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Although sibling sexual abuse (SSA) may be the most common type of intrafamilial

sexual abuse, it has not been widely studied. The lack of studies makes it very difficult

for clinicians to create a comprehensive framework about this complex phenomenon,

particularly in comparison with other forms of intrafamilial sexual abuse, such as

father-daughter incest. SSA is still underrecognized and underdisclosed but it has the

potential to be every bit as harmful as sexual abuse by a parent. The topic rarely

finds its way into the more general psychiatry or social work literature. It is imperative

to increase healthcare practitioners’ awareness of this complex subject to improve

their ability to listen to, detect, and manage the disclosures of SSA in adolescent

populations. This paper presents vignettes of three 13-to-15-year-old adolescent girls

who disclosed SSA during inpatient hospitalization in an adolescent psychiatric and

medicine department. These cases illustrate the complexity of SSA, which has been

associated with a wide spectrum of both mental and physical symptoms. Adolescent

victims of SSA experience serious distress, with various and numerous psychiatric

manifestations, including but not limited to depression and suicide attempts, addictive

behaviors, post-traumatic stress symptoms, and eating disorders. Physical symptoms

should also alert practitioners: adolescent survivors are more likely to be affected by

somatic complications such as sexually transmitted diseases, chronic pain, urogenital

symptoms, and nutritional disorders. We offer some recommendations to improve the

detection and support of distressed adolescents disclosing SSA. Listening to them

and offering a protective multidisciplinary response can limit the lasting damage and

contribute to the repair process.
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INTRODUCTION

Sibling sexual abuse (SSA) is defined as sexual behavior between
two or more siblings that is age-inappropriate and not motivated
by developmental or appropriate curiosity (1–3). Caffaro defines
it as sexual acts initiated by one sibling (brother or sister) toward
another (brother or sister) without the other’s consent, by use of
force or coercion, or where there is a power differential between
the children. It may involve children of similar or different
ages; aggression, coercion, or force; harm or the potential for
harm; may occur frequently or infrequently; and may include
minor or advanced sexual behaviors (4). Sexual behavior includes
both non-contact behaviors, such as watching pornography, and
physical contact behaviors, ranging from fondling to forcible
penetration (2, 5). Although SSA may be the most common
type of intrafamilial sexual abuse (6–8), the lack of studies
makes it very difficult for clinicians to create a comprehensive
framework about this complex phenomenon (9–11), particularly
in comparison with other forms of intrafamilial sexual abuse,
such as father-daughter incest (12, 13). Yates (14) notes that most
SSA-related papers are published in journals that are specifically
concerned with child abuse or journals concerned with families
and family therapy. The topic rarely finds its way into the
more general psychiatry or social work literature. It is therefore
essential to increase healthcare practitioners’ awareness of this
complex subject to improve their ability to listen to, detect, and
manage SSA disclosure in adolescent populations. Any statistics
relating to SSA prevalence are likely to be underestimated,
because it is rarely disclosed and is reported less often than sexual
abuse by adults (8, 14). Survivors may not disclose SSA due to
fears of punishment, blame, or not being believed, or because they
are afraid of the sibling, do not identify the SSA as an aggression,
want to avoid trouble for their sibling or upsetting their parents,
or just want no one to know about it (15, 16). Moreover SSA is
the form of sexual abuse least often reported to social workers
or law enforcement authorities, perhaps because parents and
guardians believe it is harmless, consensual, and even a normal
part of childhood sexual explorations (11, 12, 17, 18). However, it
has traumatic effects with psychological, emotional, and physical
consequences that may be both devastating and long-lasting, at
least as much as the abuse of a child by a parent (5, 8, 19).
Childhood sexual abuse is associated with psychiatric disorders,
severe functional impairments, and substantially lower quality of
life during adulthood (1, 8, 13, 20).

The aim of this report is to increase awareness of SSA among
healthcare practitioners by presenting three illustrative cases of
adolescent girls who disclosed long-term SSA during inpatient
hospitalization in an adolescent psychiatric and medicine
department. In addition, this report aims to summarize the
available scientific evidence on the importance of disclosure and
care for adolescent survivors of SSA and to discuss how to
improve its detection as well as support for distressed adolescents
disclosing it. Informed consent was obtained from each of the
patients and their parents.

