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Abstract
Low sexual assertiveness has been proposed as a possible mechanism through which sexual
revictimization occurs, yet evidence for this has been mixed. In this study, prospective path analysis
was used to examine the relationship between sexual refusal assertiveness and sexual victimization
over time among a community sample of women. Results provide support for a reciprocal
relationship, with historical victimization predicting low sexual assertiveness and low sexual
assertiveness predicting subsequent victimization. The effect of recent sexual victimization on
subsequent sexual assertiveness also was replicated prospectively. These findings suggest that
strengthening sexual assertiveness may help reduce vulnerability to future victimization.
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A large body of research reveals that women who have experienced sexual victimization are
at increased risk of being revictimized, yet the mechanisms by which revictimization occurs
are not well understood (e.g., Gidycz, Coble, Latham, & Layman, 1993;Gidycz, Hanson, &
Layman, 1995;Messman-Moore & Long, 2000,2003). Identifying and understanding these
mechanisms are critical to prevention. Psychological vulnerability is thought to be one of the
mechanisms through which women’s risk of sexual revictimization is increased (see Messman-
Moore & Long [2003] for a review). Psychological vulnerability refers to psychological or
social vulnerabilities within the victim (e.g., low self-esteem, depression, anxiety, low
assertiveness) that potential perpetrators are likely to identify and act upon. This study focuses
on one aspect of psychological vulnerability, sexual assertiveness, because unlike depression
or anxiety, assertiveness may be amenable to change through behavioral intervention. To
maximize its potential for intervention, a better understanding of the relationship between
sexual assertiveness and sexual victimization is needed. The purpose of this study is to examine
the relationship between sexual assertiveness and sexual victimization over time.

Considering the role of assertiveness in sexual victimization has intuitive appeal. It is logical
to assume that women who are low in assertiveness have a difficult time refusing unwanted
sexual advances and may be targeted by aggressive men. Conversely, theories regarding the
sequelae of childhood sexual abuse (CSA) and other victimization have proposed that
experiences from which one is unable to escape or avoid can result in feelings of powerlessness
or learned helplessness, potentially leading the victim to believe that it is impossible to avoid
or prevent future victimization (Finkelhor, 1987;Peterson & Seligman, 1983). In addition to
fostering psychological distress such as depression and anxiety, such powerlessness may be
translated behaviorally into a lack of assertiveness in sexual situations. It may also be that the
relationship between sexual victimization and assertiveness is reciprocal. That is, history of
sexual victimization contributes to low sexual assertiveness, which in turn contributes to sexual
revictimization and continued low assertiveness.
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Despite its logical and intuitive appeal, research has failed to demonstrate a consistent
relationship between sexual assertiveness and sexual victimization. There are several possible
explanations for this, including inconsistencies in how assertiveness is defined and measured.
Studies examining the relationship between sexual victimization and assertiveness have used
different measures of assertiveness, and most of these measures have assessed general
assertiveness rather than assertiveness specific to sexual situations (e.g., Rickert, Sanghvi, &
Wiemann, 2002;Testa & Dermen, 1999;Zweig, Crockett, Sayer, & Vicary, 1999). However,
if assertiveness is situation-specific, measures of general assertiveness may not be adequate
for assessing assertiveness specific to sexual contexts (Greene & Navarro, 1998;Morokoff et
al., 1997). In addition, several of the studies that have considered the role of assertiveness in
sexual revictimization have looked at assertiveness as part of a larger constellation of
psychological or interpersonal adjustment, combining it with measures of depression and social
problems and thereby obscuring the unique contribution of assertiveness to sexual
victimization (e.g., Classen, Field, Koopman, Nevill-Manning, & Spiegel, 2001;Gidycz et al.,
1995;Mandoki & Burkhart, 1989).

