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Abstract
Objective: The goal of this study is to understand what type of sexual violence risk reduction
intervention programs and elements are acceptable to Indigenous college students via
guantitative survey research methods.
Method: 401 Indigenous college students (77.1% women, 19.7% men, 3.0% trans or Two Spirit)
from across North America were recruited. Students read standardized descriptions of four
different sexual victimization risk reduction interventions (SVRRIs) that ranged in characteristics
and ranked the interventions. All students provided acceptability ratings for Flip the Script with
Enhanced Assess, Acknowledge, Act (EAAA) and a program of their choice. Participants also
rated the importance of specific intervention elements, including cultural content.
Results: Most participants had a history of sexual victimization; 80.8% had been sexually
victimized at some point in their life. The combined sexual violence and substance use reduction
intervention (Sexual Assault Risk and Alcohol Use Reduction Program [SAARR]) was most
frequently ranked as the first choice by 36.2% of the sample, p < 0.1. Considering acceptability
ratings, all four SVRRIs were considered acceptable by most of the sample, with Flip the Script
with EAAA rated highest of acceptability at 95.3% and Bringing in the Bystander having the
lowest rate of acceptability at 71.4%. Cultural content was rated as a moderately important
intervention element.
Conclusions: Indigenous college students are open to many different forms of sexual violence
risk reduction interventions. Our findings suggest that simple cultural adaptations would be
welcomed and scientifically supported to increase access and acceptability to violence
interventions for Indigenous college students.
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Sovereignty For Your Body: Acceptability of Sexual Victimization Risk Reduction Interventions
among Indigenous College Students

Sexual violence victimization encompasses a range of nonconsensual sexual experiences
from unwanted touching to penetration by physical force (Basile et al., 2014). The experience of
sexual victimization is common in the U.S., where an estimated 50% of American women
experience sexual victimization of some type in their lifetime (Basile et la., 2022). This number
rises to approximately 80% of Indigenous women (Rosay, 2016). Experiencing a rape, the most
violent form of sexual victimization, is associated with a wide range of physical and emotional
health problems, including hypertension, chronic pain, depression, suicidality, posttraumatic
stress disorder, and substance misuse (Caceres et al., 2021; Dworkin et al., 2017; Koss, 1993).
Indigenous women have the highest risk of rape or sexual victimization among all ethnic/racial
groups in the U.S. (Lucchesi & Echo-Hawk, 2018). Although there are effective risk reduction
programs for college women to reduce their risk of rape (e.g., Senn et al., 2015); these programs
have been largely developed with cisgender, heterosexual, non-Hispanic White college women,
and it is unclear if they have similar efficacy or acceptability among other college populations.
We use the term risk reduction to underscore the fact that those at risk of being harmed should
not bear the burden of eliminating rape. Thus, the goal of this study is to examine what types of
sexual violence risk reduction interventions Indigenous college students find acceptable. These
formative findings will inform the future development of a culturally relevant rape reduction
intervention for Indigenous Peoples.
Context of Rape against Indigenous Peoples

There are unique patterns within the experience of sexual victimization among

Indigenous Peoples. Men are almost equally likely as women to be affected (Rosay, 2016), and
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Indigenous Peoples are the only ethnic/racial group in the US more likely to be assaulted by
someone outside their ethnic/racial group (Bachman et al., 2010). This pattern of outsider
perpetrators is consistent with ongoing colonization and outsider-imposed limits to tribal
sovereignty (Deer, 2015). In addition to sexual violence, Indigenous Peoples are more likely to
experience childhood abuse (Cole et al., 2022), intimate partner violence (Rosay, 2016), and
murder. CDC data related to the Missing and Murdered Indigenous Women and Girls/Relatives
(MMIWG/MMIR) movement indicates that murder is the third-leading cause of death among
Indigenous women (Bachman et al., 2008; Dominguez, 2016; Lucchesi & Echo-Hawk, 2018),
whereas murder is not listed as one of the top ten causes of death for the general US population
(Centers for Disease Control and Prevention, 2018). The burden of violence, combined with a
long history of Indigenous resistance to genocide and colonization, may be related to the
popularity of self-defense programs (Dwyer, 2023; Tercek, 2019; Tweedy, 2011; Walters, 2020).
The burden of violence, beginning in childhood, is also associated with many negative mental
health outcomes, including increased substance use (Evans-Campbell et al., 2006; Hawkins et
al., 2004; Landen et al., 2014; Lujan et al., 1989) which may interfere with participation in self-
defense and related programs. For example, alcohol intoxication reduces effective self-defense
(Pumphrey-Gordon & Gross, 2007). Collectively, post-trauma mental health symptoms and
alcohol misuse increase risk for experiencing future traumas as barriers to effective resistance
(Dardis et al., 2021). Thus, while needs are extraordinarily high and potentially more complex,
Indigenous Peoples have rarely been included in research on sexual violence.
Current Sexual Victimization Risk Reduction Interventions

Recent years have seen a boom in available, effective, risk reduction interventions for

sexual violence (Gilmore et al., 2015; Orchowski et al., 2018; Senn et al., 2015). The vast
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majority of these interventions were developed and tested with college women, who are a high-
risk group for sexual violence, in part, due to their age and the campus context (Basile et al.,
2022; Mellins et al., 2017). The most effective and well-studied sexual victimization risk
reduction intervention (SVRRI), is the Enhanced Assess, Acknowledge, Act model (EAAA; Senn
et al., 2015; in public promotions, called “Flip the Script with EAAA”), which incorporates a
component of feminist-self-defense (Hollander, 2018) as does one of the few SVRRIs tested with
Indigenous youth (Edwards et al., 2021). Yet, with the exception of Edwards and colleagues’
(2021) study, few SVRRI studies have included Indigenous Peoples, much less brought a
cultural lens to their participation. Thus, we chose to examine acceptability of EAAA specifically
and related SVRRIs, among Indigenous college students. We chose to focus on Indigenous
college students given their greater possible opportunity to participate in SVRRIs compared to
other Indigenous populations, because of Title IX mandates that campuses provide violence
prevention programming (Walker, 2010).
Acceptability and Cultural Adaptation

Acceptability is the participant’s or patient’s cognitive and affective perceptions of a
given intervention or procedure (Sekhon et al., 2017). Until recently, acceptability has not been a
priority in sexual violence research; rather, given the lack of efficacious interventions,
developing something efficacious was the foremost consideration. However, now that at least
some initial, effective components of SVRRIs have been identified, science can shift to
answering Gordon Paul’s question, “what treatment, by whom, is most effective for this
individual with that specific problem and under which set of circumstances?”’ (Paul, 1967, p.
111). We suggest that acceptability is a critical consideration for understanding SVRRIs,

especially with Indigenous Peoples.
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The mental health literature suggests a cultural acceptability framework can potentially
help resolve, or at least offset, existing inequities (Marsh et al., 2016). Further, and as in the case
of Indigenous Peoples, often the nature of the problem is quite different for minoritized groups.
Because minoritized groups, including Indigenous Peoples, have been and continue to be
excluded from research, many minoritized populations feel that available interventions do not
apply to their needs. The larger literature on Indigenous health provides a strong basis for
examining the acceptability of any health-related intervention, showing that interventions that are
culturally adapted (Marsh et al., 2016), provided by Indigenous Peoples for Indigenous Peoples
(Freeman et al., 2016), and interventions provided in Indigenous settings (e.g., Indigenous lands)
are preferable (Belone et al., 2017) and efficacious (Edwards et al., 2021).

