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ABSTRACT 
 

Rape Crisis Centers: Recommendations for an Ideal Program 

 

Molly S. Meloy 

Under the Supervision of Dr. Susan Hilal 

 

 

Statement of the Problem 

 

 Rape is a serious and disturbing crime that damages the lives of thousands of people 

every year.  More specifically, rape affects the lives of women as females account for 94 percent 

of all rapes victims (Rennison, 2002).  Rape and sexual assault are very personal and devastating 

crimes.  Victims experience many emotional, psychological, and physical effects. Additionally, 

individuals respond differently to sexual assault, and although some victims can recover over 

time from a sexual assault others may never get past the crime and it will affect their life forever.  

In response to the high probability and devastating effects of female sexual assault, rape crisis 

centers (RCCs) provide crucial resources to assist survivors in the aftermath of sexual assaults.  

This study presents the numerous services offered by rape crisis centers such as crisis hotlines, 

counseling services, legal and medical advocacy for survivors, and community education.  

Furthermore, this study examines the effectiveness of the structure of RCCs which consist of 

autonomous centers or multi-service centers.   

Method of Approach 

 This study gathers empirical and statistical data through internet research of the incidence 

and prevalence of rape and rape crisis centers.  Different RCCs across the country are examined.  

Also, theoretical data is derived from the Illinois Coalition Against Sexual Assault’s (ICASA) 

Sexual Assault Crisis Intervention Resource Manual. Information on structures and funding of 

RCCs, sexual assault victims, the history of crisis centers, the effects of rape on survivors, and 
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the multiple goals and dimensions of rape crisis centers is gathered from scholarly journals, 

criminal justice textbooks, psychology textbooks, and multiple internet sources.  This study 

references research findings to establish recommendations for an ideal rape crisis center.  

Additionally, this study uses oppression theory to explain rape in society and form 

recommendations for the most effective rape crisis center.  Oppression theory describes society 

as historically oppressing women and developing a rape culture in which rape is excused, 

encouraged, and maintained throughout society.  Recommendations in this study are formed 

using oppression theory as a guide to examine the effectiveness of the numerous services offered 

and the functions of rape crisis centers. 

Results of the Study 

 Studies suggest that RCCs are one of the most helpful support sources for sexual assault 

survivors (Ullman & Townsend, 2007; Martin, 2005).  Preliminary data suggest RCCs are 

effective in providing services to rape victims such as a crisis hotline, advocacy, and counseling 

(Campbell et al., 2001; Campbell, 2006; Martin, 2005).  Furthermore, RCCs are shown to be 

effective in improving the experiences of rape victims with mainstream personnel and lowering 

the chance of secondary victimization (Campbell et al., 2001; Campbell, 2006).   

Despite the findings of the effectiveness of RCCs in providing services to victims, 

existing data provide strong evidence of both external and internal barriers facing many 

contemporary RCCs.  The main problems associated with many RCCs include lack of 

availability/accessibility, diversity, funding, and autonomy.  Through an anti-oppression 

theoretical perspective the primary concern of both external and internal problems associated 

with RCCs is attitudes toward sexual violence and the structure of society.  All of the barriers for 

RCCs are interrelated and can be addressed through promoting awareness about rape and 
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oppression and educating society on both macro and micro levels.  RCCs need to focus on 

reenergizing their efforts to educate communities and promote their services.  Additionally, 

RCCs need to diversify their services both externally and internally by hiring minorities which 

will allow them to provide a wide range of services to a diverse population.  Next, RCCs need to 

focus on increasing funding to ensure their sustainability.  Lastly, RCCs should focus on 

autonomy to allow for their own agenda and the ability to effectively provide services to 

communities and victims of sexual assault.  Furthermore, the only way to truly battle and 

eliminate sexual violence is through fighting all forms of oppression together. 
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SECTION I. INTRODUCTION 

Statement of the Problem 

 

 Every 2 minutes, someone in the United States is sexually assaulted (Rape Abuse & 

Incest National Network (RAINN) 2010).  In 2007 alone, there were 248,300 victims of rape, 

forcible rape, or sexual assault (RAINN, 2010).  According to the Uniform Crime Report in 

2008, forcible rape constituted 6.4 percent (89,000) of violent crime reported.  However, due to 

the nature of the crime of rape, most incidences go unreported.  In fact, 63 percent of completed 

rapes and 65 percent of attempted rapes went unreported between 1993 and 2000 (Rennison, 

2002).  Rape is a serious crime that damages the lives of thousands of people every year.  More 

specifically, rape affects the lives of women as females account for 94 percent of all rapes 

victims (Rennison, 2002). Statistics show that one in every six females will be sexually assaulted 

at some point in their life (RAINN, 2010).   

Rape is considered any form of forced sexual intercourse.  Furthermore, sexual assault is 

any unwanted sexual contact that stops short of rape (RAINN, 2010).  Although rape and sexual 

assault differ, for the purposes of this paper, the terms “rape” and “sexual assault” will be used 

interchangeably. Rape and sexual assault are very personal and devastating crimes.  Victims 

experience many emotional, psychological, and physical effects.  Some effects suffered by 

victims include depression, post-traumatic stress disorder, flashbacks, sexually transmitted 

diseases, and pregnancy (RAINN, 2010).  Additionally, individuals respond differently to sexual 

assault, and although some victims can recover over time from a sexual assault others may never 

get past the crime and it will affect their life forever.  In response to the high probability and 

devastating effects of female sexual assault, rape crisis centers (RCCs) provide crucial resources 

to assist survivors in the aftermath of sexual assaults. 
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 Rape crisis centers were first developed in the 1970s with the ultimate goal to change 

society and empower women (Patterson, 2009).  RCCs also were established to meet the specific 

needs of sexual assault survivors by providing crisis intervention, hotlines, support groups, and 

individualized therapy (Patterson, 2009).  RCCs stemmed from the women’s movement of the 

1960s which fought for equality of women (Karmen, 2010).  Many liberal activists in the 

women’s movement focused their attention on aiding female victims who were harmed by men.  

They claimed female victims did not receive the support they deserved from a male-dominated 

criminal justice system. Therefore, feminists of the women’s movement launched an anti-rape 

movement.  The ultimate goal of the movement was for women to empower each other because 

that was the only way to effectively fight the struggle toward equality of the sexes (Karmen, 

2010).  Moreover, the anti-rape movement brought about political organizations which 

campaigned to change laws and policies for female victims (Karmen, 2010).  For the most part 

RCCs have been effective and successful in aiding survivors of sexual assault (Martin, 2005).  In 

addition, political agendas of RCCs have been successful in moving towards a social change to 

end violence against women.  For example, in efforts of the anti-rape movement, rape crisis 

centers have had a major impact on the implementation of the Federal Violence Against Women 

Act (VAWA) (Campbell & Martin, 2001).  The VAWA was first passed by the U.S. Congress in 

1994 which allocated $1.6 billion toward reducing violence against women, with one third used 

for victims of sexual assault (Martin, 2005).  The VAWA has since been extended in 2000 and 

2005 and continues to be a major funding source for RCCs and other programs for female 

victims (Martin, 2005).  Current funding programs often require RCCs to provide at minimum 

the following services: 24 hour crisis hotlines, legal and medical advocacy, and counseling 

services (Campbell & Martin, 2001). Meanwhile, RCCS continue to grow and gain community 
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support throughout the country.  Martin (2005) explains that RCCs have dramatically multiplied 

over the past decades and have become essential partners in local networks.  RCCs have 

significantly influenced society through many different forms such as pressuring legislature to 

eliminate victim-blaming aspects of rape laws and broaden the scope of rape laws (Martin, 

2005).  Also, RCCs promote awareness of violence against women to communities and educate 

the public on issues regarding sexual assault (Martin, 2005).  Furthermore, studies have shown 

that RCCs are effective in providing sexual assault survivors with needed services and resources 

(Campbell & Martin, 2001).     

Despite the support and success of many RCCs there is always room for improvement.  

Although there is much evidence to support the effectiveness of crisis centers problems still exist 

within the programs.  One major problem with many RCCs is their lack of autonomy.  

O’Sullivan and Carlton (2001) found that autonomy seems essential in providing multiple 

services to the greatest number of survivors.  When RCCs began they were organizations that 

were independent from other social service agencies.  However, due to funding constraints, many 

RCCs merged with other programs and agencies overtime (Patterson, 2009).  Today, there are 

1,265 RCC’s in the United States and 74% are affiliated with organizations which address 

multiple social service needs.  Therefore, only 24% of RCCs are left free-standing (completely 

autonomous) (Patterson, 2009).  When examining independent centers and multiservice centers, 

O’Sullivan and Carlton (2001) found that autonomous centers have more clients and do more 

community education than crisis centers embedded in other agencies.  Additionally, autonomous 

RCCs provide victims with medical and legal advocates, a critical resource considering many 

survivors report negative experiences with law enforcement (Patterson, 2009).  This paper 
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evaluates numerous services offered by both autonomous and multi-service centers and provides 

recommendations for the most effective and ideal program.    

Significance of the Problem 

 Due to the high probability and devastating effects of female sexual assault victims, it is 

extremely important to examine RCCs in order to find the most effective program to help the 

survivors in the aftermath of sexual assaults. This is important because the short-term and long-

term effects of rape and sexual assault are very detrimental to individuals and society.     

Rape is not only a personal crime, but a crime against society as well.  Rape promotes 

oppression of women by men. Oppression is the systematic mistreatment of individuals in a 

disadvantaged group (White, 2002).  The rape culture which has dominated society since the 

beginning, subsidizes to the issue of women not being equal and rape being used as a form of 

social control.  Through rape and the fear of rape, men effectively control the lives of women.  