Another limitation of previous research is reliance on the use of cross-sectional designs, making
it difficult to determine whether low assertiveness follows from or precedes sexual
victimization. For example, Testa and Dermen (1999) found that experiencing verbal sexual
coercion, but not rape, was associated with lower assertiveness. They suggested that women
who are low in assertiveness may be more vulnerable to being talked into having unwanted
sex, whereas assertiveness is less relevant in situations where a man uses physical force to
obtain sex. However, they acknowledge that because the women’s assertiveness prior to
victimization was not assessed, it is impossible to know whether the low assertiveness
associated with experiencing verbal sexual coercion precedes or follows from a victimization
experience.

To determine whether sexual victimization has an adverse effect on subsequent sexual
assertiveness or whether it follows from being low in sexual assertiveness, a prospective design
is needed. To date, there are only two prospective studies examining the relationship between
assertiveness and sexual victimization over time. Both of these studies included samples of
college women followed over the course of an academic year, and both used path analyses to
examine the links among sexual victimization experiences. The first followed college women
for four assessment points over a 9-month period (baseline, 3 months, 6 months, and 9 months)
and examined potential mediators of revictimization including psychological adjustment
(depression and anxiety), interpersonal functioning (sociability and assertiveness), alcohol use,
and number of partners (Gidycz et al., 1995). Assertiveness was not examined directly; rather
it, along with a measure of sociability, was used to comprise the interpersonal functioning
variable. Gidycz et al. (1995) found that adolescent victimization, but not CSA, predicted
baseline interpersonal problems (including being low in assertiveness), alcohol use, and
number of sexual partners. Previous victimization predicted subsequent victimization at all
time points; however, interpersonal functioning failed to predict any subsequent victimization.

Greene and Navarro (1998) expanded upon Gidycz et al.’s (1995) study by focusing on
assertiveness in situations with members of the opposite sex. They argued that assertiveness
is situation-specific and, as such, assertiveness with members of the opposite sex is more likely
to play a role in sexual victimization than is general assertiveness. Greene and Navarro assessed
college women’s sexual victimization, assertiveness with the opposite sex, alcohol use, number
of sexual partners, and adjustment (depression and anxiety) at three time points (the beginning
of the fall semester and end of the fall and spring semesters). Consistent with Gidycz et al.
(1995), they found that adolescent victimization, but not CSA, predicted baseline assertiveness
with the opposite sex. In contrast, Greene and Navarro found that along with previous sexual
victimization, sexual assertiveness consistently predicted subsequent sexual victimization at
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all time points. These findings suggest that it is assertiveness specific to sexual situations, rather
than general assertiveness, that mediates between previous and subsequent sexual victimization
and that the relationship between sexual assertiveness and sexual victimization is reciprocal.

Although Greene and Navarro’s (1998) findings provide support for the reciprocal relationship
between sexual victimization and sexual assertiveness, more research is needed to replicate
and test these relationships. The preceding prospective studies used college samples to examine
the relationship between assertiveness and sexual victimization. Use of a different sample may
yield different results. For example, when validating their measure of sexual assertiveness,
Morokoff et al. (1997) found that history of victimization predicted low sexual refusal
assertiveness (SRA) in a college sample, but not in a sample of volunteers recruited from the
community. The current study seeks to replicate and extend Greene and Navarro’s research in
several ways. First, in addition to examining the effects of historical sexual victimization on
baseline sexual assertiveness, we also examined the impact of later sexual victimization on
subsequent sexual assertiveness using a prospective design. Next, sexual assertiveness was
assessed using a more refined measure of sexual assertiveness, the Sexual Refusal sub-scale
of Morokoff et al.’s (1997) Sexual Assertiveness Scale. This measure specifically assesses
women’s willingness to refuse unwanted sexual advances. Also, because sexual victimization
is a relatively infrequent event in an individual’s life, a longer time interval (2 years) was used
to allow for the inclusion of a greater number of unwanted sexual experiences and more
opportunity to examine changes in sexual assertiveness over time. Finally, a randomly selected
community sample of women was used to determine whether the hypothesized relationships
hold in a more representative sample, thereby improving generalizability of the results.