In the case of SVRRIs, interventions have largely been developed with cisgender,
heterosexual, non-Hispanic White college women, and thus, may not be seen as relevant or
acceptable to Indigenous Peoples whose sexual violence experiences are distinct. Therefore,
including cultural values and needs should lead to more efficacious SVRRIs. We are not aware of
any available research on the comparative acceptability of SVRRIs, much less acceptability
specific to Indigenous Peoples. A series of articles documenting the development and testing of a
childhood sexual abuse prevention program for Native American youth, suggests that Indigenous
communities find childhood sexual abuse prevention culturally acceptable and perceive violence
to be an important community issue (Edwards, Herrington, Charge, et al., 2022; Edwards,
Herrington, Edwards, et al., 2022). Self-defense appears to be an SVRRI component that is
culturally acceptable in multiple Indigenous Great Plains communities (Edwards et al., 2022;
Walters, 2020) and is a primary component of the EAAA model. However, the acceptability of

the EAAA model itself nor other multi-component SVRRIs have been examined to date. Given
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the elevated rates of substance use for many Indigenous populations (Richer & Roddy, 2023), we
also tested SVRRIs that included a substance use component. Finally, given the high value of
community in Indigenous cultures, we also tested a bystander intervention, which relies on
changing community norms and practices rather than targeting individual behavior change. Thus,
the four empirically supported SVRRIs that we examined the acceptability of include: 1) Flip the
Script with EAAA (FTS: Senn et al., 2015), 2) Bringing in the Bystander (BITB: Edwards et al.,
2019); 3) Brief Drinking Intervention (BDI: Clinton-Sherrod et al., 2011), and 4) Sexual Assault
Risk and Alcohol Use Reduction Program (SAARR: Gilmore et al., 2015).
Current Study

The current study sought to examine the acceptability of self-defense in comparison to a
range of SVRRIs and the acceptability of common SVRRI components among Indigenous
college students. We focused on Indigenous individuals who were currently or recently (i.e., in
the past 5 years) enrolled in college, as Indigenous college students experience elevated risk for
sexual violence, particularly those who attend predominantly White institutions (PWIs) where
they may feel disconnected from community bonds (Fish et al., 2017). We recruited a national
sample of Indigenous college students from both Tribal College and Universities (TCUs) as well
as PWIs and across different settings (e.g., urban, reserve/reservations) to increase representation
broadly given the vast heterogeneity of the current 574 federally recognized tribes, tribes with
only state recognition, and other tribes without federal or state recognition who continue to exist
and thrive as unique cultural groups (Anguksuar, 1997; National Congress of American Indians,
2020; Saenz, 2020). We included Indigenous students of all gender identities and sexual
orientations given the minimal gender differences in overall prevalence rates (Rosay, 2016), and

considering Indigenous relational values and worldviews, which are often gender-expansive and
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-inclusive (Anguksuar, 1997; Balsam et al., 2004). We centered self-defense given the popularity
of multiple, Indigenous-led self-defense programs in the U.S., including in our local
communities (Name Masked) and the efficacy of this intervention component generally (Gidycz
& Dardis, 2014) and with Plains-based Indigenous youth (Edwards et al., 2021).

Using standardized descriptions of the four different empirically supported SVRRIs
mentioned above, which interventions do Indigenous college students find acceptable? We first
hypothesized that the intervention including self-defense, such as FTS, would be acceptable (H1;
Edwards et al., 2021) but no other intervention specific hypothesizes were proffered given the
lack of prior data. We analyzed acceptability in multiple ways considering rankings, willingness,
and overall scores. We also examined perceived community acceptability by asking participants
about their willingness to recommend each intervention (e.g., Flip the Script) to a friend. We also
asked about provider and intervention setting preferences to facilitate future cultural adaptation.
We also explored predictors of acceptability scores, such as prior experience or time spent
growing up on a reservation, which might make the salience of self-defense higher. Consistent
with prior research (Kuhn, 2022), we hypothesized that those with previous experience of self-
defense would rate the acceptability of Flip the Script more highly (H2). Lastly, we hypothesized
that certain treatment components would be rated more highly than others; namely, that an
intervention specifically designed for Indigenous Peoples and self-defense would be ranked in
the top quarter and rated more highly than average (H3).

Method
Procedures
Our study team was majority Indigenous Peoples, including individuals from multiple

federally recognized tribes in the Great Plains regions of the U.S. This study used a multi-



SOVEREIGNTY FOR YOUR BODY 8

method design by conducting an initial online quantitative survey to assess acceptability ratings
and mental health needs and strengths, followed by conducting in-depth qualitative interviews
with Indigenous students to complement the survey data. The current study focuses on the
quantitative acceptability ratings, and coding for the qualitative interviews is ongoing. Some data
focused on resiliency have been published (masked citation). All participants consented to this
study electronically via Qualtrics. All study procedures were approved by the Masked
Institutional Review Board (masked IRB #s) as the IRB of record.

Data were collected from March-August 2021 with grant support from a foundation
(masked NAME) and a state organization (masked NAME). Inclusion criteria for the quantitative
survey were that participants must: 1) self-identify as Indigenous alone or in combination with
one or more races/ethnicities, 2) be at least 18-years-old, and 3) be currently enrolled, or have
been enrolled, in college within the past 5 years. Informed consent was obtained from all
participants prior to participation. We contacted all 8 tribal colleges and universities (TCUs) in
the MASKED STATES, as well as two large PWIs in states with large Indigenous populations
(UNIVERSITY 1 and UNIVERSITY 2). Four tribal colleges approved the study and forwarded
our materials to student listservs. One tribal college rejected the study and three did not reply. We
advertised the study as “Self-Defense for Indigenous Peoples: Sovereignty for Your Body” with
Indigenous-created, compensated art, that depicted an Indigenous woman in a ribbon skirt doing

a high kick (see ad here: https:/tinyurl.com/SDIP-osf").

Participants
Participants were 401 Indigenous Peoples recently (i.e., within the past 5 years) or
currently enrolled in college in North America. Canadian students were not excluded as the

current national boundaries do not reflect traditional Indigenous boundaries. All participants self-
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identified as Indigenous although 3.0% included another ethnicity as their primary identity. The
sample was mostly women (77.1%), with significant subsamples of men (19.7%) and Two-Spirit
or trans individuals (3.0%). Most participants identified as heterosexual (79.8%), with the next
largest self-identified sexual orientation group being Two-Spirit or bisexual (10.4%), 3.0%
identified as asexual, 2.0% identified as gay or lesbian, and the remaining sample (3.8%)
identified as queer, fluid, questioning or another sexual orientation identity. Notably, Two-
Spiritedness can be a gender identity or a sexual orientation, depending on the participant’s tribe
and context (Purden & Salway, 2020); for our participants all but one identified Two-Spirit as
their gender. The average age was 24.4 years (SD = 4.8, range = 18-52 years). Participants
reported their relationship status as in a relationship with one partner (31.2%), single (29.2%),
cohabitating or engaged (27.9%), married (10.2%), and polyamorous (1.2%). Most were
currently enrolled in college (83.5%), and approximately half of participants were currently
(25.2%) or previously (31.7%) enrolled at a TCU. Nearly half (47.1%) of the sample lived on or
within 30 miles of a reservation, and the average amount of time spent growing up on the
reservation was between 25-49%. Most considered themselves middle-class according to the
MacArthur socioeconomic status ladder (M = 5.8 rungs/10; SD = 1.9; Adler et al., 2000).
Materials

Standardized descriptions of SVRRIS.

