also borne out by information on those sexually abused in SAVI and by international data.
Public Attitudes to Sexual Violence
Respondents were asked if they agreed or disagreed (or were uncertain) with statements concerning general beliefs about sexual
violence (Table 4.39). A number of points are important in interpreting this table. Firstly, all percentages refer to those participants agreeing with the relevant statement. Secondly, statistically
significant differences in the percentages of men and women endorsing items are signified by asterisks. Those without asterisks
were endorsed by similar percentages of men and women. Beliefs
were categorised by whether they focused on the abused person
or the perpetrators, or beliefs concerning causes, consequences
and reporting of sexual violence. Finally, items in the table were
labelled either true or false. This broad categorisation is for
illustrative purposes rather than being a definitive way to classify
such statements. Public awareness campaigns may wish to focus
both on increasing the population’s knowledge about facts (e.g.
“most perpetrators are known to those they abuse”) and on increasing the population’s understanding that broad generalisations or stereotypes may be unhelpful (e.g. the belief that “men
are less affected by the experience of sexual assault than
women”).
Overall, the SAVI sample expressed an understanding of rape
“myths” and misconceptions. For example, the following levels of
agreement were expressed regarding statements such as “a raped
woman is usually an innocent victim” (85 per cent) and “a date
rape can be just as traumatic as rape by a stranger” (92 per cent).
However, it seems that common rape myths still prevail in a significant minority of the Irish public. Almost a third (29 per cent)
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of participants felt that “women who wear short skirts or tight
tops are inviting rape” and 40 per cent felt that “accusations of
rape are often false”.
Table 4.39: Agreement with a Series of Beliefs about Sexual
Violence
Men
% Agreement (n)

Women
% Agreement (n)

A woman can be raped by her husband
(True)a

91.9
(711)

94.7
(734)***

Men can be raped (True)

90.6
(657)

91.1
(730)

A raped woman is usually an innocent
victim (True)

85.6
(663)

84.6
(657)

Rape victims are usually young and
attractive (False)a

28.1
(218)

11.9
(92)***

A man who is sexually assaulted by another
man must be homosexual or have been acting in a gay manner (False)

24.7
(180)

20.2
(162)

A person being raped could stop the rapist if
they really wanted to (False)

10.4
(76)

4.4
(35)***

Most rapes are carried out by someone
known to the victim (True)

82.9
(604)

81.8
(658)

Women sometimes sexually abuse children
(True)

73.6
(568)

73.1
(565)

Men who sexually assault other men must
be gay (homosexual) (False)

40.8
(316)

26.9
(209)***

Child abuse is mostly committed by
strangers (False)

11.8
(91)

6.6
(51)**

Beliefs about victims of sexual violence

Beliefs about perpetrators of sexual violence
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Table 4.39 cont’d
Men
% Agreement (n)

Women
% Agreement (n)

The reason most rapists commit rape is to
control and dominate another person (True)

60.9
(470)

71.2
(553)***

The reason most rapists commit rape is
overwhelming sexual desire (False)

46.6
(339)

34.0
(273)***

Women who wear short skirts or tight tops
are inviting rape (False)

30.2
(220)

27.4
(220)

Beliefs about the causes of sexual violence

Beliefs about the consequences of sexual violence
A date rape can be just as traumatic as rape
by a stranger (True)

92.0
(667)

93.0
(748)

Men are less affected by the experience of
sexual assault than women (False)

40.5
(313)

30.1
(234)***

Sexually experienced people are less
traumatised by rape (False)

23.8
(173)

18.3
(147)*

Accusations of rape are often false (False)

42.3
(327)

37.9
(294)

Accusations about having been sexually
abused as a child are often false (False)

24.1
(175)

17.3
(138)***

If a rape victim isn’t visibly upset by the
experience, it probably wasn’t a rape (False)

16.2
(125)

16.5
(128)

When a woman says “no” to sexual advances, she really means “yes” (False)

7.3
(53)

3.4
(27)***

Beliefs about reporting sexual violence

Statements rated as false are either clearly untrue or deemed unhelpful by professionals in this area because they either blame the victim or are used as rationalisations by the public to decrease their perceptions of their own risk.
a

* p < .05; ** p < .01; *** p < .001.

Significant differences between males and females were found for
12 out of 20 items. Men showed themselves to be significantly (p <
0.001) more accepting of rape myths, particularly regarding males
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and sexual violence, such as “men who sexually assault other men
must be gay” and “men are less affected by the experience of sexual assault than women”. This gender difference can also be seen
in attitudes towards motivation for rape. Men were significantly
more likely (p = <0.001) to agree that “the reason most rapists
commit rape is overwhelming sexual desire” and that “rape victims are usually young and attractive”. Another rather worrying
group of attitudes held by significantly more men than women (p
= <0.001) were the beliefs that “a person being raped could stop
the rapist if they really wanted to” and that “when a women says
no, she really means yes”.
Other surveys of rape attitudes have also found men to be significantly more accepting of rape myths (Burt, 1980; Williams,
Forster and Petrak, 1999; and Ward, 1988). These rape myths tend
to be more doubting and critical of victims and less harsh on the
perpetrators of sexual violence.
Attitudes Concerning the Education of Children about the Risk
of Abuse
Participants were asked whether they themselves had been told
about the risk of sexual abuse as a child. The vast majority (88.4
per cent) said they had been told nothing. Of those who had, the
mean age that abuse was discussed was nine years and over twothirds (70 per cent) were told by their mother. Participants were
then asked whether they had discussed the matter of sexual abuse
with their own children (if they had any). Over half of participants with children had spoken about sexual abuse with them
(55.2 per cent) and almost a third of those who had not discussed
it said that it was because their children were still too young. Furthermore, the majority of participants (86.2 per cent) who had
spoken to their children on the matter reported having felt fairly
or very confident in their ability to do so. This suggests that the
Irish population may have become more open to discussing sexual abuse. Of those participants who had chosen not to speak to
their children about sexual abuse, almost a fifth (19.5 per cent) felt
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that sexual abuse was unlikely to occur in their own family or
community. Approximately 10 per cent felt that there was no
need as it was already covered at school. A further 10 per cent felt
that there was no need to discuss sexual abuse with their children
as it did not happen in “those days” (i.e. in the past when their
children were growing up).
Attitudes towards the Media
Participants were asked if they felt that media coverage was damaging or beneficial, or if they felt it had no effect (see Table 4.40).
They were also asked to explain their answers.
Table 4.40: Attitudes towards Media Coverage of Sexual Abuse
and Violence
Attitude to Media

% (n)

Somewhat damaging/Very damaging

17.3 (500)

No effect

6.7 (193)

Somewhat beneficial/Very beneficial

76.0 (2,191)

The majority (76 per cent) of participants felt that the media coverage of sexual abuse and violence was either somewhat or very
beneficial. Men and women did not differ significantly in their
views. The main reason (stated by 60.3 per cent of participants)
was that coverage increases the public’s awareness of the problem
and educates people as to what is happening. As one participant
put it, “forewarned is forearmed”. Some participants also felt that
the media can help victims (5.2 per cent) although very few felt
that it deterred perpetrators (1.3 per cent). Almost a fifth (17.3 per
cent) of participants felt that media coverage was damaging or
very damaging. The main explanation for this was that there is
too much exposure (6.8 per cent), which could make people “immune . . . and desensitised” to the subject. Participants also felt
that media coverage could be damaging, in that it encourages
perpetrators (3.3 per cent), “it might tempt someone into abusing
a child”, while 3.5 per cent felt that it is damaging to the abused
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person and their family. A further 69 participants (2.4 per cent)
thought that the current media coverage on sexual abuse was not
appropriate viewing for young people or a general audience. Under a tenth of participants felt that media coverage had no effect,
with 113 (3.9 per cent) participants saying that this was due to
there being too little coverage.
The role of the media has been addressed in other studies in
Ireland and elsewhere. The power of the media has been addressed in terms of changing both policy and attitudes. One description of their power in this regard is “Legislation by Tabloid”
(Goddard and Saunders, 2001). Detailed analysis of sexual abuse
coverage in Ireland has been reported (McDevitt, 1998) as has an
analysis of media representations of particular types of abuse, e.g.
abuse by clergy (Breen, 2000).

S EXUAL H ARASSMENT
Traditionally, researchers have defined and investigated sexual
harassment as a form of discrimination which takes place in a
work or educational setting. This tradition is mainly due to the
fact that the term sexual harassment first emerged in a legal context where women sought legal recourse for the negative consequences of trying to work or study in an atmosphere of intense
sexual pressure or innuendo. While these strict definitions of sexual harassment have been expanded (e.g., to include men) and
refined both in the courts and in psychological research, a broader
view of sexual harassment as behaviours that fall along the continuum of sexual abuse and violence has also emerged. Viewed in
this way, sexual harassment exists both within and outside the
context of work, with discrimination being only one of the possible consequences of such experiences. In this study, sexual harassment has been examined both broadly (i.e., as a sexually offensive experience which can happen in any context) and in the traditional manner (i.e., as a sexually offensive experience which occurred in the context of a work or educational environment). The
items used to study these experiences have been used previously,
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and are a subset of the items which form the Sexual Experiences
Questionnaire (SEQ-DoD) (Fitzgerald et al., 1999). Previous researchers have recommended that a recent time frame be used in
conjunction with these items; therefore, only sexual harassment
which was experienced in the previous 12 months was queried.
Thus, the incidence rather the prevalence of sexual harassment
has been examined in this study.
A small but significant number of both men and women reported incidents of a sexually harassing nature in the past year.
Some form of sexual harassment was experienced at least once
during the last 12 months by 16.2 per cent of women and 12.6 per
cent of men. Women were more likely than men to experience almost every type of sexual harassment examined in this study
(Figure 4.29). The experience most frequently reported by women
and men during the last 12 months was someone making crude
and offensive remarks, either publicly or privately to them (12.8
per cent and 9.8 per cent, respectively). Alternatively, the experience of having someone threaten them with some sort of retaliation for not being sexually co-operative was reported by the least
number of women and men (both at 1 per cent).
As not all of the items can be viewed as having the same impact on the person who experiences them, if a participant indicated that they did experience one of the above items, they were
asked how distressing the incident was to them (Figure 4.30).
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Figure 4.29: Incidence of Sexual Harassment in the Last 12
Months by Gender
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Figure 4.30: Level of Distress Reported by those who Experienced
Sexually Harassing Behaviours
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Figure 4.30 indicates the levels of distress experienced by participants. For example, “shown pornography”, which was described
to participants as having someone who “displayed, used or distributed pornographic or suggestive materials to you or in your
presence in an offensive manner” was rated by very few of those
who experienced it (7 per cent) as “very” distressing. This can be
contrasted to those who reported experiencing stalking. Stalking
was defined by interviewers as being “actions like following you,
waiting for you without your approval, writing or talking to you
against your wishes, or implying threats”. While only 12 men and
19 women reported having experienced “stalking” in the last 12
months, very few (7 per cent) rated it as “not at all distressing”,
while the majority (80 per cent) rated it as “quite” or “very” distressing.
Sexual Harassment in the Workplace or in an Academic Setting
As previously described, researchers have traditionally limited
their examination of sexual harassment to the workplace, and
more recently, to the academic setting. Where participants reported sexual harassment by their “superior”, “boss”, “coworker”, “fellow employee”, or “teacher” they were included in
the following analyses. A total of 46 women (2.9 per cent) and 40
men (2.6 per cent) of the SAVI sample indicated that they experienced at least one form of sexual harassment by someone within
their work environment. To further explore whether or not these
experiences of sexual harassment (legally defined) impacted on
their work, participants were asked how much the experiences
affected their work. Of those who responded, 27 per cent indicated that it affected their work “somewhat” to “very”, as opposed to those who said “not at all” (73 per cent). This may partly
explain why very few indicated that they informed their employer about the situation (15 per cent of those women describing
workplace harassment and 12.5 per cent of men). Reasons cited
for not informing their boss or another person in authority were
given by 40 participants. Nine indicated that they did not find the
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situation serious enough to do anything about it. Six reported
dealing with the situation in their own way (e.g., “dealt with (it)
myself — didn’t want to get him in trouble”). Five indicated that
it was embarrassing, but considered the experiences to be more
like jokes than harassing behaviours. Three participants indicated
that they “didn’t like to talk about it” or didn’t “want to cause
trouble”, while another four reported that they feared they would
come across as “petty” or would not be taken seriously. Of perhaps the most concern were the three who indicated that the person doing the harassing was the most senior person in the work
environment. As one participant explained, this “person is in
charge of the office — the most senior in the chain”.
In a recent report on workplace bullying in Ireland (Task Force
on the Prevention of Workplace Bullying, 2001), much lower percentages of women and men were found to have experienced sexual harassment in the workplace. They found 0.4 per cent of
women and 0.08 per cent of men experienced sexual harassment
over a six-month period. Assuming the incidence rate would remain the same over a 12-month period (i.e., doubling the figures
to compare with the SAVI results), this yields figures of 0.8 per
cent and 0.16 per cent for women and men, respectively. While
these figures remain much lower than those found in the SAVI
study, one explanation is that the methodologies of the two studies are significantly different. While both were conducted with
members of the general public over the telephone, the study on
workplace bullying used a definition of bullying as a gating question. That is, if the respondent indicated that “yes” they had experienced bullying according to this definition, they were then
asked a series of questions about that experience in more detail. It
was after the respondent described the incident that the interviewer then categorised their experience, with one possible category being sexual harassment. The SAVI study methodology differs in that it asked multiple behaviourally specific questions.
Thus, participants had a number of opportunities to indicate that
they experienced some form of sexual harassment.
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Queries about two additional experiences related to sexual
harassment (outside of the workplace) were included: obscene
phone calls and sexual “jokes”. Participants were asked if they
experienced either of these types of incidents in their lifetime (as
opposed to over just the last 12 months). Obscene phone calls
from strangers were experienced by 26 per cent of the sample,
while obscene phone calls from someone known to the participant
were experienced by a fewer number (9 per cent). If a participant
indicated that they had received these types of calls, they were
asked to indicate the total number they received in the past year.
While the majority (65 per cent) did not receive any in the past
year, 17 per cent reported that they had received at least one,
while nine people indicated that they received at least 50. When
asked how distressing these phone calls were to them, the majority reported that they were “quite” or “very” distressing (55 per
cent).
Previous literature has documented the potentially abusive nature of many initiation rituals that are sexual in nature. These initiations or “jokes” often occur in school or other group settings.
An open-ended question was asked about lifetime experiences of
this nature and 101 participants (3.2 per cent) reported that such
an incident had happened to them. A similar number of women
and men reported these experiences (49 and 52 respectively). Participants were asked to briefly describe the event and these events
were later categorised. Eleven described events that occurred on
pre-wedding occasions, i.e. stag or hen nights, where participants
felt uncomfortable with the situation which usually consisted of
having to watch or touch a stripper or play with sex toys. An extreme example of this type of experience was being stripped and
tied to a lamp-post. Strippers at birthday parties also caused discomfort to five participants. Uncomfortable situations at work
parties (such as being prompted to act in a sexually explicit way)
happened to a further five participants. Feeling embarrassed by
sexually explicit suggestions or jokes was cited by six participants,
while nine participants said that they had felt peer pressure to do
sexual things that they felt uncomfortable with, such as during
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games like spin the bottle. Other initiation-type rituals that
seemed to happen at school were described. These included other
boys grabbing one participant’s testicles and older girls ganging
up on the younger girls in the changing room. Ten participants
said that they would prefer not to describe what had happened to
them, suggesting the potentially upsetting nature of such events.
All participants who reported these types of events were asked
how distressing the incident was to them at the time. A total of 43
per cent said the experience was “quite” or “very” distressing,
while only 29 per cent found it “not at all” distressing. Women
appeared to be more likely than men to find the situation “quite”
or “very” distressing (56 per cent versus 35 per cent, respectively).
These finding indicate the very real distress that friends and coworkers may unwittingly inflict on others in the name of “harmless fun”.

S URVEY P ARTICIPATION E FFECTS
As described in the Introduction, the SAVI study was the first national telephone survey conducted on such a sensitive and difficult topic in Ireland. Not only is sexual violence difficult to discuss, but professionals agree that those who have experienced
sexual abuse or assault may be quite vulnerable to unprompted
events such as a survey. As clearly expressed in the WHO (1999)
document, it is for that reason that research in these sensitive areas must not be carried out at the expense of those who participate. Indeed, the safety and well-being of participants was of
paramount importance throughout this research project. Although the results of the feasibility study suggested that the
methodology was acceptable, because the sample was small (n =
73), it remained largely unknown if the ethical and safety considerations put in place were not only adequate, but also put the
safety and potential needs of the participants first.
While the effects of such an undertaking can never be entirely
known, a small amount of data was collected for the purpose of
monitoring and examining the effects of this type of study on both
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the general public and the researchers involved in its completion.
The evidence for the survey’s effects on those involved with it is
presented below.
Effects on the Participants
Utilisation of the Freephone
As previously discussed, the freephone was set up for a variety of
reasons. In order to examine how this number was used by both
the participants and those who chose not to participate, a record
was kept of these calls and included such information as when
they called, their gender, and their stated reason for calling the
freephone number. The total number of calls that were recorded
during the three-month period of interviewing was 172. A small
percentage of callers (7.5 per cent) hung up immediately upon
hearing the greeting (i.e., that they had reached the freephone
number at the College of Surgeons) so no information could be
ascertained from these calls. Slightly more women than men used
the number (55 per cent versus 45 per cent, respectively). For
those calls where the reason for the call was recorded, the vast
majority used the freephone to verify the study (62 per cent). The
next most often given reason was to re-contact the interviewer to
alert them that they either needed to re-schedule a previously
scheduled interview, or were available to take part in the interview right then. Less common reasons for calling the freephone
number were to query how their phone number was obtained or
to say that they did not want to take part in the survey (both at 3
per cent). Of particular interest was the number of people who
might use the freephone to complain or object to the study. Only
10 calls were made to the freephone for this purpose. Of these,
one was a Garda phoning to say he had received a complaint, and
wanted to confirm that an authentic study was being conducted.
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Results of the Follow-up Calls
All participants were asked if they would be willing to be recontacted for a follow-up call after participating in the survey.
(For a detailed explanation of the purpose of a follow-up call, see
the Methods section in Chapter 2.) Follow-up calls were made to
71 per cent of the SAVI sample (see Table 4.41). If the participant
specifically stated that they would prefer not to be called back
(typically stating that they were too busy), a call was not attempted. This accounted for 301 (9.6 per cent) of the sample.
When this was the case, the participant was encouraged to take
note of the freephone number if, on reflection, they had anything
to add or query. The remaining participants who did not receive a
follow-up could not be contacted. Interviewers attempted to call a
participant back three times if s/he had not disclosed abuse and
six times if s/he had.
Table 4.41: Follow-up Telephone Calls Made Two to Three Days
after the Survey
Final Outcome of Call
Completed follow-up calls

Number of Participants
2,206

Recontact not successful

613

Asked not to call back

301

Total

3,120

When asked at this follow-up call, a small number of people reported being upset by the interview (2.9 per cent). A further six
participants indicated that they were worried, with six indicating
that they felt “down” (i.e. negative or depressed feelings) immediately following the interview as a result of the questions asked.
However, all of these participants reported feeling “ok” or better
at the time of the follow-up call.
Other Evidence of Effects of the Survey on Participant Well-being
As described in the section on ethical and safety issues, all interviewers were trained to monitor the participant’s distress during
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an interview. While the number of times that an interview was
stopped and then continued (because the participant wished to
complete the survey) was not recorded, there were only two occasions in which an interviewer felt serious concern about a participant during the course of the interview. One person (a young
woman) spontaneously reported that she currently had suicidal
ideation. The interviewer immediately stopped the interview and
assessed the seriousness of these statements (as outlined in a
standard safety protocol developed before the study). The participant admitted that she had these feelings from time to time, but
had never acted on them in the past. The interviewer then explored with the participant what strategies she might use to cope
with these feelings in the short term, and where she might go to
get further help for herself. She agreed to contact a help-line she
had often used in the past, and agreed to be re-contacted by the
interviewer for a follow-up call. On re-contact the following day,
she stated that she was feeling better and confirmed that she had
made an appointment with her doctor. Four people contacted for
the survey later contacted the Dublin Rape Crisis Centre to record
concerns or distress about having discussed such sensitive issues.
Some commenced therapy with DRCC as a consequence of this
while in one case reassurance of the authenticity and confidentiality of the study was provided.
Participant Referrals
All those who reported an experience of abuse were given a national freephone number for sexual abuse services and were
asked if they wanted contact details of their local services for
abuse. Interviewers made the decision that it was appropriate to
pass on these referrals to 429 participants; however, 315 declined
to take the numbers offered. Of the people who took numbers offered, most were referred to sexual abuse services in their locality
with a small number being referred to other specialist services
such as AWARE (a service for depression). A number of people
also took service numbers for someone other than themselves
(e.g., a participant who experienced no abuse themselves, but had
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a friend or family member who had been abused and whom they
thought could use a service).
Willingness of Participants to Participate in Possible Future Studies
Because of the unique value of the SAVI Survey sample — the
first large random sample of the Irish adult population agreeing
to participate in a study on lifetime experiences of sexual violence
— each individual was asked about their willingness to participate in subsequent studies when contacted for the follow-up call a
few days after the main interview. The question to participants
was phrased as follows:
“Sometimes when we put all the information on studies
like this together, we may wish to get back to a group of
people for a follow-up study. We’ve no plans for this at the
moment, but would you be willing to be contacted again at
a future date if this were to happen? You could of course
say no at that time if I didn’t suit you. What do you think?
Yes__ No__”

Of those contacted at follow-up (n = 2,206), 1,781 (81 per cent)
agreed to be re-contacted about future studies. This indicates a high
level of acceptance of a quite general request, and provides further
evidence that the survey was not upsetting or intrusive to many.
Effects on the Interviewers
Reactions to the Process of Interviewing
At the end of each survey, the interviewer was given a chance to
rate how the interview had gone (from “very difficult” to “very
smoothly”) and to note how she was feeling (from “not upset at
all” to “very upset”). A small number of interviews (3.5 per cent)
were rated by the interviewer as being difficult or very difficult.
In ten cases, interviewers said that the interview had left them
feeling upset in some way. This was a surprisingly low number
considering the sensitive, and at times traumatic, nature of the
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calls. The low amount of distress felt by the interviewers may be
attributable to the presence of other members of the SAVI team at
all times during interviewing. On analysing the statements in the
section concerning the interviewer’s feelings at the end of the survey, it appears that discussing the call with a SAVI team member
afterwards helped immensely in managing any feelings of distress due to the nature of the call.
Indirect and Anecdotal Information
All interviewers stayed with the project until the end of the survey period. This staff retention rate was notable given the short
contract period and half-time research positions.
The role of interviewer in a telephone survey of sexual abuse
is a multi-faceted one: it incorporates the strange combination of
working as a salesperson (to gain maximum participation), a confidant (to ensure a high level of trust in order to allow the participant to be honest) and a neutral researcher (to ensure that the final results are not biased in any way). It was perhaps this final
role that proved to be the most difficult for many of the SAVI interviewers. The nature of working in the area of sexual abuse
means that a person will come across emotional, and sometimes
traumatic, stories. In these situations it could prove difficult to
keep a neutral viewpoint and distance. Furthermore, many of the
SAVI team came from a counselling background and at times felt
that it was difficult to remain a “professional and impartial collector” (Morton-Williams, 1993). They reported that in these situations it was helpful to remember the value of the work in that the
information gathered would benefit the wider public (even if it
did not directly benefit the participant). Counselling, if needed by
the participant, had to be directed elsewhere. Interviewers indicated that it was particularly tough to end a call when a participant who was upset after disclosing abuse was adamant that he
or she did not want outside help. As one interviewer put it:
“I feel I want to help but cannot and should not as she does
not want help.”
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Follow-up calls gave the interviewer a chance to “check in” with
the participant again and proved to be invaluable if an interviewer was worried about a person.
Interviewers admitted that the experience was emotionally
draining at times. They found that having the support of the rest of
the SAVI team on a daily basis did a lot to alleviate this. However,
they also felt the experience was quite rewarding. They reported
that the most rewarding part of the job was gaining the trust of the
members of the public who spoke to them. The fact that so many
people told them deeply intimate stories of their life (when they had
often told no one else) left many of the interviewers feeling genuinely grateful for having had the chance to take part in the study.
Overall, the various measures put in place appear to have ensured a believable, valid and safe survey for those contacted and
those participating and working on the project.

S URVE Y R ESULTS S UMMARY P OINTS
Study Population
•

Over 3,000 randomly selected Irish adults took part in the
study (n = 3,118). This represented a 71 per cent participation
rate of those invited. For a telephone survey, and on such a
sensitive topic, this very high participation rate means that the
findings can be taken as broadly representative of the general
population in Ireland. The information available can therefore
provide important and previously unavailable information on
the extent and nature of sexual violence in Irish society.

Prevalence of Sexual Violence
Child Sexual Abuse (defined as sexual abuse of children and
adolescents under age 17 years)
•

Girls: One in five women (20.4 per cent) reported experiencing
contact sexual abuse in childhood with a further one in ten
(10.0 per cent) reporting non-contact sexual abuse. In over a
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quarter of cases of contact abuse (i.e. 5.6 per cent of all girls),
the abuse involved penetrative sex — either vaginal, anal or
oral sex.
•

Boys: One in six men (16.2 per cent) reported experiencing
contact sexual abuse in childhood with a further one in fourteen (7.4 per cent) reporting non-contact sexual abuse. In one
of every six cases of contact abuse (i.e. 2.7 per cent of all boys),
the abuse involved penetrative sex — either anal or oral sex.

Adult Sexual Assault (defined as sexual violence against women
or men aged 17 years and above)
•

Women: One in five women (20.4 per cent) reported experiencing contact sexual assault as adults with a further one in
twenty (5.1 per cent) reporting unwanted non-contact sexual
experiences. Over a quarter of cases of contact abuse in adulthood (i.e. 6.1 per cent of all women) involved penetrative sex.

•

Men: One in ten men (9.7 per cent) reported experiencing contact sexual assault as adults with a further 2.7 per cent reporting unwanted non-contact sexual experiences. One in ten cases
of contact abuse in adulthood (i.e. 0.9 per cent of all men) involved penetrative sex.

Lifetime Experience of Sexual Abuse and Assault
•

Women: More than four in ten women (42 per cent) reported
some form of sexual abuse or assault in their lifetime. The
most serious form of abuse, penetrative abuse, was experienced by 10 per cent of women. Attempted penetration or contact abuse was experienced by 21 per cent, with a further 10
per cent experiencing non-contact abuse.

•

Men: Over a quarter of men (28 per cent) reported some form
of sexual abuse or assault in their lifetime. Penetrative abuse
was experienced by 3 per cent of men. Attempted penetration
or contact abuse was experienced by 18 per cent, with a further 7 per cent experiencing non-contact abuse.
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Characteristics of Sexual Abuse and Violence in Childhood and
Adulthood
•

Overall, almost one-third of women and a quarter of men reported some level of sexual abuse in childhood. Attempted or
actual penetrative sex was experienced by 7.6 per cent of girls
and 4.2 per cent of boys. Equivalent rape or attempted rape
figures in adulthood were 7.4 per cent for women and 1.5 per
cent for men. Hence girls and women were more likely to be
subjected to serious sexual crimes than boys and men. Levels
of serious sexual crimes committed against women remained
similar from childhood through adulthood while risks for men
were lower as children than for girls and decreased three-fold
from childhood to adult life.