Through socialization of gender roles, the rape culture is further enhanced and continued 

(Greensite, 2002).  As children grow they are treated differently based on their gender.  Boys are 

taught to be rough and competitive through the use of physical exertion.  Furthermore, Greensite 

(2002) explains that girls are taught the exact opposite through cooperative, more passive social 

skills.  These factors contribute to the male-dominated society in which women are oppressed 

and treated as sexual beings (Greensite, 2002).  Therefore, the patriarchal set up of our society 

and the male dominance has led to a culture which is numb to the oppression of women and 

actually encourages and excuses rape in our country.  When RCCs were first developed in the 

1970s, the ultimate goal was to change society and empower women.  RCCs also were 

established to meet the specific needs of sexual assault survivors by providing crisis intervention, 

hotlines, support groups, and individualized therapy (Patterson, 2009).  However, the grassroots 
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structure of the first RCCs emphasized collective action through self-help and peer support and 

confrontations with the power structure by protesting at courtrooms and police stations (Karmen, 

2010).  The original rape crisis centers were nonprofit, nonprofessional, nonhierarchical, non-

bureaucratic, and nongovernmental organizations (Karmen, 2010).  As time went on, however, 

the RCCs moved away from the original mission and took a more service-oriented approach to 

increase funding and increase the referrals from hospitals and police departments (Karmen, 

2010).  The purpose of this paper is to explore RCCs and provide recommendations for an ideal 

center.  The recommendations are based on empirical and theoretical data which supports the 

effectiveness of RCCs in achieving two main goals; providing help and support in multiple 

dimensions for as many sexual assault survivors as possible and educating communities on 

sexual assault and promoting awareness to stop violence against women.  

Methods of Approach 

The main method of approach used by this paper is a systematic review and analysis of 

secondary data consisting of empirical, statistical, and theoretical information related to rape 

crisis centers.  Information on structures and funding of RCCs, sexual assault victims, the history 

of crisis centers, the effects of rape on survivors, and the multiple goals and dimensions of rape 

crisis centers is gathered from scholarly journals, criminal justice textbooks, psychology 

textbooks, the Illinois Coalition Against Sexual Assault’s Sexual Assault Crisis Intervention 

Training Resource Manual, and multiple internet sources including: California Coalition Against 

Sexual Assault Organization (CALCASA), RAINN Organization, National Criminal Justice 

Resource Service (NCJRS), Department of Justice-Bureau of Statistics, Violence Against 

Women Organization, and the National Center for Victims of Crime (NCVC).   
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 Based on an analysis from the data collected, recommendations are made to implement 

the most effective, ideal rape crisis center.  Recommendations are based on the empirical, 

theoretical, and statistical data gathered from the literature.   

Contribution to the Field 

This paper can be used as an informational and educational tool for a wide variety of 

professionals inside and outside of the criminal justice field which include: program/policy 

makers, law enforcement personnel, victim/witness coordinators, counselors, professors, 

students, volunteers, and the general public.  This paper will educate readers on the many 

dimensions of rape crisis centers and promote awareness about the issues concerning sexual 

assault and violence against women.  Additionally, this paper provides recommendations for the 

most ideal RCC, and ultimately the effectiveness of autonomous sexual assault programs and 

crisis centers.   

Limitations and Assumptions 

The major limitation of this paper is the lack of empirical data available on RCCs.  Few 

studies have been done on the overall effectiveness of rape crisis centers.  Furthermore, 

information on comparing autonomous centers with multi-service centers is scarce.  

Additionally, much of the information is not contemporary with most of the research done in the 

1980s and 90s when RCCs were new.  Preliminary data does support the effectiveness of RCCs 

on providing service to rape victims, but no longitudinal studies have been performed and there 

is much need for future research.  However, this further stresses the importance of the topic and 

recommendations as RCCs have not received the attention that they should.   
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SECTION II. LITERATURE REVIEW 

 
 This section of the paper is broken down into four main sections.  In the first section, the 

history and evolution of RCCs is discussed.  Secondly, the functions of RCCs are explained by 

detailing the main services offered by most centers.  Next, an explanation of the three structure 

types of RCCs is given.  Lastly, the major barriers facing contemporary RCCs are examined.            

History of Rape Crisis Centers 

 

The first RCCs were formed out of passion by radical activists of the women’s movement 

during the early 1970s (Campbell & Martin, 2001).  The women’s movement launched in the 

1960s during an era of social change to fight against the inequalities within our nation (Karmen, 

2010).  At this time, many social movements were implemented, such as the civil rights 

movement and the victims’ movement (Karmen, 2010).  Feminist activists in the women’s 

movement focused their attention on aiding female victims who were harmed by men.  Out of 

fear and anger of widespread violence against women, radical feminists declared an anti-rape 

movement claiming rape is caused by men’s dominance over women (Campbell & Martin, 2001; 

Maier, 2008).  The ultimate goal of the movement was for women to empower each other 

because that was the only way to effectively fight the struggle toward equality of the sexes 

(Karmen, 2010).  Completely a grassroots effort, many of the first RCCs were run out of 

women’s own homes to provide services for women in crisis and used as a base for activists to 

gather and organize support for the anti-rape movement (Campbell & Martin, 2001; Karmen, 

2010).  

The first RCCs were formed in Berkeley, California and Washington, D.C., in 1972 

(Karmen, 2010).  Early RCCs were feminist organizations run by women, and their first goal was 

to change society and empower women (Maier, 2008).  Secondly, RCCs served as an alternative 
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for rape victims from very limited services such as the police, mental health services, and 

emergency rooms (Karmen, 2010).  In fact, the founders of the first RCCs were frustrated with 

the way police, medical, and legal personnel responded to rape victims (Maier, 2008). The 

feminists expressed how the physical and emotional trauma of rape victims was ignored and 

actually intensified by medical and police practices (Schmitt & Martin, 1999).   As a result, 

many early RCCs refused to collaborate with these agencies because of the way they treated rape 

victims (Maier, 2008).  Moreover, early rape crisis activists avoided contact with most agencies, 

such as the police and courts, because they felt they were masculinist and their goals contradicted 

feminism and women’s overall well-being (Martin, 2005).     

The organization of early RCCs was as important as their mission (Maier, 2008).  The 

grassroots structure of the first RCCs emphasized collective action through self-help and peer 

support and confrontations with the power structure by protesting at courtrooms and police 

stations (Karmen, 2010).  The centers were run by women volunteers, many who were victims 

themselves, and services were free or low-cost, nonmedical, and short-term (Karmen, 2010; 

Schmitt & Martin, 1999).   

The original RCCs were nonprofit, nonprofessional, nonhierarchical, nonbureaucratic, 

and nongovernmental organizations (Karmen, 2010).  The founders recognized the influence of 

patriarchy on violence against women, and therefore rejected hierarchal and bureaucratic 

structures (Maier, 2008).  They believed mainstream organizational structures directly 

contradicted feminist principles, and thus the founders refused to form board of directors or to 

associate with mainstream organizations (Maier, 2008).  The early activists proclaimed 

bureaucracy was elitist, exploitative, alienating, and patriarchal and these were the very 

characteristics that the early activists sought out to change.   
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Not only did early RCCs refuse to cooperate with the mainstream, but they would take a 

“stand outside and allocate blame” approach (Martin, 2005).  For example, when a mainstream 

organization was unresponsive to rape victims, early RCCs would use a variety of tactics to draw 

negative attention to the organization through press conferences, publishing pamphlets, or 

writing letters to newspapers  (Martin, 2005; Schmitt & Martin, 1999).  Furthermore, other 

methods were used to improve victims’ treatment by mainstream organizations, such as public 

demonstrations, protests, and marches (Campbell & Martin, 2001; Martin, 2005).   

Although opinions varied, most early centers agreed that multiple tactics were needed to 

accomplish their agenda.  Furthermore, psychological treatment alone was rejected because it 

was considered a “blame the victim” practice that accepted the inevitability of rape and 

encouraged self-blame (Martin, 2005).  In efforts to educate victims about women’s subordinate 

status in society, early centers sought to make victims angry about being raped and encouraged 

them to engage in political protest about violence against women (Martin, 2005).       

After the first grassroots centers were developed in 1972, RCCs grew around the country.  

The National Organization for Women (NOW) established many local level anti-rape task forces 

by 1974 (Martin, 2005).  Many of the NOW task forces evolved into grassroots RCCs which 

were run by volunteers and many of the centers only lasted a few years before the members 

became burned out (Martin, 2005).  By 1975, the U.S. Department of Justice listed a total of 136 

RCCs (Martin, 2005).  As the number of RCCs increased during the mid to late 1970s, their 

structure and function began to broaden.  Mental health professionals became interested in rape 

and RCCs started hiring psychologists and social workers to counsel victims (Schmitt & Martin, 

1999).  Furthermore, many RCCs began to feel the financial pressure and began accepting state 

and federal money (Campbell & Martin, 2001; Maier, 2008; Martin, 2005).  Many of the original 
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founders became tired from years of struggle and left the centers, allowing the involvement of 

new women who took more of a conventional approach (Maier, 2008; Schmitt & Martin, 2001).  

Furthermore, to secure federal funding, many centers had to abandon their social change mission 

or at least reduce their level of political activism (Maier, 2008).   

Funding sources also required centers to make changes to their structure and agendas.  

For example, the Law Enforcement Assistance Administration (LEAA) required RCCs to form 

traditional boards of directors along with other changes in order to receive funding (Schmitt & 

Martin, 1999).  Therefore, most centers that formed in 1974-1975, or after, were structured with 

boards of directors and officers.  Additionally, as RCCs hired credentialed staff they were 

considered professional organizations rather than grassroots (Schmitt & Martin, 1999).   

As RCCs began to diversify, many moved away from the original mission and took a 

more service-oriented approach to increase funding and increase the referrals from hospitals and 

police departments (Karmen, 2010).  Although many centers changed in their structure and 

mission, each individual center varies in the extent of change, if any.  For instance, numerous 

centers did not form board of directors and many remained completely autonomous and did not 

affiliate with mainstream organizations (Campbell & Martin, 2001). Typically, contemporary 

RCC’s are categorized into three groups: independent centers, multiservice autonomous centers, 

and embedded centers (O’Sullivan & Carlton, 2001).  As of 2005, there were over 1,260 RCCs 

in the United States, with a national average of twenty five per state (Martin, 2005).  Each RCC 

is unique in its structure, mission, and services offered for survivors and their community. 
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Functions of Rape Crisis Centers 

Overall, preliminary data suggests RCCs have been effective in providing services to 

rape survivors and launching a social change in society to eliminate violence against women 

(Campbell & Martin, 2001; Campbell, Wasco, Ahrens, Sefl, & Barnes, 2001; Maier, 2008, 

Wasco et al., 2004).  Since the beginning of the anti-rape movement, RCCs have been active in 

dramatically changing the rape legislature in all 50 states (Campbell & Martin, 2001).  RCCs 

have been responsible for implementing rape shield laws in state legislature which protect the 

survivors during the court process from being questioned about prior sexual history (Martin, 

2005).  Additionally, activism from RCCs has been a major contributor of the passing of the 

Violence Against Women Act (VAWA) in 1994 (Campbell & Martin, 2001; Martin, 2005; 

Maier, 2008).  Furthermore, the services offered by RCCs have been effective in improving rape 

survivors’ experiences with legal and medical personnel (Campbell, 2006, Campbell et al., 2001, 

Martin, 2005).  