This study examined the relationship between sexual victimization and SRA at three time
points over a 2-year period. We were specifically interested in determining whether history of
sexual victimization influences sexual assertiveness, whether sexual assertiveness mediates
the relationship between previous and subsequent sexual victimization, and how recent
victimization effects subsequent sexual assertiveness. We hypothesized that (a) having a
history of sexual victimization at baseline (T1) will be negatively associated with T1 sexual
assertiveness; (b) being low in T1 sexual assertiveness will predict subsequent victimization,
assessed at Time 2 (T2) and Time 3 (T3); and (c) T2 and T3 sexual victimization will be
negatively associated with subsequent sexual assertiveness assessed at T3 (see Figure 1).

Method
Sample

Women 18 to 30 years of age living in Buffalo, New York (n = 1,014) and its immediate suburbs
in Erie County were identified using random digit dialing between May 2000 and April 2002
and recruited to participate in a prospective study on women’s social experiences. Age and
proficiency with spoken English were the only eligibility criteria. In-person interviews were
completed with 61% of eligible women identified, a rate that is comparable or superior to
completion rates for surveys that were conducted solely by telephone (e.g., Greenfield, Graves,
& Kaskutas, 1999;Welte, Barnes, Wieczorek, Tidwell, & Parker, 2001). The sample matched
closely the characteristics of the local population. For example, 75% of the sample was White
and 17% was African American, compared to 72% and 21%, respectively, for the geographic
area from which the sample was drawn. Also consistent with local demographics, median
household income for the sample was between $30,000 and $40,000, and 95% were high school
graduates (compared to 89% of 18- to 34-year-old women in Erie County). At Time 1, average
age was 23.76 (SD = 3.71), and most were unmarried (76% never married, 3% divorced or
legally separated).
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Of the original sample of 1,014 women, 87 (8.6%) women did not complete T2 or T3 or both.
These noncompleters differed from completers in terms of race, with only 5.7% of Whites
being noncompleters, but 16.5% of non-Whites being non-completers (χ2 = 28.63, p < .001).
However, the two groups did not differ in terms of income, marital status, CSA, adolescent/
adult sexual victimization, depression symptoms, alcohol and drug abuse/dependence, PTSD
symptoms, age, SRA, or sexual risk behavior. Only data from the 937 women who completed
all three waves of data collection were included in this analysis.

Procedure
Eligible women were asked to participate in a longitudinal study of women’s social
experiences, consisting of three waves of data collection, 12 months apart. Initial participation
involved a 2-hour session conducted at the Research Institute on Addictions (RIA), for which
they were paid $50. Women were told that the session would include computer-administered
questionnaires and a face-to-face confidential interview involving personality, alcohol and
drug use, and sexual experiences. Upon arrival at RIA, study procedures were explained and
informed consent was obtained. At baseline (T1), all questionnaire data used in the current
study were collected using a computer-assisted self-interview (CASI).

Time 2 and Time 3 data were collected using paper-and-pencil questionnaires that were similar
to measures used in the T1 CASI interview but that focused on the past 12 months rather than
lifetime. T2 questionnaires were mailed to participants’ homes 12 months after the initial
interview and returned by postage-paid envelope. The same procedure was followed for T3
questionnaires 12 months later. Women were sent a $50 check upon receipt of the completed
questionnaire booklets. Of the original sample of 1,014 women, 972 (95.9%) completed T2
and 937 (92.4%) completed T3.

Measures
Childhood Sexual Abuse—Eight items adapted from Finkelhor (1979) and Whitmire,
Harlow, Quina, and Morokoff (1999) were used to assess unwanted childhood sexual
experiences at Time 1. Respondents indicated whether they had experienced the following
before age 14 without their consent: a person kissing or hugging in a sexual way; touching
another’s genitals at their request; a person attempted to touch in a sexual way; a person touched
in a sexual way; attempted sexual intercourse; completed oral, anal, or vaginal intercourse;
other vaginal or anal penetration; or other unwanted sexual experiences.