•

Of those disclosing abuse, over one-quarter (27.7 per cent) of
women and one-fifth (19.5 per cent) of men were abused by
different perpetrators as both children and adults (i.e. “revictimised”). For women, experiencing penetrative sexual abuse
in childhood was associated with a sixteen-fold increase in risk
of adult penetrative sexual abuse, and in a five-fold increase in
risk of adult contact sexual violence. For men, experiencing
penetrative sexual abuse in childhood was associated with a
sixteen-fold increase in the risk of adult penetrative sexual violence, and an approximately twelve-fold increase in the risk of
adult contact sexual violence. It is not possible to say that
childhood abuse “causes” adult revictimisation. Childhood
sexual abuse is, however, an important marker of increased
risk of adult sexual violence.

•

Most sexual abuse in childhood and adolescence occurred in
the pre-pubescent period, with two-thirds (67 per cent) of
abused girls and 62 per cent of abused boys having experienced abuse by twelve years of age.

•

In four of ten cases (40 per cent), the experience of child sexual
abuse was an ongoing, rather than a single, abuse event. For
many of those who experienced ongoing abuse (58 per cent of
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girls and 42 per cent of boys), the duration of abuse was longer
than one year.
•

A third (36 per cent) of those who had experienced sexual
abuse as a child now believe that their abuser was also abusing other children at the time.

Characteristics of Perpetrators and Context of Sexual Violence
•

Most perpetrators of child sexual abuse (89 per cent) were men
acting alone. Seven per cent of children were abused by one
female perpetrator. In 4 per cent of cases more than one abuser
was involved in the same incident(s).

Perpetrators of Child Sexual Abuse
•

Girls: A quarter (24 per cent) of perpetrators against girls were
family members, half (52 per cent) were non-family but known
to the abused girl and a quarter (24 per cent) were strangers.

•

Boys: Fewer family members were involved in child sexual
abuse of boys. One in seven perpetrators (14 per cent) was a
family member with two-thirds (66 per cent) non-family but
known to the abused boy. One in five (20 per cent) were
strangers.

•

In sum, in four-fifths of cases of child sexual abuse, the
perpetrator was known to the abused person.

•

The perpetrator was another child or adolescent (17 years old
or younger) in one out of every four cases.

Perpetrators of Sexual Violence against Adults
•

Almost one-quarter (23.6 per cent) of perpetrators of sexual
violence against women as adults were intimate partners or
ex-partners. This was the case for very few (1.4 per cent)
abused men. Instead, most perpetrators of abuse against men
were friends or acquaintances (42 per cent). The risk of sexual
assault by a stranger was higher for adults (representing 30
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per cent of assaults on women and 38 per cent of assaults on
men) than for children.
•

Alcohol was involved in almost half of the cases of sexual assault that occurred as an adult. Of those who reported that alcohol was involved, both parties were drinking in 57 per cent of
cases concerning abuse of women, and in 63 per cent of cases
concerning abuse of men. Where only one party was drinking,
the perpetrator was the one drinking in the majority of cases (84
per cent of female and 70 per cent of male abuse cases).

Psychological Consequences of Sexual Violence
•

Approximately one in three (30 per cent) women and one in
four (18 per cent) men reported that their experiences of sexual
violence (either in childhood, adulthood or both) had had a
moderate or extreme effect on their lives overall.

•

A quarter (25 per cent) of women and one in six (16 per cent)
men reported having experienced symptoms consistent with a
diagnosis of post-traumatic stress disorder (PTSD) at some
time in their lives following, and as a consequence of, their experience of sexual violence.

•

Those who had experienced sexual violence were significantly
more likely to have used medication for anxiety or depression
or to have been a psychiatric hospital inpatient than those
without such experiences. For instance, those who had experienced attempted or actual penetrative sexual abuse were eight
times more likely to have been an inpatient in a psychiatric
hospital than those who had not been abused.

Disclosure of Experiences of Sexual Violence
•

Almost half (47 per cent) of those who disclosed experiences of
sexual violence in this study reported that they had never previously disclosed that abuse to others. Thus in a study of over
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3,100 adults, almost 600 people disclosed instances of abuse
for the first time to another person.
•

Older people were generally less likely than other age groups
to have disclosed to others in the past with one exception:
most (60 per cent) young men who had experienced child sexual abuse had told no-one prior to the study.

•

Most people who disclosed sexual violence did so to friends
(71 per cent) or family members (43 per cent). Family members
were more likely to be told in the case of child sexual abuse.

•

The most common reason people gave for not telling about
their abuse as children was because of feeling ashamed or
blaming themselves. A quarter of both men and women who
had experienced child sexual abuse reported these as the reasons for not telling. These reasons were uncommon for those
who had experienced sexual violence as adults. A fifth of
adults had not disclosed abuse because they thought that what
had happened to them was too trivial to tell others.

•

Disclosure of abuse to professionals was strikingly low. Regarding experiences of adult sexual assault, only one man (of
98 abused, i.e. 1 per cent) and 7.8 per cent of women (19 of 244)
had reported their experiences to the Gardaí (i.e. 6 per cent
overall of those abused). Patterns were similar regarding experiences of child sexual abuse. Ten men (of 178) and 28
women (of 290) reported their experiences to the Gardaí (i.e. 8
per cent overall of those abused). Disclosure to medical professionals was 6 per cent for adult sexual assault and 4 per
cent for child abuse while disclosure to counsellors/therapists
was 12 per cent; 14 per cent of women and 8 per cent of men
disclosing to counsellors/therapists.

•

Regarding client evaluation of services received from professionals, overall satisfaction with services received was greatest
for counsellors and therapists at 81 per cent. About half (56 per
cent) of those who reported to the Gardaí were satisfied overall with the service they received with little differences for
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child or adult abuse. Those who received help from medical
professionals were mixed in their ratings, with those who received services for adult sexual assault being almost twice as
satisfied with the services they received than those with experiences of child sexual abuse (60 per cent versus 33 per cent).
•

Lack of information from the Gardaí and medical personnel
was the main source of dissatisfaction with these services.
Specifically, Gardaí were seen to provide inadequate explanations of procedures being undertaken, and medical personnel
were seen as needing to provide more information regarding
other available services and options. With regard to counselling services, time waiting to get an appointment was the major source of dissatisfaction.

•

Legal redress for sexual crimes, as reported in this study, was
the exception rather than the rule. Of 38 individuals who reported child sexual abuse to the Gardaí, six cases (16 per cent)
resulted in court proceedings with four guilty verdicts. Of 20
people reporting adult sexual assault, two court cases (10 per
cent) were taken with one resulting in a guilty verdict.

Public Perceptions of Sexual Violence
The perceptions of all the participants were taken to represent the
“public” perception of sexual violence in Irish society today.
Perceptions of Prevalence of Sexual Violence
•

Estimates of the prevalence of adult sexual assault and most
types of child sexual abuse by the participants indicated that
about half of those interviewed were quite inaccurate about
the frequency of such events, either because they overestimated or underestimated them. Underestimation was
more common, with a third underestimating the prevalence of
rape among adult women and men, and child abuse by nonfamily members. However, participant estimates regarding
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the prevalence of incest were substantially higher than those
reported in the present study.
•

Participants significantly overestimated the number of cases
reported to the Gardaí (estimated 34 per cent women and 16
per cent men; actual percentages 10 per cent women and 6 per
cent men) while correctly signalling the gender difference of
men being less likely to report than women. Estimates of the
likelihood of getting a conviction in court cases were similar to
actual reports although actual reports relate to such small
numbers that conclusions need to be drawn with caution.

Perceptions of Probability of Disclosure
•

When asked to judge whether they would tell others if they
themselves were sexually abused, over a quarter of study participants said that they would be unlikely to tell family members. More (41 per cent) felt they probably would not tell
friends. Regarding professionals, over a quarter (27 per cent)
felt they would be unlikely to tell the Gardaí and almost a
quarter were uncertain or thought they would not go to a
counsellor. However, most (85 per cent) felt they would disclose to a doctor, some with the added qualification that they
would only if medically necessary. Men were more likely to
think they would not disclose to all groups except doctors.

Perceptions of Service Access
•

Over a quarter of the group (27.6 per cent) reported that they
would not know where to go to get professional help for sexual violence if they needed it. Men were significantly less
likely than women to be able to identify where they could go
for help and young adults of both sexes (those aged 18–24)
were less likely than others to know where to seek help. Half
of young men (i.e. under age 30) reported that they would not
know where to find professional support or services.
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Public Beliefs about Sexual Violence
Beliefs about sexual violence were assessed with attitude statements about common rape beliefs.
•

Some reported attitudes reflected more accurate views and
views which are more supportive to those who are affected by
sexual violence. For instance, almost all (92 per cent) agreed
that “a date rape can be just as traumatic as rape by a
stranger”; 85 per cent agreed that “a raped woman is usually
an innocent victim” and 91 per cent disagreed that “child sexual abuse is usually committed by strangers”. On the other
hand, four in ten (40 per cent) of study participants felt that
“accusations of rape are often false”.

•

Men were significantly more accepting of “myths” about sexual violence than women, particularly with regard to motivation for rape and sexual violence committed against men. Specifically, 47 per cent of men (versus 34 per cent of women)
agreed that “the reason most rapists commit rape is overwhelming sexual desire” and 41 per cent of men (versus 27 per
cent of women) agreed that “men who sexually assault other
men must be gay (homosexual)”.

•

Attitudes towards media coverage of sexual violence were
predominantly positive with three-quarters (76 per cent) believing coverage was beneficial.

Sexual Harassment
•

Some form of sexual harassment was experienced at least once
during the last 12 months by 16.2 per cent of women and 12.6
per cent of men. Being stalked in a way that was frightening to
them was reported by 1 per cent of the participants.

Section III

MARGINALISED SUB-GROUPS
The aim of this overall project was to examine sexual violence in
Irish society. The major emphasis has been on the communitydwelling general population, in part because they represent the
majority and in part because there has been little opportunity to
study them in the past. It is of course acknowledged that many
subgroups in society who will not be reached by landline telephones may differ from the general population in either their risk
of sexual violence or their use of services because of aspects of
their subgroup identity. The aim of this section of the report was
to highlight possible differences in risk, the particular challenges
of disclosing sexual violence and seeking services for some more
vulnerable groups in our society. The coverage is not intended to
be exhaustive. Rather it aims to help the reader appreciate some of
the complex challenges to face policy makers and service providers in attempting to meet the awareness-raising, prevention and
management needs of such groups in a holistic approach to managing sexual violence. The groups included were homeless
women and their children, Travellers, women in prostitution,
people with learning disability, prisoners and patients in psychiatric settings. While the sub-study on homeless women provides
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an in-depth exploration of sexual violence in their lives, the issues
raised for each of the other groups deserve further exploration in
order to understand more fully the challenges facing these
groups. The groups described were considered for the present
study by means of differing methodologies and levels of involvement. The reasons for this included both pragmatic concerns and
the awareness that there are differing perspectives on abuse in
marginalised groups. Each of the groups included and the methods used are briefly introduced below.
In the sub-study of homeless women, the women were consulted directly. One-to-one interviews with such a vulnerable
group requires extensive skill and resources, including time. An
extensive study was possible by combining the research concerns
of the SAVI Study with a larger project on the health needs of
homeless women. This sub-study was an assessment of the level of
lifetime sexual violence experienced by 100 homeless women and
their children in Dublin. Interviews were conducted in the context
of a wider health status evaluation of these women who were
housed in temporary local authority and private settings. For
homeless women some of the research concerns were about a
background featuring sexual abuse as a precursor to homelessness
while other concerns were about their vulnerability to abuse as a
consequence of homelessness. Concerns for their children were
also a focus of this study.
The second sub-study addressed the particular challenges of
dealing with sexual violence as a marginalised cultural group in
society. The study was conducted by speaking with those associated with a representative organisation for Travellers — Pavee
Point. Women from the Travelling community participated in a
focus group to discuss the particular challenges of managing sexual violence for women and men in their community. The next
sub-study addressed challenges for prisoners in managing sexual
violence. As with the homeless women, sexual violence as an issue may be a precursor to criminal activity and to prison. It may
also be a concern as a risk of prison life itself. In this third group,
contact with prisoners was not considered appropriate by the re-
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search team as the limited time and resources available could not
do justice to the complexity and seriousness of the issues involved. Thus the issue of sexual violence and the prison population was considered with a wide range of prison service personnel, from management through professional to chaplain and
frontline staff. The focus was on their perceptions of problems
and of possible solutions.
A vulnerable group by virtue of the lifestyle they live are
women in prostitution. Here, social attitudes to abuse and to prostitutes and prostitution may converge to make for a very challenging environment in which to protect women from, and support
them through, sexual violence. Consideration of this issue involved speaking with a representative of an outreach organisation
and surveying a group of staff and volunteers who provide a
night-time outreach programme for women involved in prostitution. This is somewhat different to the approach to professionals
taken with the prison group.
People with a learning disability were also considered in terms
of the challenges of sexual violence. Here, the international and
Irish literature reflecting problems and management initiatives
was considered in association with discussions involving a small
number of key professionals in the area in Ireland. The challenges
are both to create a safe environment for those with learning disability while also seeking not to restrict their choices or legitimate
rights to interpersonal relationships in a singular pursuit of safety
as the highest priority. A guidelines-based approach was the main
focus here — if and where they exist, how they developed and
where they are used.
The sixth and last group addressed were individuals who have
serious mental health problems. A review of international literature
was combined with discussions with health professionals concerning the level of enquiry, recording and management of sexual violence in psychiatric settings. The reported complexities of getting
information on sexual violence from or about this group highlight
some of the dilemmas in managing vulnerable groups and sensitive
issues in a system combining health and legal challenges.
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Overall, it is hoped that coverage of these exemplar groups will
raise awareness and highlight some of the challenges to an informed and inclusive approach to managing sexual violence. For
some groups, the higher level of risk than in the general population
provides an added impetus to addressing support and management issues for these and other vulnerable groups not directly examined in this study. Tackling sexual violence requires commitment at many levels to address the varied contexts and vulnerabilities to abuse itself and to provide support and redress tailored to
meet those same particular contexts and vulnerabilities.

Chapter 5

HOMELESS WOMEN AND THEIR C HILDREN :
V ULNERABILITY TO SEXUAL V IOLENCE

I NTRODUCTION
This sub-study was part of a wider project concerned with the
health of homeless women and their children in Dublin.1 Homeless women have additional problems that distinguish them from
homeless men and non-homeless women. They face a very high
risk of physical and sexual attack from intimates, acquaintances
and strangers (Goodman et al., 1991). The lifetime violent victimisation of homeless women is seen as so high that it amounts to a
normative experience. The majority of women in Goodman’s
study, for instance, were abused both as children and adults. Levels of gynaecological problems are high (Breakey et al., 1989) with
pregnancy rates almost twice that of settled women. A 1992 survey in the UK called “4 in 10” highlighted the level of sexual violence in the pre-homeless experience of young women (Hendessi,
1992). Forty per cent of 53 women reported a history of sexual
abuse under the age of 16. The authors noted that the rates were
very similar to rates reported in the nineteenth century. The

1

This separate sub-study was conducted by a research team from the Royal College of Surgeons in Ireland: Mary Smith (Project researcher) and Hannah McGee
(Director) (Health Services Research Centre) and William Shannon (Professor of
General Practice) in association with Tony Holohan (specialist in Public Health
Medicine at the ERHA). It was funded by a Health Research Board project grant
with additional support from the ERHA.
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“Counted In” study (Williams and O’Connor, 1999) indicated that
women constitute a minority of the homeless population in Dublin (approximately 36 per cent). Nonetheless, they constitute a
significant number of individuals, many of whom are also responsible for children in homeless settings. Very little evidence is
available on this group; for instance, in a study examining the
physical and dental health of over 200 homeless people, only 22
women were represented (Condon, 2001). The overall aim of this
study was to assess the physical and psychological health status
of the Dublin population of homeless women. As part of the
health and social services needs assessment, sections on women’s
health issues and on physical and sexual violence as health concerns for women and their children were included. Key questions
were to establish the prevalence of abuse or fear of abuse in this
group, and the possible role of abuse in homelessness, as well as
service attitudes, use and needs.

M ETHODS
Sample
The population targeted was homeless women who had presented themselves to the Eastern Region Health Authority
(ERHA) as homeless, and who were then provided with emergency accommodation in bed and breakfast (B&B) settings and
hostels for homeless persons. Those sleeping rough, a minority of
the population of homeless women according to the Counted In
report (Brookoff et al., 1997), or those not accessing ERHA services, were omitted. The Homeless Persons Unit estimated that
the B&B to hostel accommodation ratio for women was 2:1. The
study aimed to recruit women from B&Bs and hostels in these
proportions to help reflect the overall profile of these women.
Providers of accommodation were asked by letter from the ERHA
to allow the researchers access to their residents in order to invite
them to participate.
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Procedure
Co-operation for identifying the women accessing homeless services through the ERHA was provided by Charles Street, Homeless Persons Unit who made available addresses of hostels and of
B&B owners providing emergency accommodation for homeless
women and their children (and partners in some instances) for the
study. Forty B&B establishments (34 separate owners) indicated
that they accommodated homeless women at the time of the
study. All but one agreed to co-operate with recruitment (i.e. provided names, allowed access or offered to distribute recruitment
literature). This amounted to 267 names to which invitations were
issued. Invitation was by letter to named residents, or by general
advertisement and opportunistic recruitment of a group in residence during a given period of time. Prospective participants
could indicate their willingness by returning a freepost acceptance
form to the project, or by agreeing in person when the researcher
visited the establishment.
A total of 67 were interviewed (25 per cent participation rate)
from the B&B population. A further 25 women responded to the
invitation to participate with 4 refusing, 16 agreeing but failing to
show up or be interviewed for various reasons and 5 responding
too late to fit within the time-frame of the study. All participants
were given full details of the project, confidentiality and anonymity were assured, and informed written consent to participate was
acquired. The women were offered a token of £10 in consideration
of the time taken (interviews lasted on average 1 hour) and were
interviewed with due regard for their privacy and willingness to
discuss certain topics in varied settings. Interviews were conducted from January to October 2000.
Hostel accommodation: The main hostels providing accommodation for this population were asked for their co-operation by
letter from the Homeless Persons Unit. Four hostels were targeted; one private, one ERHA funded and two run by religious
orders. Three agreed to participate by providing names, allowing
access or offering to distribute recruitment literature (these had a
combined capacity of about 60 beds). One hostel, which had the

190

The SAVI Report

largest capacity of about 100 beds, did not want to participate. As
with the B&B residents, potential participants indicated their willingness by responding to the recruitment literature by freepost, or
by agreeing in person to interview on the day. A total of 33
women were interviewed — a participation rate of about 50 per
cent of the residents at the time. When the interviewer reached the
sexual violence section of the larger interview, it was prefaced
with a repeat of the clarification to women that they could continue to participate or not as they felt appropriate. For those with
children, they were cautioned in advance that reports of sexual
abuse concerning their children could be subject to reporting to
the authorities if the cases were not already known to them.
The Sample
The numbers achieved reflect the 2:1 distribution estimated by the
Homeless Persons Unit of B&B to hostel dwellers.2 The lack of
participation of one of the hostels, with the largest (and anecdotally the most “difficult” or deprived) group of women was unfortunate. Their absence, alongside the absence of those “sleeping
rough” (estimated at about 40 women), may mean that the results
do not reflect the details of the lives of what are likely to be the
most vulnerable women.
Measures
The study involved interviews with the participants using a
schedule that included demographic details, history of homelessness, self-reported health status, access to health care, use of and
satisfaction ratings with services, standardised measures of psychological well-being and quality of life, and histories of domestic
violence, sexual violence, alcohol and illicit drug use. The sensitive nature of the study required interviewing by a skilled researcher. One researcher, an experienced nurse researcher, con2

Figures gathered by Simon Outreach in conjunction with Focus Ireland and
Dublin Corporation, Irish Times, 29 November 2000.
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ducted all interviews. The study was approved by the Research
Ethics Committee, Royal College of Surgeons in Ireland.

R ESULTS
Forty-nine of the 100 women interviewed had suffered some form
of serious sexual violence, either assault or abuse in their lifetime.
The term sexual assault was used here to describe all forms of
unwanted/uninvited sexual acts that involved contact but not
penetration. Verbal or emotional abuse, harassment, threats,
“stalking” etc. of a sexual nature were not accounted for in the
figures. Seven of the 49 women, while acknowledging they had
suffered some form of sexual violence, opted not to provide further details — mostly because they became very upset. Two of
these women acknowledged they had been raped; the extent of
the abuse experienced by the remaining five is not known. Most
women for whom details are known had been victims of rape at
least once in their lives. Of those who indicated they had been
raped, six also indicated “revictimisation” or separate instances of
sexual assault (i.e. considered separate because the incident(s) involved a different perpetrator).
Sexual Violence: The Role of Homelessness
Table 5.1 describes the profile of sexual violence by accommodation
status at the time of abuse. In Table 5.1 each woman is counted only
once and is assigned to the most serious category of abuse experienced. This table outlines that most women (32 of 49, 65 per cent)
were abused before they became homeless. This relates partly to
age of abuse, as seen later. When asked directly, 14 women said the
sexual violence they had experienced either directly caused, or significantly contributed to, their becoming homeless. Three of these
women were the targets of physical, as well as sexual, violence
from partners and had become homeless as a direct result of leaving the violent relationship; the remaining 11 had been abused as
children in the family home; 4 by their fathers and the remainder
by other relatives, all before the age of 13 years.
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Table 5.1: Types of Sexual Violence Experienced by
Accommodation Status at Time of Abuse
Not
Homeless
% (n)

Homeless
% (n)

Both
Homeless
and Housed
% (n)

Unknown
% (n)

Total
% (n)

Rape

69 (22)

67 (6)

100 (3)

—

63 (31)

Sexual
assault

28 (9)

33 (3)

—

—

24 (12)

Assault*

3 (1)

—

—

100 (5)

13 (6)

Total %
(n)

65 (32)

17 (9)

6 (3)

10 (5)

10 (49)

Type
Abuse

* Details not complete as participant “prefers not to talk about it”

Of those women first abused as adults, eight indicated that a period of homelessness preceded sexual assault — five were raped
(two by strangers, two by a relative and one by someone known
to the abused women) and three were sexually assaulted (each
by a stranger, a partner and a relative). One woman, raped in
adulthood by a stranger while homeless, had not experienced
sexual violence before becoming homeless.
Sexual Violence: Location Where Abuse Took Place
Women were asked to indicate where the abuse took place. There
were multiple locations and instances for some, particularly for
those women who had been assaulted by more than one perpetrator. For some women, particularly those who suffered rape and/or
sexual assault as children, the details reported mostly pertain to
the more serious crime of rape. Because of the sensitive and distressing nature of the topic, limited probes were used to separate
out the details of all instances of abuse where a complex or
lengthy history existed. Table 5.2 outlines the information available; discrepancies between the numbers reporting any abuse (n =
49) and the totals outlined are because some women reported
many events and details and some withheld details.
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Table 5.2: Age of Women by Location of Sexual Abuse
Age When Instances of Abuse Occurred
Location of Abuse

<8
yrs

8–12
yrs

13–14
yrs

15–17
yrs

18+
yrs

Home of the
abused

11 (6*)

6 (2*)

2 (2*)

—

7 (2*)

Home of the
perpetrator

2

3

1

1 (*1)

3

Neutral place

—

—

1

1

1

On the street

—

—

—

—

8 (7**)

* Indicates abused and perpetrator are known to have shared the same home at
the time — e.g. of 11 cases under the age of 8, in the abused person’s home, the
perpetrator also lived there in 6 cases.
** Indicates numbers responsible who were strangers. In 3 instances the perpetrator was the customer soliciting the woman who was engaged in prostitution

Sexual Violence: Perpetrators
The perpetrators of rape and sexual assault against these women
are outlined in Figure 5.1. Some women were abused by more
than one perpetrator. All but one of the perpetrators was male;
there was one instance of abuse by an adult female. This occurred
when the woman was a child in care — her carer was the perpetrator. In half of the rape cases (15 of 31) the abuse was perpetrated by relatives.
There was more than one perpetrator or episode in some instances; in total, 55 perpetrators were identified by 42 women.
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Figure 5.1: Relationship of Perpetrator to Abused Woman
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Age at Onset of Sexual Violence
The age when abuse first began is outlined in Figure 5.2. The ages
for some women “who did not want to talk about it” or began to
give information and then stopped, are missing.
Only five women said the rape or assault they experienced
was a single incident; 20 women endured sexual violence for an
average of 5.4 years (SD: 4.5; Range 1–20 years). The remainder
who indicated a timeframe estimated the period for which they
experienced abuse to have been throughout their complete childhood or adulthood — one woman said “all my life”.
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Figure 5.2: Age at which Abuse Occurred (single events) or Started
(ongoing abuse)
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Disclosure of Sexual Violence
Women were asked if they had ever disclosed what had happened to them. Less than a third of the women (31 per cent) had
disclosed at the time of the abuse (Table 5.3).
Table 5.3: Disclosure of Sexual Violence to Others
Time of Abuse

Told at the
Time
% (n)

Did Not Tell
Until Later
% (n)

Never Told

Childhood

54 (7)

48 (13) (as child)
26 (7) (as adult)

50 (1)

Adulthood

46 (6)

26 (7)

50 (1)

Total % (n)

31 (13)

64 (27)

5 (2)

% (n)

In this study, two of the 49 women had not disclosed previously.
All women disclosing abuse were given information on available
services, as in the main SAVI study.
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Sexual Violence: Responses to Seeking Help
Seeking professional help and availing of it were not necessarily
immediate. Indeed, in most cases, it involved a considerable time
lapse. The professional services sought in Table 5.4 include seeking medical help.
Table 5.4: Professional Services Sought and Provided for Sexual
Violence
% (n)
Needed and got medical attention

32 (15)

Needed but did not look for professional help

38 (18)

Looked for and got professional help

21 (10)

Looked for, but did not get professional help

9 (4)

Reasons for not seeking help are presented in Table 5.5. Some
women indicated a variety of reasons.
Table 5.5: Reasons for Not Seeking Help for Sexual Violence
% (n)
Did not know where to look

20 (9)

Fear of retaliation

16 (8)

Did not understand what was happening at the time

8 (4)

Was afraid to cause trouble in the family

8 (4)

Too ashamed

4 (2)

Would not have been believed

4 (2)

Was too involved in drug abuse to do so

2 (1)

Women who availed of help were asked about type and effectiveness of the help received in a series of open questions. Counselling was the most common and the most valued form of help
available to the women. Methods of referral and access varied
widely. In total, 23 women availed of counselling through the
agencies listed in Table 5.6.
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Table 5.6: Health, Social and Law Enforcement Services Used by
Homeless Women as a Consequence of Sexual Violence
% (n)
Rape crisis centre

26 (6)

Psychiatric services

13 (3)

Social worker referral

9 (2)

Drug treatment centres

9 (2)

Legal/justice system

9 (2)

Other

35 (8)

Of those who expressed an opinion (n = 12), the majority (75 per
cent) were satisfied or warmly appreciative of the counselling
they had received, while three women were not pleased. The
other 13 women were non-committal when asked. One woman, in
a particularly distressed state following the abuse, was refused
counselling because she was on a methadone maintenance programme.
Sexual Violence: Getting Justice and Protection
Recourse through the legal system was reported as causing more
problems than it solved for the three (of 49) women who pursued
that option. One woman reported the perpetrator to the police. He
was taken in for questioning and then released — she was subsequently beaten severely as a result of “grassing him up”. Another
woman, now in her thirties, reported her abuse to the police as a
fifteen-year-old girl and was turned away. A third case was of a
woman who avoided her violent and sexually abusive partner.
She eventually secured a barring order against him. This legal
process allowed her abuser to find out her new address and she
was subsequently raped and beaten by him, with great violence.
Open questions addressed the issue of how the abusive behaviours experienced by the women were brought to an end. Table
5.7 categorises and outlines the responses.
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Table 5.7: How Sexual Abuse Was Ended or Avoided
% (n)
Woman left the environment where abuse occurred

24 (12)

Disclosure led to cessation

16 (8)

Woman learned to avoid perpetrator

10 (5)

Perpetrator was removed (barring order n=1;
imprisoned n=2)

6 (3)

Death of perpetrator

4 (2)

The most common way to end the exposure to sexual abuse was
for the woman to move away from the setting of abuse. This was
often the woman’s home.
Sexual Violence: Case Histories
The quantitative information presented can be more vividly appreciated when details of the lives of some of the individual
women are consolidated.3
Example 1
This woman in her thirties has had multiple episodes of hospitalisation for self-harm and suicide attempts. She described
how, from early childhood, she was raped repeatedly by her
father who also made her available to a paedophile ring. “I
don’t remember any of their faces, just the pain and feeling
like I couldn’t breathe and the flash of the camera when one of
them would be on top of me . . .”