The diverse functions of RCCs are met through implementing numerous services and 

programs provided to survivors, communities, and society as a whole.  Although individual 

RCCs differ in their mission and level of response to sexual assault victims, due to funding 

constraints most centers offer at least three basic services: a crisis hotline, advocacy, and 

counseling (Karmen, 2010).  This section of the paper examines the different functions of RCCs 

and evaluates the success, effectiveness, and problems associated with the many facets of 

services offered by RCCs.  

Crisis Hotlines 

 Crisis hotlines are an important service offered by RCCs because they provide survivors 

with crisis counseling, information and referrals to a wide variety of community resources, and 
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link them with advocates if needed (Wasco et al., 2004)  Trained volunteers and paid staff of 

RCCs operate the 24 hour telephone crisis hotlines (Wasco et al., 2004).  The volunteers and 

staff generally must complete at least a 40-hour sexual assault training program (Campbell, 

2006).   

The confidentially of crisis hotlines make it particularly difficult to evaluate their 

effectiveness.  Researchers face challenges such as protecting the safety, confidentiality, and 

privacy of survivors when trying to evaluate their experiences with the hotlines.  However, in a 

statewide evaluation of sexual assault services, Wasco et al. (2004) was able to obtain 

preliminary information regarding hotlines and the effectiveness of providing services to 

survivors.  Hotline workers obtained consent from the callers and at the end of service asked 

evaluation questions concerning the effectiveness of the call (Wasco et al., 2004).  The majority 

of hotline callers were victims (72.8%) and 27.2% were friends or significant others of the 

victims (Wasco et al., 2004).  The majority of the calls were that the caller was in crisis (68.6%), 

followed by 25.9% of callers requesting referrals (Wasco et al., 2004).  On average, hotline 

workers refer survivors to at least two additional community resources (Wasco et al., 2004).  

Additionally, of the survivors who participated in the hotline interview, 56.8 percent reported 

gaining a lot of information from the call and 73.4 percent reported a lot of support provided 

(Wasco et al., 2004).  It is important to note that the number one reason for survivors refusing to 

participate was because they were too upset, distressed, or injured (Wasco et al., 2004).   

Another method Wasco et al. (2004) used to evaluate hotline services was by surveying 

counseling clients who had previously used the hotline.  Of 1,215 surveys collected, 163 

survivors reported to have previously used the RCCs crisis hotline.  Over half of the respondents 

in the hotline survey reported gaining a lot more information from the call (Wasco et al., 2004).  
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Furthermore, 54.6 percent reported a lot of support was provided by the call (Wasco et al., 2004).  

The findings from this statewide evaluation provide some of the first empirical data of the 

effectiveness of RCC services across an entire state.    

Counseling Services 

 Counseling for survivors of sexual assault is a key service of RCCs.  Rape victims have 

many short-term and long-term needs following a sexual assault (Patterson, 2009).  Survivors 

often experience intense emotions of fear, depression, anxiety, PTSD, and may seek counseling 

or support groups (Campbell, 2006; Campbell et at., 2001; Maier, 2008; Patterson, 2009)  

Contemporary RCCs have mental health professionals and social workers which counsel victims 

and train and coordinate other staff and volunteers (Schmitt & Martin, 1999). Counseling is 

either done over the telephone or face-to-face.  Additionally, counseling services differ among 

RCCs in that some only provide counseling during regular business hours, whereas some centers 

provide counseling services anytime such as centers located inside hospitals (Patterson, 2009).         

 O’Sullivan and Carlton (2001) found that peer counseling is the highest demanded 

service by primary victims (54%), followed by hospital advocacy (16%), police advocacy (16%), 

and court advocacy (9%).  Although few empirical studies have been done to determine the 

impact of counseling services, Wasco et al. (2004) offers some of the first documentation of the 

effectiveness of services offered by RCCs.  The study, mentioned earlier, was a statewide 

evaluation of the sexual assault services offered across the state of Illinois.  In order to evaluate 

the effectiveness of counseling, a self-report survey was given to counseling clients before they 

started counseling and again at the end of counseling (Wasco et al., 2004).  The survey asked 

questions to test the counseling outcome such as the survivor’s ability to talk about thoughts and 

feelings and trust and confidence about decision making.  Furthermore, questions pertaining to 
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posttraumatic stress such as unpleasant thoughts and feelings of guilt were assessed (Wasco et 

al., 2004).  Of the 231 completed surveys at the end of counseling, Wasco et al. (2004) were able 

to match 76 to evaluations completed prior to counseling.  The tests revealed significant positive 

differences between the responses of the pre-counseling surveys and the post-counseling surveys 

(Wasco et al., 2004).  The survivors’ responded in favor of being more confident and having the 

ability to talk about their thoughts and feelings about the assault after the counseling (Wasco et 

al., 2004).  Additionally, the occurrence of negative feelings such as low energy, unpleasant 

thoughts, and guilt went down on surveys after counseling (Wasco et al., 2004).  This study 

provides preliminary empirical data on the effectiveness of counseling services offered by RCCs.    

Rape Victim Advocacy 

A critical service offered by RCCs is providing victim advocates to guide rape survivors 

through a variety of community service organizations, in particular, legal and medical agencies.  

Advocates are trained, staff and volunteers for RCCs, which complete a 40-hour training 

program on many dimensions of sexual assault including, psychological and physical effects, 

victims’ legal rights, the legal process, and the medical forensic evidence collection process 

(Campbell, 2006).   Thus, advocates mostly accompany rape survivors as they obtain emergency 

medical care or report their assaults through the criminal justice system (Wasco et al., 2004). 

Rape victim advocates are usually the first responders and means of support for survivors 

(Maier, 2008).  Victims may contact a crisis hotline before disclosing the assault to other 

organizations and an advocate will accompany them to the necessary agency.  When victims go 

to emergency rooms without contacting a RCC first, many hospital policies require personnel to 

immediately contact a local RCC to ensure that an advocate can be present to provide support to 

the victims (Maier, 2008).  However, protocol and policy differ among hospitals and not all 
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hospitals call RCCs when a rape victim is admitted.  In most cases, hospitals do not inform the 

victim about contacting an advocate.  Campbell (2006) found one major deterrent to using 

advocate services is hospital directors do not favor the page-and-wait method for requesting an 

advocate.     

The work of rape victim advocates is challenging and there are two main roles for 

helping and protecting survivors.  First, advocates assist victims through the legal prosecution 

process and medical procedures administered in emergency room hospitals (Campbell, 2006).  

At the same time, advocates try to prevent secondary victimization from occurring.  Secondary 

victimization, or revictimization, is described as an insensitive response/treatment from social 

system personnel which enhances the trauma of the rape (Campbell, 2006; Campbell et al., 2001; 

Maier, 2008).  Survivors often encounter medical and legal personnel with victim-blaming 

attitudes and behaviors which leave them feeling doubted, blamed, and further distressed 

(Campbell et al., 2001; Campbell, 2006; Maier, 2008).   

There is sufficient research supporting the notion that rape victims are revictimized by 

legal and medical personnel.  Maier (2008) explains that although rape laws have changed, 

police perceptions of rape have not necessarily changed.  When survivors do report a rape, police 

often pose victim-blaming questions pertaining to the victim’s attire, use of drugs or alcohol, 

prior sexual relations, and degree of resistance (Maier, 2008).  Moreover, most survivors report 

feeling guilty, anxious, depressed, and reluctant to obtain further assistance after their encounters 

with legal system personnel (Campbell et al., 2001; Campbell, 2006; Maier, 2008).  One study 

conducted in Maryland on rape victims found that almost half (46%) of victims that filed charges 

with the police expressed dissatisfaction with their experience (Maier, 2008).  Furthermore, in a 

study on rape survivors’ experiences with community service agencies, Campbell et al. (2001) 
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concluded that over half (52%) of the survivors described experience with the legal system as 

hurtful.   

Rape survivors are also likely to experience secondary victimization from the behaviors 

and attitudes of medical personnel at hospitals such as doctors and nurses.  Campbell et al. 

(2001) found that one third of victims who seek medical treatment experience their contact as 

hurtful (Campbell et al., 2001).  Additionally, Campbell (2006) reports 58% of survivors in a 

study reported being distressed by how they were treated by doctors’ and nurses’ during the 

exam process.  Furthermore, the survivors reported being questioned about their sexual histories 

and behavior before the assault (Campbell, 2006).   

Preliminary research suggests that rape victim advocates are beneficial and make a 

difference in bettering the experiences of rape survivors with medical and legal personnel.  For 

example, in a statewide evaluation of RCCs in Illinois, Wasco et al. (2004) found that survivors 

consistently evaluate advocates as supportive and informative.  Out of the survivors evaluated 

that received advocacy, 61.9 percent reported a lot of information gained, 79.4 percent reported a 

lot of support provided, and 53.7 percent reported a lot of help in making decisions (Wasco et al., 

2004).   

A study comparing the experiences of survivors who worked with a rape victim advocate 

and those who did not, reported substantial differences (Campbell, 2006).  The naturalistic quasi-

experimental designed study compared rape survivors’ experiences with medical and legal 

personnel in two major urban hospitals with and without the presence of an advocate.   One 

hospital had a policy to page rape victim advocates from a local RCC and the other did not 

(Campbell, 2006).  The results of the study show a significant difference in the experience of 

survivors between having an advocate or not.  For instance, rape victims without an advocate 
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were significantly more likely to report that police officers seemed reluctant to take their report 

(75% vs. 35%) (Campbell, 2006).  Another significant difference was seen on the questioning of 

prior sexual history.  If a rape victim advocate was present only 12% of survivors were asked 

about sexual history as opposed to 46% of survivors without an advocate (Campbell, 2006). 