For this study, we provided participants with descriptions of four empirically supported
SSRVIs in this order: FTS, BITB, BDI, and SAARR. In selecting interventions, we sought to
present a wide range of intervention characteristics, ensuring that we included individual (BDI)
and group-format (FTS, BITB) programs; online (SAARR) as well as in-person (BITB, FTS)

modalities; programs that varied in length from very brief (SAARR, one hour or less) to longer
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(FTS, 12 hours); and variable targets including ones that focused largely on the role of alcohol
(BDI), and one that focused on community (BITB) rather than individual behavior change.
Intervention descriptions were 306-315 words and standardized for mention of 24 possible
intervention characteristics drawn from theoretical and advertorial descriptions of the
interventions. Characteristics included but not limited to: research support, target population,
gender of facilitators, topic inclusion, types of self-defense taught (verbal, physical), and
modality (in person vs. online). The full list of 24 characteristics is available here:

https://tinyurl.com/SDIP-osf. Given the focus on self-defense, all participants rated the

acceptability of Flip the Script, and among participants for whom Flip the Script was not their
first ranked choice, they rated their first-choice intervention.
Acceptability of Sexual Victimization Risk Reduction Interventions (SVRRIs)

Acceptability of SVRRIs was evaluated using the North Dakota Sexual Violence
Intervention Acceptability Measure (NDSVIAM; Anderson et al., 2022). Participants began the
battery of acceptability questions by first reading standardized descriptions. Second, they were
asked to note which interventions they would be willing or not willing to participate in. Third,
they were asked to rank the interventions in terms of their willingness to participate, then rated
the intervention they ranked first on the NDSVIAM. Finally, participants rated FTS if it was not
the number one ranked intervention.

The NDSVIAM. The NDSVIAM contains 14 items assessing each component of
Sekhon’s theoretical acceptability framework (Sekhon et al., 2017) and barriers/facilitators of
participation (open-ended). The 12 quantitative items were rated on a five-point Likert scale of
“strongly disagree” to “strongly agree.” The first nine items plus the mean of the three

opportunity cost items were added to create a total acceptability score, which ranged from 10 to
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50. Acceptability scores were dichotomized as acceptable/not acceptable if the total quantitative
score was equivalent to rating every item as neutral or greater (e.g., 30). The NDSVIAM is
designed to be given anchored to a particular intervention; an example FTS item is, “How
positively or negatively do you feel about Flip the Script?” The NDSVIAM demonstrated initial
evidence of validity, as noted by high intervention ratings in a sample of college students
enrolled in a self-defense class (Anderson et al., 2022). The NDSVIAM for FTS demonstrated
good internal consistency reliability (o = .838) in the current sample.

Cultural context of intervention. Because of our focus on FTS, we also asked some
questions about basic elements of the implementation of FTS that can aid future cultural
adaptation and implementation studies. These items were administered with the NDSVIAM. We
asked whether participants would ever recommend Flip the Script to a friend, a survivor of
sexual assault, or an Indigenous survivor of sexual assault as a proxy for perceived community
acceptability. We also asked participants about their preferred gender and racial/ethnic identity of
providers, with a “select all that apply” response format. Finally, we asked participants, “Where
would you prefer this program [Flip the Script] be provided? with a “select all that apply”
response format: On my tribal lands, within my community etc./ In traditional research setting or
hospital/at my school/other.

Intervention elements. Each of the 24 intervention components from the list created to
standardize intervention descriptions was rated on a five-point Likert scale from 1 (not at all
important) to 5 (very important). Intervention elements were rated after the NDSVIAM.
Participants were given the instruction, “How important are the below aspects for you in any

program that you might participate in which helps to reduce your risk of sexual violence?”
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History of Sexual Victimization

The Sexual Experiences Survey-Short Form Victimization (SES-SFV). The SES-SFV
contains seven compounded, behaviorally-specific items. Items are compound form or “grid”
items in that they start with a main item stem that describes a sexual experience such as, “A man
put his penis into my butt, or someone inserted fingers or objects without my consent by:” which
is followed by five sub-items that described the tactic that was used to coerce the corresponding
sexual behavior such as, “threatening to physically harm me or someone close to me.” Items are
rated on a scale of 0, 1, 2, 3+ times for the time period of “How many times since age 14?”” SES-
SFV items have adequate reliability for college men and women when scored dichotomously
(Anderson et al., 2018; Johnson et al., 2017) and evidence of validity by correlations with
psychological symptoms (Johnson et al., 2017) and with intimate partner victimization
(Anderson et al., 2018). All participants were administered all items.

The Childhood Trauma Questionnaire — Childhood Sexual Abuse subscale (CTQ-
CSA). The five item CTQ-CSA items briefly describe sexual experiences “I was made to do
sexual things” and are rated on a scaled response from “never true” to “very often true”. The
CTQ-CSA items are correlated with clinical ratings and demonstrated high intraclass correlations
over a two-week interval indicating evidence of validity and reliability in a sample of substance
use treatment seekers (Bernstein et al., 1994). The CTQ-CSA has been used repeatedly with
Indigenous populations across North America to examine the relationship between childhood
maltreatment and health (Koss et al., 2003; Lehavot et al., 2009; Pearson et al., 2015).
Prior Participation with SVRRIs

As part of the demographics questionnaire, participants were asked three questions

regarding prior participation in SVRRIs. Specifically, they were asked, “Have you ever learned
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self-defense or taken a self-defense class?”, “Have you ever participated in a sexual assault
bystander training program such as Bringing in the Bystander or GreenDot?”’, and “Have you
ever participated in any other type of sexual assault prevention education or training?” For
affirmative responses, a five-level follow-up item asking how many hours of training they had
completed for that intervention type was administered.
Data Cleaning

Our survey link was opened by 1281 respondents; many of which were clearly fraudulent
or bots, as determined by a hierarchical series of data cleaning strategies. First, all respondents
with non-North American IP addresses were deleted (for example, Kenya). All respondents who
did not report an Indigenous racial identity were deleted for not meeting study eligibility
inclusion, as well as those who failed a Captcha (.6+). We also deleted responses where
participants had completed less than 40% of the survey. Next, we looked for suspicious IP
addresses (repeated IPs) in combination with extremely short survey durations or strange
demographic response patterns. Finally, we examined open-ended responses from an optional
item at the end of the NDSVIAM; responses that were duplicative or non-sensical were deleted.
This resulted in our final sample of 401 Indigenous college student participants.
Analytic Strategy