Case 1
Emma, aged 13 years, was hospitalized for an evaluation at the
request of her psychiatrist. She had been completely out of school

for the past 18 months, socially withdrawn, and spent most
of her time playing video games in her bedroom. Emma was
living with her mother and her 15-year-old brother, who has
a psychiatric condition with psychotic symptoms. Her parents
divorced when she was 6 years-old and she has stopped seeing
her father two years ago. When we met Emma, she was very
inhibited, had a distant, absent look, and bradyphemia. Her body
showed both old and recent scars from cutting on her arms,
forearms, legs, and thighs. She explained that she needed to cut
herself when she was very distressed, but she was unable to say
what triggered this distress. She spent her days in her room at
home, saying that she felt safe there, compared with anywhere
else. During her hospitalization, when she was moved from a
single room to a double room with another girl, a resurgence
of cutting, anxiety, and unkempt appearance occurred. When
we asked Emma about her feelings of insecurity, she spoke
spontaneously about the period when she had been seeing her
father and how she felt he demeaned or humiliated her. When
we asked her if she had experienced other hurtful events, she
shook her head, staring blankly. A few days later she disclosed
to a nurse that her older brother had repeatedly raped her. The
most recent episode had taken place about 2 years earlier, on a
vacation with their father. Emma reported that since this abuse
began, she had had daily traumatic flashbacks. Her disclosure
helped us understand her dissociative symptoms, caused by a
complex post-traumatic stress disorder. After our report to Child
Protective Services, Emmawas interviewed by the Police Division
for child protection and later by a Family Court judge. She
was represented by a lawyer throughout the legal proceeding.
Because the judge did not want to separate either sibling from
the mother, Emma had to return home. On discharge, she
continued pharmacologic treatment (antidepressant sertraline
75mg per day and risperidone 1mg per day) as well as
psychotherapy. Her mother organized alternating custody with
the aunt and grandparents to separate Emma from her brother.
Her dissociative symptoms decreased significantly, and she has
succeeded in returning to school.

Case 2
Rachel, aged 15 years, was admitted to our department for
a multidisciplinary evaluation of chronic pain, depressive
symptoms, and refusal to attend school. Work-ups during
hospitalization did not identify any organic explanations for
the chronic arthritic pain. The psychiatric evaluation concluded
by a diagnosis of general anxiety disorder and binge eating
disorder. During a psychiatric interview, she explained that the
full symptoms had begun about six months earlier and had
worsened during the first COVID-19 lockdown (March-May
2020). She described difficulty coping with family confinement
because of significant interpersonal conflict. Rachel’s anxiety
increased after this session, with several panic attacks and
the expression of suicidal thoughts. She finally wrote a letter
to the psychiatrist explaining that she had experienced sexual
activity with her older brother, over a two-year period when
she was aged 12–14 years and her brother 14–16. She wrote
≪ Sometimes he forced me to do things that I didn’t really
want to do. He touched my private parts. Several times he
“entered” me. I must admit I didn’t say anything because I
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thought that this “relationship” was ‘’normale”, but sometimes I
didn’t want to do certain things or the act itself and he knew
it but he said to me that I would know how to do it later
when I wanted to ≫. In her letter, she expressed relief about
freeing herself of this secret kept for several years, but also
fear of rejection by her parents: ≪ It’s good for me to talk
about it and to let it out because I’ve been holding it in for
all these years. What would destroy me even more is if there
were repercussions toward my parents, my brother, my family....
I would rather die than live if everyone in my own family
hates me. ≫ The hospitalization was extended to work with
Rachel and her parents, before a possible return home. Upon
discharge, psychiatric and psychotherapeutic follow-up began.
Rachel returned for short hospitalizations for reassessment and
therapeutic support. Antidepressant treatment (sertraline 50mg
per day) was later initiated because of the persistent anxiety
disorder with post-traumatic symptoms (reminiscences and
nightmares). She finally entered a treatment facility that included
schooling to enable her to return to school in an appropriate
environment, to receive medical support, and to allow family
work while keeping her away from her brother.

Case 3
Kelly was hospitalized at the age of 14 years after repeated
suicide attempts with drugs over a 6-month period. She had
begun seeing a psychiatrist a year earlier, due to depressive
symptoms with suicidal ideation, cutting, insomnia, and the
emergence of bulimia nervosa symptoms. She attempted suicide
by drug poisoning twice within a short interval. During her
hospitalization in the pediatric emergency department after
one of them, she suggested to several professionals that these
suicide attempts were related to home conflicts during visits
of her older brother. He was no longer living with their
parents but came to visit regularly. She mentioned flashbacks
of his exhibitionist and violent behavior. The consultation-
liaison psychiatrist recommended hospitalization in our child
psychiatry department to continue the evaluation away from the
family environment. On admission, Kelly presented depressive
mood, psychomotor slowing, self-induced vomiting, and suicidal
ideation. She expressed no regret about her previous suicide
attempts, and on arrival mentioned fears about discharge and a
possible return home. She explained that prior to hospitalization,
she had moved in with an older sister to avoid her older brother,
who frequently visited the parental home. After a few days
of hospitalization, away from her family, she disclosed verbal,
physical, and sexual violence from her brother. We reported the
situation to Child Protection Services after informing the parents.
A medicolegal assessment was ordered after the report, and a
gynecologic examination observed traces of previous trauma
confirming the disclosures. SSA disclosure and management,
and antidepressant treatment (fluoxetine 20mg per day) led to
remission of her symptoms. Kelly returned to her home, with
a guarantee from her mother that the older brother would no
longer come back. A few months later, she was moved to a
foster family due to persistent insecurity at home and a lack of
parental support.