Advocates being present also had an effect on the survivors’ experiences with medical 

personnel.  Survivors with an advocate were more likely to receive information on STDs (72%) 

than survivors without an advocate (36%) (Campbell, 2006).  Furthermore, victims who worked 

with advocates were significantly more likely to receive emergency contraception to prevent 

pregnancy (33%) than victims without an advocate (14%) (Campbell, 2006).  Lastly, victims 

treated without an advocate present were more likely to report blaming themselves for the assault 

after treatment than were victims who were treated with an advocate (82% vs. 54%) (Campbell, 

2006).  Overall, most survivors who worked with advocates were less likely to report secondary 

victimization from medical and legal personnel and less distress after contact than survivors who 

did not have an advocate (Campbell, 2006).  The results from Campbell’s (2006) study provide 

some of the strongest evidence to date that RCC services, such as rape victim advocates, are 

beneficial to rape survivors.     

Community Education/Sexual Assault Prevention 

 The American culture is fueled by rape myths which play a central role in keeping people 

uninformed about the truth and severity of sexual assault.  Hockett, Saucier, Hoffman, Smith, 

and Craig (2009) describe rape myths as prejudicial, false beliefs about rape, rapists, and victims 

that justify sexual violence against women.  Rape myths are used to intimidate women, blame 

the victim, and reinforce a male dominant social hierarchy (Hockett et al., 2009).  Furthermore, 

Greensite (2002) explains that rape myths divert attention from masculine violence and 
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encourage people to believe that only certain types of women are raped and those who are raped 

deserved it.  By focusing on particular women, Greensite describes how myths serve to minimize 

the serious of rape and shift the blame from those who commit the crime.   

 Research suggests that individuals who accept rape myths are more likely to have 

negative attitudes toward rape victims (Hockett et al., 2009).  Moreover, Hockett et al. suggests 

that the maintenance of a social hierarchy plays a role in beliefs about rape and rape victims and 

the overall acceptance of rape myths.  There are 12 main rape myths that Greensite attests exist 

in society and in order to stop violence against women society must become aware of the myths 

and learn the facts.  Greensite’s 12 rape myths include: Rape is inevitable, Only certain types of 

women get raped, Rape is about sex, The rapist is a monster, All rapists are black men, The 

rapist is crazy, Some rapes are worse than others, Rape fulfills women’s fantasies, Women cause 

rape, Women use rape to get their way, Only women get raped, and Only men rape.  Rape myths 

keep society from understanding the truth about rape and the connection between accepted social 

values of masculinity, femininity, and sexuality (Greensite, 2002).  Additionally, Greensite 

contests that myths keep people from understanding that we can change these circumstances. 

A top priority of many RCCs is to educate their local communities on prevention and 

intervention tactics and awareness of sexual assault.  Martin (2005) describes contemporary 

RCCs as unobtrusively mobilizing into their communities by nonviolent and nonconfrontational 

activism.  One main goal of RCCs is to improve mainstream organizations in their community.  

To achieve this goal, RCCs actively engage in activities to promote and prevent sexual assault in 

many community organizations.  RCCs target medical and legal agencies for improving 

conditions for rape victims (Martin, 2005).  For instance, RCCs help write and promote police 

protocol for dealing with sexual assault survivors.  Over the past few decades, RCCs have been 
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responsible for getting rape laws changed to make filing charges easier for prosecution, making 

universities accountable, and creating rape shield laws to protect victims (Martin, 2005; Karmen, 

2010).   Additionally, RCCs actively engage in training police and medical staff on issues 

pertaining to sexual assaults.  For example, the director of a RCC in southern California has 

trained police officers in Los Angeles twice a year, without charge, for the past 25 years (Martin, 

2005; Schmitt & Martin, 1999).  Furthermore, RCCs helped with the emergence of Sexual 

Assault Nurse Examiner (SANE) nurses.  In response to the recognition of the need for specially 

trained nursing professionals, the first SANE program started in 1976 in Tennessee, and now 

there are more than 400 SANE programs throughout the country (Maier, 2008).  RCCs work 

with medical personnel to train the staff on administering rape exams and the needs of sexual 

assault survivors (Martin, 2005).  Additionally, many hospitals have an agreement to contact 

their local RCC when a rape victim is admitted so that an advocate can come to provide support 

to the survivor (Maier, 2008).  Training members of the community allows RCCs to indoctrinate 

their philosophy and skills into mainstream staff and strengthen their relationships with other 

agencies (Martin, 2005).   

 Another way RCCs promote sexual assault awareness in their communities is through 

educating schools and universities.  RCC staff regularly educates school children and university 

students (Martin, 2005).  For instance, Martin (2005) notes that a California RCC taught 6,000 

high school students during a year in the 1990s.  Additionally, college campuses have been a 

major target for many RCCs.  During the 1990s, a California RCC launched a campaign to 

eliminate acquaintance rape on college campuses across the United States.  The RCC developed 

a booklet entitled Sexual Assault on Campus: What Colleges Can Do, which described policies 

and practices for universities to adopt.  A booklet was sent to every college and university 
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president in the U.S., asking them to implement the policies (Martin, 2005).  In return, many 

campuses adopted the RCC’s recommendations (Martin, 2005).   

RCCs look for opportunities to educate society about sexual assault (Martin, 2005).  

Many RCCs have a motto rooted in the anti-rape movement that they will teach “anyone, any 

time, any place” about rape (Martin, 2005, p. 105).  They talk to senior citizens, hospital 

administration, church groups, parent-teacher organizations, and anyone who will listen (Martin, 

2005).  RCCs have been successful in their community education and sexual assault prevention 

approach by teaching schools, universities, and medical and legal professionals, and by 

implementing program and policy change in numerous mainstream organizations. (Martin, 

2005).  Centers having the opportunity to speak allow them to publicize their services and reach 

survivors of sexual assault (O’Sullivan & Carlton, 2001).  Furthermore, by speaking out and 

educating communities, RCCs increase the awareness of sexual assault, contact diverse 

populations, and confront attitudes about rape (O’Sullivan & Carlton, 2001).    

Structure of Rape Crisis Centers 

Today there are over 1,260 RCCs in the United States, with a national average of twenty 

five per state (Martin, 2005).  According to Patterson (2009), 26% of RCC’s are freestanding 

programs and 74% are affiliated with organizations and vary on their level of autonomy.  

Contemporary RCC’s are typically categorized into three groups based on their structure and 

organization.  Independent centers are free-standing, completely autonomous programs focusing 

solely on sexual assault (O’Sullivan & Carlton, 2001).  Multi-service autonomous centers are 

affiliated with other programs (usually domestic abuse programs) but have a separate director 

and staff for the RCC (O’Sullivan & Carlton, 2001).  Lastly, embedded centers are affiliated with 

other agencies and programs and lack autonomy (O’Sullivan & Carlton, 2001).  The other 
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agencies are usually larger organizations that focus on social or health issues beyond sexual 

violence such as mental health organizations, hospitals, and other criminal justice organizations 

(Patterson, 2009).  Additionally, the larger organizations typically have different service 

philosophies and goals than their hosted RCCs (Patterson, 2009).  The structure and affiliation of 

RCCs have an impact on funding, budgets, and the effectiveness of services.  Overall, embedded 

RCCs affiliated with county services and hospitals have the largest budgets but are usually 

similar to the staff size of free-standing centers (Patterson, 2009).  In addition, RCCs positioned 

in hospitals and free-standing centers usually serve more victims (Martin, 2005).  In contrast, 

RCCs affiliated with domestic violence programs have smaller budgets, with the least amount of 

funds allocated to sexual assault services (Martin, 2005; Patterson, 2009).  In fact, state and 

federal funding for sexual assault services is overall very limited (Martin, 2005; Patterson, 2009).  

 Despite budget and funding differences, structure and affiliation of RCCs affect the 

availability and accessibility of services offered by the centers.  In a study of 16 RCCs in North 

Carolina, O’Sullivan and Carlton (2001) discovered that independent centers are more effective 

and have a unique role in their communities.  Furthermore, autonomy plays a significant role in 

making services widely available to survivors (O’Sullivan & Carlton, 2001).  One main 

difference O’Sullivan and Carlton (2001) found between autonomous centers and embedded 

centers were the number of primary victims served by programs.  Embedded programs served a 

significantly lower number of victims than autonomous multiservice centers and independent 

centers (O’Sullivan & Carlton, 2001).  During the fiscal year 1994, the median number of 

primary victims served by the independent centers was 210 as opposed to 63 victims by 

embedded centers (O’Sullivan & Carlton, 2001).  Likewise, during the fiscal year 1999 the 

independent centers served a median of 180 victims and embedded centers served a median of 72 
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victims (O’Sullivan & Carlton, 2001).  Embedded centers in O’Sullivan and Carlton’s (2001) 

study also heard from significantly fewer teenagers (13-17 years old) than autonomous centers.  

O’Sullivan and Carlton (2001) also found that independent centers tend to serve a greater amount 

of survivors than RCCs joined with domestic abuse programs.  Patterson (2009) also notes RCCs 

affiliated with domestic violence programs under-serve sexual assault victims in their 

communities.  O’Sullivan and Carlton (2001) explain this may be caused by the typically serious 

and immediate needs of domestic abuse victims which demand more attention than sexual 

assault services. 

Structure and affiliation of RCCs tend to affect the political agenda and community 

response to the centers.  Martin (2005) explains that RCCs host organizations have an effect on 

their level of political involvement.  Additionally, freestanding RCCs are the most politically 

active and promote more radical messages (Martin, 2005).  Independent centers have the 

freedom to implement their own agenda (O’Sullivan & Carlton, 2001).  The definitions of rape 

vary among the different types of centers.  Free-standing centers are more likely to have a broad 

definition of sexual assault and usually include sexual harassment in their definition (O’Sullivan 

& Carlton, 2001).  Directors of centers affiliated with domestic violence programs tend to see 

sexual assault within the framework of domestic assault (O’Sullivan & Carlton, 2001).  

Furthermore, O’Sullivan and Carlton (2001) found that staff members of independent centers 

were the only ones who discussed issues concerning the needs of a diverse population, more 

specifically African Americans, rural women, Hispanics, gays and lesbians, and the mentally and 

physically disabled.  Independent centers also use volunteers more than other centers.  

O’Sullivan and Carlton (2001) discuss a possible explanation being free-standing centers 

originally were made up of mostly volunteers.  Free-standing centers use of volunteers allows 
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them to implement services and outreach by using volunteers as community educators 

(O’Sullivan & Carlton, 2001).  A higher percentage of independent centers have school 

programs for age-specific groups than embedded centers or multiservice autonomous centers 

(O’Sullivan & Carlton, 2001).  Also, independent centers in O’Sullivan and Carlton’s (2001) 

study were the only centers to routinely offer services for males and older children.  Finally, 

O’Sullivan and Carlton (2001) report independent centers receiving more referrals from hospitals 

and law enforcement than other affiliated and embedded centers.  Therefore, preliminary 

empirical data suggests autonomy is an important factor in the effectiveness of RCCs to deliver 

available and accessible services to a diverse population of survivors, promote awareness and 

educate communities on sexual assault, and commit to their feminist goals to change society and 

eliminate violence against women.      