T1 Sexual Victimization Since Age 14—At T1, women completed a modified 11-item
version of the Sexual Experiences Survey (SES; Koss, Gidycz, & Winiewski, 1987), which
included an additional item regarding rape while incapacitated (Testa, VanZile-Tamsen,
Livingston, & Koss, 2004). This behaviorally specific measure assesses a range of sexual
victimization experiences occurring since age 14. A positive response to any item results in
being classified as having experienced some type of sexual victimization. Women were
categorized according to the most severe type of victimization experienced (Breitenbecher &
Gidycz, 1998): no victimization (0), contact (1), sexual coercion (2), attempted rape (3), and
rape (4). At T1, the SES was administered via CASI.

Recent Sexual Victimization—At T2 and T3, a paper-and-pencil version of the SES
described above was administered to assess sexual aggression experiences occurring in each
of the previous 12 months. Because incidence of sexual victimization is low within a given
year, T2 and T3 victimization was combined to create a recent victimization variable (n = 166;
T2 only = 72, T3 only = 50, both T2 and T3 = 44). When an individual had victimization at
both T2 and T3, recent victimization was coded according to the most severe victimization
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experience reported. Recent sexual victimization was represented on the same 5-point severity
scale (0–4) as T1 sexual victimization.

Sexual Assertiveness—Sexual assertiveness was measured using the Sexual Assertiveness
Scale (SAS; Morokoff et al., 1997). This scale is made up of three subscales: Initiation
Assertiveness, Pregnancy/STD Prevention Assertiveness, and Refusal Assertiveness. This
measure has good validity and reliability (see Morokoff et al., 1997). Only the Refusal
Assertiveness subscale was used in these analyses, because it is the most relevant to sexual
victimization. This scale consists of six items such as “I refuse to have sex if I don’t want to,
even if my partner insists,” which women rate on a Likert scale of 1 (strongly disagree) to 5
(strongly agree), with higher scores indicating more assertiveness (α = .77). SRA was measured
at T1 and T3. Due to space limitations in the questionnaire, sexual assertiveness was not
assessed at T2.

Depression—A measure of depressive symptoms was adapted from those used in the
National Women’s Study (Duncan, Saunders, Kilpatrick, Hanson, & Resnick, 1996) and the
Diagnostic Interview Schedule (DIS; Robins, Helzer, Cottler, & Goldring, 1989). Items are
consistent with diagnostic symptoms as per the Diagnostic and Statistical Manual of Mental
Disorders, 4th edition (DSM-IV;American Psychiatric Association, 1994). Initially,
respondents were asked, “Have you ever had a period of at least two weeks when you lost
interest in most things or got no pleasure from things which would usually make you happy?”
and “Have you ever had at least two weeks when nearly every day you felt sad, depressed, or
empty most of the time?” Those who responded “yes” to one or both of these questions were
then asked whether they had experienced symptoms such as changes in appetite, significant
weight loss or gain, changes in sleep patterns, difficulty concentrating, feeling low in energy,
and feelings of guilt or worthlessness during that time. Questions were closed-ended with
specific response metrics to facilitate use as a self-administered questionnaire (Duncan et al.,
1996). At T1, those indicating they had experienced symptoms were asked the age of initial
onset of the symptoms and the time of the most recent episode (ranging from more than 1 year
ago to within the past month). Past year and current (past month) depressive symptoms were
assessed at T2 and T3. Higher counts represent more problems related to depression.