We used chi-squares to examine whether there were differences in demographic
characteristics and acceptability rates considered dichotomously. We used ANOVAs to compare
continuous acceptability scores between interventions and regressions to examine potential
predictors of acceptability scores. To test for gender and sexuality differences, we created a six-
level gender x sexual identity variable that includes all groups larger than n = 10 (cisgender

heterosexual women = 277, cisgender heterosexual men = 57, Two-Spirit = 30, bisexual
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cisgender women = 11, bisexual cisgender men = 10, asexual cisgender individuals = 11). We
used these categories to detect possible gender effects and completed follow-up tests with
simplified variables (gender, three levels; sexuality, dichotomous) to clarify findings with greater
statistical power. We tested for lifetime sexual victimization history effects dichotomously
(yes/no). To examine differences in component ratings, we used a p value of .01.
Power Analysis

Our goal was to recruit as large a sample as possible given the heterogenous nature of
Indigenous populations in North America. Prior research by Kuhn (2022) reported medium to
large effect sizes using the same methodology to examine bisexual women’s preferences for
SVRRIs. For example, in assuming a null hypothesis ratio of 50/50 odds of finding an
intervention acceptable or unacceptable, she found Cohen’s d = .69 favoring FTS. Examining
differences between interventions via rankings using chi-square, Kuhn (2022) found Cohen’s d
of .65 favoring FTS in comparison to other interventions. Thus, in computing a priori power
analyses, we examined the range of effect sizes from small to medium with the effect size w in
GPower. At a small effect size (w = .1) a sample size of 401, a B/alpha ratio of 16, df = 2, Power
would be .376. However, at a medium effect size (w = .3) with the same parameters, Power
would be .989. Thus, our study is well-powered for the expected medium effect sizes.

Results

Descriptive Statistics

Considering childhood, adolescent, or adulthood sexual victimization, 80.8% of the
sample experienced sexual victimization in their lifetime. Most participants reported both
childhood and adolescent or adulthood victimization (e.g., developmental revictimization);

63.1% of the entire sample. Many participants reported previously participating in some type of
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self-defense (any: 39.7%, M hours = 1.5), some bystander training (any: 24.2%, M hours = 2.3),
and other types of sexual assault prevention education or training (any: 22.7%, M hours = 2.3).
Acceptability of Available Interventions
Rankings

Considering the entire sample, the intervention most frequently ranked as first choice was
SAARR, which was ranked significantly more often than any of the other three interventions
when comparing #1 ranking proportions (Table 1). There were no gender (¥*(6) = 4.95, p = .550,
phi = .11, d = .22) or sexual identity (¥*(3) = 2.22, p = .529, phi = .07, d = .15) differences in
which intervention was ranked first most frequently. Additionally, there was no effect for
victimization history on rankings, (x*(3) = 8.59, p = .035, phi = .15, d = .30.
Willingness

SAARR was also the intervention participants were most willing to try and the
intervention the least number of participants were not willing to try (Table 1). Men were less
willing to try FTS then women or Two-Spirit individuals, (y*(2) = 11.70, p = .003, phi= .17, d
= .35. Specifically, 61.2% of women and 58.3% of Two-Spirit individuals were willing to try
FTS compared to 39.2% of men. There were also differences based on victimization history.
Those without victimization histories were more willing to try BITB and FTS than those with
victimization histories, (79.2 vs. 50.3%, ¥*(1) = 21.09, p < .001, phi =-.23, d - .47) and (80.5 vs.
50.9%, y*(1) = 22.18, p <.001, phi = -.24, d = .48), respectively. Those with victimization
histories were more willing to try SAARR than those without, 68.5 vs. 55.8%, y*(1) = 4.46, p

=035, phi=.11,d = .21.
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Findings regarding unwillingness mirrored these willingness findings. For example, more
individuals with victimization histories reported being unwilling to try BITB, 43.8% vs. 19.5%,
(1) = 15.48, p < .001, phi = .20, d = .40; or FTS, 42.0% vs, 14.3%, x*(1) = 220.54, p <=.001,
phi= .23, d = .47. One finding was somewhat contradictory for SAARR, with more individuals
without victimization histories reporting being unwilling to try SAARR than those with
victimization histories, 39.0% vs 25.6%, y*(1) = 5.47, p = .019, phi = -.12, d = .24.

Acceptability Scores

Table 1 lists cut-off (all items rated neutral+) and mean total NDSVIAM acceptability
scores for each intervention. All interventions were rated as highly acceptable. Consistent with
the willingness and lack of willingness decision points, there were some differences in overall
acceptability scores, F(3) =7.75, p <.001, d = .48, 95% CI: .02, .10. FTS had significantly
higher scores than BITB (Tukey’s, p <.001, 95% CI: 5.0, 16.6, d = .73, 95% CI: -1.04, -0.41)
and SAARR (Tukey’s, p =.016, 95% CI: 0.87, 11.90, d = .54, 95% CI: 0.24, 0.83). BDI was also
more acceptable than BITB (Tukey’s, p =.050, 95% CI: .01, 10.93, d = .32, 95% CI: .03, .61).

Because the entire sample rated FTS as acceptable, we also tested for differences in
acceptability scores by demographics for FTS. Results suggested a significant difference based
on the six-level combined gender and sexual identity variable, F(5) =5.97 p <.001, d = .55, 95%
CI: .02, .11. Specifically, cisgender heterosexual women (Dunnett T3, p =.013, 95% CI: .48,
6.96, d = .58, 95% CI: .29, .86) and Two-Spirit individuals (Dunnett T3, p <.001, 95% CI: 2.26,
9.42,d = .90, 95% CI: 0.44, 1.36) found FTS more acceptable than cisgender heterosexual men.
Individuals who had attended TCUs also found FTS more acceptable than those who had not,

t(399) = 2.25, p=.025, 95% CI: .19, 2.72, d = .23, 95% CI: .03, .43. Similarly, those who had
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spent more time growing up on a reservation had higher FTS acceptability scores, (186) = .173,
p =.018,95% CI: .03, .31, d = .35.
Cultural Context of Acceptability

Perceived community acceptability. A large number of participants noted they would
recommend FTS to a friend (74.3%), including to an Indigenous survivor of sexual violence
(69.3%), and to a friend who had experienced sexual assault (64.6%), suggesting the perceived
community acceptability of FTS would be high. There was only one participant who said they
would not recommend FTS to a friend, indicating the remainder of the sample was neither for
nor against a recommendation. Cisgender men were less likely to recommend FTS to a friend
compared to cisgender women and Two-Spirit and transgender individuals, 52.6 % vs. 78.3% vs.
83.3%, respectively, ¥*(5) = 24.90, p < .001, phi = .251, d = .52. However, there were no gender
differences in recommendations for survivors. Participants with a history of sexual victimization
were actually more likely to recommend FTS to a friend compared to those without a sexual
victimization history, 77.2 vs. 62.3%, ¥* (1) = 7.16, p = .007, phi = .134, d = .27.