Barriers for Rape Crisis Centers 

 Despite preliminary evidence of success, RCCs face many internal and external 

problems that need to be addressed.  First, research suggests that RCCs are underutilized by rape 

survivors (Campbell et al., 2001; Logan et al., 2005).  One reason for underusing RCC services 

is that many survivors do not know about the services offered by crisis centers (Logan et al., 

2005).  The structure of RCCs can also pose a problem for sustaining and providing services to 

survivors.  O’Sullivan and Carlton (2001) found that the autonomy of centers plays a significant 

role in making services widely available to survivors.  

Another ongoing problem with RCCs is their inability to serve a diverse population of 

survivors, particularly women of color.  Martin (2005) expresses RCCs’ unresponsiveness to 

women of color as a product of White staff and volunteers for White victims.  Other research has 

addressed the issue of Black women not feeling comfortable going to RCCs because their White 
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staff will not understand their needs and will force them to prosecute their perpetrators (Martin, 

2005; Logan et al., 2005; Tillman et al., 2010).  This problem, Ullman and Townsend (2007) 

explain stems from grassroots RCCs formed by White, middle-class women, which mainly 

provide services to White women.  Furthermore, this creates the problem of not having minority 

women in decision making positions that will identify with and understand the concerns of ethnic 

minority survivors (Ullman & Townsend, 2007). 

There are many barriers RCCs face to sustain and deliver services to a vast number of 

rape survivors.  This section of the paper focuses on the main barriers that exist today for RCCs.  

First, funding issues are addressed.  Next, a discussion of the lack of availability, acceptability, 

and accessibility of centers is provided.  Moreover, the race barrier and the issue of offering 

services to a diverse population are addressed.  Finally, the ongoing struggle between grassroots 

and professionalized service is discussed. 

Funding 

 Funding for sexual assault services is one of the major concerns for the sustainability and 

future of RCCs.  When interviewing state and local agency directors of domestic violence and 

sexual assault agencies in North Carolina, Macy, Giattina, Parish, and Crosby (2010) found 

participants describing funding to be the single most important challenge facing the agencies.  

The directors reported that limited funding forces them to reduce the number of core services 

such as crisis hotlines and advocacy provided for survivors (Macy et al., 2010).  Additionally, 

limited funding makes it extremely difficult to recruit and retain quality staff (Macy et al., 2010).  

Other research further supports the concern of funding constraints.  Ullman and Townsend 

(2007) interviewed paid and volunteer RCC advocates on barriers of service and a common 

concern was the lack of funding for RCCs.  Over half of the advocates (52%) mentioned that the 
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funding problem restricts the centers from engaging in certain services (Ullman & Townsend, 

2007).   

Funding for RCCs is scarce across the country.  According to Martin (2005), some states 

filter through federal funding grants, designating little or no funds to RCCs.  Using Florida as an 

example, Martin (2005) illustrates how a state office allocates federal grant money to RCCs by 

inviting them to compete for the funds.  The Preventative Health and Health Services Block 

Grant (PHHSBG) provided $6.25 million to Florida for rape prevention and education in fiscal 

year 2001 (Martin, 2005).  However, because a state can use PHHSBG funds however it wants, 

only six percent of the grant was designated for rape (Martin, 2005).  Additionally, in 1994, the 

U.S. Congress passed the Violence Against Women Act (VAWA) which allocated $1.6 billion 

over five years, with about one third set aside for sexual assault victims.  Florida has received a 

significant amount of the VAWA money, but since it is awarded on a competitive basis it is hard 

for RCCs to receive a substantial amount (Martin, 2005).  Also, Florida does not designate any 

state tax money toward RCCs, but does fund battered women’s shelters from a trust fund based 

on marriage license tax (Martin, 2005).  Florida is an extreme case in that it lags behind many 

states in meeting the needs of rape victims and has higher rape rates than comparable states 

(Martin, 2005).  

Race/Diversity 

  The inability to provide multiple services to a diverse population of survivors is a major 

barrier for many RCCs.  Numerous studies have indicated that RCCs are dominated by White 

women and pose a problem for delivering services to a diverse group of survivors, particularly 

women of color.  Ullman and Townsend (2007) describe racism as a major problem confronting 

contemporary RCCs.  Race and social barriers exist within RCCs, which reproduces the 
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dynamics of oppression that are related to the causes of violence against women within the 

centers (Ullman & Townsend, 2007).  When interviewing rape victim advocates, Ullman and 

Townsend (2007) noted that race and class biases were reported by 56% of the participants as 

barriers in RCCs.  Additionally, Macy et al. (2010) found the same concerns among directors of 

RCCs in North Carolina.  The directors expressed the concern that not all survivors felt 

comfortable accessing the services due to language and race issues (Macy et al., 2010).  

Moreover, state-level participants reported that racism exists among providers and described 

limited opportunity for racial and ethnic minority groups in leadership positions (Macy et al., 

2010).  Furthermore, participants in Macy et als. (2010) study described White middle class 

women in decision making positions, excluding other people and not allowing RCCs to 

sufficiently reach communities. 

 Martin (2005) further addresses the problem of RCCs’ unresponsiveness to women of 

racial and ethnic minorities.  In the 1980s, Latina women formed their own RCCs in California 

because the existing centers did not respond to the needs of their community (Martin, 2005).  

Also, according to Martin (2005), a recent study by Campbell (2004) found that many Black 

women believe that RCCs “are a white woman’s place – staffed by and for white victims” (p. 

115).  Campbell et al. (2001) discovered that women of color contact RCCs at dramatically 

lower rates than White women.  In their study, only 9% of the participants that contacted RCCs 

were ethnic minority women and 91% were White (Campbell et al., 2001).  Women of color do 

not believe the white staff members of RCCs are able to understand their needs (Martin, 2005).  

They are particularly concerned that RCCs will force them to prosecute, and many African 

American women are unwilling to prosecute their rapists (Martin, 2005).  Tillman, Davis, Smith, 

and Marks (2010) explain that African American women are reluctant to prosecute in order to 
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protect their African American male offenders from unfair treatment by the criminal justice 

system.     

Availability, Accessibility, and Acceptability 

 RCCs and their services are underutilized around the country.  A major cause for 

underusing services is simply that people do not know the resources are available (Logan et al., 

2005).  When interviewing survivors in rural and urban areas that utilize RCCs, Logan et al. 

(2005) found that most women do not know resources for rape victims are available.  Beyond the 

agency that they were recruited from, most participants did not know of any other places rape 

victims could go for help (Logan et al., 2005).  Furthermore, many participants from rural areas 

mentioned concerns about the limited hours of operation and the geographic distance of the 

centers (Logan et al., 2005).  Campbell et al. (2001) found similar results in that only 21% of 

rape survivors that utilize community services contacted a RCC.  Therefore, the findings suggest 

that many survivors are not familiar with RCCs and the services they have to offer (Campbell et 

al., 2001).  The lack of awareness was a prominent theme throughout the focus groups in Logan 

et al’s. (2005) research.  Additionally, it is noted that people often have misperceptions about the 

services RCCs have to offer.  The term crisis usually deters survivors because they are not in 

immediate danger (Logan et al., 2005).     

 Another barrier which keeps survivors from seeking services is the lack of acceptance in 

society.  Many survivors report that rape is not openly discussed in their communities and 

therefore resources for coping with sexual assault are not openly addressed (Logan et al., 2005).  

Logan et al. (2005) found that issues pertaining to sexual assault are not accepted by society.  For 

instance, the participants expressed not wanting to disclose their experiences because of the 
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stigma and shame that comes from sexual assault (Logan et al., 2005).  In addition, the women 

reported the fear of no one believing them or blaming them for the attack as a major reason for 

not seeking help (Logan et al., 2005).  Moreover, many of the victims’ claimed that they blamed 

themselves for the rape and did not use services out of guilt (Logan et al., 2005).  The issue of 

the community having negative perceptions was reoccurring barrier mentioned by both rural and 

urban survivors (Logan et al., 2005).   

Grassroots vs. Professional 

 A final barrier for RCCs is the ongoing battle of grassroots versus a professional 

philosophy.  Grassroots centers focus more on societal change and empowering survivors by 

institutional advocacy and political action (Campbell & Martin, 2001; Maier, 2008; Ullman & 

Townsend, 2007).  Professionalized centers draw their attention to counseling and advocacy for 

individual survivors by well-trained, credentialed professionals (Ullman & Townsend, 2007).  

When interviewing rape victim advocates, Ullman and Townsend (2010) found conflicting views 

on the impact professionalism on RCCs.  Many advocates argue that professionalization of RCCs 

are beneficial to survivors in that it raises the standards of services offered and ensures the 

victims will receive quality treatment (Ullman & Townsend, 2010).  Furthermore, advocates 

argue that professionalism is needed so that RCCs are taken seriously and supported by external 

funders (Ullman & Townsend, 2007).  Macy, Giattina, et al. (2010) found that many directors of 

RCCs in North Carolina reported the tension between grassroots and professionalized service 

was a challenge.  The grassroots centers were founded by White, middle-class women and this 

brings challenges for providing accessible and welcoming services for survivors of diverse 

backgrounds (Macy et al., 2010).  On the other side of the argument, Ullman and Townsend 

(2007) found that many advocates do not feel survivors get the warmth and empathy they need 
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from professional staff.  Additionally, many advocates feel that activism and social advocacy is 

needed for empowering survivors and challenging systems that fail to meet the needs of victims 

(Ullman & Townsend, 2007).  The argument for grassroots is further affirmed by the opinions of 

many survivors who are discouraged from seeking help from RCCs because of the bureaucracy 

structure.  Logan, Evans, et al. (2005) reported survivors were discouraged from using RCCs due 

to the fact that they had to tell and retell their stories to several different people before they could 

even get an appointment with a counselor. 