3

The women interviewed gave consent for “pen pictures”, without clearly identifying features, to be printed.
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Example 2
A woman in her twenties was regularly raped by her alcoholic
father in childhood, and impregnated by her first “boyfriend”
who beat her severely and mutilated her genitalia with a sharp
knife. One of her own children was also abused by the child’s
grandfather (i.e. the same abusive relative). The woman also
suspected sexual abuse of another of her children who had
spent some time in care. This woman has been awaiting access
to a counsellor for the past three months, with increasing desperation.

Example 3
As a child, this woman was reared by her grandparents when
abandoned by her own mother. She was sexually abused by
her grandmother’s partner — the grandmother was complicit
in the abuse.

Example 4
This woman, when she complained as a child to her mother of
her grandfather’s assault and rape of both herself and her sister, was told by her mother to “shut up about it . . . you must
have deserved it anyway . . .”

Abuse of the Children of Homeless Women
Of the 100 women in the study, 82 had a total of 173 children under age 18 years. Eight of the 100 women knew and/or strongly
suspected that their child(ren) had been sexually abused. Seven of
these women had themselves been exposed to sexual violence. Six
of these women (86 per cent) had become homeless as a consequence of removing their child(ren) from the abusive situation.
One woman put her child into care because she felt the environ-
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ment in the B&B was unsuitable for children. Now she strongly
suspects that her child was sexually and physically abused while
in care. Thus, in some instances homelessness may be a stark consequence of mothers trying to find a safer place for children than
their own homes.
Sexual Violence and Homelessness
The profile of the homeless women who had been abused before
becoming homeless was contrasted with that of those not reporting sexual violence in order to consider whether such experiences
were associated with homelessness (e.g. did abused women become homeless at an earlier age) or factors increasing the risk of
homelessness (e.g. illicit drug use) (Table 5.8).
Table 5.8: Demographic and Lifestyle Profile of Women not
Reporting Sexual Violence in Comparison with those Abused
before Becoming Homeless
No Abuse
Reported*
mean (SD); median;
range (n = 51)

Abused before
Homeless
mean (SD); median;
range (n = 34)

Current age (years)

28 (10.7); 25; 17–65

23 (7.0); 25; 18–44

Age at first
homelessness (years)

25 (10.9): 21; 12–64

23 (7.9); 21; 10–40

2.5 (1.9); 2; 1–7

2.4 (1.5); 2; 1–6

Number of children (n)

* Women abused since becoming homeless (n = 8) or women reporting abuse but
unwilling to give further details (n = 7) were excluded from these analyses.

There were no differences in current age or age at first homelessness or in number of children. Another important comparison is
between women grouped on the basis of reporting ever or never
having experienced sexual violence (Table 5.9). Some differences
did emerge. For women who had experienced abuse, this was less
likely to be their first episode of homelessness. They were less
likely to have social support in terms of supportive relatives; they
were more likely to have experienced physical as well as sexual
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violence in their childhood and adulthood, and more likely to
have used anti-depressant medication.
Table 5.9: Comparison of Experience of Sexual Violence by Social,
Lifestyle and Health Factors in those who Had or Had Not
Experienced Sexual Violence
Ever Experienced
Sexual Violence
% (n = 49)

Never Experienced
Sexual Violence
% (n = 51)

First time homeless

47 (23)

75 (38)**

Ever taken antidepressant medication

61 (30)

36 (18)***

Childhood experience of
physical violence

67 (33)

31 (16)***

Adult experience of
physical violence

88 (43)

41 (21)**

Have no supportive
relatives

67 (33)

33 (17) ***

Ever used heroin

49 (24)

43 (22)

Problematic alcohol use

16 (8)

8 (4)

Reported chronic illness

90 (44)

75 (38) *

Ever had a smear test

59 (29)

50 (26)

Ever had any
gynaecological exam

61 (30)

62 (32)

Ever had contraceptive
consultation

80 (39)

75 (38)

Currently pregnant

8 (4)

14 (7)

SEIQoL score: Mean
(SD); Range

36.1 (14.4); 8–55

40.4 (14.7); 11–70

GHQ score: Mean (SD);
Range

6 (5); 0–12

6 (7); 0–12

GHQ “cases”: Score ≥ 3
(%)

69

71

* p <.05; ** p<.01; *** p<.001.

There were few statistically significant differences across a wide
range of variables. Differences between the groups in terms of al-
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cohol and heroin use, reporting of chronic illness and gynaecological health and practices were not significant. Standardised
measures for psychological well-being (General Health Questionnaire (GHQ) scores) (Goldberg and Williams, 1988) and quality of
life indices (the Schedule for the Evaluation of Individual Quality
of Life (SEIQoL) scores) (O’Boyle et al., 1995), while indicating
that both groups fared poorly compared with the general population, were not significantly different from each other.
The data show that, beyond having few differences in mental
health, both these groups of women showed very high scores.
Over two-thirds of both groups (69 per cent who had experienced
abuse and 71 per cent who had not) had psychological scores in
the clinical or “case” range. This means they reported a profile of
symptoms which are seen as sufficiently serious to warrant professional attention. The similarities between groups illustrate the
point that sexual violence is only one of a number of life experiences which can have serious consequences for later well-being.
Recent work shows that child sexual abuse is among a set of adverse experiences linked in a strong graded manner to adult psychopathology and suicide (Dube et al., 2001).
Children of Homeless Women
Of the 49 abused women, 40 had a total of 86 children under the
age of 18 years. Sixteen women had all of their children living
with them; 22 had none of their children with them. This latter
figure constituted almost half of the sexually abused mothers (45
per cent) while only 19 per cent (p < .01) of those without a history
of abuse were separated form their children.

D ISCUSSION AND C ONCLUSIONS
Figures indicating that almost half of these women disclosed serious sexual violence suggest that this experience is virtually “normative” for Irish homeless women. This is a harrowing pattern,
similar to what has been suggested by the international literature.
These lifetime levels are significantly higher than those found in
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the SAVI survey for Irish women in general (49 per cent for homeless women versus 32 per cent for SAVI survey participants concerning lifetime experience of contact and penetrative abuse). The
figures for rape emphasise this discrepancy even more (31 per
cent for homeless women versus 10 per cent for SAVI survey participants). The scale of the difference highlights how vulnerable
homeless women in Irish society are vis-à-vis sexual violence. The
service implications of these findings need to be addressed if outreach and other service approaches are to acknowledge the particular risks and challenges of this group. They face dealing with
the many challenges which are the aftermath of abuse, including
addressing these issues in therapy, in an already compromising
and unsupported set of life circumstances. As the CHAR
(Hendessi, 1992) report suggested, the needs of those recovering
from sexual violence “sit uncomfortably with the pressure on resources for all homeless people”. There is a concern that already
stretched services are unable to provide the specialist care needed
to address such specific and sensitive concerns regarding abuse.
Consideration must be give to the best methods of ensuring that
this group of particularly vulnerable women receive the services
they need regarding sexual violence.
Proposals for Future Consideration
•

Sexual violence, although a significant problem for these
homeless women, must be viewed in the wider context of the
extensive range of problems and challenges faced by them.
Their most pressing need is, without doubt, for stable accommodation for themselves and their children.

•

There needs to be a co-ordinated approach to the delivery of a
range of therapeutic and drug-related services for these
women. Given their difficult lifestyles, there needs to be consideration of how, where and by whom such services should
be delivered.

•

Services need to be easily and rapidly accessible with coordinated referral systems across different services.
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Health and social services professionals should avail of “windows of opportunity” to offer a wide set of relevant services to
homeless women in a way that is supportive and destigmatising. The challenge of providing accessible services
combines with the need to balance specialist and mainstream
services for these women.

Recommendation
•

That the management of consequences of sexual violence for
women and their children be addressed in a manner which
provides tailored, sensitive and co-ordinated services. The
health boards, through their Homeless Persons Units, should
ensure liaison among those agencies needed to provide such
services.

Chapter 6

TRAVELLERS AS A MARGINALISED GROUP
IN I RISH S OCIETY : C HALLENGES TO
R EPORTING AND A CCESSING SERVICES
FOR S EXUAL V IOLENCE

I NTRODUCTION
There are approximately 25,000 Travellers in the Republic of Ireland. They constitute a minority ethnic group in Irish society who
may face particular challenges when dealing with sexual violence.
Services that have been designed with the settled and majority
community in mind may not allow for cultural and other barriers
facing Travellers (and members of other ethnic minority groups).
Services that do exist may therefore be considered with some suspicion by these groups. Travellers’ nomadic lifestyle may hinder
their ability to access services, in particular counselling services
that by their very nature require an ongoing commitment. Travellers may have little opportunity to obtain knowledge of local or
nearby services since many of them are regularly on the move.
High levels of illiteracy, lack of telephones, finance and transport
may also pose problems in accessing services.

M ETHOD
As many Travellers would not be contactable by a landline telephone and thus could not by definition be adequately represented
in the SAVI national telephone study, it was decided to approach
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Pavee Point1 to set up a focus group to discuss the specific challenges facing Travellers with regard to sexual violence. A researcher met initially with three women workers at Pavee Point
(two of whom were members of the Travelling community). A
subsequent, two-hour focus group was conducted with a group of
ten Traveller women aged approximately 25–60 years to represent
a wide range of viewpoints. (Researchers were advised that a
mixed sex group would be very difficult to constitute because of
cultural norms dissuading Traveller men from discussing such
topics in the presence of women.) Two researchers led the focus
group, which was tape-recorded with the women’s consent. The
discussion followed an open and unstructured format with specific questions suggested at the outset. The open-ended questions
which were used to generate discussion are listed below:
•

What would you consider sexual violence to be?

•

How likely do you think Travellers would be to tell someone if
they had an experience of sexual violence?

•

What, if any, services would you look for if you or someone
close to you were a victim of sexual violence?

•

Do you think the barriers to seeking help are different for the
Travelling community than for the settled community?

•

Within the Travelling community, what are the implications of
disclosing sexual abuse and violence?

•

Are the barriers to disclosure any different for males than for
females?

•

Do you think attitudes and views about sexual abuse and violence have changed in the Travelling community in recent
years?

1 Pavee Point is a non-governmental organisation comprised of Travellers and
members of the majority population who work together to address the needs of
Travellers as a minority group in Irish society.
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Following the session, tapes were transcribed and analysed. The
subsequent drafts of this report were reviewed by members of
Pavee Point to confirm the authors’ interpretations of the content.

R ESULTS AND D ISCUSSION
The challenges of sexual violence facing Travellers were seen as
being divided into two broad categories: those that are associated
with Travellers’ marginalised position in Irish society, and those
that are more specific to Traveller culture. Parallels to difficulties
faced by members of other ethnic minority groups were noted.
Therefore some of the findings and proposals outlined below may
also be of relevance to such groups as refugees and asylum seekers.
The first broad challenge relates to the position of Travellers as
a marginalised group. Not wishing to endorse negative portrayals
of Travellers in society at large, ethnic solidarity can silence those
who experience sexual violence. Travellers may find it difficult to
speak out about problems faced within their own community.
When disclosing violence or abuse of any kind, not only do they
face the same difficulties (shame, fear of blame, a desire to protect
others, etc.) as the settled community but also, they risk damaging
the image of their own ethnic group and thereby adding to already existing prejudices. Some comments from the women illustrate this viewpoint:
“Travellers suffer so much discrimination in this country
every day of their lives that sexual abuse is something that
they certainly wouldn’t want to come out or tell about because then they’d really be looked down on altogether.”
“It would make it worse. . . . Settled people would think
that all Travellers must be doing this, you know, must be
abusing their children.”
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However, positive developments in the area of speaking out
about so-called domestic violence2 would indicate that this barrier
is already being addressed within the Travelling community.
Travellers choose not to approach service providers for a variety of reasons other than shame or stigma. These included their
belief that they would be unfairly treated or discriminated
against. The general consensus about approaching the Gardaí was
negative. One woman said:
“I suppose there’s good and bad everywhere but the experience that Travellers would have with guards would be
very negative.”

And another:
“To be honest, Travellers would be wary about reporting
things to the guards. I know I would if it concerned my
kids or anybody else’s kids, but Travellers don’t get great
treatment from the guards. They would be very wary.”

This problem is compounded by a lack of faith in the response of
the Gardaí. For example, one woman cited the Gardaí not intervening in cases of physical violence as being indicative of their
lack of interest:
“I don’t know about the guards because the guards in this
country as far as I’m concerned, if a Traveller woman goes
to them and her husband is after giving her a bad hiding,
they have no time for her whatsoever.”

Some of the women attending said they would definitely report to
the Gardaí if they suspected their own children were being
abused by a family member. On the other hand, it was felt that a

See Pavee Beoirs Breaking the Silence: Traveller Women and Male Domestic Violence,
an initiative piloted by Pavee Point with the ERHA and Women’s Aid in response to the issue of male domestic violence within the Travelling community
and jointly funded through the EU New Opportunities for Women (NOW)
Community Initiative and the ERHA (1998–1999).

2
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Traveller mother would take her children and leave home if she
discovered they were being abused by the father. They felt she
might tell no one what had happened in order to avoid scandal. If
a case of child sexual abuse did become known, the view was that
Travellers would not go to the police but would deal with the
matter in their own way, treating the abuser as an outcast and
disowning “him”. In this regard, it was outlined that Travellers
might take revenge for sexual abuse against members outside of
the law and judicial system. There was a general feeling that the
legal system was too lenient in its treatment of abusers.
“I’ve seen so many children abused and they [the perpetrators] are getting out. They are getting two or three years
and a child’s life is destroyed.”

The women also expressed distrust of Social Services, fearing, for
example, that children would be taken into care if cases of incest
were to be disclosed.
“Traveller women would be very afraid to speak to a social
worker. They’d be put on the ‘at risk’ register, wouldn’t
they?”
“They would be afraid to get social welfare involved in
case they’d take the children off her.”

The majority of the women said they would choose to confide in
their mothers (or mothers-in-law) if they knew their own children
were being abused and several women spontaneously said that
they would feel comfortable talking to a priest about such matters.
In that regard, GPs (among others) were viewed with some suspicion. In the words of one woman:
“If you went into a doctor and you told him that you were
raped and that you didn’t want your husband or your family to know, he would agree there and then (to keep it confidential), but when you go out, that’s a thing that he’d
have to report to the guards.”
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Practical barriers were also identified. Access to services may be
hindered by, for example, isolation, illiteracy and a lack of information, money and transport.
The second broad challenge to disclosing and seeking services
for sexual violence is more culture-specific. At the broadest level of
discussion, sexual matters, including telling children about reproduction, were described as topics that are not easily discussed by
Travellers. A mother, rather than tell her own daughter about menstruation, for example, might approach another young female relative to have her do this task for her. Sexual matters would not be
discussed in mixed groups. Attitudes towards sexuality in general
were seen to be changing gradually, however. The group illustrated this by noting that a generation ago some Traveller women
camouflaged their pregnancies even from their spouses. Some of
the women present recollected being punished as children for mentioning that a woman was “expecting” (i.e. pregnant). Such incidents as these would not occur today.
The greatest barrier to disclosing sexual violence was seen to
be the shame that disclosure would bring on the abused person
themselves and their family. This was seen as compounded by the
high value of virginity in the Traveller community. The cost of
disclosure within the Travelling community is simply too high.
One woman described a viewpoint reiterated several times during
the discussion:
“It [child sexual abuse and adult rape] is never talked
about. If you went out about that child or that woman, their
life is destroyed. Ten years down the line that would be
talked about.”

Given the importance of secrecy surrounding sexual violence,
confidentiality and anonymity were seen to be of paramount importance. It was felt that a Traveller woman would not approach a
Rape Crisis Centre for fear of being seen and having it known:
“In the Travelling community, if you were going in [to a
RCC] it would be: ‘What is she going in there for?’ . . . if she
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came back from the Rape Crisis Centre, they’d destroy her
with talk.”

This concern was also seen to influence decisions to approach professionals.
This stance is not unique to the Irish Travelling community. A
report concerning work with refugee women and asylum seekers
who have suffered sexual violence expresses it as follows:
In Kosovo, it was said to me that, traditionally, if a woman
was raped it was better for her to die than admit that she
was raped because she would be dishonouring her family.
These are the deeply entrenched attitudes that are within
families and communities which silence women. Loss of
virginity or chastity, the fact that a woman has been
touched or seen by another man brings shame upon the
honour of the family and in disclosing it the woman
thereby dishonours her family. (McCarthy, 1999, p. 34)

Marriage and family are held in high regard within the Travelling
community. If a young girl was abused it would be considered
too detrimental to her future prospects of marrying and setting up
a family of her own to disclose this. She, her family and her extended family would be “dishonoured” by the violence committed against her. One woman said of those who experienced child
sexual abuse:
“They’d never be married. Nobody would want them because they’d already know what happened to that child.”

Again this is reported to be a view held by other minority groups:
There is also the attitude towards the raped single woman
that she is no longer marriageable. Or, if she is married,
there is a fear that if her husband discovers, he may think
differently of her and that he may abandon her. (McCarthy,
1999, p. 34)

As outlined, this view is often adopted by the abused person:
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“For a girl, 16, 17, 18, she wouldn’t even tell that herself
[that she was raped] ‘cause she would think of her future.
She’s dirty. No Travelling boy would ever marry her. He
wouldn’t think she was raped. He would say that she went
with him.”

In other words, the abused person is held accountable, not the
perpetrator. This view is mirrored also in reports on sexual violence against refugee women:
There may also be the attitude in her country of origin that the
raped woman has contributed to the sexual attack and it is
amazing how things get reversed. In some cultures, instead of
saying that the woman has been raped it may be said that she
“made love to” another man. Therefore, she is the culprit and
it is she who must be punished (McCarthy, 1999, p. 35).

Fear of blame silences those who have experienced sexual violence in the Travelling community. One woman said:
“You wouldn’t come back and tell your husband or your
family because you’d know you would be blamed for it.
You know, you’d be looking for it.”

It is not just the Travelling men who would blame the person who
was abused:
“It’s even within the family itself, your mother, father, or
brothers, sisters.”

Several women in the group said that if they were raped, they
would not tell their husbands or families. It was felt that the researchers as settled women would be in a position to speak out if
they were raped — not so the Traveller women:
“For you to get raped . . . you could go home and tell your
husband. Well, he’d have all the sympathy in the world for
you but if I went home and told my husband that I got
raped I’d just have to pack my bags because he wouldn’t
live with me.”
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Another woman said:
“You’d just have to get up and go. I’d never tell him. I’d
never tell anybody.”

Some particularly negative ramifications of disclosure, for instance, family break-up or suicide as a consequence of disclosure,
have been experienced within the Travelling community. In such
a small community, knowledge of these experiences was seen by
the group as reducing further the likelihood that people would
disclose sexual violence in the future. One woman said:
“So I think if something like that ever happened to a Traveller again I don’t think . . . I think it would just be let go
and there’d be no talk about it.”

Rape within marriage has been recognised as a crime in the Irish
legal system since 1991. However, rape within marriage as a concept was seen to be foreign to many, although not all, Traveller
women. It is not known how common this attitude is in the majority population. The Traveller women felt that rape within marriage
was seen by many as something that women have to put up with:
“We thought that it’s a thing you have to put up with. You
know, that it wasn’t rape. . . . Well, a man wants his way. . .
He’ll have it and that’s it and there’s nothing you can do
about it.”

The question of abuse of males was raised by the researchers. It
was not seen as an issue in the Travelling community although
the women said this did not mean that it never happened. When
talking about a case of past institutional abuse in an establishment
run by a religious order, the women noted that settled men came
forward to disclose their abuse as children there. However, the
Traveller men did not:
“There was no way they would [disclose] . . . because
they’re too embarrassed. They just wouldn’t talk about it. It
would be worse for a boy even than for a girl. Traveller
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men are macho. . . . Other Traveller men would make a
laugh of him.”

The women said they were aware that most rapes and sexual assaults are committed by a person known to the abused person.
Yet, there was some discrepancy in their own behaviour since
when warning their children about the risk of sexual violence,
they resorted to the “stranger rape” stereotype, warning their
children to be careful of: “fellows following you in cars” or “kidnappers”.
The general consensus from the group was that sexual violence was less prevalent in the Travelling community than in the
majority population. Reasons cited for this were:
•

Cultural differences relating to dating patterns and forming
relationships which mean, for example, that virginity, monogamy and early marriage are highly valued.

•

More segregation of the sexes in Traveller culture.

•

Chaperoning of girls in Traveller groups; not allowing them
go out alone; not allowing them go out after dark and not allowing them go to social events such as discos.

•

Not allowing males (even older brothers or uncles) to babysit.

It is not possible to assess the veracity of this belief. The key question is whether sexual violence is less prevalent or more hidden in
Traveller groups? It seems reasonable to suggest, however, whatever the prevalence, that the silencing of those who have experienced sexual violence because of the very grave consequences for
them, their families and the Travelling community as a whole,
provides a strong case for expecting even less disclosure than in
the settled community.

P ROPOSALS FOR F UTURE C ONSIDERATION
A series of suggestions for improving prevention, disclosure,
health and related service responses and police and legal re-
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sponses were developed in consultation with Pavee Point members and are outlined next.
•

There is a need to offer a more culturally appropriate service.
The cultural impact of rape must be recognised and response
by service providers must be sensitive to the cultural meaning
of the experience. Choice of language to describe body parts
and details of sexual violence needs to be dealt with sensitively by service providers.

•

In order to achieve more culturally appropriate services, the
provision of training to increase both awareness and skills
amongst service providers is needed. This should include
awareness-raising regarding racist attitudes.

•

Advice regarding training initiatives and service development
should be sought from Traveller women such as those involved in the Primary Health Care for Travellers Project. Since
1994, Pavee Point in partnership with the ERHA has trained
Traveller women as health care workers in their own communities. This model should be considered. For example, specialist organisations such as the Rape Crisis Centres could train a
small group of Traveller women to train other Traveller
women (in awareness-raising regarding sexual violence, in listening skills, in skills which facilitate disclosure, in provision
of information regarding available services, and so on). Dialogue with Traveller women should inform trainer input regarding specific challenges and cultural differences.

•

Because of the nomadic lifestyle of many Travellers, outreach
services should be provided. The Dublin Rape Crisis Centre
already offers such a service in the Well Woman clinic in the
Northside Shopping Centre, Coolock.

•

Given that matters concerning sexuality would be discussed in
women-only groups in the Traveller community, it may be
advisable that female counsellors and doctors be available to
deliver services, at least in the early traumatic stages following
events and/or disclosure. (Parallel service plans may be
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needed for men. In this regard a men-only focus group might
be consulted in future research.)
•

It was not seen as feasible for Traveller women to train, for
example, as volunteer telephone counsellors with organisations such as the Rape Crisis Centres since many cannot afford
to work without payment. Some funding must be put in place
if the Traveller-provided service model is to be developed.

•

Travellers are generally not aware of services that are available
to those who have been sexually abused. A proactive approach
must be taken to rectify this gap. There is a need for sexuality
education, including education regarding sexual violence, in the
Traveller community. Given the emphasis on an oral culture,
combined with literacy problems, this should be delivered in a
way that achieves its aims of effective communication. Traveller
education was stressed as an important issue, particularly with
regard to the issue that “Travellers are ignorant of the fact that
the [abused] girl is an innocent victim”.

•

Getting information to the Traveller community about available services for sexual violence would include the provision
of leaflets and posters to sites and centres Travellers attend;
and having information outlined orally to the community by
trained Travellers and via family doctors and nurses.

Recommendation
Many of the necessary aspects of developing and delivering a service to promote prevention, detection and management of sexual
violence for members of the Travelling community are already
identified in the community. Resources are needed to enable
Travellers and others to work together to tackle the particular
challenges sexual violence poses for them.

Chapter 7

SEXUAL V IOLENCE IN THE
P RISON P OPULATION : P ERCEPTIONS
OF P RISON P ERSONNEL

I NTRODUCTION
The prevalence of sexual violence in prison is a combination of
pre-prison and in-prison instances of abuse. Research addressing
levels of sexual violence in this population almost entirely focuses
on pre-prison episodes of abuse (Struckman-Johnson et al., 1996).
Different methodologies and questions are addressed in such research. For instance, in a consecutive sample of 500 women admitted to a US prison in 1994, 26 per cent reported a history of sexual
abuse “while growing up” (Mullings et al., 2000). In this study
childhood abuse was associated with higher levels of HIV sexual
risk-taking in adulthood. For men, 27 per cent of a random sample
of “habitual offenders” in another US study reported childhood
sexual abuse (Irwin and Austin, 1994). High rates of sexual abuse
are also evident in sex offenders in prison, with those diagnosed
as having a paraphilia having significantly higher levels of childhood sexual abuse in their past (McElroy, 1999). Sexual violence
also occurs in prison with, it is perceived, little attempt to prevent
what is seen as “a convenient form of inhumane justice” (Scarce,
1997). Reported rates of sexual violence vary widely and are almost all derived from US studies. The estimated average is 20 per
cent (Kupers, 1996). One large recent study of both men and
women in US prisons found a self-reported rate of unwanted sex-
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ual experiences in prison of 20 per cent; 22 per cent for men and 7
per cent for women (Struckman-Johnston et al., 1996). Threequarters of these cases reported serious assaults or rape with 18
per cent of all cases identifying prison staff as perpetrators. Supporting the validity of the prisoners’ reports, a sample of prison
staff estimated the assault rate to be 15 per cent. UK psychiatrist
Michael King, who studies male rape, estimates that there is significantly less sexual violence in the UK prison system than the
US (c.f. Scarce, 1997).