Post-Traumatic Stress Disorder—PTSD symptoms were assessed using the National
Women’s Study PTSD Module (Acierno, Resnick, Kilpatrick, Saunders, & Best, 1999;Duncan
et al., 1996), a DIS-based structured interview with a behaviorally specific, sensitive trauma
screen. Respondents were asked to indicate whether they had ever had any of the experiences
presented on a list of six potentially traumatic life events such as being in a serious accident,
natural disaster, or any other incident in which they had been or feared being physically harmed
or killed. This was done to determine whether respondents met Criterion A of the DSM-IV
PTSD diagnosis, which states that the person must have been exposed to a potentially traumatic
event. Those who responded “yes” to any of the six items, or who had reported experiencing
a completed or attempted rape on the SES, were then asked whether they had experienced any
of 21 DSM-IV PTSD symptoms. Examples of symptoms include having unpleasant memories,
having repeated bad dreams or nightmares, being hypervigilant, and feeling anxious. Higher
symptom counts are representative of more PTSD-related problems. Consistent with National
Women’s Study PTSD Module (see Duncan et al., 1996), respondents were not required to
link their symptoms to a specific traumatic event. At T1 lifetime and current PTSD symptoms
were measured; at T2 and T3, potentially traumatic life events and PTSD symptoms were
assessed for the past 12 months.
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Data Analysis
Prospective path analysis was used to examine the relationship between sexual assertiveness
and victimization over time. The path model of the hypothesized relationships was tested using
AMOS (Arbuckle, 2003) with maximum likelihood estimation. Models are viewed as
empirically adequate if they result in fit indices of .95 or greater (Chou & Bentler, 1995), a
root mean square error of approximation (RMSEA) less than .08, and medium (.13 to .25) or
large (greater than .25) effect sizes as measured by R2 (Hu & Bentler, 1998).

The Path Model—The path model used to specify the proposed relationship between sexual
victimization and sexual assertiveness over time is presented in Figure 1. History of sexual
victimization is represented by two variables, severity of CSA and T1 sexual victimization
since age 14 years (r = .23, p < .01). According to the model, history of sexual victimization
is expected to have a direct negative effect on T1 SRA, such that women with a history of
victimization are lower in T1 SRA. CSA and T1 sexual victimization have been entered
together on the first step because both temporally precede the reporting of T1 SRA. CSA and
T1 sexual victimization are expressed in terms of severity because there is evidence to suggest
that more severe victimization experiences are more likely to result in adverse consequences
(Browne & Finkelhor, 1986). Based on the most severe type of victimization, CSA severity
was scored as 0 (no victimization), 1 (touch), or 2 (penetration or attempted penetration). T1
sexual victimization also is scored on a severity continuum of 0 (no victimization), 1 (contact),
2 (verbal coercion), 3 (attempted rape), or 4 (rape).

The second step of the model examines the effect of T1 SRA on subsequent sexual
victimization, controlling for T1 depression and PTSD symptoms. Sexual victimization was
assessed over the 2-year follow-up period of the study. Because research suggests that
depression and PTSD are aspects of psychological vulnerability that also have been associated
with experiencing sexual victimization (e.g., Finkelhor, 1987;Gidycz et al., 1995;Messman-
Moore & Long, 2003), we controlled for T1 PTSD and depression symptom counts in this
analysis. On the final step of the model, T2/T3 combined sexual victimization was used to
predict T3 SRA. Although several studies have shown lower assertiveness among those with
a history of sexual victimization, none has examined the effects of victimization on
assertiveness prospectively.

Results
Sexual Victimization

A brief description of the types and frequency of sexual victimization reported as CSA, T1
sexual victimization since age 14, and recent sexual victimization are presented in Table 1.
Approximately 30% (n = 289) of the sample experienced some type of sexual abuse involving
sexual touching or penetration before the age of 14. At the time of the first interview (T1), 38%
(n = 355) of the sample reported at least one unwanted sexual experience occurring since the
age of 14. A total of 166 women reported sexual victimization over the course of the 2-year
follow up.