 Although preliminary evidence exists suggesting RCCs are successful in providing 

effective services for rape victims and promoting awareness of sexual assault in society, there is 

still room for improvement.  The issues of funding, availability, race, and philosophy pose major 

threats for the ability of RCCs’ to provide services for multiple survivors.  Thus, RCCs face 

internal and external barriers which may jeopardize the sustainability and future of RCCs 

throughout America.  

 Since the first RCCs were formed in the early 1970s they have been moving forward in 

changing society to eliminate violence against women and help sexual assault survivors in the 

aftermath of rape trauma.  Evidence suggests that RCCs are effective in helping survivors gain 

the necessary services and resources for coping with sexual assault (Campbell et al., 2001; 

Campbell, 2006; Martin, 2005; Maier, 2008).  Furthermore, services offered by many RCCs, 

particularly advocacy, have been shown to reduce the likelihood of secondary victimization for 

survivors (Campbell, 2006; Campbell et al, 2001).  However, the external and internal barriers 

faced by RCCs may threaten their sustainability.  Therefore, in order to continue providing 

services to rape survivors while educating and promoting a change in society, RCCs must find 



30 
 

ways to address the funding constraints, race issues, availability, and develop an effective 

philosophy to ensure their future in moving forward to empower survivors. 
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SECTION III.  THEORETICAL FRAMEWORK 

 
 In order for RCCs to be effective, an understanding of oppression and how it functions in 

the United States must be clear.  Through many forms of oppression and attitudes toward women 

and femininity, sexual assault is maintained and accepted in society which has come to be known 

as a rape culture.  This section of the paper is divided into 2 sections.  The first section provides 

an explanation of anti- oppression theory and the common elements of oppression which exist 

within American society.  Secondly, an application of anti-oppression theory is given to sexual 

assault and the problems associated with RCCs. 

Oppression/Anti-Oppression Theory 

 

 Envisioning a world that is free from all structures of dominance and privilege, the anti-

oppression model argues that in order to eliminate oppression against a group in society; all 

forms of oppression must be battled together (Barnoff & Moffatt, 2007).  An anti-oppression 

approach battles on both the micro and macro level, recognizing the connections between the 

person and the political (Barnoff & Moffatt, 2007).  Furthermore, the anti-oppression model does 

not prioritize oppressions and recognizes a total system of oppression as they intersect at many 

points (Barnoff & Moffatt, 2007).   

Oppression is defined as the pervasive mistreatment of individuals belonging to an 

underprivileged group (White, 2002).  In the United States, there are many systems of oppression 

based on gender, race, class, sexual orientation, religion, age, body size, and ability (White, 

2002).  There is no hierarchy of oppressions, and all systems of oppression are connected and 

linked by a common origin of economic power and control through limiting, controlling, and 

destroying lives (Pharr, 2002).  Oppression involves the use of power to exploit, marginalize, and 

discriminate against members of a disadvantaged group (White, 2002).  There are three elements 
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which make oppression possible.  The first element is a defined norm which sets a standard of 

righteousness (Pharr, 2002).  Others are judged in relation to the norm.  Secondly, the norm must 

be backed by institutional and economic power (Pharr, 2002).  Lastly, the norm must also be 

backed by institutional and individual violence (Pharr, 2002).  In the U.S., that norm is male, 

white, heterosexual, wealth, and access to resources.  The norm does not have to represent the 

majority in numbers, but those who have power and the ability to control others (Pharr, 2002).   

 Oppression is maintained and implemented in many ways.  The use of violence and the 

threat of violence is one way of maintaining societal and individual control (Pharr, 2002).  An 

example of institutional and individual violence is the white man’s overtaking of Native 

Americans.  Native Americans were forced off their land and put on reservations.  Even today 

many Native Americans live in poverty, isolated from mainstream society (Pharr, 2002).  

Additionally, not only does actual physical violence control, but the constant threat of violence 

controls as well (Pharr, 2002).  For instance, the threat of a rape or battering controls a woman as 

does the actual abuse, and knowing that one will not likely be honored in court (Pharr, 2002).  

Therefore, institutions that do not respect the disadvantaged further nurture the violence, leaving 

the threat of violence existing at every level (Pharr, 2002). 

Another way the norm manages to maintain power and control is through a system 

known as lack of prior claim.  Simply stated, this system operates on the notion that if one was 

not present when the organization was first created, then they do not have a right to be included 

(Pharr, 2002).  Additionally, Pharr explains the people not included must battle for inclusion.  

Therefore, this system is effective in making the oppressed the ones in the wrong because if they 

are not the norm they are seen as inferior and deviant (Pharr, 2002). 



33 
 

 Common elements of oppression include discrimination, prejudice, and stereotyping.  

Stereotypes are generalizations about groups of people and are an effective technique in keeping 

oppression going (White, 2002).  Stereotypes deny people of their individual characteristics and 

behavior (Pharr, 2002).  Like stereotypes, prejudice is formed on inaccurate information and is a 

bias against a group (White, 2002).  Both are destructive attitudes which shape actions and 

contribute to discrimination (White, 2002).  Discrimination is active and results in unequal 

access and representation of certain groups (White, 200).  Oppressive systems sustain through 

enforcing discrimination to ensure the status quo is maintained (White, 2002).  

 Application of Anti-Oppression Theory to Rape/RCCs 

Anti-oppression theory can be used to explain sexual assault in our society, and the 

systems of oppression can be applied to understand and face the barriers of many contemporary 

RCCs.  Anti-oppression theory argues that oppression is maintained through many ways and all 

forms of oppression are connected.  The oppression of women is particularly expressed in the 

form of sexual assault (Greensite, 2002).  For centuries, rape has been a common practice in 

societies where women were treated as property of their fathers and husbands (Greensite, 2002).  

Historically, a woman’s job was to protect her chastity until marriage and bear male children 

after marriage (Greensite, 2002).  Furthermore, Greensite explains if a woman failed at this task, 

such as being raped as a virgin, it was seen as a crime against her father.  The assumption was 

that rape was inevitable and it was up to the woman to prevent it from happening (Greensite, 

2002).  

According to the theory of anti-oppression, in order for oppression to be possible there 

must be a norm of righteousness which is backed by power and violence.  The American society 

relies on the system of patriarchy to oppress and maintain the status quo (Greensite, 2002).  This 
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patriarch system promotes male dominance and division of people into social and economic 

classes to enforce cheap labor and ensure a concentration of wealth to a small number of people 

(Greensite, 2002).  Additionally, women are seen as inferior to men and very little status is given 

to the feminine role (Greensite, 2002). Furthermore, Greensite (2002) explains that religion and 

science reinforce the natural superiority of men and masculinity, and any opposition is met with 

violence.  This patriarchal set up of American society has led to what Greensite (2002) describes 

as a “rape culture” which is numb to the oppression of women and actually encourages and 

excuses rape in the United States.       

The rape culture which has dominated society since the beginning, subsidizes to the issue 

of women not being equal and rape being used as a form of social control.  Through rape and the 

fear of rape, men effectively control the lives of women.  The rape culture is revealed in all 

aspects of life, including, family, school, media, and relationships (Greensite, 2002).  For 

instance, the media consistently promotes the inequality of women and their vulnerability 

(White, 2002).  In movies, women’s resistance to sexual advances is not taken seriously.  

Additionally, it is portrayed that women want a man to dominate by exerting his strength and 

power to show he is a “real man”.  Additionally, through socialization of gender roles, the rape 

culture is further enhanced and continued.  As children grow they are treated differently based on 

their gender.  Boys are taught to be rough and competitive through the use of physical exertion.  

Furthermore, Greensite (2002) explains that girls are taught the exact opposite through 

cooperative, more passive social skills.  These factors contribute to the male-dominated society 

in which women are oppressed and treated as sexual beings (Greensite, 2002).   

As sexual assault is used as a tool of dominance and control, understanding the systems 

and elements of oppression which exist within America is important in the operation of effective 
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RCCs.  The element of institutional oppression can be applied to RCCs as well as other 

mainstream organizations which deal with rape victims.  For instance, anti-oppression theory 

claims that institutions that do not respect a disadvantaged group further promote oppression and 

violence.  Institutional oppression can be applied to how many organizations such as the courts, 

law enforcement, and hospitals treat rape victims.  Law enforcement and medical agencies have 

been shown to revictimize rape victims.  Additionally, court systems rarely prosecute rapes and 

the chances of a conviction are small.  Therefore, these organizations illustrate how sexual 

assault is supported by institutional oppression.  Furthermore, institutional oppression can be 

applied to many RCCs.  A prominent barrier for RCCs is the difficulty in providing services to 

women of color because the staff is predominately white (Campbell et al., 2001; Martin, 2005).  

Most minority women feel that white women do not understand their specific needs and issues.  

Anti-oppression theory argues this is because rape is not only an expression of sexism but an 

expression of racism as well (White, 2002). Therefore, by failing to address the needs of all 

victims of sexual assault and not understanding the equality of all forms of oppression, RCCs 

themselves are guilty of oppression of certain groups of women. 

Another element of anti-oppression theory which can be applied to RCCs is the element 

of lack of prior claim.  Lack of prior claim suggests that people who are not part of making an 

organization become oppressed as they fight to be included.  Historically RCCs were formed by 

middle class white women and the majority of RCCs today are still staffed by white women 

(Ullman & Townsend, 2007).  Therefore, RCCs internally oppress minority women which 

further leads to the system of oppression.  Moreover, because their beginnings were dominated 

by White middle-class women RCCs have difficulty providing accessible services for victims 

from a diverse background (Macy et al., 2010). 
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Many other common components of oppression can be applied to RCCs and their 

function of working with rape victims.  Anti-oppression theory claims that through stereotyping, 

prejudice, and discrimination oppression and violence is maintained.  This can be applied to 

sexual assault victims through the rape myths and stereotypes of rape that exist within society.  

Many of the barriers that RCCs face are from the issue of how uninformed/misinformed 

organizations and the general public are about the specific needs and issues associated with 

sexual assault.  Police and medical personnel stereotype rape victims and many times hold a 

victim blaming stance (Campbell, 2006).  In return, many rape victims are reluctant to report 

their offense or are revictimized by the process.  Therefore, rape myths and stereotypes further 

affirm the oppression and excuse the use of sexual violence.   

Applying anti-oppression theory also provides an explanation of the problems pertaining 

to RCCs lack of availability, accessibility, and acceptability.  Oppression is maintained through 

discrimination and results in unequal access or representation (White, 2002).  Although RCCs 

are common across the country, there is still a problem with their availability and many people 

simply do not know they exist (Campbell et al., 2001).  Women of color and lower economic 

status found it difficult to obtain services because of access barriers (Tillman et al., 2010).  This 

demonstrates how the many systems of oppression intersect in the lives of the disadvantaged.  