R ECENT I RISH S TUDIES OF THE P RISON P OPULATION
Two major studies of the prison population in Ireland were completed in the year 2000. The first was a general study of health and
healthcare in the overall prison population undertaken by the
Centre for Health Promotion Studies of National University of
Ireland Galway (2000). They surveyed 777 prisoners in 13 of the
15 national prisons; 59 of these were women. This represented 26
per cent of the male and 75 per cent of the female prison population with 777 participants representing a study response rate of 88
per cent. Prisoners completed questionnaires alone or were assisted and were also examined by a nurse or doctor. Almost half
(48 per cent) of men and 75 per cent of women scored as “cases”
on the General Health Questionnaire, a 12-item measure of psychological distress. (This means that they presented symptoms
which would warrant mental health intervention.) Forty-two per
cent had seen a prison doctor in the previous two weeks. Sexual
violence was not a specific focus of the study. However, relevant
information can be obtained from their work. Participants were
asked a range of questions regarding the adverse effects of alcohol
use. One question asked if they had experienced adverse events as
a result of someone else’s alcohol use. Sixteen percent of women
and 3 per cent of men reported being sexually assaulted as a consequence of alcohol use by another person. The parallel figures for
physical abuse were 17 per cent (men) and 28 per cent (women).
When asked about the experience of violence in prison, 27 per
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cent of men and 5 per cent of women reported physical abuse by
prison officers while 13 per cent of men and 7 per cent of women
reported such abuse by fellow prisoners. There is no way to
evaluate if instances of sexual violence occurred in the prison
from these figures and no way to know if sexual incidents were
incorporated into definitions when reporting “being physically
abused” in prison. One of the recommendations of the study concerning a health-promoting prison environment was that “the
precise nature and extent of the verbal and physical abuse reported by prisoners must be investigated and, if indicated, antibullying and other strategies implemented” (p. 63).
The second Irish report was conducted by the Department of
Community Health and General Practice in Trinity College Dublin (Allwright et al., 2000) and focused on infectious disease
prevalence (hepatitis B and C and HIV) in the prison population.
A total of 1,205 prisoners (57 were women) (88 per cent response
rate) were surveyed in 9 of the 15 Irish prisons. A self-completed
questionnaire and unlinked oral fluid specimen was collected.
While questions on sexual practices were asked, no information
on sexual violence was compiled.
An earlier study of the Mountjoy prisoner population
(O’Mahony, 1997) focused on social, family and criminal background, health status, substance abuse problems and, to a limited
extent, experiences of and views on prison life. A total of 108 prisoners were interviewed including being asked if they had ever
been sexually assaulted in prison by another prisoner or staff
member. Four claimed to have been sexually assaulted by another
prisoner and four others by a prison officer (a prevalence of 7.4
per cent). None of the assaults involved rape.
Some insight into pre-prison and in-prison experiences of sexual violence may be obtained from health service provision in
prison. A Clinical Psychology Service for the Department of Justice, Equality and Law Reform was established in 1980. It provides, among other services, a psychological service for individual
offenders, and their 1999 annual report records consultations with
588 individual offenders, 20 per cent of whom were sex offenders.
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Most offenders sought help for a number of concerns, which may
include child sexual abuse and rape. In 1999, an average of 22 offenders addressed issues of CSA and rape each month.

M ETHOD
For the purposes of the SAVI study, individuals from the various
professions who work directly with prisoners were selected by a
process of recommendation of key informants and interviewed,
either in person or by telephone, using an open-ended approach.
A total of 12 professionals were interviewed including a prison
governor, prison officers, a prison nurse, psychologists, chaplains,
and a senior probation and welfare officer. Those interviewed
worked in the following prisons: Mountjoy, the Curragh, Wheatfield, Cloverhill, Cork, Dochas Centre (female prison), Shelton
Abbey and Shanganagh Castle. Participants were asked their
views on pre-prison and in-prison prevalence of sexual violence;
on disclosure patterns and challenges; on the provision of counselling services; and on their views of what is needed to best address the issue of sexual violence for prisoners. The assessment of
either pre-prison or in-prison abuse presents major challenges for
researchers. It was decided not to interview prisoners directly for
this study. The reasons for this were twofold. Firstly, there are
concerns regarding asking prisoners to disclose a history of sexual
abuse in an environment where they spend many hours of the
day alone and do not have the support of family and friends to
deal with emotions raised in this way. The risks of damaging their
well-being, including self-injury and suicide, are by no means insignificant. A second ethical concern is about conducting such
sensitive research with a vulnerable and captive group without
being in a position to provide services to deal with issues that
might emerge from the interviews.

F INDINGS AND D ISCUSSION
Given the varied sample, the views and opinions expressed were
not always consistent. In the summary as presented, it is impor-
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tant to note that the observations are based on perceptions of those
working in the prison service. Staff perceptions regarding past
histories of sexual violence among prisoners, including child sexual abuse and adult sexual assault and rape, varied from those
who could not give an opinion about whether this problem might
be greater than in the general population, to those who felt the
prevalence might be as high as 40 per cent in the male and 50 per
cent in the female prison population. One participant said that he
would go as far as to say that a history of child sexual abuse is almost a criminogenic factor (i.e. a factor leading to involvement in
crime). The majority felt that, whatever the prevalence rates, a history of sexual violence is a feature in the lives of at least some offenders. The general consensus was that many female prisoners
have suffered child sexual abuse. It was suggested that this would
be the case for almost all of those convicted because of soliciting
(i.e. prostitution). However, many felt that women speak out
more readily about emotional and other issues and that it may be
their greater ease with disclosure rather than higher prevalence
that leads to this perception. One view was that those (including
men) who self-harm often have a history of sexual abuse. Many of
the long-term intravenous drug users in the 30–40 year age
bracket (many of whom had been in institutional care) were also
believed to have been abused. Another participant believed that a
significant percentage of the younger prisoners in St. Patrick’s Institution (a centre for 16–20-year-olds) have suffered past abuse,
including incest. Regarding identification of abuse, there is no systematic screening of prisoners for past abuse of any kind. Currently, the only information prison personnel have regarding a
prisoner is what is provided on the arrest warrant.
Professionals thought that ongoing sexual violence within the
prison setting was quite rare but that it did happen. In any case, it
was felt that this crime was rarely reported although there is a
protocol in place for dealing with allegations.1 It was also felt by

1 However, if there is an allegation of sexual violence, it is more usual to move
the person making the report rather than the alleged perpetrator.
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some that an assault would have to be accompanied by some
physical violence before it would be reported. There were seen to
be many opportunities for sexual coercion in prison but that this
may be viewed as consensual sexual activity. If there is no evidence of physical force having been used, there may well be a belief, held by staff and prisoners alike, that “he must have agreed to
it”. It was seen to be the most vulnerable prisoners who are at
risk. One viewpoint was that overcrowding (having two or three
prisoners to a cell) facilitated sexual violence in the prison setting.
Yet others said that assaults have occurred in shower areas. It was
felt by some that there is an unspoken “let’s not open a can of
worms” attitude towards ongoing sexual violence. Prison officers
receive no training in this area (including no training on how to
deal with disclosure). Most are believed not to be aware of what,
if any, services are available for those reporting abuse.
All were in agreement that sexual violence was a very difficult
topic for prisoners (and more particularly male prisoners) to discuss. Barriers to disclosure were seen as numerous and are summarised as follows:
•

Prisoners do not confide easily in “officialdom”. There was
seen to be very much a “them and us” attitude towards prison
personnel. Prison psychologists, for example, prepare courtordered reports prior to sentencing an offender and, although
this is a very small part of their work, this was seen as having
the potential to affect levels of trust in them by prisoners.
Chaplains seemed to be in an exceptional role in this regard
by many staff as it was felt that prisoners know that what they
say to chaplains is confidential (no notes are kept and no reports written). Also, there was not the same stigma attached as
chaplains see prisoners on the landings and not in their own
rooms. One chaplain said:
“They could be talking to us about anything. We might just
be arranging a phone call to a girlfriend. No one would
know.”
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•

There was seen to be a commonly held attitude amongst prisoners that if a person has been abused they too would abuse.
If a prisoner were to disclose past abuse this could be used
against him; for instance, he might be bullied. Another participant said, “Child sexual abuse is an absolute secret for
prisoners.”

•

Shame was also a very big factor. Added to this, to disclose
sexual abuse was seen as lessening the “macho” image that is
so strong in the prison setting. This links to a certain stigma
being attached to taking up services like counselling or talking
to the Samaritans.

•

There was seen to be a fear that, once a disclosure was made,
the prisoner would have no control over where that information would go. There are also perceptions of fears and confusion about mandatory reporting. It was felt that people have
some sense of control if they are living in the community. This
is not the case when they are in prison.

•

Sex offenders were seen to be so reviled that a prisoner would
not wish to be connected with this crime in any way, not even
as a victim of it. One participant described sex offenders as
“the lepers of today”.2

•

Erroneous “rape myths” were believed to be held by many
prisoners, particularly with regard to sexual violence committed against males. Lack of education was seen as a big factor
in these misconceptions.

Sex offenders constitute approximately 11.6 per cent (n = 350) of the Irish prison
population. They are kept segregated in the main, primarily for their own safety.
One problem in this regard is that those who have committed more minor offences are housed with the most serious sex offenders. As one participant said:
“Young offenders are segregated and incarcerated with hardened offenders for
the most formative years of their lives and are offered little or no help in dealing
with their offending behaviour. They are the most marginalised group, often the
victims themselves of sexual abuse.”

2
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•

Another perceived barrier to disclosure was the perception
that a prisoner who discloses abuse may be concerned that
others may view him as sexually available or otherwise vulnerable to further abuse.

•

Prisoners may not disclose incidents of sexual violence within
the prison setting, it was felt, because of fear of reprisals.
Rather, they may ask to be transferred to another cell or another prison and refuse to give a reason. To disclose sexual
abuse constitutes a very real risk for a prisoner, particularly if
he has a long sentence ahead of him. “If it got out he would be
slagged” and “the bully will still bully”.

•

One challenge to disclosure of or treatment for past abuse was
seen to be the large percentage of prisoners who are active
drug users. These are not typically in a position to deal with
challenging emotional issues of past abuse.

•

Lack of resources and lack of personnel generally were seen to
pose a problem in relation to prevention, disclosure and treatment. One source said that a previous partial solution where
external therapists and counsellors had volunteered their services was met with opposition from within.

The question of how to deal with disclosure of sexual violence is a
highly complex one. Historically, prison has been seen as a place
of punishment. There has not been a culture of caring or rehabilitation although this may be changing now, not least, it was felt,
because of the input of chaplains who are, and are seen to be, totally independent of the system. The chaplains were reported to
have “tremendous credibility”, primarily because they offer absolute confidentiality. This changing approach to prisoner as “victim”, and not merely as perpetrator, may be viewed by some as
innovative. The prison setting was seen as a very harsh and possibly unsuitable environment in which to tackle such painful issues as sexual abuse.
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“Many are not able to do deep therapy work while in
prison because they may become distraught, and then they
are left.”

In any case, available services were reported as extremely
stretched, particularly the Clinical Psychology Service. Some
women and men attend the Dublin Rape Crisis Centre while serving their sentences.
Many felt that there was a need for a totally independent therapy or counselling service for those who wished to avail of it. This
should be a separate service that has nothing to do with “good”
reports, “bad” reports or a release date. It was felt that prisoners
might not be honest if a report was to be made that would affect
their release date. A two-dimensional therapeutic or counselling
service was proposed: one representing the State (for example, to
give a psychological opinion) and the other a totally confidential
“no-strings-attached” service for the prisoner who says, “I have a
problem and I want to deal with it.” This viewpoint was not, however, unanimous. A strong word of caution was put forward with
regard to sex offenders, murderers and others who have
committed violent crimes. Offending behaviour was seen as needing to be addressed simultaneously with meeting prisoners’
needs.
“A balance must be worked between the prisoner as a victim and the prisoner as someone who has victimised another person.”

The concern was that, if there was not a multi-disciplinary and
coherent approach, prisoners might only want to look at issues
concerning themselves as the focus of abuse, not also as offenders
against others.

P ROPOSALS FOR F UTURE C ONSIDERATION
•

To heighten awareness among prison personnel through the
provision of education regarding child sexual abuse and sexual violence. Uptake would have to be voluntary. Training

226

The SAVI Report

should be process-oriented in order to challenge attitudes and
existing prejudices.
•

To train prison officers regarding how to deal with a disclosure of sexual violence by a prisoner.

•

To provide a similar type of education for prisoners, preferably in the wider context of personal development.

•

To introduce proper sentence-planning to include an induction process consisting of a range of interviews to address the
medical, psychological and training/employment needs of
each prisoner alongside their offending behaviour. Sentence
planning should address the question, “How best could this
person benefit from the time spent serving their sentence?”

•

Given that prison is a place of enormous distrust, prison management needs to be innovative and proactive in setting up
structures that will maintain prisoners’ confidentiality. Prisoners need reassurance and clarification about who has access
to the information held on their files.

Further research is needed. The above proposals are starting points
to guide such research but in themselves they represent the views
of a non-random selection of prison personnel. A more extensive
investigation needs to take into account a wider constituency including prisoners themselves. Furthermore, it is important to emphasise that the problems seen in prisons are primarily problems
from elsewhere. Child sexual abuse and other forms of sexual violence cannot be seen as an aetiological factor in subsequent criminality without also considering other challenges to child and adolescent development such as neglect, poverty, lack of education and
physical violence. In the longer term, greater investment should be
put into prevention in its wider sense — into pre-school education,
parenting skills training, and into offering tailored support to families who are vulnerable for whatever reasons.

Chapter 8

WOMEN IN P ROSTITUTION :
THE C HALLENGE OF SEXUAL V IOLENCE

I NTRODUCTION
The number of women involved in prostitution in Ireland is unknown. However, the Ruhama1 Women’s Project has over 500
women on its database, the majority of whom are Irish and working in street prostitution. Ruhama staff are aware that there are
very many more women working in “indoor” prostitution, for
example, in brothels and escort agencies, but they have no contact
with this more hidden group. Other women working in prostitution have become less visible in recent years due to the increased
use of mobile phones. This effectively means that these women
can work out of their homes and other places without needing to
go out onto the streets.
Previous international research suggests that women working
in prostitution have a higher incidence of child sexual abuse than
women in general (Bagley and Young, 1987; Potter et al., 1999;
McClanahan et al., 1999). Bagley and Young found that 73 per
cent of former prostitutes had experienced child sexual abuse
compared to 29 per cent of a control group obtained in a random
population survey. Potter et al. interviewed a group of female
“sex workers” and compared their findings with those from the

1 Ruhama is a voluntary organisation working with, and for, women involved in
prostitution. The name Ruhama comes from Hebrew and means, “She that was
unloved is loved”.
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Otago Women’s Child Sexual Abuse study. They found that those
working in prostitution were significantly more likely to report
histories of child sexual abuse. McClanahan et al.’s study of female prisoners in the US found that those who had engaged in
prostitution were almost twice as likely to have experienced child
sexual abuse than the other prisoners in the sample. However,
this view is not unanimous with other authors claiming that this
link is not clear-cut (Nadon et al., 1998; Widom and Ames, 1994).
Other factors, such as running away from home, are also reported
to be pathways to prostitution. Drug addiction is often implicated
but it is unclear whether this is a causal factor or whether, in fact,
women working in prostitution become addicts because of their
lifestyle.
It may be more difficult for these women to access services,
and for those who do access services their care may be fragmented. For example, a woman may receive treatment for drug
addiction while the fact that she is working in prostitution may be
neglected, or not even known by the service providers.
As the prevalence of sexual violence may be higher among
women who work in prostitution, and the likelihood of their being adequately represented in the SAVI national telephone survey
was small, it was decided to investigate the issue of sexual violence with this specific group separately.

M ETHOD
After an interview with the director of the Ruhama Women’s Project it was concluded that there were inherent difficulties in approaching the women who worked in prostitution themselves to
discuss the main issues of the survey. It would be extremely difficult to identify women to take part as there was no official “list”
or register of those who work in prostitution, nor would any
woman want her name on such a list, as these activities are illegal.
Accessing this group of women is extremely difficult, even for
those who seek to help them, such as Ruhama. This organisation
patrols the areas where they believe they are most likely to find
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the women, and then it is up to the women themselves to approach the service. The chaotic lifestyle and difficult hours that
these women work present major challenges to conducting any
type of “traditional” survey or even a focus group. Many women
involved in prostitution are drug addicts and this also poses a
barrier to interviewing them directly.
As an alternative, it was decided to approach the volunteers
and staff who have been working with this group of marginalised
women and to ask them to speak on their behalf. While it is acknowledged that asking the women in prostitution themselves
may yield different and more specific information, it is hoped that
the information provided by these “spokespersons” may at the
very least provide useful guidelines for service provision and outline avenues for further in-depth research.
Based on a review of the literature and the interview with the
director of Ruhama, a questionnaire was developed to be filled
out by staff and volunteers at Ruhama. Where possible, questions
mirrored those that were asked in the SAVI national telephone
survey of the general public in order to make comparisons.
Eight women and one man working either as volunteers or as
full-time staff with Ruhama completed questionnaires. These participants had worked for Ruhama for one to eight years. The majority came into direct contact with women in prostitution in the
course of their work, with participants at minimum having had
contact with 14 women up to approximately 500.

R ESULTS AND D ISCUSSION
Prevalence of Sexual Abuse and Assault among Prostitutes
As the main aim of the national study was to estimate the prevalence of sexual violence among the general population, obtaining
comparable figures for women who were involved in prostitution
was of key interest. When asked to estimate the percentage of
women in prostitution who were raped or sexually assaulted by a
non-family member before they were aged 17, participant estimates ranged from 30–60 per cent. A question about that same

230

The SAVI Report

group experiencing incest yielded much more variability, with
estimates from 10–90 per cent. Although no figures were available
for the average age at which women may begin prostitution, it
appears that these participants believe a sizeable number of
women may have already experienced sexual abuse while they
were children and quite possibly before they took up prostitution.
The estimates for women in prostitution who are sexually assaulted as adults were significantly higher, ranging from 60–95
per cent. Although these figures were estimates based on the perceptions of the staff and volunteers who work with the women in
prostitution, it is striking that their estimates were much greater
than those of the general population.
In order to get an indication of the possible contributory role
of sexual violence in leading women into prostitution, we asked
this group of participants to consider a number of factors that
have been identified in the international research. Participants
were asked to indicate which of the items they believed were contributory factors for women in prostitution in Ireland (based on
their own work). The item identified most frequently as being
contributory was experiencing child abuse or incest, with financial
reasons as a close second. Homelessness and running away from
home were also considered to be contributory factors by most participants. Drug addiction was the item most often spontaneously
added by participants when asked if they thought there were other
major factors. Other factors nominated by participants included
such things as experiencing abuse of any kind (e.g., physical, emotional, neglect), being forced into prostitution by others (including
their family), the trafficking of foreigners, and related activities
such as lap dancing, strip shows and escort services.
While sexual abuse and assault were certainly viewed as factors which lead to a life of prostitution, once a woman engages in
prostitution it appears she has an even greater risk of becoming
abused again. When participants were asked what percentage of
women are raped as a direct result of their involvement in prostitution, almost all of them estimated the proportion to be at 70 per
cent or above. Further, the mean frequency of the sexual assaults
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or rapes that they experience was estimated at one every one to
two months. If these figures have merit, then the level of sexual
violence that these women experience far exceeds that of the general population.
As with the national survey of the general public, access to
professional support services and perceptions of the quality of
those services was of interest. The participants were asked to
serve as the “spokespersons” for the women they worked with
when answering the questions about services. The items regarding satisfaction with services were the same as those used with the
general public and included: seeing the woman promptly; taking
the woman’s experience seriously; not making the woman feel
responsible; encouraging the woman to make a report; keeping
the woman’s case confidential; being sensitive to the woman’s
feelings; providing explanations about their procedures; and providing explanations of other services available. These key indicators of a quality service were rated on a five-point scale ranging
from “excellent” to “very poor”. Participants were also given the
option of indicating that they did not have enough experience
with the services to judge a particular quality.
Experiences with Medical Professionals
When asked what percentage of women in prostitution (who are
raped or sexually assaulted) seek help from medical professionals,
the participants had widely differing views. Estimates ranged
from two to 70 per cent as to the uptake of medical services. Participants were also asked to estimate the percentage who may go to
a medical professional, but do not mention the rape or sexual assault. Again, estimates varied so widely as to lack any utility for
assessing the true frequency of utilisation of medical services. It is
noteworthy that these workers “on the frontlines” have difficulty
with these estimates, but reinforces the fact that the best way to understand the position of women in prostitution about their use of
medical services would be to ask the women themselves directly.
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Responses were somewhat more consistent when participants
were asked where women would typically go when seeking
medical help, with most indicating that they would likely go to
Accident and Emergency Departments. A sexual assault unit was
also mentioned, and one participant indicated that if they went to
the police first, they would be more likely to be sent on to the sexual assault unit. Other places mentioned for medical help were
the Woman’s Health Project and their own organisation (Ruhama).
Participants were also asked what they thought were the main
reasons the women decided not to go to medical professionals
when they really should given their level of injuries. The most frequently cited reason (by all but two) was that they were afraid
they would be treated badly by those in the profession. The next
most frequently cited reason for not seeking medical help was
that they (the women in prostitution) were ashamed and blamed
themselves for what happened. As one participant stated:
“Women are ashamed to say how they incurred their injuries; they expect to encounter a ‘you deserve what you get’
attitude.”

Several other reasons for not seeking medical care were spontaneously noted by the participants. One participant stated, “Women
who are involved in prostitution want to keep that fact deeply
hidden.” The fear of meeting someone they know while waiting
in casualty seemed to be a factor, while another participant said
they won’t go to a GP for fear that the GP would break their confidentiality and tell their family (which was especially true for
young women in prostitution). One participant reflected on the
whole experience of being in prostitution, saying, “Their own
health is very low on their list of priorities in a very chaotic existence.”
Key indicators of the quality of medical services were rated.
Overall, most participants rated professional medical services for
women in prostitution as “adequate to poor”. Participant ratings
indicated that participants felt that medical professionals did
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things like “keeping her case confidential” and “seeing the
woman promptly” quite well. They were rated as much worse on
items such as “being sensitive to the woman’s feelings” and “taking the woman’s experience seriously”. Other indicators of quality
were given mixed reviews, and no item was rated “very poor”.
When asked in an open-ended question if there was anything
medical professionals could do to help and support women who
engage in prostitution, a variety of suggestions were given which
mainly stressed the need for awareness and education amongst
medical professionals. A few suggested in-service education for
those working in Accident and Emergency and other staff more
generally:
“Awareness of this issue is needed for professionals in order to break any stigmas or prejudices. Women need a holistic approach to their healthcare.”

Another added:
“Medical professionals would provide a tremendous support simply by keeping in mind that in these circumstances
they are dealing with a hugely traumatised woman. It may
appear that the woman in prostitution deliberately places
herself in a position of danger or is herself directly responsible for being medically compromised. However, the
woman is very often in prostitution because of prior traumatic life-circumstances.”

Another participant stressed the importance of their role as medical professionals, given their stature in society, stating:
“I think that the women could have a high level of trust in
medical staff, so the staff could effectively encourage the
woman to a) make a report, b) inform them of other services available, and c) generally talk about the risks and
dangers of the ‘lifestyle’ for the woman and her children if
she has family.”
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Experiences with Gardaí and Legal System
The percentage of women in prostitution who are raped or sexually assaulted and who report their abuse experience to the Gardaí was estimated from 1–40 per cent, although half the participants did not guess at the estimate. Multiple reasons were cited as
to why women decide not to go to the Gardaí, including that they
are afraid they would be treated badly, they blame themselves for
what happened, and they don’t think they would be believed. As
one participant stated:
“A really deep-seated reason for women not going to Gardaí is that the woman’s sense of self-worth is so low, and
sense of shame so great, on account of prostitution, that at
some level she believes she deserves the assault/attack, and
she expects Gardaí and others to share this belief.”

Notably, most also feared repercussions because of their work in
prostitution, and that there was no point, as the abuser always
seems to get away with it. One participant made reference to the
fact that Gardaí may be in a double-bind situation:
“From what I know of the women’s attitude to the Gardaí
and given that it is the Gardaí that ‘hassle’ and arrest them,
the Gardaí are unlikely to be seen as supportive in such a
situation.”

Other reasons women do not report were cited as well. One participant said that a prostitute told her that she:
“. . . could not report ‘this man’ as he had a wife and young
children and she could not put them, especially the little
kids, through this.”

When asked to rate the quality of the services provided to the
women by Gardaí, items such as “keeping the woman’s case confidential”, “seeing the woman promptly”, and “encouraging the
woman to make a report” were rated most highly. Gardaí received much lower ratings on items such as “being sensitive to the
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woman’s feelings” and “providing explanations about procedures”. Overall, however, there did appear to be a wide range of
quality in their services, where individual Gardaí may provide a
high quality service while others do not. As one participant said:
“It is hard to rate this, as I would say it depends on the individual Garda and it depends on what the woman is presenting. If it’s a serious crime like assault and she goes to
the Gardaí who are familiar with the prostitution and crime
scene, the service is good overall. But if it’s in an area
where Gardaí are not familiar with the vulnerability of the
women, there can be prejudices.”

When asked in an open-ended question what else the police could
do to help and support women who engage in prostitution when
a crime has been committed against them, several areas for improvement were suggested. Training and education featured frequently among responses, stating that more training “could be
built in” to help the women. References to the conflicting roles
that police are faced with (viewing women as engaging in illegal
activities, but who are also victim to heinous crimes) were frequently made. As one participant said, Gardaí should be better
equipped to be able to:
“. . . respond and be clear with regard to their own upholding of the law of the land without denying any woman her
own innate rights for personal safety.”

Another expressed the feeling that police training:
“. . . suppresses their ability to put themselves in the
women’s ‘shoes’ and their job is to gather information
which is necessary.”

This participant suggested that an experienced post-traumatic
stress counsellor could be made available as statements are taken
and for follow-up work. Another suggested having more female
Gardaí involved, again with more training. Others had suggestions for the legal system in general, such as monitoring the men
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who frequent the red light district — have them arrested and appear before court.
“Start looking for men who commit such crimes and be
really serious about it.”

Another suggested that for the women who appear in court there
should be “a support programme through collaboration with the
court, probation service, etc. (not fines or prison)”. It was suggested that a key element is collaboration of services:
“connect the woman with all relevant services that are
there to help her — health, drugs, HIV, welfare, probation,
social services, community services.”

The questionnaire also asked about the effect police “crackdowns
on prostitution” have on the women involved. Several points
were made by the participants:
•

Increased police presence on the streets means that the women
in prostitution do not have the time to screen or “weigh up”
clients as carefully as they would otherwise. This puts them at
greater risk of encountering dangerous men.

•

If a police crackdown is meant to “clean up” a particular area,
the women will move and work somewhere else. The demand
for their services is so large and the network so well established (so they can survive), that this sort of police effort does
not prevent prostitution from happening. In fact, the participants believed that “drawing it [prostitution] off the streets”
makes the women more open to danger. Further, it makes it
more difficult for support to reach the women (e.g., Ruhama).

•

If a police crackdown is focused on making arrests and sending the women to court, again, the consequences for the
women are severe. Women who are fined often turn around
and work (in prostitution) even more to come up with the
money to pay the fines. In addition, women face humiliation
and can be “totally degraded” by the court appearance.
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Only a few questions were asked of participants about the legal
system. When asked to estimate the percentage of women in prostitution that go to court with a case of sexual violence, participant’s
estimates ranged from 0.5–20 per cent, with many not putting forward any estimate. Further, almost all the participants did not
make an estimate of the percentage of cases that result in criminal
prosecution. Although few ventured even a guess at the figures,
these estimates appear to be significantly lower than the estimates
yielded by the national survey for the general population.
Experiences with Counselling or Psychological Professionals
The percentage of women in prostitution who have been sexually
assaulted and seek help from counselling or psychological professionals was estimated to be from one percent to 20 per cent. Given
these estimates, psychological services do not seem to be a major
source of support for most women in prostitution. The main reasons cited for not utilising these professionals were: they did not
think the professionals could do anything to help; they felt
ashamed and they blamed themselves for what happened; and
they felt they couldn’t discuss sexual matters with a stranger.
Spontaneous reasons given for not utilising these services centred
around difficulties in how the services have traditionally been
structured. As one participant explained, “Women’s lives are so
chaotic . . . they can’t commit to a series of appointments.” Others
emphasised the lack of awareness about what the service has to
offer and the waiting lists often associated with these services.2
“Some say they don’t understand what counselling is or
how it will help.”