Because we were interested in revictimization, we examined whether women who had
experienced historical victimization were more likely than those who did not to report
victimization at later time points. Women who experienced CSA were more likely than those
without CSA to report T1 sexual victimization since age 14 (53% vs. 31%, χ2 = 40.25, 1, p < .
01) and to report sexual victimization over the 2-year follow-up period (23.5% vs. 15.1%, χ2

= 9.69, 1, p < .01). Women who experienced T1 sexual victimization also were more likely
than those who had not to report T2 or T3 sexual victimization (26.8% vs. 12.2%, χ2 = 32.07,
1, p < .01). Of the 166 women who reported victimization at T2 and T3, the majority had (70%)
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had a history of previous sexual victimization. There was a small number of women (n = 47)
who reported CSA, T1 sexual victimization, and revictimization over the 2-year follow-up.

Path Analysis
Table 2 presents the means, standard deviations, and correlations for the variables included in
the model. All possible paths were tested, and nonsignificant paths were trimmed from the
model for ease of presentation. The full model with all proposed paths is presented in Figure
1; the trimmed model showing only significant paths is presented in Figure 2. Results are
described in more detail below. The fit of the trimmed model did not differ significantly from
that of the full model. Results indicate that the model was a good fit to the data (χ2 = 4.65, df
= 8, p = .79; normed fit index = .99, comparative fix index = 1.0; RMSEA = .001), with a
medium effect size (R2 = .19).

Effects of History of Sexual Victimization on T1 Sexual Refusal Assertiveness
—Based on theory stating that victimization can result in feelings of powerlessness or learned
helplessness that can affect an individual’s beliefs about the efficacy of resistance (Finkelhor,
1987;Peterson & Seligmen, 1983), we hypothesized that having a history of sexual
victimization (CSA and T1 sexual victimization) would be negatively associated with T1 SRA.
As the first step in this model, history of sexual victimization variables were used to predict
T1 SRA, depression symptom count, and PTSD symptom count. As shown in Figure 2, T1
sexual victimization since age 14 predicted T1 SRA in the expected direction (β = −.17, p < .
01); however, CSA did not. Combined, history of sexual victimization accounted for 3% of
the variance in T1 SRA. History of sexual victimization also predicted the control variables of
T1 depression and PTSD (see Figure 2).

Effects of Sexual Refusal Assertiveness on Subsequent Sexual Victimization—
One of the primary objectives of this study was to examine the influence of SRA on sexual
victimization. We expected that being low in SRA at baseline would predict experiencing
sexual victimization over the 2-year follow-up period, even after controlling for T1 depression
and PTSD symptoms. On the second step of the model, T1 SRA, depression and PTSD
symptom counts were used to predict T2/T3 sexual victimization. As expected, results indicate
that T1 SRA was negatively associated with subsequent sexual victimization (β = −.16, p < .
01). Of the variables in the model, victimization since age 14 (β = .13, p < .01) and sexual
assertiveness were the strongest predictors of T2/T3 victimization (see Figure 2). CSA did not
have a direct effect on T2/T3 sexual victimization; however, along with T1 sexual
victimization, it did have an indirect effect mediated through depression. This model accounted
for 7% of the variance in T2/T3 sexual victimization.

Effects of T2/T3 Sexual Victimization on T3 Sexual Refusal Assertiveness—To
examine the effects of sexual revictimization on subsequent SRA, on the final step of the model
T2/T3 sexual victimization was used to predict T3 SRA. We expected that, just as T1 sexual
victimization predicted T1 SRA, T2/T3 victimization would predict low T3 SRA, even after
controlling for T1 SRA. This hypothesis was supported (β = −.18, p < .01). Whereas T2/T3
sexual victimization was negatively associated with T3 SRA, historical victimization was not
related. The final model accounted for 19% of the variance in T3 SRA.