Identity of provider. Most participants preferred a provider of the same gender identity;
however, many noted they would be open to providers of other genders. For example, most
women participants preferred women providers (86.5%), but over a quarter (29.7%) preferred
men and a few (13.5%) preferred Two-Spirit/nonbinary providers. Cisgender men did not
indicate as strong of a preference for gender congruent providers as women (y*(1) =27.24, p
<.001, d = .566), with 59.7% of male participants preferring men, 51.4% preferring women, and
13.9% preferring Two-Spirit/nonbinary providers. Among Two-Spirit individuals, they also did
not evince a strong preference for gender congruent providers, with most Two-Spirit participants

preferring men (53.13%) and women (62.5%) intervention providers, and 9.38% preferred a
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Two-Spirit/nonbinary provider. However, due to the small sample of Two-Spirit individuals who
indicated a preference for gender congruent providers (n=3), between-group comparisons were
not examined. Among those with victimization history, women indicated a stronger preference
for gender congruent providers than both men and Two-Spirit/nonbinary individuals (¥ (1) =
22.17.36, p <.001, d = .50). Notedly, while women with victimization history did not differ from
women without victimization history in strength of preference for gender congruent providers (>
(1) =.941, p = .332), men with victimization history indicated a stronger preference for gender
congruent providers than men without victimization history (y* (1) = 5.93, p = .015, d = .60).

Regarding racial/ethnicity of providers, most participants (66.1%) preferred an
Indigenous provider. Men preferred this less strongly than cisgender women or Two-Spirit
participants (75.4% vs. 87.8% and 87.5%, ¥*(4) = 9.92, p = .042, phi = .16, d = .32). Participants
who had attended a TCU indicated a higher preference for an Indigenous provider compared to
those who did not attend a TCU (91.2% vs. 78.2%, ¥*(2) = 16.63, p < .001, phi = .21, d = .42).
Additionally, there was no difference in provider preference victimization history.

Setting of intervention. The most popular setting for FTS was at participant’s
college/school (75.8%), followed closely by tribal lands/within their community (63.1%), and
lastly, within a traditional research or hospital setting (51.6%). People without a history of sexual
victimization were less likely to prefer FTS be provided on tribal lands/within the community
(59.9% vs. 76.6%, y*(1) = 7.49, p = .006 phi = -.137, d = .28). People who attended a TCU were
more likely to prefer FTS be offered on tribal lands (67.5 vs. 57.2%, y*(1) = 4.50, p = .034, phi
=.11,d=.21).

Predictors of Acceptability
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We conducted regressions to analyze whether prior experience of SVRRIs influenced
FTS acceptability scores given prior research suggesting this might be the case (Kuhn, 2022). We
also tested whether time spent on reservation, feeling safe at home, and feeling safe while
growing up related to FTS acceptability scores. There were no significant predictors of FTS
acceptability scores in this analysis, F(6) = 1.41, p = .249; see Table 2.
Intervention Components

Most components were rated as somewhat important or very important, on average,
suggesting that participants found all components reasonably important. The components
considered most important are presented as follows in descending order (M, SD): guaranteed
privacy and confidentiality (M = 4.41, SD = .74), physical self-defense, (M = 4.30, SD = .84),
evidence of effectiveness/research support (M = 4.28, SD = .96), and understanding risky
situations (M = 4.28, SD = .81). The component considered least important was information on
the number of hook-ups, rated 3.72 or on average, “neutral/unsure.” The average rating for
culturally adapted SVRRIs created for Indigenous Peoples was (M = 4.16, SD = .93), the seventh
most highly rated component. The overall mean for any component was 4.09; this was not
significantly different than the rating for culturally adapted SVRRIs created for Indigenous
Peoples, #395) = 1.637, p = .102, 95% CI: -.02, .17, but was significantly different from learning
physical self-defense, #(399) = 5.04, p <.001, 95% CI: .13, .29, d = .25, 95% CI: .15, .35.

There were demographic differences in how important components were considered
(Table 3). Women tended to rate some components more highly, though there were few
differences in interpretation; that is, all genders still considered the components important just to

varying degrees, Cohen’s d = .25 — .58 Similarly, those with victimization histories rated some
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items more highly, such as online format, individual counseling, guaranteed privacy and
confidentiality, alcohol content, and research support, Cohen’s d = .29 — .70.
Discussion

While Indigenous individuals are among the racial/ethnic groups most likely to
experience rape (Rosay, 2016), very little research has examined the acceptability of existing
SVRRISs using standardized methods at all, much less for Indigenous Peoples. This study sought
to explore acceptability of SVRRIs with Indigenous college students, a highly vulnerable group.
Using a large national survey, we found Indigenous college students are willing to engage in
many strategies to reduce sexual violence for themselves and their communities.

We examined acceptability in several ways to capture the complexity that goes into
personal decision-making. Considering scores obtained via standardized methods, the percentage
of the sample that rated each intervention acceptable was high for every single intervention
examined in this study. At the lowest end, 71.4% of the sample found a brief drinking
intervention (BDI) acceptable and at the highest end, 95.3% found Flip the Script with EAAA
(FTS) acceptable (consistent with H1). Given the very high rates of sexual victimization in this
sample - 80.8% of the sample reported a lifetime history of sexual violence - it seems Indigenous
college students view sexual violence as a very personally/community relevant problem they
want to solve, and they are willing to try many different strategies to solve it.

We did find some preference for particular interventions and approaches. A combined
sexual violence and substance use intervention (SAARR: Gilmore et al., 2015) was the
intervention most frequently ranked as first choice. This was also the intervention that the largest
number of people said they were most willing to try, and the smallest number said they were

least willing to try. We also found sexual victimization history effects for SAARR — it was the
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intervention individuals with a victimization history were more willing to try compared to those
without this history. BITB was least preferred considering willingness and unwillingness, though
again, this is in the context of overall high acceptability ratings.

We also found that some personal characteristics were related to acceptability. Men were
less likely to find FTS acceptable both in overall scores and willingness compared to women and
Two-Spirit individuals. Individuals with victimization histories were less willing to try BITB and
FTS. We also found that individuals who had attended TCUs and spent more time on the
reservation had higher acceptability scores for FTS, suggesting that FTS may hold more promise
with highly enculturated Indigenous folks. We were somewhat surprised that prior experience
with self-defense did not predict acceptability scores which was inconsistent with H2; this
perhaps reflects a ceiling effect in that self-defense was so favored.

We asked participants whether they would recommend Flip the Script to a friend as an
indicator of perceived community acceptability. The vast majority of participants indicated they
would recommend FTS to a friend (73.3%), including recommending to an Indigenous survivor
of sexual violence (69.3%). Interestingly, individuals with a history of sexual victimization were
more likely to recommend Flip the Script to a friend. Cisgender women and men generally
exhibited preference for gender congruent providers, though many participants were open to
non-congruent providers. Gender congruence was a stronger preference for individuals with
victimization histories. Finally, considering where Flip the Script should take place, there was a
moderate preference for offering the intervention at a college/university (75.8%). Nearly half the
sample also preferred FTS being offered on tribal lands/in their community (63.1%).