One participant summed the situation up, saying that the women:

2 While service providers reported making special provision to see those experiencing sexual violence in the last year promptly, the view of those reporting on
service access was of delays in accessing needed services.
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“. . . seem to think that counselling will not help — unless
there are changes in the woman’s own practical circumstances (e.g., a woman who is homeless, drug-dependent
and assaulted), she is simply unable to access or see the
value of psychological support/counselling services.”

When asked to rate the services provided by counselling or psychological services, participants viewed the services overall as
“adequate”. Items rated highest were “taking the woman’s experience seriously” and “being sensitive to the woman’s feelings”,
followed by “not making the woman feel responsible”. Psychological services were seen as performing least well on “seeing the
woman promptly”. It should be noted that the number of women
judging these services was very small, with many stating that they
could not rate the service at all for a few items (i.e., encouraging
the woman to make a report, and providing explanation of other
services).
Suggestions for what psychological and counselling services
could do to improve their services for women in prostitution were
put forward by the participants. As with other services, many reiterated the need for additional training and education specifically
focusing on issues for women in prostitution:
“Most of the professionals lives are so far removed from
the reality of the lives of women in prostitution that they
do not have the skills to help even if well intentioned.”

Another suggested that professionals:
“. . . educate themselves on the issues for women . . . develop other therapeutic ways to help women besides oneto-one counselling (e.g. art or group counselling).”

Changes in how services are organised or structured were suggested by a number of participants. One participant felt that
women need:
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“. . . brief periods of support on demand, independent of
the woman’s involvement with other agencies (e.g. drug
clinics, sexual assault unit, etc.).”

Another participant expanded on these suggestions saying:
“I believe counselling and psychological professionals have
great ability to help and support women, but the service
needs to be regular and frequent. Very often, the service
falls apart because the woman does not keep her appointment — but the women in prostitution need assistance in
keeping such appointments. By definition, a service has regard for the circumstances of the user. Therefore, a ‘psychological service’ for women in prostitution must practically
consider the implications of the psychological and emotional chaos in the life of the woman in prostitution, for her
ability to access professional services.”

Timeliness and access were underlined as major difficulties, as
another participant stated:
“There are not enough counselling or psychological professionals available to the women when they need them —
they have to wait for everything. Their self-esteem is so low
they would not be able to access such services on their
own.”

Lastly, one participant also mentioned the need for “publicising
the services available and demystifying them”.

P ROSTITUTION IN S OCIETY : W AYS F ORWARD
Participants were asked if they think that Irish society today is
more or less violent than in the past for or towards women in
prostitution. Sadly, most participants indicated that it was either
“somewhat more” or “a lot more” violent. When asked why they
thought this, most indicated that they felt there was a greater level
of violence in society in general with less respect for human life.
Some participants mentioned the increased access to pornography
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on television and in videos as a key contributor to the violence,
while a few others mentioned prostitution’s links to the drug industry. Only one participant felt it was “somewhat less” violent
towards women in prostitution, stating that “despite setbacks,
society improves its attitude on these matters year on year”.
As a final question, participants were asked about any specific
changes that could be made with regard to supporting women
who engage in prostitution. Two major approaches were suggested: public awareness and education aimed at increasing the
understanding of the situation of women in prostitution and preventing more young women from taking up prostitution, and significant changes in the legal and social services for women who
are already involved in prostitution to help them leave prostitution. The following points were made:
•

The general public needs to view prostitution as “violence
against women and as a human rights issue”. Further, “it is
not acceptable for any man to abuse any woman in this way”.

•

The general public needs to be made more aware of the reasons why women engage in prostitution, the number of
women involved, their age-range and “the hardship, suffering
and danger attendant on this lifestyle”. In particular, young
people need to be “made aware of the risks involved in prostitution and the routes into it”. This needs to be coupled with
knowledge about the “difficulties facing any woman who tries
to extricate herself from this lifestyle”.

•

Ireland needs to “change the law so that women are not victimised”. “Men (pimps and customers) should be prosecuted
more vigorously.” As one participant stated, we need to “acknowledge the reality that for every one woman, there are at
least 10 men involved”, which she felt was a “conservative estimate”. Alongside these measures, one woman thought that
society needed to “deal with issues relating to the perceived
right of those who demand prostitution be available”.
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•

Support services need to be linked, freely available and accessible. “A very radical approach needs to be taken by government on this issue. Women in prostitution need major support
when they choose to exit the life.” One suggested that “each
large town in Ireland needs services similar to Ruhama”. Others saw the need to “develop more collaboration” between the
courts, probation, social services, and alcohol and drug treatment.

•

“Real” alternatives to prostitution need to be developed. Young
people need help finding alternative ways of earning a living,
with educational opportunities and other supports “to meet
her where she is at” and “empower [her] in [her] choice out of
prostitution (e.g. childcare, increase in social welfare, low income housing)”.

•

Lastly, in order to prevent women from taking up prostitution, the poverty of women in society needs to be reduced and
ultimately eliminated.

Recommendation
The complex challenges of sexual violence in the lives of women
in prostitution needs further research. This should involve working directly with these women to consider how to promote good
management of past abuse and protection against sexual violence
in the future. A key aspect of achieving these goals will be to work
with health and law enforcement agencies in the interests of those
involved in prostitution.
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Chapter 9

THE S EXUAL A BUSE OF P EOPLE WITH
L EARNING D ISABILITIES 1

I NTRODUCTION
Persons with learning disabilities (or “mental handicaps”)2 constitute a vulnerable group with regard to sexual violence. This overview considers the particular vulnerabilities of this group both in
terms of being targets for sexual violence and subsequently in
terms of disclosure and verification of that abuse. International
evidence is considered and combined with available information
from Ireland. Considering the data in the international literature
and anecdotal reports, there is no reason to believe the problem in
Ireland to be less prevalent than elsewhere. Contact with key Irish
informants has facilitated identification of practices being developed or promoted in the Irish setting. The present Irish situation
with regard to guidelines for the protection of persons with learning disabilities and the current related law is outlined. Legal and
programmatic challenges for the future are considered.

1

This Chapter was written in association with Dr James Kelly, SAVI team member.

2 The term “learning disabled” is used throughout this chapter to cover populations variously categorised as “mentally handicapped”, “mentally retarded”, etc.
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P REVALENCE , V ULNERABILITY TO A BUSE ,
AND C HALLENGES TO ITS V ALIDATION
Researchers agree that sexual abuse and assault among people
with learning disabilities is a significant problem (Westcott and
Jones, 1999; Dunne and Power, 1990; Brown and Craft, 1989; Schor
1987; Elkins et al., 1986; Chamberlain et al., 1984). International
studies show that learning disabled people are at a greater risk for
sexual violence than their non-disabled peers (Kelly, 1992; Westcott, 1991; Muccigrosso, 1991; Ammerman, Van Hasselt and
Hersen, 1988). Published prevalence estimates vary enormously
and range from 8 to 58 per cent (Brown and Turk, 1994). This
variation is due to a number of confounding issues that make
such research highly complicated. These are discussed later. No
study to date has assessed the prevalence of sexual violence in
this population in Ireland. There is considerable discussion of the
factors that appear to increase the vulnerability of this population,
including deficiencies of sexual knowledge, physical and emotional dependence on caregivers, multiple caregiving, limited
communication skills, and behavioural difficulties. A focus on
“compliance teaching”, in which service users are trained to follow orders and directions of staff and caregivers without question
or resistance, is also seen as a contributing factor by several researchers in the field (Brown and Turk, 1994). Kempton and
Gochros (1986) have suggested that people with learning disabilities are more trusting of strangers than others, may be unable to
discriminate between appropriate and inappropriate behaviour,
readily comply with the requests of others, may be unable to defend themselves, and may not report incidents as sexual abuse or
assault. Research in the US has shown that children with disabilities are twice as likely to be physically, emotionally, and sexually
abused (Westcott and Cross, 1996).
A key factor that increases the vulnerability of this population
is the perception on the part of some staff that allegations of sexual violence are not believable. Sometimes symptoms of sexual
abuse and assault may be attributed to the person’s disability and
thus be overlooked (Sobsey and Mansell, 1990). Schor (1987) de-
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scribed a “crisis of disbelief” about sexual abuse for learning disabled as well as for non-learning disabled adolescents (Dunne and
Power, 1990). Dunne and Power contend that the allegations of
learning disabled adolescents are more easily discounted than
those of other adolescents. A generally desexualised image of
people with disabilities often results in a failure to recognise the
possibility of their being sexually abused. Other factors that contribute to the vulnerability of learning disabled people include
limitations of personal control, privacy and personal autonomy in
some institutional settings, more extensive caretaker contact compared to other members of the community, and developmental
limitations in assessing dangerous situations (CARI (Children at
Risk in Ireland), 2001).
Another factor increasing challenges to the validation of abuse
is the limitation of many research studies. Retrospective studies
assessing childhood abuse and past abuse of adults can serve to
identify problems of under-reporting. However, the target population’s inherent problems, likely to be in part due to poor communication skills and reduced capacity to recall and articulate
events, render this method somewhat unreliable. The validity of
reported cases, where there is little or no corroborating evidence,
is similarly problematic for researchers. Levels of learning disability vary greatly; thus methodologies to assess abuse need to be
similarly varied. However, few studies focus specifically on any
given level of intellectual capacity. Thus it is difficult to develop
expertise on the measurement and meaning of abuse reporting
levels by intellectual capacity. A focus on the general child literature may benefit research here since issues of comprehension and
expression of feelings and experiences concerning sexual abuse in
young children may inform understanding of intellectually challenged children and adults.
Most studies do not distinguish between various types of abuse:
single events and ongoing abuse, contact (penetrative/nonpenetrative but tactile) and non-contact abuse (perpetrator and/or
abused person exposure, exposure to pornography), and not all
studies clarify their definition of abuse in terms of consent. Consent
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and capacity to consent issues must be considered, both regarding
the incidents themselves as well as for participation in surveys using direct interview methodologies. Murphy and Clare (1995) compared two different approaches for assessing capacity to consent:
diagnostic and functional. The diagnostic approach is when an individual is identified as a member of a group which is considered
to have a lack of capacity to consent, for example, being in a certain
intellectual range. The functional approach focuses on particular
skills or knowledge in a given context, as is the case in Irish law.
These issues have confounded the establishment of consistent
working definitions of sexual violence amongst this population.
Further issues complicating research methodologies in learning disability are co-morbid conditions such as psychological/
behavioural difficulties, epilepsy, and medical/physical limitations, as each of these imply vulnerability factors that are difficult
to differentiate from the learning disability itself.

I MPACT OF S EXUAL V IOLENCE ON P EOPLE WITH
L EARNING D ISABILITIES
Short-term effects of the sexual violence on learning disabled
people have been reported to include generalised anxiety, distress, and fearfulness. Three main areas emerge in terms of longterm effect, and are summarised in Dunne and Power (1990) thus:
Effects on the quality of life — Sexual abuse increases the
vulnerability of the abused person with learning disabilities
to other abuse, and results in the imposition of additional restrictions on their freedom of movement in the community.
Emotional problems — Abused persons with learning disabilities have a higher risk of emotional problems, including depression and anxiety, often of a long-standing nature.
Sexuality — Many people with learning disabilities who
are abused become inappropriately sexualised, while the
sexual orientation of others can be affected, leading to an
increased likelihood of further sexual abuse. Some of those
who are abused go on to become abusers themselves.
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P ROFESSIONAL AND I NSTITUTIONAL R ESPONSES
TO A LLEGATIONS OF A BUSE
Internationally, disclosures of sexual abuse and assault among
learning disabled populations have prompted various responses
from academics, social services agencies, advocacy groups and
governmental agencies. The sexual abuse of all children and
young people in institutional care in the US has been underestimated (National Association for Young People in Care, 1989; c.f.
Kelly, 1992). Several studies discuss a wide variation in response
to abuse allegations as well as in the development of intervention
and prevention strategies (Brown and Turk, 1994; Carmody, 1991;
Stromsness, 1993; Sobsey and Mansell, 1990). The reported variety
in agency response to sexual abuse and assault in Carmody’s
(1991) Australian study included:
1. Ignoring allegations
2. Requiring alleged perpetrator to leave or terminate employment with no formal investigation
3. Requiring the abused person to leave a facility, or harassment
of the abused person
4. Notifying police, arranging for crisis care for the abused person
5. Conducting internal agency investigation
6. Interrogating the abused person in front of other staff and/or
alleged perpetrator
7. Failing to ascertain the wishes of the abused person regarding
the assault and to provide assistance
8. Notifying the licensing body, i.e. social welfare, and requesting a formal investigation.
In Stromsness’s (1993) US study of characteristics and experiences
of sexual violence among learning disabled women, institutional
obstacles were cited as largely contributing to the low reported
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response rate. Staff in one regional centre refused to co-operate
with researchers unless it was agreed that the researchers:
•

Eliminate questions about reporting abuse to case managers,
about case managers’ levels of compliance with mandates to
report suspected cases of client sexual abuse and assault, and
about case managers’ investigation and follow-up on reports
of sexual violence; and

•

Have learning disabled clients of the centre waive any financial obligation by the regional centre should they admit to being sexually abused and be in need of psychotherapy.

The director of another regional centre would only participate
with the approval of the state agency responsible for regional centres. The assistant director of that agency, while claiming to support the intent of the study, refused to endorse it because:
•

The study might re-traumatise the participants by awakening
dormant memories of past abuse;

•

Participation might provoke additional abuse; and

•

No resources were available to mitigate the trauma or end the
abuse.

It has been suggested that bureaucratic structures similar to those
encountered by the researchers are those which impede efforts to
intervene at the time when learning disabled women are being
sexually abused (Stromsness, 1993).
Many service providers fail to report abuse for fear of direct
retaliation by the abuser or administrative retaliation from authorities that are embarrassed by the reports of abuse within the
service delivery system for which they have responsibility (Sobsey
and Mansell, 1990). In their examination of prevention programmes in Canada, Sobsey and Mansell suggested that institutions have failed to recognise their legal obligation to maintain a
level of personal safety similar to that of the general community.
Several court decisions in Canada and the US point to a diminishing tolerance for this irresponsibility, holding staff legally respon-
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sible because they knew of the vulnerability of the learning disabled client and failed to take action to ensure their safety.
Enquiries into allegations of neglect and abuse have not
shown them to be isolated incidents committed by individual
members of staff as much as “a subculture within which the (organisational) hierarchy who at least passively acknowledged or
condoned what was going on” (Brown, 1996). This subculture can,
in turn, maintain the position of people with learning difficulties
as “potential victims on whose behalf neither the risks nor the
consequences of sexual exploitation are taken seriously” (Brown
and Craft, 1996).

T HE C ONTEXT OF I NFORMATION G ATHERING ON S EXUAL
V IOLENCE IN L EARNING D ISABLED P OPULATIONS :
A N O VERVIEW OF M ETHODOLOGIES AND F INDINGS
A variety of methods and purposes provide information relevant
to sexual violence in learning disabled populations. These are outlined here. The research studies are not comparable in terms of
how the information was gathered, working definitions of abuse,
or population demographic profiles such as age and level of disability. They are, however, indicative of the vulnerability of this
population to sexual violence and demonstrate the need to develop appropriate interventions.
A number of studies adopt the approach of checking for abuse
in specialist health clinic attendees or searching case notes of
learning disabled persons. For instance, Chamberlain et al. (1984)
assessed sexual activity, abuse, and contraception use among
young females with developmental delays in an adolescent clinic
in the US. This study was carried out by retrospective chart review, so the population prevalence of sexual violence was probably over-represented by the specialist nature of the clinic, while
clinic sample prevalence was underestimated by use of case notes
rather than interviews. Of 87 charts reviewed, 22 cases of sexual
assault were indicated (a 25 per cent prevalence rate). Elkins et al.
(1986) studied the reproductive health and sexuality concerns of
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women with learning disabilities in a new clinic and found that 10
of the 37 women seen (27 per cent) reported having been sexually
abused; in eight cases, this resulted in unwanted pregnancies. It
was not clear if interview or case review methodologies were
used. Hard and Plumb’s unpublished 1987 report (c.f. Turk and
Brown, 1993) described interviews with a large group of people
with learning disabilities in England. Sixty-five of the 95 people
attending a day centre were asked if they had been sexually
abused or assaulted and 38 (58 per cent) reported sexual violence.
The interviewers were well known to those interviewed, possibly
increasing the likelihood of reporting. This study gives one of the
few estimates of prevalence of sexual violence as disclosed by a
relatively unselected sample (c.f. Turk and Brown, 1993).
Other research has focused on service providers. Sobsey and
Varnhagen’s (1989) large-scale survey of children and adults with
disabilities in Canada used survey forms that were sent to a sample of national agencies that provide services to disabled adults.
No prevalence or incidence statistics were computed, but other
detailed aspects of the sexual violence were provided. This study
included children and adults without a learning disability, however, so results are somewhat unclear. Sobsey and Mansell (1990),
in a review of Canadian institutions and available research, maintain that risk of sexual violence was 2–4 times higher for those
housed in institutional settings. Learning disabled service users
who were regularly restrained (chemically or physically) were
also found to be at higher risk.
Buchanan and Wilkins (1991) developed a form that was completed by residential and field workers in Berkshire, England.
Fifty professionals who were attending in-service courses at a college of adult education, and who were working full-time with the
adult learning disabled, were asked to complete the form. Thirtyseven participants from 24 establishments catering for 847 people
returned completed forms. Results were extrapolated to populations covered to indicate an overall prevalence rate of 8 per cent.
The authors proposed that this figure was “the tip of a very large
iceberg”. A 1992 survey of staff views on sexual assault of adults
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with learning disabilities gave no overall prevalence figures, but
asked health service and local authority staff in day and residential
facilities in Nottingham, England such questions as whether they
knew of people who they thought had been sexually assaulted (Allington, 1992). Of 300 questionnaires circulated, one-third were returned and revealed 109 counts of potential cases of sexual assault,
and a further 51 confirmed cases of sexual assault (Brown and
Hunt, 1994; Turk and Brown, 1993). Turk and Brown (1993) developed a survey of the incidence of new cases of sexual assault of
adults with learning disabilities, which occurred within a two-year
period. In a large regional health authority in the UK, main statutory providers of services for learning disabled adults were targeted. Definitions and parameters for the qualifying incidents were
provided, as well as a checklist for classification into varying levels
of certainty or proof. A total of 138 completed questionnaires were
returned, twelve of which did not meet the project criteria (e.g.
those abused were under 18 years of age, or had experienced sexual
assault outside the specified time frame). Eighty-four of the cases
(70 per cent) were either proven or deemed to have sufficient evidence to suggest that sexual assault was likely to have occurred.
Carmody (1991) found that most disability services in Australia did not collect data on this issue. Frequently, learning disabled
people who had experienced sexual violence did not receive counselling and medical services at the time of the disclosure and were
not referred to services until many weeks after the crisis. This was
seen to result in the abused persons requiring longer treatment as
well as causing difficulties for police in obtaining evidence and
statements from witnesses.
In 1995, Beail and Warden examined case notes for 88 American adults with a learning disability and found sexual violence in
22 cases. Of these, 13 reported that the sexual assault had occurred
in the year prior to disclosure. The authors proposed that there
was a link between sexual violence and sexualised and inappropriate behaviour amongst men with learning disabilities. In a
study of learning disabled young women (12–25 years old) in
Germany, Klein, Wawrok and Fegert (1999) found that nearly
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one-third of the 147 examined from 26 residential institutions had
experienced sexual violence. Authors in this study relate the high
rate of sexualised violence in these institutions to a lack of psychosocial support.
O’Sullivan, Carr, MacIntyre et al. (2001) evaluated the effectiveness of aspects of a comprehensive child abuse prevention
programme designed to address the needs of various types of disabled children in Ireland. Matched school classes were randomly
assigned to treatment and waiting list control groups. Knowledge
was assessed before and after the programme, and again at a 10week follow-up. Significant gains were reported for the 124 children from seven randomly chosen schools in Dublin, Wicklow,
Mayo, Meath, Kilkenny and Cork.
There has been one study in Ireland addressing the issue of
sexual violence of learning disabled adults. This did not specifically address incidence or prevalence. Dunne and Power (1990)
documented the findings of a three-year study of learning disabled people who were sexually abused. Incidence information
based on case review was given on 13 cases of the sexual assault
or abuse of adults and children. These were reported to a community-based service with responsibility for 1,500 people with
learning disabilities over a three-year period from January 1986 to
December 1988. A semi-structured interview was conducted with
all clinicians (psychologists, psychiatrists, and social workers) that
had been involved in the various cases, using the Sexual Abuse
Survey Questionnaire3 (Dunne and Power, 1990). The survey contained detailed questions on the background of the abused person
and the abuser, the type of sexual abuse, how disclosure occurred,
the investigations that were carried out by the team, case management, and treatment of the abused person and the abuser. It
also attempted to investigate the short-term and long-term effects
of the abuse on the offender, all of whom, in this study, were
A revised version of this instrument, adaptable for use by any service providing agency, is available, with permission from the author, from the Health Services Research Centre, Department of Psychology, Royal College of Surgeons in
Ireland, Mercer Street, Dublin 2.
3
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known to the abused person. In 5 of the 13 cases, the abuse was
intra-familial. Eight of the 13 cases described were of ongoing
abuse, with 4 continuing over a period of months and 4 continuing
over a period of years. The authors considered the most important
finding in this study to be the possibility that behaviour problems
and “acting out” are significant indicators of sexual violence having
taken place, particularly among those who do not have the verbal
skills to say what has happened to them. It is not possible to ascertain what proportion of sexual violence these 13 cases represent.
The low number of reported cases may be due to the study being
retrospective and to a lack of recognition or unreported abuse.
However, the study provides a profile of the number of new cases
that might be disclosed over a given time period, and thus could be
of value to service providers, management and staff.
Other studies evaluated the status of the perpetrator. The sexual assault of adults with learning disabilities perpetrated by
other adults with learning disabilities was examined in Connecticut, USA, by Furey and Niesen (1994). Over a five-year period, all
alleged cases of sexual assault were investigated with 72 cases being substantiated. There were a total of 49 perpetrators. The perpetrator was found to be responsible in 31 cases, both abuse and neglect were confirmed in 6 cases and facility neglect accounted for
the remaining 35 cases. Those involved represented all levels of
learning disability and very few had physical or other disabilities.
Men were as much at risk as women. Most (94 per cent) of the perpetrators were men and 81 per cent had lived or still lived (at time
of publication) in large institutional settings. In a related study
(Furey et al., 1994), sexual violence committed against learning disabled individuals by others with learning disabilities was compared to cases where the perpetrator was a paid staff or family
member or other person. Of 171 substantiated cases, 42 per cent
involved learning disabled perpetrators. Perhaps the most striking
difference between the two groups was that men comprised 44 per
cent of those who had been abused by learning disabled perpetrators and only 15 per cent of those abused by staff, family and others. The majority of perpetrators in both groups were male.
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Other studies serve as descriptors of the abuse. Stromsness’s
(1993) US study described sexual abuse in 14 mildly learning disabled adult women and focused on the associated characteristics
and experiences of the abuse. Eleven women reported 59 separate
instances of sexual abuse, with almost 82 per cent having occurred
before their eighteenth birthday. Sex education did not appear to
prevent sexual abuse, but did increase the likelihood of its being
reported. Their results describe the difficulties women with learning difficulties face in gaining access to medical, psychological,
and legal help when sexually abused. McCabe, Cummins, and
Reid (1994) compared levels of sexual knowledge and experience
of sexual violence among 30 people with learning disabilities
(aged 16–40) and 50 undergraduates without learning disabilities.
Results demonstrated a lower level of sexual knowledge amongst
those with a learning disability but no differences in the level of
incest and other unwanted sexual activities. A high percentage of
learning disabled people believed that someone else decides
about the level of their sexual experience, and they expressed less
negativity about sexual abuse.
Representing the findings elsewhere in the international literature Turk and Brown (1993) have found that the reporting source
is most likely to be the abused person themselves, that a high percentage of cases are contact abuse, that a high percentage of cases
involve male perpetrators generally known to the abused person
(which is consistent with child sexual abuse findings in the general population) and that the largest group therein are also service
users (as distinct from service providers or the general public).

G OOD P RACTICE G UIDELINES
Researchers have recommended that research evidence on the
level and nature of sexual abuse or assault of learning disabled
clients be used for the development of good practice guidelines to
facilitate staff training, to increase the recognition of and response
to sexual violence in this population, and to promote the early
implementation of sexual abuse avoidance curricula. Good practice guidelines can be used to document the need for expanded
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resources and services, to develop reporting and investigation
protocols and to advocate for effective legislation regarding the
sexual abuse of such vulnerable populations.
The questions as outlined below (Table 9.1), developed by
Brown and Craft (1996), may provide a starting framework for the
development of policy within service-providing agencies.
Table 9.1: Framework for the Development of Policy within
Service-providing Agencies
•

Are there guidelines about sexuality in operation which clearly set
out the boundaries within which staff should relate to service users?

•

Is sexuality raised routinely within the context of individual planning meetings and, if so, how is the individual’s confidentiality respected?

•

Is there a clear, well-publicised complaints procedure for service
users and for staff?

•

Is a list of possible signs and symptoms of sexual abuse circulated
to all staff and included in operational policies or staff guidelines
about sexuality?

•

Have staff been instructed to view sexual “acting out” as a possible indicator of abuse?

•

Are there close links between learning disability services and the
child sexual abuse team, and who is responsible for maintaining
these?

•

Are appropriate “sex education” groups available to children and
adults with learning difficulties? Do these groups include selfprotection and assertiveness training in their curricula?

•

Are some key members of staff trained in sexual counselling and
education, including techniques for facilitating disclosure of abuse?

•

Does the organisation support key individuals in acquiring such
expertise/qualifications?

•

How are sexual problems dealt with and responded to in the service?

Brown and Craft (1996) pointed out that good practice needs to
take into account individual differences in sexual activity and orientation and concern needs to extend to the way intimate care is
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given. They offer guidelines for agency staff and commissioners
(Table 9.2).
Table 9.2: Guidelines for Agency Staff and Commissioners
•

Front-line staff will talk respectfully about sexual matters and
relationships; service users’ feelings will not be trivialised nor
have their appearance made fun of.

•

Intimate care will usually be offered by staff of the same sex.

•

A balance between privacy and openness will be sought in the
way care is offered; for example, bathroom doors will be closed,
but other staff will be around and aware of who is with a particular service user.

•

Staff will be able to acknowledge and manage a certain amount of
“difficult” sexual behaviour, such as masturbation in public areas,
without taking a blaming or “smutty” attitude.

•

Some staff — under supervision from senior staff and/or after further training — will be able to run sex education sessions with
small groups or individuals. Appropriate educational materials
will be available.