DISCUSSION

These three case reports show that, when an adolescent feels safe
enough, for example, during an inpatient hospitalization, with
psychiatrists trained in the management of sexual abuse, both
SSA disclosure and appropriate management are possible. These
reports suggest that when such disclosure and management
occur, they can contribute to psychiatric remission. Adolescent
survivors of SSA experience serious distress, with various
and numerous psychiatric or physical manifestations. Many
researchers have highlighted the severe effects of SSA (1, 8, 19,
21, 22), also evident in our case reports.

The Impact of Sibling Sexual Abuse
The social myth that sexual acts between siblings are mutual,
harmless, and innocent, resulting from natural age-appropriate
curiosity, has persisted for a long time (11). The fact that the
age gap between the survivor and perpetrator is relatively small
might contribute to this myth (17, 23). Nonetheless, in the early
2000s, several comparative studies showed that brother-sister
sexual abuse is at least as harmful as father-daughter abuse or
other adult-child abuse (19, 21, 24, 25). Hardy argues that SSA has
the same psychological and emotional impact on girls as sexual
abuse by a father (16).

SSA is often associated with serious psychiatric disorders
(26), which should serve as signals of alert for families
and professionals. Disorders with a higher prevalence among
survivors of SSA include: (a) depression and suicide attempts (20,
21, 27–29); (b) addictive behaviors (19, 21, 28); (c) post-traumatic
stress symptoms such as dissociation, flashbacks, nightmares,
and intrusive thoughts (15, 19, 23, 27, 30); (d) emotional
and behavioral disorders (24); (e) low self-esteem and ongoing
feelings of guilt and shame (9, 20, 23, 27); and (f) eating disorders
(bulimia nervosa > anorexia nervosa) (21, 27, 28). Physical
symptoms should also alert practitioners. Adolescent victims
are more likely to be affected by somatic complications such
as: (a) pregnancy, or sexually transmitted diseases (31–33); (b)
chronic pain (headaches, abdominal pain, and fibromyalgia); (c)
urogenital symptoms (enuresis or secondary encopresis or both);
and (d) nutritional disorders (obesity or diabetes or both) (34).
Our case reports illustrate the spectrum of symptoms among
adolescent survivors of SSA. Each reason for inpatient admission
was unusual and serious: repeated suicide attempts, eating
disorders, cutting, school refusal, and chronic pain syndrome.
The abuse began several years before the first visible symptoms
appeared. Yates explains that while sibling sexual abuse is
immediately harmful, its effects may not be immediately evident
to the victim or the observer (35). Finkelhor and Berliner (36)
report that up to 40% of children sexually abused by adults do not
present immediate symptoms, although many of them develop
symptoms and more symptoms as time passes (29).

Adolescence is a period during which health professionals
must be particularly attentive to disclosures of sexual violence.
The transition from childhood to adulthood may reactivate old
corporal trauma at the onset of puberty—a process reported to
be frightening, especially to some vulnerable adolescents (37).
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The Need to Train Professionals in SSA

Disclosure and Management
Our case reports also highlight the need to treat and to
protect adolescent survivors. This protection requires a report to
child welfare authorities together with medical and psychiatric
treatment. Practitioners’ difficulty in identifying SSA probably
affects reporting rates (11). SSA is characterized by high levels
of underreporting, even compared with other types of sexual
assault (8, 28). It is estimated that only 20% of all SSA cases
are reported and finally treated by health professionals (38).
Survivors receive less therapeutic attention than those of other
forms of intrafamilial sexual abuse (39). Most studies note that
professionals fail to consider sibling sexual behavior as potentially
abusive or to respond appropriately when it is disclosed (14, 25,
40, 41). The gap between how the phenomenon is perceived, even
by professionals, and its actual harmful consequences creates
a difficult situation for both survivors and their families, who
frequently receive neither appropriate recognition of their pain
nor an appropriate professional response (40). The three case
reports illustrate a common theme: adolescents sibling sexual
abuse survivors postdisclosure, unlike their adult counterparts,
are more often likely to remain in the same home, school,
and community as their offender. This important distinction
between SSA and adult caregiver-child sexual abuse has been
found for some time in the SSA literature (29, 42). A key decision
that needs to be made is whether the siblings can continue to
live together, at least until further investigation and assessment
are undertaken. Separation should always be considered where
there are concerns about immediate physical safety, or where
the continued presence of the child who has harmed causes
significant distress (43).