Findings considering specific intervention components mirrored findings specific to

particular SVRRIs. As rated by the overall sample, the most important intervention components
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in descending order were: guaranteed privacy and confidentiality, learning physical self-defense
skills, research support for effectiveness, and understanding risky situations. Women and people
with victimization histories valued learning self-defense skills and research support even more
than men and those without victimization histories. Although these gender preferences are worth
noting, we wish to emphasize the relatively small size of these gender differences and the small
number of gender differences overall, suggesting Indigenous men see the value of SVRRI, in
contrast to findings with non-Hispanic White college men (Spikes & Sternadori, 2018).
Individuals with victimization histories additionally indicated preference for online interventions,
expert providers, guaranteed privacy and confidentiality, and understanding risks; these effect
sizes were of small to moderate size. Our hypotheses (H3) regarding the importance of self-
defense and Indigenous-specific cultural content were partially supported. Self-defense was rated
more highly than average, but Indigenous cultural content was not, suggesting non-culturally
adapted SVRRISs are likely still acceptable among Indigenous Peoples.
Implications for Policy and Clinical Practice

Our findings suggest a wide range of interventions and approaches would be appropriate
for Indigenous college students and provide specific, actionable foci for preferred programs and
intervention components. This suggests that offering existing intervention packages to
Indigenous college students whether they are enrolled at PWIs or TCUs is appropriate,
especially, if they are offered with basic cultural adaptations, such as in an Indigenous-specific
space, by Indigenous facilitators, and with Indigenous community-specific statistics, given this
component was positively rated. Given the high rate of victimization in the sample, we
recommend future research investigate the integration of mental health intervention components

and screening to promote recovery and access to care simultaneously with prevention. Our
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findings also support policy interventions, such as continued support by National Institutes of
Health and Center for Disease Control, for direct grant access and programming for tribal
groups, Indigenous scientists, and Indigenous community engaged and Indigenous-led projects.
Limitations

Given the great diversity of Indigenous Peoples, we were unable to examine how holding
multiple tribal identities, specific tribal or group memberships, or multi-racial identity was
related to acceptability of particular interventions or components. Another limitation is that the
study was advertised as “Self Defense for Indigenous Peoples” which may have created a self-
selection bias for FTS and self-defense components, as well as participation in this study more
generally. Although our overall sample was large, our sub-samples who rated interventions of
choice were too small to conduct analyses within comparison interventions.
Conclusions

Indigenous college students understand on a personal level that sexual violence is
relevant and are willing to try a wide range of interventions and techniques to reduce their risk.
We found moderate preference for particular programs, such as SAARR, which was especially
appealing to Indigenous individuals with sexual victimization histories. We also found a
preference for interventions that include self-defense including, but not limited to, interventions
like FTS with EAAA. We found relatively small gender differences, suggesting the inclusion of
men and Two-Spirit/non-binary individuals are strengths for Indigenous sexual violence
interventions. We found that Indigenous cultural elements were highly rated, as was research
support, suggesting relatively simple efforts to Indigenize existing effective interventions would

be welcomed and scientifically supportable.



SOVEREIGNTY FOR YOUR BODY 24

References
Adler, N. E., Epel, E. S., Castellazzo, G., & Ickovics, J. R. (2000). Relationship of subjective and
objective social status with psychological and physiological functioning: Preliminary data
in healthy, White women. Health Psychology, 19(6), 586—592.

https://doi.ore/10.1037/0278-6133.19.6.586

Anderson, R. E., Cahill, S. P., & Delahanty, D. L. (2018). The Psychometric Properties of the
Sexual Experiences Survey-Short Form Victimization (SES-SFV) and Characteristics of
Sexual Victimization Experiences in College Men. Psychology of Men and Masculinity,

19(1), 25-34. https://psycnet.apa.org/doi/10.1037/men0000073

Anderson, R. E., Kuhn, S. K., & Nickell, A. E. (2022). The Preliminary Development of the
North Dakota Sexual Violence Intervention Acceptability Measure. The Behavior
Therapist, 45(5), 175-182.

Anguksuar, L. R. (1997). A postcolonial perspective on Western [mis] conceptions of the cosmos
and the restoration of indigenous taxonomies. In Two-spirit People: Native American
Gender Identity, Sexuality, and Spirituality (pp. 217-222). University of Illinois Press.

Armstrong, C. M., Unger, L.D., Pomani, S., Cole, R., Morin, E., Cheney, M. K., Anderson, R., &
Cole, A. B. (2023). Resilience and Low Substance Use Among Indigenous College
Students from a Sexual Assault Prevention Study. Adversity and Resilience Science.

https://doi.org/10.1007/s42844-023-00117-w

Bachman, R., Zaykowski, H., Kallmyer, R., Poteyeva, M., & Lanier, C. (2008). Violence against
American Indian and Alaska Native women and the criminal justice response: What is

known. National Criminal Justice Reference Service.


https://doi.org/10.1037/0278-6133.19.6.586
https://psycnet.apa.org/doi/10.1037/men0000073
https://doi.org/10.1007/s42844-023-00117-w

SOVEREIGNTY FOR YOUR BODY 25

Bachman, R., Zaykowski, H., Lanier, C., Poteyeva, M., & Kallmyer, R. (2010). Estimating the
Magnitude of Rape and Sexual Assault Against American Indian and Alaska Native
(AIAN) Women. Australian & New Zealand Journal of Criminology, 43(2), 199-222.
https://doi.org/10.1375/acri.43.2.199

Balsam, K. F., Huang, B., Fieland, K. C., Simoni, J. M., & Walters, K. L. (2004). Culture,
trauma, and wellness: A comparison of heterosexual and lesbian, gay, bisexual, and two-
spirit Native Americans. Cultural Diversity and Ethnic Minority Psychology, 10, 287—

301. https://doi.org/10.1037/1099-9809.10.3.287

Basile, K. C., Smith, S., Breiding, M. J., Black, M. C., & Mahendra, R. (2014). Sexual Violence
Surveillance: Uniform Definitions and Recommended Data Elements, Version 2.0.
https://www.cdc.gov/violenceprevention/pdf/sv_surveillance definitionsl-2009-a.pdf

Basile, K. C., Smith, S. G., Kresnow, M., Khatiwada, S., & Leemis, R. W. (2022). The National
Intimate Partner and Sexual Violence Survey: 2016/2017 Report on Sexual Violence.
National Center for Injury Prevention and Control, Centers for Disease Control and
Prevention.

https://www.cdc.gov/violenceprevention/pdf/nisvs/nisvsReportonSexual Violence.pdf

Belone, L., Orosco, A., Damon, E., Smith-McNeal, W., Rae, R., Sherpa, M. L., Myers, O. B.,
Omeh, A. O., & Wallerstein, N. (2017). The piloting of a culturally centered American
Indian family prevention program: A CBPR partnership between Mescalero Apache and
the University of New Mexico. Public Health Reviews, 38(1), 30.

https://doi.org/10.1186/s40985-017-0076-1


https://doi.org/10.1037/1099-9809.10.3.287
https://www.cdc.gov/violenceprevention/pdf/nisvs/nisvsReportonSexualViolence.pdf

SOVEREIGNTY FOR YOUR BODY 26

Bernstein, D. P, Fink, L., Handelsman, L., Foote, J., Lovejoy, M., Wenzel, K., Sapareto, E., &
Ruggiero, J. (1994). Initial reliability and validity of a new retrospective measure of child
abuse and neglect. The American Journal of Psychiatry, 151(8), 1132—1136.