Moreover, many victims feel that disclosing information about rape or utilizing RCC services is 

not accepted by their family or community (Macy et al., 2010).  Many communities have a 

mentality about rape and violence which make it difficult for rape victims to receive proper 

services and treatment (Macy et al., 2010).  Thus, due to the system of oppression and the 

components of biased or prejudicial attitudes sexual violence is excused or over looked and make 

it extremely difficult for RCCs to provide accessible and acceptable service.  
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The anti-oppression theory can be applied to understand and face the multiple barriers of 

many contemporary RCCs.  As sexual assault is used as a weapon of oppression against women, 

it is important for RCCs to understand oppression in the United States to effectively implement 

anti-rape work (White, 2002).  As anti-oppression theory contests, RCCs must recognize the 

multiple identities of rape victims in order to operate effectively.  Furthermore, gaining an 

understanding of the systems of oppression which are embedded in society provides an 

explanation of not only the cause of sexual violence but the underlying source of the barriers 

facing RCCs.  
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SECTION IV. RECOMMENDATIONS AND CONCLUSIONS 

 

 The underlying issue of both external and internal problems associated with RCCs is 

societal structure and beliefs about sexual assault.  According to anti-oppression theory, sexual 

assault is used as a weapon of oppression and in order to end sexual violence everyone must 

understand the elements, functions, and connections of oppression (White, 2002).  All of the 

barriers for RCCs are interrelated and can be addressed through promoting awareness about rape 

and oppression and educating society on both macro and micro levels.  Furthermore, by applying 

anti-oppression theory RCCs will be able to solve internal barriers which are causing them to be 

limited in the quality and quantity of services provided to rape survivors.   

This section of the paper is broken down into four main recommendations.  First, a 

recommendation for community education and promoting awareness is given.  Secondly, a 

recommendation for the need to diversify is discussed.  Next, a brief description on increasing 

funding is given.  Finally, the importance of a grassroots philosophy along with the 

recommendation for autonomy of RCCs is discussed. 

Community Education/Promoting Awareness 

Educating communities, social service systems, and individuals on oppression and sexual 

assault will affect every facet of RCCs.  For example, Ullman and Townsend (2007) argue that in 

order to improve victims’ treatment, service systems need organizational change and their 

personnel need education and training on sexual assault.  Thus, RCCs should offer training and 

education courses to legal and medical personnel as well as other members in the criminal justice 

and social service systems.  One RCC in Southern California has provided sexual assault training 

to all new local police recruits twice annually since 1981 (Schmitt & Martin, 1999).  This would 

be ideal for all RCCs considering the research on the high likelihood of secondary victimization 
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of rape victims by law enforcement personnel (Campbell, 2006; Campbell et al., 2001; Maier, 

2008).  Furthermore, Maier (2008) notes that RCCs need to provide training to all police districts 

to ensure that police understand the specific needs and trauma of rape victims.  Also, law 

enforcement personnel must be made aware of the possibility that their interaction with victims 

may cause feelings of self-blame and distress (Maier, 2008).  Lastly, training police may reduce 

their misperceptions about rape and rape victims (Maier, 2008).     

Educating medical personnel and developing a good rapport with hospital administration 

would be ideal for RCCs to ensure victims are getting the best treatment possible.  Martin (2005) 

argues that organizational constraints and rules of how medical and criminal justice personnel do 

their jobs often result in secondary victimization of rape victims.  Therefore, Ullman and 

Townsend (2007) contests that RCCs need to train the personnel and promote a change to 

protocol and policies in dealing with sexual assault victims.  One specific policy change that 

RCCs should promote to hospital administration is the policy on paging rape victim advocates.  

There is ample research on the effectiveness of rape victim advocates and educating medical 

personnel on the importance of the presence of an advocate would increase the likelihood of 

hospitals adapting the policy (Maier, 2008; Campbell et al., 2001; Campbell, 2006).   

 In order for RCCs to effectively promote awareness and implement service provision, 

they should coordinate multisystem care service programs.  These programs bring together 

police, social workers, doctors, nurses, prosecutors, and rape victim advocates to work together 

as a team in assisting rape victims.  According to Campbell et al. (2001), select communities 

throughout the United States have developed coordinated care programs and have been found to 

be helpful to rape victims.  When comparing victims who lived in communities with coordinated 

programs with those who did not, research found that coordinated systems increase the 
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likelihood that victims receive needed resources that assist in their recovery (Campbell et al., 

2001).  Finally, the Department of Justice reported in 1994 that communities with coordinated 

response to rape have maintained a successful stance against rape (Campbell et al., 2001). 

 RCCs focusing on community education and awareness of sexual assault will also help 

with the barriers of availability, accessibility, and acceptability.  Campbell et al. (2001) 

recommends that RCCs should focus more on increasing public awareness about services.  Many 

people do not know about RCCs or have misperceptions of what type of services they offer, 

therefore, RCCs need to reenergize their efforts to reach out and publicize their services.  One 

way to publicize services is through presentations and education programs throughout 

communities.  O’Sullivan and Carlton (2001) argue that opportunities to speak allow RCCs to 

publicize services, reach sexual assault victims, and confront attitudes about sexual violence.  

Furthermore, promotion and education of sexual assault will affect the issue of acceptability.  

Many victims fear that rape and rape services are not accepted and this can be explained by the 

rape culture which exists within American society (Greensite, 2002).  RCCs need to focus on 

promoting anti-oppression theory in order for people to understand the severity of sexual 

violence and oppression in society.  Raising the awareness of oppression and sexual violence 

will not only increase the general population’s knowledge of sexual assault, but will maximize 

their acceptability of the dimensions related to helping the victims.   

Diversify 

 Another recommendation for RCCs is to diversify both externally and internally.  This 

can be done by adopting an anti-oppression philosophy.  Tillman et al. (2010) argues that in 

order to effectively work with African American sexual assault survivors an understanding of the 

intersection of race, gender, and socioeconomic status must be acquired.  Additionally, Tillman 
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et al. explains that in order to help African American victims society must be made aware of the 

political reality of sexual assault as a function of gender, race, and socioeconomic oppression.    

Therefore, RCCs must not only adopt an internal philosophy to fight against all oppression, they 

must promote awareness of oppression in society and lobby for change.  To do this, RCCs must 

make a primary goal of outreaching to the African American community by empowering the 

community to be a source of strength for victims rather than a barrier to the recovery process 

(Tillman, 2010). 

 Another way for RCCs to provide quality services to victims of color is through 

understanding and changing the dynamics of oppression which exist within individual centers 

(Ullman & Townsend, 2007).  A way for RCCs to battle the internal agency dynamics of 

oppression is through hiring minorities to increase diversity within the centers.  The majority of 

staff at RCCs is white women, and Martin (2005) explains that many minority women do not 

feel RCCs can properly meet their needs due to the cultural differences.  In order to understand 

and ensure the needs of minority women are being met, RCCs must hire women representing 

different racial/ethnic groups.  Scott (2005) contests that not only do numbers of women from 

different racial groups matter, but the position of the women matter.  In order to move beyond 

tokenism, organizations must hire woman of color into positions of organizational power (Scott, 

2005).  By diversifying internally, RCCs will be able to remove one barrier preventing women of 

color from accessing available services (Ullman & Townsend, 2007).   

 The last recommendation to increase diversity is for RCCs to offer bilingual services and 

services for disabled women.  Ullman and Townsend (2007) express the lack of bilingual 

services as a major barrier preventing some women from being able to access services.  One 

urban area from Ullman and Townsend’s study had a 26% Hispanic population and a very large 
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Polish-speaking population.  However, RCC services in languages other than English as scarce 

(Ullman & Townsend, 2007).  Therefore, in order to effectively serve as many rape victims as 

possible, RCCs should offer bilingual services and services for people with disabilities.  This 

could be done by hiring numerous workers from diverse backgrounds.  By diversifying staff, 

RCCs would be addressing the issue of oppression within their organization which would then 

allow them to work on the systems of oppression in society. 

Increase Funding 

 Funding constraints is a hard barrier for RCCs to overcome; however, it is interrelated 

with the other problems and needs to be addressed in the same way by education and promoting 

awareness on the importance of sexual assault and ending violence.  One recommendation which 

could improve funding is greater coordination among funders.  Macy et al. (2010) claims that 

having multiple state-level funding agencies causes complexity and duplication.  Additionally, 

there is a need for coordination among federal agencies because federal regulations pave the way 

for state mandates (Macy et al., 2010).  Another way to improve funding is by prioritizing core 

services.  The core services offered by RCCs should be funded instead of grants delegated 

toward innovative new initiatives (Macy et al., 2010).  Finally, funding can be improved if 

funders collected data in the same way.  Funders’ reporting requirements limit RCCs abilities to 

accurately display the services they provide to rape victims.  Therefore, by collecting precise and 

comprehensive data, funders’ could make reporting requirements more efficient for RCCs (Macy 

et al., 2010). 

Autonomy 

 A final and key recommendation which will allow RCCs to sustain and effectively battle 

many of the current barriers is to become/remain autonomous.  Autonomy allows centers to 
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implement their own agenda, and feminism helps shape that agenda (O’Sullivan & Carlton, 

2001).  Autonomous centers take more of a grassroots approach, which serves as a starting point 

for understanding the potential to influence communities (O’Sullivan & Carlton, 2001).  It is 

important for RCCs to be autonomous in order to implement an anti-oppression theory agenda to 

battle against sexual violence in society.  Also, by allowing for a grassroots philosophy, 

autonomy is important for challenging mainstream systems that fail to meet the needs of victims 

(Ullman & Townsend, 2007).     Furthermore, a grassroots stance allows RCCs to focus on 

activism and social advocacy which is critical for fighting rape and empowering survivors 

(Ullman & Townsend, 2007).  Autonomy of a center is crucial in order to effectively maintain an 

anti-oppression approach to stop oppression, battle sexual violence, educate society, and promote 

change.              