Additional Analyses—To determine whether SRA predicted new (first time) victimization
or whether it primarily mediates between past and previous victimization, two additional
models were run. The first of these models compared revictimized versus never-victimized
women. Fifty women who reported victimization for the first time at T2 or T3 but who had no
prior history of sexual victimization were excluded from the analyses.
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The pattern of results for this model was nearly identical to the one presented in Figure 2, with
the exception that CSA became a significant predictor of T1 SRA (β = −.07, p < .05), and T2/
T3 sexual victimization (β = .08, p < .05). This model accounted for 17% of the variance in
T3 SRA. In the second model, history of sexual victimization was removed from the model
and revictimized women (n = 116) were excluded from the analysis to compare recently first-
time victimized women (at T2/T3) to never-victimized women. The same pattern of results
emerged, with the paths from T1 SRA to T2/T3 sexual victimization (β = −.15, p < .01) and
from T2/T3 sexual victimization to T3 SRA (β = −.20, p < .01, R2 = .26) remaining significant
in the predicted directions. These results show that SRA mediates between previous and
subsequent revictimization as well as predicts new sexual victimization in this community
sample of women.

Discussion
The results of this study show support for a reciprocal relationship between sexual victimization
and sexual assertiveness. Consistent with hypotheses, women with a history of sexual
victimization, particularly T1 sexual victimization since age 14, reported more difficulty
refusing unwanted sexual advances. This is consistent with theories regarding the sequelae of
victimization, which hold that victimization experiences can have a negative impact on
women’s beliefs about their rights or ability to refuse unwanted sex (Finkelhor, 1987;Morokoff
et al., 1997;Peterson & Seligman, 1983). As hypothesized, SRA also predicted subsequent
sexual victimization, with women who were low in SRA being more likely to experience
victimization. Thus, women who reported having difficulty refusing sexual advances were
indeed more vulnerable to sexual victimization. A unique aspect of this study was the use of
a prospective design that allowed us to examine the effects of T2/T3 victimization on
subsequent SRA. Like historical victimization, T2/T3 sexual victimization had a negative
impact on subsequent sexual assertiveness, even after controlling for baseline sexual
assertiveness. Thus, we were able to replicate the victimization to assertiveness relationship
prospectively, increasing confidence that victimization experiences alter women’s sexual
assertiveness.

Consistent with the results of Greene and Navarro (1998) and Gidycz et al. (1995), CSA did
not predict SRA. It is unclear as to why adolescent/early adult sexual victimization (assessed
at T1) predicted T1 SRA, whereas CSA did not. Furthermore, while T1 sexual victimization
predicted T1 SRA, its effects on T3 assertiveness were mediated through T2/T3 sexual
victimization. It appears from these results that the effects of sexual victimization on
assertiveness dissipate over time, so that assertiveness is most affected by more recent
experiences. This is true of other victimization-related sequelae. For example, Maker,
Kemmelmeier, and Peterson (2001) found that trauma from more recent sexual victimization
had a greater impact on psychosocial functioning than did more distal CSA. It is also possible
that the effects of victimization are cumulative, such that experiencing CSA or adolescent/early
adult sexual victimization alone may not impact assertiveness, but being revictimized may
further contribute to one’s sense of powerlessness and adversely affect subsequent sexual
assertiveness.

Sexual assertiveness is clearly not the only mechanism through which sexual revictimization
occurs. T1 sexual victimization since age 14 remained a significant predictor of recent sexual
victimization, with its effects being only partially mediated by T1 SRA. We acknowledge that
other potential contributors need to be considered as well. In this study, we focused on sexual
assertiveness while controlling for other psychological vulnerabilities to isolate its unique
effect on subsequent victimization. However, we acknowledge that behaviors, such as sexual
risk behavior and substance use, may contribute to sexual victimization (see Messman-Moore
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& Long, 2003). Future research should examine the role of behavioral vulnerabilities in
conjunction with SRA.