•

The rights of service users to have consenting sexual relationships
will be respected and actively supported, whether these are heterosexual or homosexual. Sometimes this will necessitate sensitive
consultation with parents, especially where people with learning
disabilities continue to live at home into adulthood.

•

Written guidance for all staff will be available reflecting these
principles; individual records and care plans will show that sexual
behaviour is being addressed properly.

•

All service users will have access to adequate health care, including attention to sexual health issues. This should include screening
and access to the same range of treatments and interventions as
other people of their age and gender.

•

Staff will know that service users with severe learning disabilities
are deemed, in law, not to be able to give consent to sexual acts
and will interpret this sensitively. Where uncertainties arise, there
should be consultation among the provider, care manager, relatives or advocates, and relevant professionals in order to arrive at
a shared decision.

•

Individual rather than “blanket” decisions will be made about
such issues as oral contraception and sex education.
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•

Staff will intervene to prevent abusive, non-consenting, exploitative or violent relationships between service users. They will recognise that sex in the context of a family, care-taking or other
markedly unequal relationship, is an abuse of power.

•

Staff and volunteers will be clear that they should not themselves
have sex with service users because of their authority/power.

•

Staff meetings will demonstrate that the staff team can discuss
sexual issues in a professional way.

•

Relationships within the staff team itself will provide a good
model for service users. There will be no sexual harassment or
teasing between staff, or lack of respect between women and men
workers.

Professionals dealing with learning disabled populations continue
to call for the inclusion of training in the areas of assertiveness,
empowerment, recognising the difference between appropriate
and inappropriate requests from others and improvements in sex
education within the educational curriculum for learning disabled
children (Westcott, 1991). Some agencies have focused on specific
issues such as necessary educational and legal changes. For instance, a group of three voluntary agencies representing those
with learning disabilities in the UK have jointly developed a set of
proposals to change UK law on sex offences to protect people
with learning disabilities from sexual abuse (VOICE, Respond,
Mencap, 2001). Recommendations range from criminalising any
sexual relations between staff and clients in care settings through
training for police and the judiciary to abuse prevention work
with learning disabled people themselves.

T HE I RISH S ITUATION
Some service providers may argue that guidelines that are developed outside Ireland are not all entirely adaptable to service providers here. Philosophical barriers to some of the guidelines above
may arise particularly when agencies are jointly administered, e.g.
by a religious and a state organisation. However, research on staff
attitudes to sexuality and people with intellectual disabilities in
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Northern Ireland has been conducted with largely positive attitudes being expressed (Ryan et al., 2000). A lack of sexual knowledge amongst learning disabled people is widely considered a
major contributor to their abuse (Turk and Brown, 1993; Furey
and Niesen, 1994; Stromsness, 1993). Delays in the development of
prevention, assessment, intervention and treatment techniques
and policies can compound this issue. Some service providers in
Ireland have already developed guidelines for staff for dealing
with sexual violence and sexual activity more generally amongst
service users. For example, the Brothers of Charity Service in
Galway have developed a set of guidelines for staff of centrebased and residential services entitled Personal Development, Relationships and Sexuality (Brothers of Charity, 2000).4 Education and
training guidelines for service users are included. They aim to reflect a balanced approach to such issues as exploitation and abuse,
positive and pro-social sexual development, and practical aspects
of sexuality, such as sexual education and consent issues. This
document draws extensively on a range of previous reports from
various Irish settings: Relationships and Sexual Development (Hospitaller Order of Saint John of God, 1995), The Bawnmore Personal
Development Programme (Toomey, Kilgarriff and Ryan, 1988), and
Brothers of Charity: Guidelines on Relationships and Sexuality
(Brothers of Charity, 1999). The report provides a constructive set
of guidelines for dealing with these highly charged issues in the
Irish setting.
In the Brothers of Charity Services document Reporting Abuse
Guidelines for All Staff (McGinley, 2000a), a recommendation is
made for staff to become familiar with the Department of Health
and Children and the Western Health Board Child Abuse Guidelines on reporting suspected or alleged physical or sexual violence.
Included are names and contact information for designated persons
within the organisation. Also included is the following simple, five-

Copies of these documents are available from Brothers of Charity, Woodlands
Centre, Renmore, Galway.

4

The Sexual Abuse of People with Learning Disabilities

259

stage checklist for designated persons who receive a report alleging
abuse. It provides a standardised procedural protocol (Table 9.3).
Table 9.3: Checklist for Designated Person on Receiving Report
Alleging Abuse (Brothers of Charity, 1999)
•

Stage 1: Consult medical opinion (parents’ permission to be
sought as appropriate) and call together appropriate people to assist initial assessment of situation and obtain written reports.

•

Stage 2: Inform Director of Services where allegations of abuse
involve an employee or where an offence is suspected.

•

Stage 3: Inform Manager of Child and Family Services (Community Care) when alleged victim is under 18 years and ensure that
the family is informed.

•

Stage 4: Designated Person informs Gardaí if an offence is suspected.

•

Stage 5: Plan for client’s immediate and long-term well-being.

Assessment tools for prevention are particularly valuable for developing a child protection policy in settings serving learning disabled people. The Dangerous Places Risk Assessment Scale (McGinley,
2000b) was developed in Ireland to assist in strategic planning for a
safe environment for service users. Based on previously identified
factors that contribute to dangerous institutional situations, it is an
example of a short, easily administered checklist covering several
broad areas of institutional administration and policy.
A number of recent training initiatives in Ireland are relevant
to the prevention and disclosure of the sexual abuse of people
with a learning disability. Two examples illustrate the types of
activity that have been undertaken. Firstly, the Stay Safe Programme Learning Disabilities Pack, part of a comprehensive programme for all children, The Stay Safe Programme (MacIntyre and
Lawlor, 1991) provided accessibility to children with various disabilities, including children with learning disabilities (O’Sullivan
et al., unpublished). A second example also exemplifies consideration of sexual abuse in a wider relationships and sexuality setting
and starts by consulting young people with a learning disability.
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It is a project conducted by the Galway Association for Mentally
Handicapped Children (GAMHC) in association with the Western
Health Board’s Department of Public Health (Walsh and Evans,
2001). They ran six focus groups with learning disabled individuals to inform the organisation’s management of relationships and
sexuality issues. They are using information from these in developing a general policy on relationships and sexuality for
GAMHC. Some evaluative research on training needs and outcomes has been conducted in Ireland. Regarding service providers, Ryan and McConkey (2000) sought to identify staff experiences as well as attitudes to inform the planning of staff training
initiatives. Regarding service users, a study focused on training
for children has been conducted (O’Sullivan et al., unpublished).

L EGISLATION AS IT R ELATES TO S EXUAL O FFENCES
AGAINST P EOPLE WITH A L EARNING D ISABILITY
In order to fully utilise any existing law, there needs to be an individual who is willing and able to undertake reporting any offence to
the Gardaí. As is true of most criminal cases, the issue of proof of
allegations of sexual offences is crucial to successful prosecution.
Sexual offences can be particularly problematic when the abused
person has a learning disability. It may be relatively easy to establish
that a sexual act took place, particularly when there is corroborating
evidence such as samples of semen or bodily tissue or where over
time there is evidence of sexually transmitted diseases or pregnancy. It can be somewhat more difficult to establish that it was the
accused who perpetrated the event, or that the act was not understood to be consensual by the allegedly abused person in cases of
adult assault where a third party makes an allegation. Further, the
person who is alleged to have been abused must be able/capable of
taking an oath and be competent to give evidence in court.
In Ireland, the Law Reform Commission has pointed out several problems with Irish law in its 1990 Report on Sexual Offences
Against the Mentally Handicapped (LRC 33-1990). Section 5 of the
Criminal Law (Sexual Offences) Act 1993 implemented most, but
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not all, of the Commission’s recommendations (O’Malley, 1996).
The offences created by this section and their maximum sentences
following conviction on indictment are as follows:
•

Sexual intercourse or attempted sexual intercourse with a
mentally impaired person (ten years’ imprisonment for the
completed offence, three years for attempt in the case of a first
conviction, five years for attempt in the case of a second or
subsequent conviction)

•

Buggery or attempted buggery of a mentally impaired person
(same maximum sentences as for sexual intercourse and attempted intercourse)

•

The commission or attempted commission of an act of gross
indecency by a male with another male who is mentally impaired (two years imprisonment).

The Law Reform Commission had recommended that if both parties were mentally impaired, it should not be considered an offence.
However, this recommendation was not taken up, and instead of
providing a guideline based on the perpetrator’s level of functioning or some similar criterion, it appears to be left up to prosecutorial discretion should this issue arise. The Law Reform Commission
had also recommended that Section 254 of the Mental Treatment
Act of 1945 be retained and the maximum sentence be increased to
ten years. This would have provided for a separate, more serious
offence for institutional abuse. O’Malley (1996) speculated that the
Commission’s recommendations regarding institutional abuse
were not followed because of the establishment of a general tenyear sentence for any offence involving a completed act of penetration. O’Malley synopsised the changes that were made in Irish law
regarding sexual offences against mentally impaired persons in
Sexual Offences: Law, Policy and Punishment (1996):
The reforms enacted in s. 5 of the Act of 1993 are less than
satisfactory as they fail to reflect a holistic appreciation of
the rights and needs of mentally disabled persons. This is
largely due to modern law reform policy in Ireland which
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almost invariably concentrates on “lawyers’ law” rather
than widen the scope of the enquiry to include historical,
sociological and, where necessary, medical perspectives.
While there are many aspects of the section to be welcomed, notably the range of offences covered and their
gender-neutral application, it reflects certain ancient biases
against mentally disabled persons as being incompetent to
make personal decisions and the more insidious prejudice
against mentally disabled women who were traditionally
deemed “uncontrollable” so long as they were fertile.

There are yet to be addressed aspects of related law that may be
worthy of consideration. As in child protection, there is the unresolved issue of mandatory reporting of suspected abuse in Ireland. Jurisdictions elsewhere have adopted various versions of
this provision, coupled with protection for reporters. Furey and
Haber (1989) described a model statute for protecting adults with
learning disabilities. Regarding mandatory reporting, the following personnel are specified in this model statute: physicians,
nurses, dentists, dental hygienists, occupational and physical
therapists, psychologists, social workers, teachers, speech pathologists, police officers, and “any person paid for caring for persons in any facility”. However, such laws can be by design sufficiently wide in scope to include most of the people who work
daily with the learning disabled, and thus increase the likelihood
that suspected abuse would be reported. Should a mandated reporter fail to report suspected abuse, and it was subsequently discovered that the abuse was known to them, violators might be
subject to a fine according to the proposed statute. It would provide for a five-calendar day period in which the mandated party
must report, or ensure that a report is made, even if they did not
personally make the report themselves. Protection would be provided in law for the person who submits a good faith report of
suspected abuse, and they would be immune from civil or criminal liability. Conversely though, if it could be demonstrated that a
report was malicious, the person could be subject to a fine. Anyone who “hinders or endangers” a person reporting abuse would
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be subject to this fine as well. Furthermore, protection would be
provided in the law for reporters of abuse from reprisal or being
discharged from employment as a result of making a good faith
report of abuse or neglect. The service providers themselves would
also be mandated by law to co-operate with any subsequent investigations, including giving access to client records (unless the client
disagrees). In the scheme of the model statute, such a law would
contribute to the reduction of under-reporting and the “say nothing” cultures that perpetuate the abuse of such vulnerable populations (Connecticut General Statutes, 19a-458 (1985) c.f. Furey and
Haber, 1989). Some of the proposals outlined in the model statute,
for example the protection of those reporting abuse in good faith,
are already in place in Ireland through policy documents such as
Children First (Department of Health and Children, 1999).

C ONCLUSION
While no study in Ireland has specifically focused on the prevalence of the sexual abuse of our learning disabled population, the
sexual abuse of people with learning disabilities is acknowledged
as a problem in many countries. Good practice in relation to the
well-being and safety of those with a learning disability does not
depend on documentary numbers and proof. As elsewhere, recommendations and guidelines have been developed and adapted
in response to the challenges in Ireland. Good practice guidelines
should be adopted by all service-providing agencies.
Recommendations to address sexual abuse for people with
learning disabilities in Ireland can be summarised as follows:
•

Written guidance, training, support, and supervision on issues
of sexuality, sexual abuse and other related issues such as intimate care should be developed in all services and made
available to service staff. Staff should be trained to recognise
the signs and symptoms of sexual abuse.

•

Staff should be trained to discriminate between mutual and
abusive sexual relationships, and service users should be
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given similar, developmentally appropriate training and education to develop these skills.
•

Complaint procedures and protocols should be included in
training for both staff and service users. Relatives should be
made aware of these as well.

•

Directors of service-providing agencies have an inherent responsibility to develop strategic planning that ensures the provision of services which are safe and accountable. Policies that
govern them should foster an ethos that is supportive of adults
with learning disabilities as sexual beings yet provide for their
protection from exploitation and abuse, and articulate positive
response protocols to be applied when these rights are
breached. Systems designed to audit and ensure these tenets
should be an integral part of this strategy.

Concise guidelines that address all areas of abuse serve to raise
awareness in the staff, client group, and general public and are crucial to responsible care and management. Without clear policies,
training or guidance, there is not likely to be a meaningful positive
response to the sexual abuse of people with learning disabilities, nor
any progress toward its prevention. With them, people with learning
disabilities are afforded a better opportunity to learn to live relatively
normal and fulfilling lives, including the rich and rewarding sexual
and social experiences most people take for granted.

Chapter 10

THE C HALLENGES OF A DDRESSING S EXUAL
V IOLENCE IN P SYCHIATRIC S ETTINGS

I NTRODUCTION
Psychiatric patients are an important group to consider when addressing sexual violence. On the one hand, there are concerns that
sexual abuse may be a causal factor in subsequent psychiatric
conditions while, on the other hand, there may be concern about
the risk to personal (including sexual) safety of vulnerable psychiatric patients in a variety of care settings. Evidence on these issues
is briefly overviewed.
In general population studies, past history of abuse has been
linked to higher levels of psychological disorder for those concerned (Hill et al., 2000; Mullen et al., 1998). There is also a significant body of evidence demonstrating that psychiatric patients are
more likely to have experienced sexual abuse in their past than
others (Read and Argyle, 1999; Figueroa et al., 1997; Wurr and
Partridge, 1996; Sykes Wylie, 1993). Sykes Wylie estimated that
50–60 per cent of psychiatric patients had experienced physical or
sexual abuse or both in their past and that this may be an unrecognised aetiological factor in the subsequent development of
some psychiatric disorders. Figueroa suggested that a correlation
exists between childhood sexual abuse and diagnosed borderline
personality disorder. It is unclear how often sexual violence is either disclosed or enquired about in psychiatric settings. In a US
study, 51 per cent of a group of 105 female state hospital patients
were found to have been sexually abused in childhood or adoles-
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cence. Only half of these 105 women had been identified during
their treatment as having experienced sexual abuse and of these,
only 20 per cent believed they had been adequately treated for
their abuse (Craine et al., 1988).
Another concern in the domain of sexual violence for psychiatric patients is their vulnerability to abuse as a consequence of
their psychiatric status, i.e. while in the care of the health services
(Thomas, Bartlett and Mezey, 1995; Wood and Copperman, 1996).
For instance, in Thomas et al.’s UK study in an inner-city psychiatric hospital, 75 per cent of inpatients reported unwanted physical or sexual experiences. A third of women (32 per cent) reported
sexual molestation and 4 per cent sexual assault (equivalent figures for men were 7 per cent sexual molestation and no sexual assault). Wood and Copperman summarise their view of the UK
health system as it relates to sexual risks for women:
Women are being sexually harassed, assaulted and raped
across the full spectrum of mental health service provision:
in special hospitals and secure units, in psychiatric hospitals, in residential homes, in day centres and in counselling
and psychotherapy. (p. 128)

In the UK, practices such as housing patients on mixed sex wards
have been objected to because of such concerns. We did not find
research evidence on the issue of ongoing sexual violence in psychiatric settings in Ireland.
Only one Irish study, to our knowledge, has examined the
prevalence of sexual violence in a group with psychological problems (Cheasty, Clare and Collins, 1998). A total of 237 women, 132
of whom were diagnosed as depressed, were interviewed in three
general practices (one middle-class suburban, one inner city and
one rural). Thirty-seven per cent of the depressed interviewees
(versus 23 per cent of non-depressed interviewees) reported histories of child sexual abuse under age 16. A significant correlation
was found between the more severe forms of abuse and depression. All of the women who had experienced penetration and 86
per cent of the women who had experienced attempted penetra-
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tion were depressed. In another Irish study, 26 women who had
been sexually abused in childhood were assessed by means of
structured interview (O’Neill and Gupta, 1991). Nineteen (73.1 per
cent) were found to be suffering from PTSD. Comparing PTSD to
non-PTSD groups, PTSD was found to be associated with penetrative and more frequent abuse. No studies were identified which
addressed the location of abuse, including any likelihood of abuse
in psychiatric settings.
It is clear that information regarding the prevalence of sexual
violence in the Irish psychiatric population is lacking. This substudy focused on ways to address this gap. However, it must be
noted that this is a small attempt to explore what is a complex
issue.

M ETHOD
A number of proposals were made as to how to access information regarding histories of sexual violence in the Irish psychiatric
patient population. The first was to conduct a review of hospital
charts. The second was to interview patients directly, and the
third was to speak with professionals working in the area.
Initial discussions with health professionals suggested that a
chart review was likely to seriously under-represent the problem.
The view was that histories of sexual violence are neither routinely asked about nor noted. This opinion is supported in the international literature. For example, a chart review of 100 inpatients in the US who had previously been interviewed by professionals and asked directly about past assault experiences (physical
and sexual) showed that only 9 per cent of their reported assault
histories were recorded (Jacobson, Koehler and Jones-Brown,
1987). Some people told researchers about abuse experiences they
had not disclosed to hospital staff. In total, 21 per cent of patients
had reported sexual assault as an adult but this was evident in
only 1 per cent of the patients’ charts. A recent US review regarding the sexual abuse of boys in North America reported a chart
review of psychiatric inpatients with a prevalence rate of 6 per
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cent, while face-to-face interviews with the same population
showed a prevalence rate of 26 per cent (Holmes and Slap, 1998).
One reason given to explain why Irish health professionals might
not ask about histories of child sexual abuse is the fact that in
some organisations they are mandated to report cases of abuse to
the Director of Community Care. This may pose a dilemma for
health professionals if they view this obligation as a breach of
therapeutic confidentiality and as damaging to the therapeutic
relationship.1
Calculating the prevalence of sexual violence in the general
psychiatric population by direct interviews was seen as a formidable challenge logistically but also in terms of the ethical challenge of conducting such research in a supportive way and with
adequate supports in place for those who disclosed abuse. Such a
project was beyond the capabilities of the SAVI study. It was decided in this setting to identify issues relevant to the experience,
disclosure and recording of sexual violence through a series of
semi-structured interviews with a group of relevant professional
informants. Five professionals were selected (four psychiatrists
and one clinical psychologist) through previous contacts and interviewed concerning their perspectives on the various challenges
in disclosing and managing abuse in psychiatric settings.

R ESULTS AND D ISCUSSION
Participants considered that past experiences of sexual violence
were significantly higher in this population than in the population
at large. However, it was felt that there was a resistance among

This argument is refuted however by the ISPCC report Another Brick from the
Wall: The Case for the Introduction of Mandatory Reporting of Child Abuse and Neglect
in Ireland (1996) which states: “The suggestion that mandatory reporting could
damage the trust inherent in many professional relationships, such as the doctor/patient relationship, heretofore seen as inviolable simply ignores the reality
that no principle of confidentiality is absolute” (p. 14). It also reports that international experience has shown that mandatory reporting increases rather than
decreases the number of both children and adults who do seek and receive help.

1
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many health professionals to discuss this problem and that patients were not routinely asked about histories of sexual violence.
While there is no concrete evidence to support this view, it is supported by the results of the main SAVI survey, which found that
those who had experienced attempted or actual penetrative abuse
were eight times more likely to have been an inpatient in a psychiatric hospital than participants who disclosed less serious
abuse or no abuse. A clear association was also seen between
higher levels of lifetime use of medication for anxiety and depression and having experienced sexual violence. Added to this, 25
per cent of women and 16 per cent of men who disclosed histories
of sexual violence in SAVI also reported symptoms of PTSD at
some time in their lives.
Barriers to disclosure and to accessing services to deal with
past experiences of sexual violence were seen to include a range of
points:
•

Lack of resources and personnel: It was felt there was a general shortage of staff to spend quality time interacting with
psychiatric patients. Given lengthy waiting lists, it was felt
that many psychiatrists would not have time to deal with issues of sexual violence during consultations which may be
expected to be of a 5–10 minute duration. If patients were to
disclose a history of child sexual abuse they might be referred
to a social worker or psychologist for a consultation.

•

Lack of training: It was felt that many psychiatrists may not
have adequate specialist training to deal with sexual violence,
particularly those who are longer qualified. One informant described the management of sexual violence as “an Achilles heel
of psychiatry”.

•

Lack of psychotherapeutic skills: Dealing with sexual violence
was seen to require specific counselling and psychotherapeutic
skills. However, psychiatry as practised in Ireland is separate
from psychotherapy. For example, there are few funded positions in the country for child psychotherapists. It was felt that
the potential contribution of the more holistic approach of psy-
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chotherapy was not being reflected in the health boards’ recruitment and staff profiles.
•

Professional discomfort with the topic of sexual violence:
There may be professional discomfort in discussing this topic.
According to one informant, “Sexual violence is not asked
about and, if people try to talk about it, nobody listens.” It was
also felt that, because of the stigma attached to sexual violence, those who do disclose may do so in a “roundabout”
way and this partial disclosure may not be pursued further by
the professional involved. Furthermore, there may be an attitude among some that it is in fact damaging to have people
talk about experiences of sexual violence. A “let sleeping dogs
lie” attitude may prevail in some settings.

•

A clash of perspectives? It was felt that some psychiatrists
may not ask about experiences of sexual violence because this
problem does not fit into the traditional medical model. One
participant said, “there is no pill to cure this problem”. Those
working within a biomedical perspective may not feel comfortable working with patients or conditions which require
psychotherapy or psychological support services.

Other points made by informants included the fact that sexual
violence is but one of a series of adverse life events often experienced by the same individuals. Timing was seen as important
where service provision and management of sexual violence was
concerned. It was acknowledged that many people firstly need
support with more “proximal” problems such as poverty, homelessness or drug and alcohol addictions before they are ready to
deal with sexual violence. Different approaches across services,
e.g., requirements for mandatory reporting in some health board
but not voluntary agency services, may prove a barrier to service
uptake.
A number of suggestions for improvement in the management
of sexual violence in psychiatric settings were made by the key
informants. More training for general health personnel in dealing
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with the disclosure and treatment of sexual violence was advocated. It was felt that adding one simple question regarding a history of sexual abuse in initial assessment interviews in psychiatric
settings would indicate the acceptability of discussing these matters in such settings. It was also felt that one person with psychotherapeutic training should be included in every multidisciplinary
health professional team to assist with sexual violence issues.
From the public’s perspective, it was felt that the health boards
should strive to make necessary psychologically based services
available to all within a reasonable timeframe. Those in more deprived areas were seen as having limited and delayed access to
psychological services and psychotherapy in comparison to those
in more affluent areas who can afford private care.
As stated at the outset, the aim of this small sub-study was to
identify some of the issues for further consideration rather than
definitively answer questions.

P ROPOSALS FOR F UTURE C ONSIDERATION
A coherent programme of research and professional development
is needed to address the challenge of sexual violence in psychiatric patients. The programme is best developed through an extensive consultation process with the wide variety of interested parties. Such a programme needs to incorporate the following very
diverse elements:
•

The need to consider the role of past sexual violence in the
current difficulties presented in psychiatric settings — how to
promote disclosure; how to identify such experiences; how to
manage them; and the role of mandatory reporting.

•

The need for professional training — protocols to identify and
manage sexual violence; protocols to protect psychiatric patients from sexual violence. These protocols will have to address the challenges of inter-disciplinary practice and differing
professional perspectives if the various constituencies are to
work together in the best interests of patients.
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•

The need for adequate staffing and resources to provide protection and management of sexual violence in psychiatric settings.

•

The need to establish audit and information systems to document the extent of the problem and to monitor change over
time and in relation to changing practice. As in other pertinent
areas of medical practice, it may be more important to provide
consistent enquiry and documentation of psychiatric patient
responses concerning sexual violence than to estimate prevalence through once-off research projects.

In summary, the complex and layered problems which constitute
sexual violence in the Irish psychiatric population require an
equally complex and layered programme of action if real and sustained progress is to be achieved.

T HE E XPERIENCE OF S EXUAL V IOLENCE BY
M ARGINALISED G ROUPS IN I RISH S OCIETY
The experience of sexual violence in Irish society is even more challenging for groups marginalised for a variety of reasons including
culture, intellectual capacity, psychological well-being, location (being homeless or a prostitute). Risks of sexual violence are believed
to be higher for many, although not all, marginalised groups and
barriers to disclosure are more complex. Thus the challenges for
law enforcement and health-related professionals are multiplied
and differ across marginalised groups. The challenges for researchers in documenting risks of abuse are also compounded and require considerable attention and resources to do so in a manner
that is safe, valid and respectful for all concerned.

Section IV

DISCUSSIONS, CONCLUSIONS AND
RECOMMENDATIONS

Chapter 11

D ISCUSSION AND C ONCLUSIONS

This study aimed to provide an in-depth analysis of the prevalence and nature of sexual violence in contemporary Irish society.
Building on the experience of international research teams and
having a detailed training and support system helped to achieve a
high survey response rate on such a sensitive issue. Notwithstanding this, there was also a strong sense from participants at
the follow-up interview stage that most were pleased to have
taken part in the study. Many people spontaneously and strongly
expressed the view that the time is now right in Ireland to consider the problem of sexual violence in a public, calm and open
manner. Thus, both the response to the study, in terms of interview participation rate, and the response about the study, in
terms of the welcoming comments of many participants, augur
well for the purposes of the overall study.