Brave Heart, M. Y. H. B. (2003). The Historical Trauma Response Among Natives and Its
Relationship with Substance Abuse: A Lakota Illustration. Journal of Psychoactive

Drugs, 35(1), 7-13. https://doi.org/10.1080/02791072.2003.10399988

Centers for Disease Control and Prevention. 2018. Leading Causes of Death — Females — All

races and origins — United States, 2018._https://www.cdc.gov/women/lcod/2018/all-races-

origins/index.htm

Clinton-Sherrod, M., Morgan-Lopez, A. A., Brown, J. M., McMillen, B. A., & Cowell, A. (2011).
Incapacitated sexual violence involving alcohol among college women: The impact of a
brief drinking intervention. Violence against Women, 17(1), 135—-154.
https://doi.org/10.1177/1077801210394272

Cunningham, J. K., Solomon, T. G. A., Ritchey, J., & Muramoto, M. L. (2022). Dual Diagnosis
and Alcohol/Nicotine Use Disorders: Native American and White Hospital Patients in 3
States. American Journal of Preventive Medicine, 62(2), e107—e116.

https://doi.org/10.1016/j.amepre.2021.06.024

Dardis, C. M., Ullman, S. E., Rodriguez, L. M., Waterman, E. A., Dworkin, E. R., & Edwards, K. M.
(2021). Bidirectional associations between alcohol use and intimate partner violence and sexual
assault victimization among college women. Addictive Behaviors, 116, 106833.

Dominguez, A. (2016). Community Health Profile: National aggregate of Urban Indian Health

Program service areas. Urban Indian Health Institute.


https://doi.org/10.1080/02791072.2003.10399988
https://www.cdc.gov/women/lcod/2018/all-races-origins/index.htm
https://www.cdc.gov/women/lcod/2018/all-races-origins/index.htm
https://doi.org/10.1016/j.amepre.2021.06.024

SOVEREIGNTY FOR YOUR BODY 27

Deer, S. (2015). The Beginning and End of Rape: Confronting Sexual Violence in Native
America. U of Minnesota Press.
Dwyer, Kassandre. (2023). Tecumseh: How a Shawnee Warrior Built a Confederacy.

https://www.thecollector.com/tecumseh-uniting-confederacy/

Edwards, K. M., Banyard, V. L., Sessarego, S. N., Waterman, E. A., Mitchell, K. J., & Chang, H.
(2019). Evaluation of a Bystander-Focused Interpersonal Violence Prevention Program
with High School Students. Prevention Science, 20(4), 488—498.
https://doi.org/10.1007/s11121-019-01000-w

Edwards, K. M., Herrington, R., Charge, L. L., Charge, D. L., Hopfauf, S., Camp, E. E., Simon,
B., Waterman, E. A., & Banyard, V. L. (2022). Engaging Native American Youth and
Their Caregivers in Sexual Violence Research: A Case Study Documenting Challenges,
Opportunities, and Lessons Learned. Journal of Interpersonal Violence,
08862605211072158. https://doi.org/10.1177/08862605211072158

Edwards, K. M., Herrington, R., Edwards, M., Banyard, V., Mullet, N., Hopfauf, S., Simon, B.,
& Waterman, E. A. (2022). Using intergenerational photovoice to understand family
strengths among Native American children and their caregivers. Journal of Community
Psychology, 50(8), 3625-3639. https://doi.org/10.1002/jcop.22860

Edwards, K. M., Siller, L., Wheeler, L. A., Charge, L. L., Leader Charge, D. P., Bordeaux, S.,
Herrington, R., Hopfauf, S. L., & Simon, B. (2021). Effectiveness of a Sexual Assault
Self-defense Program for American Indian Girls. Journal Of Interpersonal Violence.

https://doi.org/10.1177/0886260521997942



https://www.thecollector.com/tecumseh-uniting-confederacy/
https://doi.org/10.1177/0886260521997942

SOVEREIGNTY FOR YOUR BODY 28

Evans-Campbell, T., Lindhorst, T., Huang, B., & Walters, K. L. (2006). Interpersonal violence in the
lives of urban American Indian and Alaska Native women: Implications for health, mental
health, and help-seeking. American Journal of Public Health, 96(8), 1416-1422.

Fish, J., Livingston, J. A., Vanzile-Tamsen, C., & Patterson Silver Wolf (Adelv Unegv Waya), D.
A. (2017). Victimization and substance use among native American college students.
Journal of College Student Development, 58(3), 413—431.

https://doi.ore/10.1353/¢csd.2017.0031

Freeman, B. J., Coll, K. M., Two Dogs, R., Iron Cloud Two Dogs, E., Iron Cloud, E., &
Robertson, P. (2016). The Value of Lakota Traditional Healing for Youth Resiliency and
Family Functioning. Journal of Aggression, Maltreatment and Trauma, 25(5), 455-4609.
https://doi.org/10.1080/10926771.2015.1079282

Gidycz, C., & Dardis, C. (2014). Feminist Self-Defense and Resistance Training for College
Students: A Critical Review and Recommendations for the Future. Trauma, Violence, &
Abuse, 15(4), 322-333. https://doi.org/10.1177/1524838014521026

Gilmore, A. K., Lewis, M. A., & George, W. H. (2015). A randomized controlled trial targeting
alcohol use and sexual assault risk among college women at high risk for victimization.

Behaviour Research and Therapy, 74, 38—49. https://doi.org/10.1016/j.brat.2015.08.007

Hawkins, E. H., Cummins, L. H., & Marlatt, G. A. (2004). Preventing substance abuse in
American Indian and Alaska native youth: promising strategies for healthier
communities. Psychological Bulletin, 130(2), 304.

Hollander, J. (2018). Women’s self-defense and sexual assault resistance: The state of the field.

Sociology Compass, 12(e12597), 1-20.


https://doi.org/10.1353/csd.2017.0031
https://doi.org/10.1016/j.brat.2015.08.007

SOVEREIGNTY FOR YOUR BODY 29

Johnson, S. M., Murphy, M. J., & Gidycz, C. A. (2017). Reliability and validity of the Sexual
Experiences Survey—Short Forms victimization and perpetration. Violence and Victims,

32(1), 78-92. https://doi.org/10.1891/0886-6708.VV-D-15-00110

Koss, M. P, Abbey, A., Campbell, R., Cook, S., Norris, J., Testa, M., Ullman, S., West, C., &
White, J. (2007). Revising the SES: A Collaborative process to improve assessment of
sexual aggression and victimization. Psychology of Women Quarterly, 31(4), 357-370.

https://doi.org/10.1111/5.1471-6402.2007.00385.x

Koss, M. P., Yuan, N. P., Dightman, D., Prince, R. J., Polacca, M., Sanderson, B., & Goldman, D.
(2003). Adverse childhood exposures and alcohol dependence among seven Native
American tribes. American journal of preventive medicine, 25(3), 238-244.

Kuhn, S. K. (2022). An Exploration of Bisexual+ Women’s Preferences for Sexual Violence
Vulnerability Reduction Interventions: A Multiethnic, Multi-Racial Sample. ProQuest
Dissertations Publishing.