One of the major strengths of this study is that we were able to demonstrate the reciprocal
nature of the relationship between sexual victimization and sexual assertiveness in a large,
randomly selected community sample. Prior to this study, this relationship had only been
observed in college samples. Other strengths include the use of a valid, reliable measure specific
to SRA (SAS; Morokoff et al., 1997) and the use of a prospective design. Examining the
strength of relationships over time, thereby allowing for temporal ordering, lends strength to
interpretation of the results. We acknowledge, however, that the sample consisted primarily of
White women who had home phones and who were stable enough to locate over the 3-year
study period. More Black women than White women were lost to attrition. Thus, the
relationships described here may not hold for women of different ethnicities or those we could
not reach via phone. Despite this limitation, the current research contributes to the literature
by providing support for the role of sexual assertiveness in sexual revictimization and provides
insight into the reciprocal nature of the relationship between victimization and assertiveness.

The findings of this study have important implications for prevention. Interventions designed
specifically to improve women’s ability to refuse unwanted sexual advances may help to reduce
the risk of sexual victimization. Such interventions may be particularly beneficial for women
who have already experienced sexual victimization, because they are likely to be low in refusal
assertiveness and are at heightened risk of revictimization. Additional research is needed to
examine these possibilities.

Much remains to be learned about the role of sexual assertiveness in sexual victimization.
Future research should examine the processes by which sexual assertiveness, or lack thereof,
contributes to sexual revictimization. We assume that women who score low in sexual
assertiveness are more vulnerable to subsequent victimization, but we know little about the
contexts and situations in which this occurs. For example, are low-assertive women failing to
communicate their unwillingness to have sex, leading the men to mistakenly assume that they
have obtained consent? Are men seeing women who are low in assertiveness as potential
targets? Much also remains to be learned about the processes by which sexual assertiveness is
developed. For example, the effects of victimization on SRA may be limited to those with
particular characteristics such as low self-esteem or those who do not receive support following
their victimization. It may also be that low sexual assertiveness may be more strongly
associated with certain types of revictimization. For example, Testa and Dermen (1999) found
that assertiveness was associated with verbal sexual coercion and not rape. The rates of recent
sexual victimization in this study were not high enough to allow for an examination of the
relationship between SRA and specific types of sexual victimization; however, this possibility
should be explored in future research.

In studying the role of sexual assertiveness in predicting future sexual victimization, it is
important to note that we are in no way trying to blame women for their victimization. Rather,
our results highlight the serious long-term affects of victimization on women’s psychological
and social well-being. Perpetrators are solely responsible for exploiting this vulnerability. The
ultimate goal of sexual assault research is to empower women and reduce vulnerability.
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Figure 1.
Full Path Model
Note: Full hypothesized model examining the reciprocal relationships between sexual
victimization and sexual assertiveness, controlling for Time 1 (T1) depression and post-
traumatic stress disorder (PTSD) symptoms. The expected direction of the relationships is
indicated with plus or minus sign. CSA = childhood sexual abuse; SRA = sexual refusal
assertiveness.
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Figure 2.
Trimmed Model
Note: Trimmed model of significant paths between sexual victimization and sexual
assertiveness. Standardized regression coefficients are displayed. T1 = Time 1; CSA =
childhood sexual abuse; SRA = sexual refusal assertiveness.
*p < .05. ***p < .001.
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Table 1
Reported Sexual Victimization by Severity

Variable (Value) N (937) % of Total % of Victimized

Childhood sexual abuse (CSA)
 No CSA (0) 648 69.2 0
 Touch (1) 154 16.4 53.3
 Penetration (2) 135 14.4 46.7
Time 1 (T1) sexual victimization since age 14
 No victimization (0) 582 62.1 0
 Contact (1) 65 6.9 18.3
 Verbal coercion (2) 86 9.2 24.2
 Attempted rape (3) 43 4.6 12.1
 Rape (4) 161 17.2 45.4
Recent sexual victimization (T2 and T3 combined)
 No victimization (0) 771 82.3 0
 Contact (1) 37 3.9 22.3
 Verbal coercion (2) 87 9.3 52.4
 Attempted rape (3) 11 1.2 6.6
 Rape (4) 31 3.3 18.7
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