P REVALENCE OF S EXUAL V IOLENCE
Because sexual violence exists along a continuum and because it
makes conceptual sense to consider child and adult and male and
female rates separately, there are a myriad of figures which can be
considered in discussions on prevalence. For this reason, it may
be useful to focus on two categories of abuse when considering
priorities for understanding abuse and in planning action from
this study. These are penetrative abuse (oral, vaginal or anal sexual acts) and other forms of abuse involving physical contact. Focusing on these two types of abuse in subsequent discussion of
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the study requires an important caveat. Doing this does not assume
that the level of physical contact involved in an abusive situation
will have a direct relationship with the meaning and impact of the
event on the abused person. Many individuals reported cases involving minimal or no physical contact which were psychologically
devastating, for example, in terms of a lengthy duration over which
abuse occurred or in terms of the potential for unknown acts of
abuse into the future which posed an ongoing threat to the person’s
sense of safety. Focusing attention on contact abuse and promoting
public unacceptability of non-consensual sexual actions per se
should reap benefits across the spectrum of sexual violence, from
harassment through to penetrative abuse.
A first impression of levels of penetrative sexual abuse may be
that percentages are indeed relatively low; 5.6 per cent for girls,
2.7 per cent for boys, 6.1 per cent for women and 0.9 per cent for
men. Given that some individuals experience abuse as adults and
children, the overall rate is 10.2 per cent for women and 3.2 per
cent for men. Considering levels in childhood, the percentage figures offer cold comfort when worked through to estimate just
how many Irish adults this involves. Using 2001 population figures, a 5.6 per cent rate of penetrative sexual abuse experience as a
child means that over 81,000 adult Irish women have been exposed to serious sexual crime as a child. The figures for men are
over 37,000. To make this more concrete, consider that in the average line-up of players on the field in a men’s football match, one
player will have been subjected to penetrative sexual abuse as a
child. In a women’s football game, the number of players on average will be three. Just how many perpetrators there are among the
spectators is impossible to know. What is virtually certain is that
there are some, since abusers are most often related to, or known
by, those who have been abused as children.
Whatever the percentages, they are but the first element of the
wider story of sexual violence. To paraphrase Salter (1992), the
answers to the question concerning the “why” and “how” of sexual violence will not be found in the numbers. A later discussion
focuses on abuse in three distinct subgroups — children, women
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and men — in order to make conceptual sense of the information
obtained and to consider the different nature of sexual violence in
these subgroups.
Comparisons with other studies and over time suggest that the
levels of sexual violence outlined in the SAVI study are similar to
international data collected in a similar way (i.e. personal contact
by telephone or interview versus questionnaire methods). This includes the similarity in patterns of higher female than male abuse
and with these discrepancies being greater in adulthood (Finkelhor,
1994). The pattern of abuse across cohorts of individuals has been
examined most clearly and completely within the area of childhood
abuse. The pattern of abuse in Ireland, moving from those study
participants who were children in the earlier part of the 1900s and
then through the twentieth century, showed a profile of increasing
rates over time to 1970 and then a decrease from the 1970s. This
profile of lowering levels of abuse finds support from research
evaluations in the US (Finkelhor, 1998). Finkelhor describes the
scale of reductions in reported child sexual abuse in the US as unprecedented in the last decade and outlines possible explanations
for this, including more conservative or cautious decisions on making formal reports by health and social service professionals because of issues such as false memory syndrome and litigation. He
also considers the option of a real reduction in levels due to more
public awareness of the crime and its consequences and to increased vigilance by public and professionals. The results in the
SAVI survey seem consistent with a pattern of reduction in all
forms of sexual abuse against children alongside possible increases
in the levels of sexual assault against adults. Further investigations
of patterns across time are essential to understand if and how these
changes are occurring. From the most conservative but nonetheless
extremely important perspective, what the SAVI child sexual abuse
data show is that there is definitely no evidence of an increase in
child sexual abuse in recent decades.
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D ISCLOSURE OF S EXUAL V IOLENCE
One of the most striking findings of the SAVI study is the extent
to which sexual violence is still a completely private and hidden
matter for almost half of those affected. With increased media and
professional attention and increasing numbers reporting, it has
been easy to consider that there had been a thorough airing of the
subject into the public domain with no “surprises” remaining.
This clearly is not the case. Evidence from other countries illustrates that the challenges of disclosure are universal. In almost
every situation, only a minority of those who acknowledged
abuse in population survey settings had revealed their abuse to
others. This is particularly so in relation to disclosure to professionals. A “health promotion” perspective on disclosure would
recommend that role models for successful disclosure are necessary, both at the level of telling family or friends and at the level
of telling professionals. By that it is meant that people need to see
others going public about their experiences and being treated in a
fair and reasonable manner as a consequence. A recent Irish example of such a role model is Sorcha McKenna who, in November
2000, waived her right to anonymity in a court case which found
her father guilty of 31 counts of sexual abuse through her childhood. Following the court case, she publicly campaigned for
longer prison sentences for convicted sex offenders (her father
had received a three-year sentence). She collected over 200,000
signatures and successfully petitioned the Minister of Justice for
reform of sentencing in this area. She was awarded one of the
ESB/Rehab People of the Year awards in 2001 for her bravery in
publicly addressing such a difficult personal tragedy.
Some of the very real challenges to disclosure are likely to relate to the level of control there is perceived to be following disclosure. Concerns about the involvement of law enforcement
agencies, or the ability of the person disclosing to then keep the
disclosure within particular boundaries acceptable to them, are
issues that need to be addressed in a strategy which aims to increase disclosure. It is not known what effect mandatory report-
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ing, or discussion of same, have on either public or professional
willingness to disclose or encourage disclosure.
Disclosure is, of course, also a significant methodological challenge. Most prevalence studies rely on memory, very often of
events many years ago in childhood. Evidence suggests that the
likely effect of this is to find reported prevalence rates to be lower
than actual rates. A notable illustration of this is a recent analysis
by Widom and Morris (1997). They reported on a series of US
court-substantiated cases of child sexual abuse who were revisited
20 years later — they comprised 75 women and 19 men. Just over
half of the women (64 per cent) and less than one-fifth of the men
(16 per cent) considered their early experience to have been sexual
abuse. Thus there was substantial underreporting of sexual abuse
among those confirmed as having been abused and this underreporting was particularly notable in men. Such findings remind us
that caution is needed when recording and interpreting findings.
They do not distract from the important need to document, in so
far as is possible, the prevalence of sexual violence in society.

S TUDY I MPLICATIONS
Information on abuse in three distinct groups is considered next
to focus attention on strategies for prevention and management of
abuse.
SAVI — Study Implications for Children
Abuse in childhood in the SAVI study typically occurred in children’s own homes or familiar environments and it typically involved people known to them. There appeared to be two clusters
of abuse — that perpetrated against young children and that perpetrated against children as “mini-adults”. Black et al. (2001), reviewing risk factors for child sexual abuse, also highlighted the
late child/early adolescent period as a particularly vulnerable
time. Regarding prevention, the Stay Safe Programme (MacIntyre
and Lawlor, 1991) is now used in the vast majority of Irish schools
and has been extended for use with learning disabled children
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(MacIntyre, Lawlor and Cullen, 1996). More broadly, the topics of
relationships and sexuality are addressed in the Social, Personal
and Health Education (SPHE) programme of the Department of
Education which is currently being developed in schools nationally. These services are to be commended. The necessary balance of
specific sexual abuse prevention strategies aimed at children and at
adults is discussed later in the section on public awareness. It must
be remembered in a broad system of child protection and welfare,
that child sexual abuse affects a minority of children at risk. Ferguson and O’Reilly (2001) summarised the child service workload of
the Mid-Western Health Board and found that 13 per cent of children at risk were at risk because of sexual abuse, 8 per cent for
physical abuse, 4 per cent for emotional abuse and 21 per cent for
neglect.
Regarding management of child sexual abuse, there are ongoing concerns about system demands for assessment but a relative
neglect of professional services for children once abuse is ascertained. Ferguson and O’Reilly (2001) showed that the situation was
not so bleak as is often estimated: 63 per cent of children confirmed
as having been abused were in long-term treatment programmes.
They highlighted lack of parental co-operation as a major barrier to
treatment. More broadly, they described the services as being too
narrow, with a forensic approach which militates against the needs
of children and non-abusing parents. The challenge for services in
this regard are to meet the philosophy espoused in the report Children First: National Guidelines for the Protection and Welfare of Children
(1999) — to encourage, support and protect children.
Finally, special consideration should be given to the special
needs of children with a learning disability or other disability
which may increase vulnerability and/or increase difficulties of
communication.
SAVI — Study Implications for Women
The SAVI results demonstrated that women remained just as vulnerable to the experience of serious penetrative abuse in adulthood
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as they had been as children. Many women were abused by those
close to them — men with whom they were involved in intimate
relationships. These finding pose a profoundly disturbing challenge
in a country which sees itself on the one hand as friendly, welcoming, fair and concerned about the welfare of “unfortunate” others,
and on the other as educated, progressive and open-minded.
SAVI — Study Implications for Men
Adult men typically experienced abuse in the context of interactions with friends and acquaintances. Alcohol was involved in
about half of the cases. Levels of disclosure of abuse were lower
than for women. Awareness of where to seek professional help
was also low. Among the sample of men, willingness to disclose
abuse if an event was to happen to them was also low. Young
men appeared to be particularly reluctant to disclose and also to
be less knowledgeable about possible sources of professional
support. Higher levels of endorsement of rationalisations and victim-blaming beliefs about sexual violence by men means that the
micro-culture in which they live makes disclosure and management of sexual violence even more challenging than for women.
Greater appreciation of the reality of sexual violence against men,
while still acknowledging that the majority of those abused are
women and children, may help to bring together the sexes in a
common voice expressing the unacceptability of this behaviour
for individuals and society more generally.
Regarding the first challenge — to make the abuse of men
more visible — a review of 149 studies of adult male recollection
of child sexual abuse summarised possible reasons for underreporting of sexual violence by men in general (Holmes and Slap,
1998). Firstly, men may believe that they have failed to meet a social expectation of self-protection by failing to prevent the abuse.
This can be expressed as shame or unwillingness to disclose but
may also result in cognitive attempts to redefine the events as
minimally abusive or acceptable. Experiencing physical pleasure
or having erectile responses during the abuse can also result in
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reduced willingness to acknowledge or report abuse. Connotations of homosexuality are another challenge to reporting abuse.
Finally, abuse by women, particularly where more passive coercion is used, may be defined by the men themselves, as well as by
others, as normative or difficult to challenge. In this study, the
finding that no men reported completed anal rape as adults contrasts with data seen in therapeutic settings. For instance, the
Dublin Rape Crisis Centre reported 49 cases of rape (defined as
Section 4 rape — either oral or anal sexual abuse) among its 99
male counselling clients in 2000. Regarding prevalence rates in
other population studies, a large UK study of men completing an
anonymous computer survey in a general practice setting reported a prevalence rate of 0.3 per cent (7 of 2,474 men reporting
adult anal rape)1 (Coxell et al., 2000). Thus the prevalence was also
very low in the UK study. The combination of low population
prevalence figures with a relatively high proportion of cases of
male rape in clinical settings suggests a filtering system where
those relatively small proportion of men who have experienced
very serious levels of sexual violence choose to only disclose and
to only seek help in confidential professional settings. The SAVI
study evidence suggests that this is indeed the case.
These three groups can be further extended to consider the
implications for children, women and men in marginalised
groups in Irish society.
SAVI — Study Implications for Service Providers
One clear message from the SAVI study, and supported by previous studies, is that much sexual violence remains unknown but
Statistical method for estimating the true range within which a population
score lies given a particular prevalence rate in a sample of that population is
called the confidence interval. The confidence interval for the UK study is a
prevalence ranging from 0.11–0.58 per cent. For the SAVI study, finding no cases
in 1,515 reports indicates a confidence interval of 0.0–0.25 per cent, i.e. the highest estimate of likelihood is one quarter of a percent. If one case had been reported in SAVI, the confidence interval would be 0.0002–0.37 per cent, i.e. very
little difference in the estimated range of possible prevalence in the population.

1
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that people may be willing to disclose abuse if asked. A recent
Australian study of 402 women attending a family planning clinic
reported that 78.4 per cent of women had previously been sexually abused with 66 per cent revealing this information for the first
time. Addressing the issue of sexual violence in a more routine
way in medical settings may help to identify and manage more
cases of sexual violence. Two recent studies in Ireland and the
UK, involving almost 3,000 women, found that almost 80 per cent
would find a question about “domestic” violence to be acceptable
from their general practitioner (Bradley et al., 2002; Richardson et
al., 2002). The value of questions in hospital accident and emergency settings has also been demonstrated, with a minimum
number of questions (3) found to be just as effective as lengthier
investigations (Feldhaus et al., 1997). However, even when those
who have been abused attend specialist clinics, follow-up rates
are quite low (e.g., 31 per cent, Holmes, Resnick and Frampton,
1998). Thus the challenges of medical service provision are multiple. They certainly include a requirement for more training and
protocols to support health workers in making such enquiries
more routine and acceptable to them and the public. Routine
questions concerning sexual or other forms of violence have an
important function in making disclosure acceptable. As Bradley et
al. (2002) noted in the context of domestic violence:
[questioning] should be thought of as a way of uncovering
and reframing a hidden stigma. From this perspective, the
purpose of questioning is to de-stigmatise the issue by
naming and accepting it . . .

A second clear message for service providers and planners is that
the demand for medical, counselling and law enforcement resources is almost inevitably going to rise. Only a small minority of
those abused currently seek professional help, but the trends for
help-seeking in this study were of a clear pattern of increase in
recent decades. Plans need to be made to cope with this likely increase. While recent Department of Health and Children projections address the shortfall in the disciplines of physiotherapy,
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occupational therapy and speech and language therapy, a similar
exercise may be necessary to identify the staffing needs for counselling and psychotherapeutic staff for this, alongside other demands.
Alongside service shortages, there needs to be attention to
those services already in existence. It was notable that many people, particularly younger people, felt that they would not know
where to go to receive assistance if they were sexually abused. A
very useful Directory of Services for Women Experiencing Violence or
the Threat of Violence was compiled nationally in 2001 and distributed widely (copy available on the website of the Department of
Justice, Equality and Law Reform).
This type of activity needs to be combined with public awareness strategies if available services are to be made visible and accessible. The shortfall in information provision across services
(Gardaí and medical) in this study highlights the value of a common and comprehensive set of information. As Leane et al. (2001),
in their review of law enforcement contacts with those who have
been raped, recommended:
The development of an information pack for victims which
would address such issues as myths about rape, sexual assault; the feelings and emotions associated with being a victim of sexual crime; the stages involved in giving a formal
report and giving a statement; the nature and purpose of
the FME (forensic medical examination); the possibility of
pregnancy and STDs (sexually transmitted diseases) and
the services available in this regard; and details of the legal
and court system (p. 5).

M EDIA R OLE IN C HALLENGING S EXUAL V IOLENCE
The media are pivotal in the challenge to reduce sexual violence.
They cannot be neutral — media activity can either assist or hinder efforts to increase awareness and understanding of sexual violence and to increase its unacceptability in society. Even lack of
coverage of the topic is a powerful weapon of the media. As
McDevitt (1998) paraphrases, the media may not tell us what to
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think but they tell us what to think about. Many cautions are necessary when considering how best to represent sexual violence in
the media. Sexual violence is a serious category of criminal behaviour and a significant contributor to psychological and social
problems per se but also because of its hidden and stigmatising
characteristics. It is, however, only one of a number of adverse life
circumstances (such as neglect and physical abuse) which have
important effects on the lives of individuals and families. A special focus on sexual violence is necessary more because of its hidden nature than because it constitutes an experience outside the
realm of other types of adversity. Public representations of sexual
violence, e.g. rape, as being a terrible, an unnatural and bizarre
act, as a fate worse than death, as committed by monsters, and as
an experience that should be resisted whatever the consequences
to physical safety, all contribute to a culture of non-disclosure and
are obstacles to calm reflection on how to prevent or manage the
problem (Burt and Estep, 1981).
These caricatures of experiences such as rape are not the way
in which most people experience rape. Unwillingness to identify
with a victim role or to label one’s very different set of experiences
in a way that conjures up such caricatures is likely to contribute to
an unwillingness to report episodes of abuse or accept labels such
as “raped” or “abused”. There is a difficult balance to achieve
among those interested in sexual violence: how to make reporting
of the crime more acceptable so that it is more likely to be detected, while also keeping society at large interested and perturbed enough about it that it continues to support prevention,
therapeutic and rehabilitation activities.
One of the developments in recent years has been the introduction of sexual violence into television popular drama. Many
“soaps” have featured a “rape” story and programme producers
have in many instances consulted with service and prevention
agencies in making their stories relevant and reflective of the
complexities concerned. An example was a rape story in ITV’s
Coronation Street on Easter Sunday night 2001. This was widely
announced in advance and was seen as likely to guarantee a large
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television audience. Counselling services worked in conjunction
with the TV schedule to ensure that those with concerns following
the episode could call free-phone numbers for support or advice.
The evolving nature of sexual violence, including “date” rape,
drug-assisted rape and sexual violence linked to the internet, are
all made more real to the public through media coverage. As already recommended in previous reports such as in the Task Force
on Violence Against Women (Department of Health, 1997), there
needs to be a good working relationship between the media and
those charged with increasing the profile of sexual violence.

I RISH G OVERNMENT P OLICIES AND S EXUAL V IOLENCE
A systemic approach to tackling sexual violence has to start with
Government policy. Irish policy pertinent to sexual violence is
considered here. The Irish Government’s most recent and relevant
policy statement is the Department of Health and Children’s
strategy launched in late 2001. Entitled Quality and Fairness: A
Health System for You, it sets a large number of targets within focused objectives for health services into the next decade. Objective
4 focuses on 11 specific quality of life themes. These are mental
health, ageing, family support services, a crisis pregnancy strategy, chronic disease management protocols, rehabilitation services, palliative care services, hepatitis C strategies, an AIDS strategy, measures to prevent domestic violence and support victims,
and sheltered work for people with disabilities. Specific resources
are indicated for alcohol services, the Social Personal and Health
Education programme for school-based prevention and funds for
refuges, rape crisis centres and other agencies to support victims
of domestic violence (p. 73).
In a related document, the National Health Promotion Strategy
(2000–2005), a topic approach was adopted as one of the aspects of
the Strategy. Nine topics were identified: positive mental health,
being smoke-free, eating well, good oral health, sensible drinking,
avoiding drug misuse, being more active, safety and injury prevention and sexual health. Under the topic of sexual health the
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focus is on sexually transmitted diseases (in particular HIV), and
contraceptive use and pregnancy. The strategic aim of this topic is
“to promote sexual health and safer sexual practices in the population”. Objectives are to support school-based personal development programmes, to foster a working partnership regarding
teenage pregnancies and to decrease crisis pregnancies, to reduce
sexually transmitted infections, to implement the AIDS strategy
and “to initiate research into the need for a national sexual health
strategy that would encompass the prevention of STIs [sexually
transmitted infections] and crisis pregnancies”.
The problem is that the topic of sexual violence “falls between
stools”; it is a multi-factorial problem involving at minimum education, health and law enforcement concerns. The terms “safety and
injury prevention” in Government documents is typically limited
to addressing accidents in public places and in the home, to reducing sporting, work-related and home-based injuries and to managing health challenges such as falls by older people. Sexual violence
is also subsumed under actions concerning “domestic” violence.
Here the actual focus of activities may be on adult women, for political, philosophical or simply pragmatic concerns in dealing with
such large challenges. It was recognised some years ago that children in Irish society were served by a myriad of Government agencies but lacked a consolidating forum to ensure their interests were
best served by the various sectors of government. A special section
of the Department of Health (now the Department of Health and
Children) was established to achieve this co-ordinating function.
This may be a useful blueprint for sexual violence. Some accountable agency or group needs to have responsibility to co-ordinate
the multi-sectoral task of reducing sexual violence.
One of the challenges of such a group is to develop a public
awareness campaign to start the process of making sexual violence everybody’s business. A number of authors have critiqued
many developments which effectively give children the primary
role as preventers of child sexual abuse. For instance, Daro (1994)
makes the point that adults are typically the focus of prevention
efforts for physical abuse of children, yet with sexual abuse, the
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main focus is on children as prevention agents. This, he proposed,
reflects the generally inadequate way of addressing sexuality in
society generally; the categorical way in which sex offenders are
seen (i.e., there is no point in appealing to them to try prevent
their behaviour); and a general haste to protect children in the
context of sustained media attention. He cautions that we should
put more of the responsibility on the general adult public for child
protection in this regard. This is one of the issues for discussion in
planning a national public awareness strategy.
An example of a community-level child sexual abuse prevention programme (which targets the general population and potential abusers as well as children in its prevention efforts) has recently been developed in the state of Vermont in the US (Morbidity and Mortality Weekly Report, 2001). Among its early achievements has been increased community knowledge about details of
child sexual abuse (44.5 per cent in 1995 compared to 84.8 per cent
in 1999 could properly describe child sexual abuse). Furthermore,
in four years, 118 people (20 adults and 98 adolescents) presented
themselves to authorities as child abusers because of a programme emphasis on taking responsibility for one’s own abusive
behaviour. Such programmes can usefully be evaluated for development in the Irish context although the programme authors caution that well-developed services, including offender rehabilitation services, need to be in place to make such a system work.
A research project such as this should be the first step in a programme of activity. This was certainly the feeling of many people
who agreed to give of their time and experience to the researchers.
The information collected is only of value if it enables the next
step — informed planning of a strategy to address the problem of
sexual violence. The next chapter presents recommendations for
progress from here on the issue.

Chapter 12

SAVI S TUDY R ECOMMENDATIONS

P ROVISION OF I NFORMATION
Public Awareness
A public awareness campaign is needed to highlight the challenge
of sexual violence in Irish society. This campaign needs to address
complex issues in a clear and sustained manner over an extended
period of time. The campaign should firstly increase public
awareness of the nature and size of the problem of sexual violence. It should adopt a public health approach, in the same manner as recent campaigns to prevent drinking and driving, and
emphasise the responsibility of the public in preventing, rendering unacceptable and reporting abuse. Information then needs to
be available at multiple levels to address the varying demands
arising from such a public focus on sexual violence. A widelyadvertised national telephone helpline to address questions concerning abuse is an essential part of an interactive campaign. This
helpline should be seen to be available to those who have experienced abuse, to those concerned about others in vulnerable situations and to those who are concerned about their own potential
for abuse. Ongoing evaluation of the campaign is necessary to ensure that the desired outcomes are being achieved since sexual
violence is a particularly complex issue to address through the
relatively simple medium of social marketing strategies for the
public.
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The need for a public awareness campaign has been highlighted in the Government report on the Task Force on Violence
against Women (1997). Developing such a campaign needs expert
input from health, childcare, education and justice perspectives
and from statutory and voluntary agencies in partnership. This
needs to be combined with input from the perspectives of those
who have experienced abuse to ensure that messages are clear
and supportive of vulnerable individuals in situations of abuse.
The role of the media is crucial in developing an accurate and
comprehensive understanding of sexual violence among the general public. Strategies to support the media in its representation of
sexual violence should be considered as part of the public awareness campaign. It is appropriate to reiterate the well-argued views
of previous Irish commentators in this regard. Leane et al. (2001),
from their study of attrition in sexual assault offence cases, recommended:
. . . the development of an educational programme targeted
at the public at large, which seeks to debunk myths regarding rape and to clarify that sexual activity without the full
and conscious consent of all parties is a crime. Such a programme should also address those who encounter victims,
to affirm the victim’s lack of blame and to alert them to potential sources of help such as Rape Crisis Centres and the
Gardaí (p. 5).

The development, delivery and evaluation of a public health
campaign on sexual violence should be the responsibility of the
Health Promotion Unit at the Department of Health and Children
and should involve relevant statutory, voluntary and advocacy
agencies. A Consultative Committee, to be discussed further in
Recommendation 8 concerning implementation, should be established to support this and other recommendations.
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RECOMMENDATION 1 — That a comprehensive public awareness
campaign on sexual violence be developed, delivered and evaluated in
Ireland.
Responsibility and timeframe: The Health Promotion Unit at the
Department of Health and Children. Campaign to be developed in
2002/2003 with public launch of first phase in 2003. Consultation
with the voluntary sector is essential in developing, delivering and
evaluating this campaign. Report of progress to a Consultative
Committee in 2004.

I NFORMATION ON S ERVICES
Information on services needs to be widely disseminated. Alongside a national telephone helpline, a plan for wide dissemination
of information in health settings such as general practices, in social service settings, in Garda stations, schools and universities
and in other public places is needed. Posters and leaflets can provide information about service access. More detailed material will
also be needed for those who have been abused or those who are
acting on their behalf. Information explaining responses to abuse,
the services offered (counselling, medical/forensic and legal) and
referral routes is needed in booklet and other forms such as video
and internet. These need to integrate information on the various
services and agencies the person may encounter and need to be
available at the first point of contact. Special challenges to information provision for marginalised or vulnerable groups need to
be addressed. Similarly, specific settings such as third-level colleges may provide a useful focus for delivering both awareness
and service information messages to targeted audiences. The development of information materials requires a multi-agency approach. The co-ordination of this work should be the
responsibility of the Health Promotion Unit at the Department of
Health and Children.
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RECOMMENDATION 2 — That a range of information materials
on services for sexual violence be developed and made available in
appropriate settings and formats to assist those in need of such services.
Responsibility and timeframe: The Health Promotion Unit at the
Department of Health and Children. Information to be developed in
2002/2003 with distribution to coincide with launch of public
awareness campaign in 2003. Report of progress to be provided to a
Consultative Committee on Sexual Violence in 2004.

D ISCLOSURE
Promoting and Managing Disclosure
Sexual violence is a crime. Efforts should be made at multiple levels to encourage disclosure of this particularly hidden crime. Each
disclosure can provide the opportunity for the individual concerned to avail of services where needed but can also serve a
wider community preventive purpose of creating a culture of
willingness to disclose abuse which may dissuade potential abusers in the future. A range of frontline professionals from teachers
to doctors are in positions where disclosure may occur more readily. Professionals need to indicate their willingness collectively
and individually to hear disclosures of sexual violence. This will
range from the provision of written materials such as notices in
general practices or waiting rooms in Garda stations to the willingness to ask specific questions about sexual violence in highrisk situations such as A&E departments. Specific training will be
needed to ensure that this is done sensitively and routinely. The
public also has a responsibility to be willing to hear about cases of
sexual violence from those known to them and a responsibility to
encourage those who confide in them to consider disclosure to
law enforcement and other professionals as appropriate. The responsibilities concerning disclosure also relate to consideration of
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the implications of future abuse by the alleged perpetrator. Disclosure should be seen as prevention in action.
Barriers to disclosure include personal distress and concern for
the reactions of family and others in the person’s life. They also
include concerns about the responses of professionals and the capacity of authorities to protect and support the abused person and
to punish the abuser. A range of inadequacies in the present system, both as perceived by the public and as experienced by those
disclosing abuse, needs to be addressed to make disclosure a feasible option for more than the present minority who report. Similarly, the public awareness campaign needs to address the issue of
disclosure to families and friends; how this might be encouraged
and supported and how recipients of such information can best
respond to hearing disclosures. Responsibility for educating the
public broadly about disclosure should be with those developing
the public awareness campaign. The challenges of removing barriers to disclosure in professional settings need to be addressed by
a multi-agency group with input from service planners and providers and from service users and their representatives. The Consultative Committee should have responsibility to convene a
multi-agency group to identify and propose methods of reducing
barriers to disclosure. Much work has already been achieved
through existing reports in identifying the barriers. These reports
include reports with a general focus such as the Report of the Working Party on the Legal and Judicial Process for Victims of Sexual and
Other Crimes of Violence Against Women and Children (1996) and the
Report of the Task Force on Violence against Women (1997), and reports such as that of the Law Department, Trinity College, Dublin
and the DRCC (Bacik et al., 1998) and that of Leane et al. (2001)
from University College, Cork, both focusing on barriers in the
law enforcement and legal system. A plan of action is now necessary to tackle the barriers.
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RECOMMENDATION 3 — That barriers to the disclosure of sexual
violence be addressed at the level of the general public and the level of
professionals and systems.
Responsibility and timeframe: Barriers in the general population
to be addressed as part of the public awareness campaign on sexual
violence being developed by the Health Promotion Unit at the Department of Health and Children. Campaign to be developed in
2002/2003 with public launch of first phase in 2003. Report of progress to the Consultative Committee in 2004. Barriers to reporting to
professionals and institutions to be addressed by a multi-agency
group convened by the Consultative Committee. Training of professionals to handle disclosure should be a priority of this group. Work
to commence in 2003 with a report on progress in 2004.