Landen, M., Roeber, J., Naimi, T., Nielsen, L., & Sewell, M. (2014). Alcohol-attributable
mortality among American Indians and Alaska Natives in the United States, 1999-2009.
American Journal of Public Health, 104(Suppl 3), S343-S349.

https://doi.org/https://doi.org/10.2105/AJPH.2013.301648

Lehavot, K., Walters, K. L., & Simoni, J. M. (2009). Abuse, mastery, and health among lesbian,
bisexual, and two-spirit American Indian and Alaska Native women. Cultural Diversity

and Ethnic Minority Psychology, 15(3), 275-284. https://doi.org/10.1037/a0013458

Lucchesi, A., & Echo-Hawk, A. (2018). Missing and murdered indigenous women & girls: A

snapshot of data from 71 urban cities in the United States.


https://doi.org/10.1891/0886-6708.VV-D-15-00110
https://doi.org/10.1111/j.1471-6402.2007.00385.x
https://doi.org/https:/doi.org/10.2105/AJPH.2013.301648
https://psycnet.apa.org/doi/10.1037/a0013458

SOVEREIGNTY FOR YOUR BODY

30

Lujan, C., DeBruyn, L. M., May, P. A., & Bird, M. E. (1989). Profile of abused and neglected
American Indian children in the Southwest. Child Abuse & Neglect, 13(4), 449-461.

Marsh, T. N., Cote-Meek, S., Young, N. L., Najavits, L. M., & Toulouse, P. (2016). Indigenous
healing and seeking safety: A blended implementation project for intergenerational

trauma and substance use disorders. International Indigenous Policy Journal, 7(2).

https://doi.ore/10.18584/1ipj.2016.7.2.3

Mellins, C. A., Walsh, K., Sarvet, A. L., Wall, M., Gilbert, L., Santelli, J. S., Thompson, M.,
Wilson, P. A., Khan, S., Benson, S., Bah, K., Kaufman, K. A., Reardon, L., & Hirsch, J.
S. (2017). Sexual assault incidents among college undergraduates: Prevalence and factors

associated with risk. PLoS ONE, 12(11). https://doi.org/10.1371/journal.pone.0186471

Muehlenhard, C. L., Peterson, Z. D., Humphreys, T. P., & Jozkowski, K. N. (2017). Evaluating
the one-in-five statistic: Women'’s risk of sexual assault while in college. The Journal of
Sex Research, 54(4-5), 549-576.

National Congress of American Indians. (2020, February). Tribal nations and the United States:
An introduction. Washington, DC: National Congress of American Indians.

Orchowski, L. M., Edwards, K. M., Hollander, J. A., Banyard, V. L., Senn, C. Y., & Gidycz, C.
A. (2018). Integrating Sexual Assault Resistance, Bystander, and Men’s Social Norms

Strategies to Prevent Sexual Violence on College Campuses: A Call to Action. Trauma,
Violence, & Abuse, 152483801878915-152483801878915.

https://doi.org/10.1177/1524838018789153

Paul, G. L. (1967). Strategy of outcome research in psychotherapy. Journal of Consulting

Psychology, 31(2), 109—-118. https://doi.org/10.1037/h0024436



https://doi.org/10.18584/iipj.2016.7.2.3
https://doi.org/10.1371/journal.pone.0186471
https://doi.org/10.1037/h0024436

SOVEREIGNTY FOR YOUR BODY 31

Pearson, C. R., Kaysen, D., Belcourt, A., Stappenbeck, C. A., Zhou, C., Smartlowit-Briggs, M.
L., & Whitefoot, M. P. (2015). Post-traumatic stress disorder and HIV risk behaviors
among rural American Indian/Alaska Native women. American Indian and Alaska native
mental health research (Online), 22(3), 1.

Pruden, H., & Salway, T. (2020). “What and Who is Two-Spirit” in Health Research. Meet the
Methods Series, Canadian Institute for Health Research (2). https://cihr-

irsc.gc.ca/e/documents/igh two spirit-en.pdf

Pumphrey-Gordon, J. E., & Gross, A. M. (2007). Alcohol consumption and females’ recognition in
response to date rape risk: The role of sex-related alcohol expectancies. Journal of Family
Violence, 22(6), 475-485.

Richer, A. M. S., & Roddy, A. L. (2023). Culturally tailored substance use interventions for Indigenous
people of North America: A systematic review. The Journal of Mental Health Training,

Education and Practice, 18(1), 60—77. https://doi.org/10.1108/JMHTEP-07-2021-0088

Rosay, A. B. (2016). Violence against American Indian and Alaska Native Women and Men:
2010 Findings from the National Intimate Partner and Sexual Violence Survey Item Type
Report. U.S. Department of Justice, National Institute of Justice.
http://hdl.handle.net/11122/7025

Saenz, M. (2020). Federal and state recognized tribes. In National Congress of State
Legislatures. Retrieved from: https://www. ncsl.org/research/state-tribal-institute/list-
offederal-and-state-recognized-tribes. aspx.

Sekhon, M., Cartwright, M., & Francis, J. J. (2017). Acceptability of healthcare interventions: An
overview of reviews and development of a theoretical framework. BMC Health Services

Research, 17(1), 88—88. https://doi.org/10.1186/s12913-017-2031-8


https://cihr-irsc.gc.ca/e/documents/igh_two_spirit-en.pdf
https://cihr-irsc.gc.ca/e/documents/igh_two_spirit-en.pdf
https://doi.org/10.1108/JMHTEP-07-2021-0088

SOVEREIGNTY FOR YOUR BODY 32

Senn, C.Y., Eliasziw, M., Barata, P. C., Thurston, W. E., Newby-Clark, I. R., Radtke, H. L., &
Hobden, K. L. (2015). Efficacy of a sexual assault resistance program for university
women. The New England Journal of Medicine, 372(24), 2326-2335.
https://doi.org/10.1056/NEJMsal411131

Spikes, C., & Sternadori, M. (2018). Boomerang Effects of Sexual-Violence Prevention
Messages on College Men’s Attitudes. Building Healthy Academic Communities Journal,
2(2), 45-45. https://doi.org/10.18061/bhac.v2i2.6583

Tercek, K. (2019). Women learn self-defense tactics to face MMIW issue. ABC FOX Montana.
https://www.montanarightnow.com/great-falls/women-learn-self-defense-tactics-to-face-
mmiw-issue/article 3453c76a-5aba-11e9-a734-4fcadd859718.html

Tweedy, A. E. (2011). Hostile Indian Tribes...Outlaws, Wolves...Bears...Grizzlies and Things
Like That?" How the Second Amendment and Supreme Court Precedent Target Tribal
Self-Defense, 13 University of Pennsylvania Journal of Constitutional Law,13(3-4), 687-

758. https://scholarship.law.upenn.edu/jcl/voll3/iss3/4

Walker, G. S. (2010). The evolution and limits of Title IX doctrine on peer sexual
assault. Harvard Civil Rights-Civil Liberties Law Review, 45, 95-134.

Walters, Q. (2020). Self-defense classes help indigenous women face kidnapping threat. NPR.
https://www.npr.org/2020/01/28/800559379/self-defense-classes-help-indigenous-

women-face-kidnapping-threat


https://scholarship.law.upenn.edu/jcl/vol13/iss3/4

	Abstract
	Sovereignty For Your Body: Acceptability of Sexual Victimization Risk Reduction Interventions among Indigenous College Students
	Acceptability of Sexual Victimization Risk Reduction Interventions (SVRRIs)
	History of Sexual Victimization
	Data Cleaning
	Acceptability of Available Interventions
	Rankings
	Findings regarding unwillingness mirrored these willingness findings. For example, more individuals with victimization histories reported being unwilling to try BITB, 43.8% vs. 19.5%, χ2(1) = 15.48, p < .001, phi = .20, d = .40; or FTS, 42.0% vs, 14.3...


	References