 Autonomy of a center is one of the most important characteristics for RCCs to effectively 

battle other barriers and to provide services for victims both directly and indirectly.  Autonomy 

allows a center with the ability to promote the highest level of community education and 

awareness of sexual assault.  Autonomous centers are more likely to have systematic public 

awareness campaigns which allow them to publicize services, educate communities, educate 

police and medical personnel, reach rape victims, and influence attitudes toward sexual assault 

(O’Sullivan & Carlton, 2001).  By using many more volunteers than embedded or affiliated 

centers, autonomous centers are able to reach the largest, most diverse audience because 

volunteers allow for more contact and increased opportunities to influence the community 

(O’Sullivan & Carlton, 2001).  Additionally, through increasing interactions, opportunities arise 

to build trust, improve sexual assault service, and identify opportunities to build collaborations 

(O’Sullivan & Carlton, 2001).  Therefore, autonomy plays a role in increasing the ability for 
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RCCs to develop relationships with mainstream organizations and members of the community 

which is ideal for promoting diversity, availability, and awareness of issues relating to sexual 

assault.  Thus, as a major tenet of anti-oppression theory is to educate society about the functions 

of oppression, it is critical for RCCs to be autonomous in order to fulfill the goal of promoting 

awareness in society.   

Conclusion 

 Sexual assault is a serious and devastating crime that damages the lives of thousands of 

people every year.  More specifically, rape affects the lives of women as females account for 94 

percent of all rapes victims (Rennison, 2002).  Studies suggest that RCCs are one of the most 

helpful support sources for sexual assault survivors (Ullman & Townsend, 2007; Martin, 2005).  

Not only have RCCs been involved in launching a change in society since their beginning in the 

1970s, they have been actively involved in changing legislature pertaining to rape, improving the 

rights and services for victims, and educating society on the severity of sexual assault in America 

(Campbell et al., 2001; Logan et al., 2005; Martin, 2005; Maier, 2008).  Preliminary data suggest 

RCCs are effective in providing services to rape victims such as a crisis hotline, advocacy, and 

counseling (Campbell et al., 2001; Campbell, 2006; Martin, 2005).  Furthermore, RCCs are 

shown to be effective in improving the experiences of rape victims with mainstream personnel 

and lowering the chance of secondary victimization (Campbell et al., 2001; Campbell, 2006).   

Despite the findings of the effectiveness of RCCs in providing service to victims, existing 

data provide strong evidence that most sexual assault victims do not report to police nor contact a 

RCC (Ullman & Townsend, 2007).  There are many circumstances that are interrelated and all 

contribute to the underutilization of RCCs.  The main problems associated with many RCCs, 

including lack of availability/accessibility, diversity, funding, and autonomy can be explained 
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using anti-oppression theory.  Through an anti-oppression theoretical perspective sexual assault 

is seen as a tool of violence used to oppress women (Greensite, 2002).  According to anti-

oppression theory, in order to end sexual violence everyone must understand the elements, 

functions, and connections of oppression (White, 2002).  The primary concern of both external 

and internal problems associated with RCCs is attitudes toward sexual violence and the structure 

of society.  All of the barriers for RCCs are interrelated and can be addressed through promoting 

awareness about rape and oppression and educating society on both macro and micro levels.  

Furthermore, the only way to truly battle and eliminate sexual violence is through fighting all 

forms of oppression together.  Therefore, RCCs must develop an anti-oppression approach in 

order to understand and face internal and external barriers and to effectively provide direct and 

indirect services to the largest, diverse population of sexual assault victims.  In order to do this, 

an ideal RCC must be autonomous from other agencies, which will allow for their own agenda to 

battle against sexual assault.  Additionally, an ideal center must be staffed with racially diverse 

workers and volunteers to ensure all rape victims feel comfortable and welcome.  Lastly, by 

utilizing anti-oppression theory, RCCs will be able educate and reach a larger audience about 

sexual assault and oppression by reenergizing their efforts to focus on activism and social 

advocacy.   

 

 

 

 

 

 



46 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



47 
 

REFERENCES 

 

 

Barnoff, L. & Moffatt, K. (2007). Contradictory Tensions in Anti-Oppression Practice in  

 Feminist Social Services. Journal of women and social work 22(1), 56-70. Retrieved 

 on March 23, 2011, from http://onlinesagepub.com   

California Coalition Against Sexual Assault Organization. (2010). Retrieved on December 15, 

2010 from www.CALCASA.org. 

Campbell, R. (2006). Rape Survivors’ Experiences with the Legal and Medical Systems: Do  

 Rape Victim Advocates Make a Difference? Violence against women 12(1), 30-45.  

 Retrieved on February 22, 2011 from http://vaw.sagepub.com 

Campbell, R. & Martin, P.Y. (2001). Services for sexual assault survivors: The role of rape crisis 

centers. In C. Renzetti, J.F. Edleson, & R.K., Bergen (Eds.), Sourcebook on violence 

against women (pp. 227-241). Thousand Oaks, CA: Sage. 

Campbell, R. & Wasco, S. (2001). Preventing the “Second Rape”: Rape Survivors’ Experiences 

 With Community Service Providers. Journal of interpersonal violence 16(4),   

 1239-1259). Retrieved February 22, 2011, from http://online.sagepub.com 

Greenfeld, L. (1997). U.S. Bureau of Justice Statistics. Sex Offenses and Offenders. Retrieved on  

December 12, 2010 from http://bjs.ojp.usdoj.gov/content/pub/pdf/SOO.PDF 

Greensite, G. (2002). Rape Culture. In ICASA Sexual assault crisis intervention resource 

 manual (pp.2-11 – 2-25). 

Greensite, G. (2002). Rape Myths. In ICASA Sexual assault crisis intervention resource  

 manual (pp.2-26 – 2-40). 

http://onlinesagepub.com/
http://www.calcasa.org/
http://bjs.ojp.usdoj.gov/content/pub/pdf/SOO.PDF


48 
 

Hockett, J. & Saucier, D. (2009). Oppression Through Acceptance?; Predicting Rape Myth 

 Acceptance and Attitudes Toward Rape Victims. Violence against women 15(8),   

 877-897. Retrieved on March 22, 2011, from http://vaw.sagepub.com 

Karmen, A. (2010). Crime victims: an introduction to victimology. (7
th

 ed.) Belmont, CA: 

Wadsworth Cengage Learning. 

Logan, T. & Evans, L. (2005). Barriers to Services for Rural and Urban Survivors of Rape.  

 Journal of  interpersonal violence 20(5), 591-616. Retrieved on March 22, 2011, from 

 http://jiv.sagepub.com 

Macy, R. & Giattina, M. (2010). Domestic Violence and Sexual Assault Services: Historical 

 Concerns and Contemporary Challenges. Journal of interpersonal violence 25(1),  3-32.  

 Retrieved on March 22, 2011, from http://jiv.sagepub.com 

Maier, S. (2008). Are Rape Crisis Centers Feminist Organizations? Feminist criminology 3(2),  

 82-100.  Retrieved on February 22, 2011 from http://fc.sagepub.com 

Maier, S. (2008). “I Have Heard Horrible Stories…”: Rape Victim Advocates’ Perceptions of the 

 Revictimization of Rape Victims by the Police and Medical System. Violence against

 women 14(7), 786-808. Retrieved on February 22, 2011, from http://vaw.sagepub.com 

Martin, P. (2005). Rape Work: Victims, gender, and emotions in organization and community 

 context. New York: Taylor and Francis Group.  

O'Sullivan, E. & Carlton, A. (2001). Victim Services, Community Outreach, and Contemporary

 Rape Crisis Centers: A Comparison of Independent and Multiservice Centers. Journal of

 interpersonal violence, 16, 343-360. Retrieved on February 22, 2011, from

 http://jiv.sagepub.com/content/16/4/343  

http://jiv.sagepub.com/
http://fc.sagepub.com/
http://vaw.sagepub.com/


49 
 

Patterson, D. (2009, September). The Effectiveness of Sexual Assault Services in Multi-Service

 Agencies. Harrisburg, PA: VAWnet, a project of the National Resource Center on

 Domestic Violence/Pennsylvania Coalition Against Domestic Violence. Retrieved

 November 28, 2010, from: http://www.vawnet.org 

Pharr, S. (2002). Common Elements of Oppression. In ICASA Sexual assault crisis intervention

 resource manual (pp.4-1 – 4-11). 

RAINN Organization. (2010). Retrieved on December 16, 2010 from www.RAINN.org. 

Rennison, C. (2002). U.S. Bureau of Justice Statistics. Rape and Sexual Assault: Reporting to

 Police and Medical Attention, 1992-2000. Retrieved on December 16, 2010 from

 http://bjs.ojp.usdoj.gov/content/pub/pdf/rsarp00.pdf. 

Schmitt, F. & Martin, P. (1999). Unobtrusive Mobilization by an Institutionalized Rape Crisis 

 Center: “All We Do Comes from Victims.” Gender and society 13(3), 364-384.   

 Retrieved on February 23, 2011, from http://www.jstor.org/stable/190260 

Scott, E. (2005). Beyond Tokenism: The Making of Racially Diverse Feminist Organizations. 

 Social problems 52(2), 232-254. Retrieved on March 23, 2011, from    

 http://proquest.umi.com.ezproxy.uwplatt.edu/ 

Tillman, S. & Davis, T. (2010). Shattering Silence: Exploring Barriers to Disclosure for African 

 American Sexual Assault Survivors. Trauma, violence, & abuse 11(2) 59-70. Retrieved 

 on March 23, 2011, from http://tva.sagepub.com 

Ullman, S. & Townsend, S. (2007). Barriers to Working With Sexual Assault Survivors: A 

 A Qualitative Study of Rape Crisis Center Workers. Violence against women  

 13(4), 412-443. 

http://www.vawnet.org/
http://www.rainn.org/
http://bjs.ojp.usdoj.gov/content/pub/pdf/rsarp00.pdf
http://www.jstor.org/stable/190260
http://proquest.umi.com.ezproxy.uwplatt.edu/
http://tva.sagepub.com/


50 
 

Wasco, S. & Campbell, R. (2004). A Statewide Evaluation of Services Provided to Rape  

 Survivors. Journal of interpersonal violence 19(2), 252-263. Retrieved on February 

 22, 2011, from http:// jiv.sagepub.com 

White, J. (2002) Anti-Oppression Theory. In ICASA Sexual assault crisis intervention resource

 manual (pp.4-12 – 4-20). 

U.S. Department of Justice. Uniform Crime Report 2008. Retrieved on December 15, 2010 from

 http://www.fbi.gov/ucr/cius2008/offenses/violent_crime/index.html 

 

 

 

 

 

 

     

 