S PECIFIC P REVENTION S TRATEGIES
Abuse of Children
Most child sexual abuse prevention programmes now focus on
teaching children strategies to lower their risk of abuse. These are
commendable and should continue. Alongside this, greater consideration should be given to strategies to focus responsibility on all
adults, not just professionals, to protect children. Adults who may
abuse, or adults who can intervene with potential abusers, or abusers themselves should be supported to act in ways to protect children. The vulnerability of children to sexual abuse by those known
to them, coupled with the relatively high level of sexual abuse of
children by adolescents, makes the responsibility of adults all the
more notable.
Abuse of Adults — Women
Women are as likely to be sexually abused as adults as they are
when children. Risks are significantly lower for men as children
and reduce further in adulthood. This highlights the gendered
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nature of sexual violence. Intimate partners or ex-partners account
for a significant proportion of abusers. The role of violence against
women, including sexual violence, in interpersonal adult relationships, needs to be addressed at the level of public attitudes and in
psychosocial and law enforcement settings. Alcohol was involved
in a significant number of cases of sexual assault on women. The
role of alcohol in sexual violence needs to be addressed.
Abuse of Adults — Men
While levels of sexual violence against men were lower than
against women, cases represent a significant proportion of men.
There is evidence of lesser likelihood of previous disclosure of
abuse by men which can have consequences for personal wellbeing for the men concerned as well as consequences for prevention of abuse of men in general. Sexual violence often occurred in
the context of alcohol use. As with women, the role of alcohol in
sexual violence needs to be addressed.
Men as Abusers
The overwhelming majority of abusers were men. Some of these
were adolescents at the time they abused another adolescent or
child. A range of support and rehabilitation services, alongside
appropriate law enforcement actions, is needed to address the
continuum from recognition of a personal propensity to abuse
through rehabilitation of convicted sex offenders.
Specific Contexts
While sexual violence is challenging for Irish society in general,
there are a range of settings and groups who experience even
greater challenges in addressing the issue. They include those
who live in institutional settings such as institutions for those
with a learning disability or a psychiatric condition, and prisoners. Those who are marginalised because of culture, for example
Travellers, asylum seekers and refugees from other cultures, and
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those whose identity is linked with risky settings such as homeless people and prostitutes, also face additional challenges in addressing sexual violence. Public awareness campaigns need to
address the challenges of communicating per se and of communicating effectively with these groups. Service providers need to
consider how to offer health-related and law enforcement services
in a supportive and accessible manner to these diverse groups.

RECOMMENDATION 4 — That all of those responsible for promoting
public awareness or providing educational, health-related or law enforcement-related service delivery on the issue of sexual violence incorporate information on the particular issues concerning vulnerability for
specific groups in their activities. These groups include those abused as
children, adult women and adult men; perpetrators of abuse; and marginalised groups.
Responsibility and timeframe: Those who can deliver on this recommendation include the Department of Health and Children; the
Department of Justice, Equality and Law Reform, the Garda Síochána;
health board and voluntary agency staff dealing with those who have
been abused and abusers or those at high-risk of abusing; and professional bodies and academic institutions charged with training and updating professionals in their practices concerning sexual violence.
Responsibility for raising these issues and identifying relevant information to all who can address prevention in this way should be with
the Consultative Committee. Agencies to be contacted and invited to
consider implications for particular groups in their practice in 2003. A
report of progress to Consultative Committee in 2005.

P ROVISION OF S ERVICES
Service Availability
A public awareness campaign will inevitably increase demand for
a variety of services pertaining to sexual violence. Since many of
the existing medical and counselling services are already over-
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stretched, such a campaign needs to be planned in conjunction
with increases in the capacity for service provision. Service development needs to be considered on a national level and also in relation to specific sub-groups of vulnerable or marginalised
individuals who may not be able to avail of mainstream services
because of cultural, intellectual or institutional challenges. Service
development should be planned on the basis of a comprehensive
evaluation of evidence for service demand. A service needs assessment for those who have experienced or otherwise been affected by sexual violence, to include all statutory and voluntary
agencies and to address both medical and counselling services,
should be completed by the Department of Health and Children.
This assessment should form the basis for a five-year plan for service development.
Increased public awareness will also increase demands for
prevention and services for abusers and those with the potential
to abuse. A similar needs assessment of services addressing abusers, in custodial and other settings, is needed. This assessment
should be the responsibility of the Department of Justice, Equality
and Law Reform with input as appropriate from others on preventive strategies. The assessment should be followed by a fiveyear service plan. Adequate funding of agencies, including voluntary agencies with expertise in the area, needs to be available to
implement such a plan.
Law enforcement services will also be expected to experience
increased demand from sexual violence cases following a public
awareness campaign. The Gardaí need to have adequate resources
to meet such an increase. A similar review of service and training
needs is necessary, as is a follow-up service plan over a five-year
period. This assessment should be the responsibility of the Department of Justice, Equality and Law Reform.
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RECOMMENDATION 5: That the need for service developments be
anticipated and planned on the basis of a comprehensive needs evaluation of evidence for medical, counselling and law enforcement services.
This should take into account the potential increases in service demand
as a consequence of public awareness campaigns. Co-ordination of service development and public awareness strategies is essential. A service needs assessment for those who have experienced or otherwise
been affected by sexual violence, to include all statutory and voluntary
agencies and to address both medical and counselling services, should
be completed by the Department of Health and Children.
Responsibility and timeframe: The medical and counselling needs
assessment should be the responsibility of the Department of Health
and Children while the needs assessment for law enforcement and legal services is the responsibility of the Department of Justice, Equality and Law Reform. These assessments should be conducted in 2003
and form the basis of a five-year plan for service development. Interim reports should be provided to the Consultative Committee in
2005.

Service Quality
Service quality can be maximised by providing appropriate and
timely training for relevant staff and by incorporating feedback
from service users into the planning and ongoing evaluation of services. Problems with professional services as outlined by those who
used them, but also perceived problems which discouraged others
from using services, should be examined in more detail as part of a
concerted effort to improve service access and delivery. A number
of recent Irish studies provide information on this issue.
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RECOMMENDATION 6 — That a range of educational materials
on sexual violence in Irish society be developed for relevant professionals to complement a national public awareness campaign. In addition, that regular assessment of the user perspective be
incorporated into service evaluation and planning for improvement.
Responsibility and timeframe: The relevant professional bodies
and training institutions should adapt training materials to incorporate recent Irish findings and the strategic approach of the public
awareness campaign. The Consultative Committee should take responsibility to contact the relevant groups in 2003 and to facilitate
information flow concerning the public awareness campaign. Report
of progress to Consultative Committee in 2005.

R ESEARCH
Research
A programme of research is needed to inform, support and evaluate developments in addressing sexual violence in the coming
years. Some important areas for research are highlighted in other
recommendations. Systematic evaluation of public attitudes to
and experiences of sexual violence through surveys like the SAVI
study should be undertaken on a regular (five-yearly) basis to
monitor changes over time and in relation to changes in public
awareness and public policy. A Consultative Committee (discussed further in Recommendation 8) should have responsibility
for determining research priorities for this regular public survey
and other research priorities. This group should consult widely so
as to ensure its work complements other research developments
such as national crime surveys.
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RECOMMENDATION 7 — That a systematic programme of Irish
research is needed to inform, support and evaluate developments in
addressing sexual violence in the coming years. This should include
a regular national survey assessing public attitudes and experiences.
Responsibility and timeframe: A Consultative Committee should
have responsibility for determining research priorities for a regular
public survey and other research priorities. Annual priorities should
be agreed by consultation with a plan to conduct a national survey
similar to SAVI in 2006.

I MPLEMENTATION OF R ECOMMENDATIONS
Co-ordination of Implementation
The topic of sexual violence is already addressed by Government
agencies in a variety of forums such as those on violence against
women and on childcare protection. It is not, however, currently
addressed in a comprehensive manner in a single forum. This
means that progress on the issue cannot be co-ordinated or monitored. Sexual violence is acknowledged as part of a wider continuum of abuse and neglect in Irish society. However, its
particularly stigmatising and secretive nature requires some specific focus, alongside attention in more integrated contexts, if real
progress is to be made in highlighting, managing and preventing
the problem. The establishment of a Consultative Committee on
Sexual Violence is recommended to ensure that a uniform, concerted and strategic approach is taken to the management of sexual violence across agencies. This Consultative Committee would
have the responsibility to ensure that recommendations arising
from the SAVI study and similar reports are acted on by the relevant agencies. Committee membership should reflect the relevant
Government and voluntary sector agencies and should be appointed jointly by the Minister for Health and Children and the
Minister for Justice, Equality and Law Reform. The Consultative
Committee should be constituted for five years in the first in-
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stance with an interim report after three years and with recommendations on the future of the Committee at the final five-year
report stage.
Recommendations cannot be implemented without dedicated
funding. A funding plan is needed to enable the relevant Government departments and service agencies to act on the recommendations. While some action on recommendations will be
feasible in 2002, the first phased source of ongoing funding needs
to be requested by the relevant Government departments in the
2003 budget estimates.

RECOMMENDATION 8 — That a Consultative Committee on Sexual Violence be established with the responsibility and authority to
ensure that recommendations arising from the SAVI Study and similar reports are acted on by the relevant agencies. This Committee
should represent the broad constituency of interests which can contribute to effective management of the societal challenge of sexual
violence.
Responsibility and timeframe: The Consultative Committee
should be appointed jointly by the Minister for Health and Children
and the Minister for Justice, Equality and Law Reform. The Committee should be invited to serve a five-year term from 2002 to 2007. An
interim report of progress to be provided jointly to the two relevant
Government Departments in 2005 with a final report in 2007.

In summary, the findings of this study highlight sexual violence as
a profoundly disturbing and pervasive dimension of contemporary
Irish society which is under-acknowledged, under-reported and
under-managed. The solutions to the problem are as complex as its
aetiology. They challenge us to avoid procrastination and instead to
plan and act now. In the words of an African proverb:
The best time to plant a tree is twenty years ago.
The second best time is now.
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Appendix II

WORLD HEALTH ORGANISATION
GUIDELINES , 1999

Putting Women’s Safety First: Ethical and Safety
Recommendations for Research on Domestic Violence
Against Women
1. The safety of respondents and the research team is paramount
and should infuse all project decisions.
2. Prevalence studies need to build upon current research experience about how to minimise the underreporting of abuse.
3. Protecting confidentiality is essential to ensure both women’s
safety and data quality.
4. All research team members should be carefully selected and
receive specialised training and ongoing support.
5. The study design must include a number of actions aimed at
reducing any possible distress caused to the participation by
the research.
6. Field-workers should be trained to refer women requesting
assistance to available sources of support.
7. Researchers and donors have an ethical obligation to help ensure that their findings are properly interpreted and used to
advance policy and intervention development.
8. Violence questions should be incorporated into surveys designed for other purposes only when ethical and methodological requirements can be met.

Appendix III

SAVI T RAINING TOPIC OUTLINE

Training took place over twelve working days. Each day consisted
of two modules, each lasting an hour and three-quarters. A halfhour break was held between the two modules each day. In session
11, interviewers began making study calls; on the morning of
session 12, the previous day’s calls and procedures were reviewed.
1A

Objectives

To get to know members of the research team
To understand the purpose and history of the
research study

Activities

Introductions

March 1 Thursday

Presentation on the purpose and history of the
study
Break
1B

Objectives

To provide an overview of the topics covered in the
questionnaire
To understand the methodological decisions made
in the feasibility study
To consider the implications of the definition of
sexual abuse which is being used in the research
(and legal definitions of rape, statutory rape, etc.)
To understand the importance of confidentiality
and the safety of the respondent

Activities

Presentation on the topics, methodology, and issues
around confidentiality
Discussion on confidentiality and safety

328

The SAVI Report
2A

Objectives

To learn how to manage the telephone call sheets;
how to record the outcome codes; how to check
non-responding phone numbers for invalid/out-oforder, etc.
To learn only the introduction section of the survey

March 2 Friday

Activities

Practise the introduction only of the survey through
a role-play
Break

2B

Objectives

To understand the importance of maximising
response rates
To learn how to encourage the public to take part in
the survey

Activities

Presentation on response rates
Brainstorm with group on possible “refusal”
scenarios
Practise conducting interviews with series of
“reluctant” respondents

** Interviewers were asked to take home the entire questionnaire and read it over
the weekend, noting any questions that they had re: wording, skip patterns, etc.

March 5 Monday

5A

Objectives

To become familiar with the entire survey
questionnaire: structure, wording, skip patterns

Activities

Discuss any questions they have about the skip
patterns, wording, etc.
Break

5B

Objectives

To learn how to fill out the form for “refusals”
To learn how to conduct conversion calls

Activities

Practise filling out refusals forms
Practise making conversion calls using role-plays of
“refusals”
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3A

Objectives

To consider and explore the myths and attitudes
prevalent in Irish Society towards Child Sexual
Abuse and Adult Sexual Violence
To understand the impact of these as they are
internalised and externalised by the victim of abuse
To consider the extent to which the interviewers
have themselves internalised these attitudes, and
how this may affect them in their work

March 6 Tuesday

Activities

DRCC Trainer input
Small group work
Guided discussion
Break

3B

Objectives

To consider the range of ways in which children are
abused, and how it will be to hear about these; the
impact, the difficulty of believing disclosures
To gain information about the prevalence of abuse
and the situations in which it occurs in Ireland
To gain an understanding of the impact and effects
of child sexual abuse on the individual: long-term
effects, posttraumatic stress

Activities

DRCC Trainer input
Video
Discussion

4A

Objectives

To learn listening skills: the qualities of the listener,
basic listening skills, active listening, listening on
the telephone

March 7 Wednesday

To gain an understanding of the boundaries of their
role (and the values of it)
Activities

DRCC Trainer input
Listening exercises
Role plays and feedback
Break

4B

Objectives

To learn about sexual harassment: definition,
impact, etc.

Activities

DRCC Trainer input
Discussion
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March 8 Thursday

6A

Objectives

To learn the attitudes and sexual harassment
sections of the survey

Activities

Practise conducting interviews on the introduction,
attitudes, and sexual harassment sections (Sect. AD) of the survey
Break

6B

Objectives

To learn the sexual experiences section of the
survey; become comfortable with using the
sexually explicit terms
To learn how to fill out the sexual experiences
section of the survey, and respond appropriately
for a respondent who has had an adult experience
of sexual abuse

Activities

Role plays to practise conducting the sexual
experiences section of the survey using a simple (no
abuse) scenario
Role plays to using an adult abuse scenario

7A

Objectives

To understand the impact of adult sexual assault or
rape on the individual; long-term effects,
posttraumatic stress

March 9 Friday

To explore the potential impact of the survey on the
respondent: being aware of the potential impact,
listening to distress
To learn referral information and procedures;
services of the Rape Crisis Centres and other
services
Activities

DRCC Trainer input
Role plays using an abuse scenario in which the
respondent is distressed by the interview — focus
on how it feels to be in each role: the respondent
and the interviewer, empathising with the issues
which may arise for the respondent
Feedback
Break
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7B

Objectives

To explore the potential impact of the work on the
researcher
To emphasise the importance of maintaining
researcher well-being through self care, support
and supervision
To explore and learn alternative coping strategies

Activities

DRCC Trainer input
Small group work; Discussion

8A

Objectives

To learn how to fill out survey and respond
appropriately for a respondent who has had a
childhood experience of sexual abuse
To learn the last sections of the interview

March 12 Monday

Activities

Role plays to practise conducting survey using a
child sexual abuse scenario
Role plays to practise last section of interview
(using a scenario of a respondent with minor abuse
reported and no services utilised)
Break

8B

Objectives

To learn how to fill out survey and respond
appropriately for a respondent who has had both
an adult and childhood experience of sexual abuse
To gain practice in going through the whole
interview from start to finish

Activities

Role plays to practise conducting the sexual
experience and disclosure sections of the survey
using an adult and child sexual abuse scenario.
Role plays to practise conducting the entire
interview from start to finish
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9A

Objectives

To consider personal issues re: talking about sexual
subjects

March 13 Tuesday

To explore the degree of researcher comfort with
these issues
Activities

DRCC Trainer input
Small group work; Guided discussions; Role-plays
and feedback
Break

9B

Objectives

Open session: To discuss any issues/concerns/
difficulties that the interviewers feel may impact
their work on the project

Activities

DRCC Trainer facilitate
Open discussion

10A

Objectives

To get individualised feedback on conducting an
entire interview
To practise sections of the interview that are most
difficult

March 14 Wednesday

Activities

Interviewers will conduct one full practice
interview with a staff member; feedback will be
provided immediately following the interview
Interviewers waiting for individual feedback will
pair up and practise sections of the interview they
find most difficult
Break

10B

Objectives

To learn about the purpose and procedure for callback interviews

Activities

Discussion on the form used for call-back
interviews
Practise call-back interviews using form
Trial-run a mock-up call session; discuss any last
minute details
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March 15 Thursday

11 A

To review the set-up and procedures for the study:
how the forms will be stored, where to find them,
what steps need to be done to start/finish a calling
session, etc.
To have each interviewer complete one short call
session to gain additional experience in conducting
the study

12A
March 16 Friday

Objectives

Activities

Interviewers will work one call session (specific
times to be arranged the previous day)

Objectives

To review the procedures and outcomes of the
previous full call session and allow time to reflect
on any potential difficulties or concerns before
continuing with the main study

Activities

Discuss any problems or concerns with the
previous day’s call session
Brainstorm and problem-solve any difficulties that
have arisen

Appendix IVa

SURVEY TELEPHONE C ALL C ODING
SYSTEM AND STUDY R ESPONSE
(P ARTICIPATION) R ATES

T ELEPHONE O UTCOME C ODES
Invalid Numbers
CM

Commercial/non-residential number — ineligible

Fx

Fax Machine

Disc

Disconnected/Number non-existent/Out of order (as checked
with Directory Enquiries)

NA

No answer (after ten rings per call and ten separate calls)

AM

Answering machine (Did not leave a message; number
tried ten separate times)

TP

Telephone problems (e.g., respondent identified, but faulty
line)

Ineligible Respondents
NER No respondent meets quota requirement
Kn

Respondent known to interviewer; inappropriate to conduct interview
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O

Unable to contact adults in household

P

Eligible respondent in household but away for duration of
survey period

IR

Impaired respondent (e.g. hearing difficulties, illness); unable to conduct interview

LB

Language barrier (unable to speak English)

Refusals
HR

Household refusal (no opportunity to ask for eligible respondent: study topic not explained)

RR

Respondent refusal

SR

Respondent initially agreed to interview but did not make
themselves available: interviewer attempted a minimum of
ten calls

HU

Hung up phone without comment as soon as introduction
made

CVR Conversion call — Person refused following second invitation by different interviewer
Completed Interviews
PI

Partial interview. Only interviews where experience of
sexual abuse sections were completed were counted here.
Other less complete interviews were counted as technical
refusals

CI

Completed interview

CVC Conversion call — Completed interview following second
interview by different interviewer
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Appendix V

GLOSSARY OF T ERMS U SED
IN THE SAVI S TUDY

Child Sexual Abuse
For the purposes of the SAVI study it was decided to ask about
unwanted sexual experiences that occurred before age 17 as this is
the legal age for consent to sexual relations under Irish law. Legally a “child” is defined as a person up to 18 years other than a
married person.
No offence of Child Sexual Abuse exists under current Irish
law although the Law Reform Commission’s Report on Child
Sexual Abuse (1990) recommended that such an offence be created. Prosecutions are brought under a variety of offences such as
“unlawful carnal knowledge”, buggery and sexual assault committed against a child or adolescent.
Contact Abuse (no penetration)
Refers to sexual assaults that involve the touching of the abused
person’s breasts and/or genitals or the forcing of the abused person to touch the perpetrator’s breasts and/or genitals. Contact
abuse (no penetration) in many cases corresponds to sexual assault in the law. A charge of aggravated sexual assault would be
brought in cases where there is a high degree of violence or humiliation.
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Gardaí (singular: Garda)
This (Irish language) term is used throughout the SAVI study to
refer to the police force in the Republic of Ireland.
Incidence
Refers to the number of incidents that have occurred during a specific time period. In the context of SAVI it refers to the number of
incidents of sexual harassment that have been perpetrated during
the past year.
Incest
In the SAVI Study, incest includes contact and penetrative abuse
by all intra-familial abusers — both blood relatives such as parents, grandparents, siblings and uncles, as well as non-blood relatives such as step-parents and in-laws — regardless of the age of
the abuser.
The legal definition of incest in Ireland is very narrowly defined. For a man to be charged with incest, he must be aged 17
years or older and have had sexual intercourse with a woman
who is to his knowledge his mother, sister, daughter or granddaughter. For a woman to be charged with incest, she must be
aged 17 or older, and have consented to sexual intercourse with
her father, grandfather, brother or son.
This definition was considered too narrow for the purposes of
the SAVI study. It does not include, for example, rape under Section 4 (penetrative abuse other than vaginal), nor acts between
two men (e.g., anal penetration), nor acts which occur between
those under the age of 17 (e.g., a 16-year-old brother who abuses a
5 year old sister). The legal definition also limits incest to sexual
acts between blood relatives, which would exclude other nonblood relatives or close family members. For this reason, we preferred to define incest as sexual abuse occurring within the familial network rather than define it on the basis of vaginal intercourse occurring between consanguine partners.

Glossary
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Non-contact Abuse
Refers to sexual assaults that do not involve the touching of the
abused person’s breasts and/or genitals. It also includes indecent
exposure and, in the case of children, being exposed to pornographic material or being forced to strip in order to be photographed or filmed.
Penetrative Abuse
In the context of the SAVI study this refers to rape, rape under
Section 4 and digital penetration.
Prevalence
Prevalence is the proportion of people who meet a criterion. In the
context of the SAVI study, prevalence refers to the percentage of
people who have had lifetime experiences of sexual abuse and
violence.
Rape (as defined by law)
Unlawful sexual intercourse with a woman who, at the time of
intercourse, does not consent to it, where the man knows she does
not consent to it or is reckless as to whether she does or does not
consent to it.
Rape (under Section 4)
Sexual assault that includes penetration (however slight) of the
anus or mouth by the penis, or penetration (however slight) of the
vagina by any object held or manipulated by another person.
(Note: this does not cover digital penetration.)
Sexual Abuse
In the SAVI Study this term is used to describe sexual offences
committed against those aged under 17 years.
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Sexual Assault
In the SAVI Study this term is used to describe sexual offences
committed against those aged 17 and older. It combines the legal
categories of sexual assault and rape.
Sexual Assault and Aggravated Sexual Assault (as defined by law)
Aggravated sexual assault is a sexual attack (other than rape) that
involves serious violence or causes grave injury, humiliation or
degradation to the person assaulted. Sexual assault is a sexual attack with a less serious level of violence.
Sexual Harassment
The Employment Equality Act of 1998 defines sexual harassment
as:
“. . . any act of physical intimacy, any express request for
sexual favours, any other act or conduct including spoken
words, pictures or other material . . . if the act, request or
conduct is unwelcome and could reasonably be regarded as
sexually, or otherwise on the gender ground, offensive,
humiliating or intimidating” (Section 23.3).

In the SAVI study questions regarding sexual harassment were
not limited to the workplace but were asked about “events that
you may or may not have had in your daily life”.
Sexual Violence
In the SAVI Study the term sexual violence is used as an inclusive
term to describe all sexual offences, be they committed against
adults or children.
Stalking
In the SAVI study, stalking was defined as being followed in a
way that was frightening, having someone wait for you “without
your approval, writing or talking to you against your wishes, or
implying threats”.

Appendix VI

I RISH L EGAL D EFINITIONS A SSOCIATED
WITH S EXUAL A BUSE

Irish criminal law provides for a wide range of sexual offences.
However, there are grey areas and a need for further clarification
and reform. Discussion with key informants (two barristers who
work in the area of sexual offences) led to the following redefining
of the questions used in the SAVI study in terms of legal practice.
Adult 1
•

1: A charge of attempted sexual assault may be made depending on level of severity.

•

2: Sexual assault.

•

3: Sexual assault in the vast majority of cases. If, for example,
verbal intimidation were used a charge of sexual assault
might not be brought.

•

4: Sexual assault.

A charge of aggravated sexual assault would be brought in cases
where the victim was humiliated, hurt, tied up, etc.
•

5: Rape

•

6/7: Rape under Section 4 except “performed oral sex on you”
= Sexual assault

1

The numbers correspond to the item numbers in Table 4.4, pp. 65–66.
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•

8: Digital penetration = Sexual assault; Penetration by an object = Rape under Section 4

•

9: Attempted rape.

Child (female) 2
•

1: Not a sexual assault. A charge such as “possession of child
pornography” might be brought.

•

2: Either a sexual assault or a charge relating to child pornography.

•

3: Either “indecent exposure” or a sexual assault.

•

4: If child feared being assaulted a charge of sexual assault
might be brought; otherwise “indecent exposure”.

•

5: Sexual assault

•

6: May be sexual assault if event happened because of fear or
threat.

•

7: Sexual assault

•

8: Attempted rape.

•

9: Rape.

•

10: Rape under Section 4 or sexual assault (as 6).

•

11: Rape under Section 4.

•

12: Digital penetration = Sexual assault; Penetration by an object = Rape under Section 4.

Child (male) 2
As above except:
•

2

8: Sexual assault (not rape).

The numbers correspond to the item numbers in Table 4.3, p. 63.
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WEIGHTED PREVALENCE RATES

Since the demographic profile of the SAVI sample differed somewhat from the general population, prevalence rates were recalculated using values weighted to take account of the differences.
The weighted values made virtually no difference to patterns of
estimates of the prevalence of various forms of sexual violence
(see tables below). The disadvantage of calculating weighted estimates of population prevalence is that we could only apply the
weightings to persons aged 20 and over because this is how the
data is collated by the Central Statistics Office. Furthermore,
analyses which examine relationships between variables do not
need to be adjusted, which would lead to the use of two different
sample sizes in the analysis, depending on whether population
prevalences or interrelationships were being calculated.
The prevalences given in this appendix are therefore based on
a sample of 2,956 persons because the 18- and 19-year-olds could
not be included. Because the adjusted prevalences did not differ
materially from the unadjusted, we have calculated unadjusted
prevalences throughout this report, which means that all analyses
are based on the same sample size.
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Lifetime History of Sexual Abuse, Sample Values and PopulationPrevalence-Adjusted Values for Participants Aged 20 and Over
Lifetime Category

Women

Population
Adjusted

Men

Population
Adjusted

None

57.7

59.5

70.6

71.0

Abuse NEC/NOS

9.9

9.1

7.2

7.3

Contact abuse

19.3

18.7

17.0

16.7

Attempted rape

2.9

2.7

2.0

1.9

Rape

10.2

10.0

3.2

3.1

The table shows the results of applying reweighting to the sample
percentages in order to correct for over/undersampling of some
age groups within each sex. While there are small changes to figures, the substantive values remain similar.
Women

Population
Adjusted

Men

Population
Adjusted

None

68.9

70.7

75.8

76.3

Pornography

0.8

0.9

2.7

2.8

Indecent exposure

9.4

8.6

4.7

4.7

Contact SV

13.2

12.5

12.6

12.1

Attempted
penetration

2.1

2.1

1.5

1.5

Penetration

5.7

5.3

2.7

2.7

None

74.7

75.3

87.4

87.3

Unspecified

5.1

4.6

2.9

3.0

Contact

12.9

12.7

8.3

8.4

Attempted rape

1.3

1.3

0.6

0.5

Rape

6.0

6.1

0.8

0.8

Child Abuse

Adult Violence

Examining the detailed prevalences, it is again clear that neither
adult nor child abuse prevalence is substantively different when
population weights are applied.
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