Disclosure, under appropriate circumstances, has important
positive benefits such as stopping the sexual abuse, beginning
a repair process by treating the trauma, and helping the
entire family. It can also prevent the emergence of psychiatric
disorders and limit the development of chronic psychiatric and
physical symptoms. Nonetheless, once disclosure occurs, its
effects depend directly on the reactions of those surrounding the
survivor (family, friends, and professionals). The support and
understanding of close family and friends have been identified
as helping factors in the disclosure and repair processes (44).
On the other hand, reactions are sometimes non-empathetic,
questioning the truthfulness of—and blaming—the survivor.
In these circumstances, disclosure has a deleterious impact
and increases the survivor’s vulnerability. An exploratory study
of the accounts of 19 women survivors of SSA by their
brothers (40) reported that professionals had made a number
of unhelpful responses, including that the behavior involved
mere experimentation by the boy, was mutually initiated, was
the victim’s fault, or could not be abuse as it involved a
brother. By contrast, survivors experienced professionals as
extremely helpful when the latter believed the disclosure and
acknowledged the abusiveness of the behavior. In our three
case reports, disclosure permitted the appropriate adaptation
of these adolescents’ medical, psychiatric, social, and legal care.
This multidisciplinary management contributed to improving
the initial symptoms and sometimes to remission.

Implications for Practice
First of all, it is crucial that healthcare providers recognize
the seriousness and harmful effects of SSA on adolescents.
Several attitudes from the professional can be helpful
and supportive for the adolescent who is disclosing
SSA (4, 43, 45–47):

- Talking naturally with the adolescent, clearly naming the
violence, its severity, and its wrongness (“no one has the right
to do that”);

- Valuing and supporting adolescents for the disclosure,
insisting they must realize that it is not their fault, they are not
responsible for anything; they are the victim;

- Showing consideration, care, support, and empathy;
- Informing the parents and professionals (child protection

services, social workers, psychologists, medico-legal experts,
etc.) who are involved in adolescents’ treatment and
protection;

- Reporting the situation to child welfare authorities. Mandatory
reporting of child abuse and neglect varies between
jurisdictions in Europe and in North America (48, 49),
but whether legally mandated or otherwise this is an essential
action to take in response to disclosure.

Due to the frequency of associated disorders, a psychiatric
and pediatric assessment should be systematically provided to
adolescents disclosing SSA. There is a consensus in the literature
that good therapeutic interventions should be multidisciplinary
and integrative and should consider the needs of the entire
family, from the moment of disclosure to the end of therapy
(4). Cases of SSA often require the involvement of a large
number of health professionals, each working with a different
family member (the perpetrator, the survivor, the family as
a unit, etc.) (11). Study after study (5, 50–52) demonstrates
it is more than likely that the child who harmed their
sibling is one manifestation of problems within the family.
Consideration of the entire family’s needs, the proposal of
multidisciplinary care, and involvement of the legal authorities
as required, significantly improve the recovery of survivors as
well as perpetrators (18), parents (4), and other siblings (53).

CONCLUSION

The literature includes very few case reports of SSA (11, 31, 32),
none of them in general psychiatric journals. Our case series
highlights how harmful SSA is for adolescent survivors. They
may manifest many different mental and physical symptoms.
Listening to them and offering a protective multidisciplinary
response can limit the lasting damage and contribute to the
repair process. Protective multidisciplinary support post sibling
sexual abuse disclosure must include: believing the adolescent,
providing emotional support and intervention for the siblings
and the family, and taking protective action (4, 29). Improving
professional assessment urgently requires a better understanding
of what helps these adolescents to disclose. Future studies of
SSA disclosure would be beneficial for this purpose. Qualitative
research can be useful on this sensitive topic (54) and can
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provide direct access to experiences of adolescents, parents, and
healthcare professionals concerned about the disclosure of SSA.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author/s.

ETHICS STATEMENT

Ethical review and approval was not required for the study
on human participants in accordance with the local legislation
and institutional requirements. Written informed consent to
participate in this study was provided by the participants’ legal

guardian/next of kin. Written informed consent was obtained
from the minor(s)’ legal guardian/next of kin for the publication
of any potentially identifiable images or data included in
this article.

AUTHOR CONTRIBUTIONS

EC conceived the case study and wrote the initial manuscript. NF
contributed to the literature review. SG, JL, and MM edited the
manuscript. All authors contributed to the article and approved
the submitted version.

ACKNOWLEDGMENTS

The authors thank to Jo Ann for the translation.

REFERENCES

1. Finkelhor D. Sex among siblings: a survey on prevalence, variety, and effects.
Arch Sex Behav. (1980) 9:171–94. doi: 10.1007/BF01542244

2. Thompson KM. Sibling incest: a model for group practice with adult
female victims of brother–sister incest. J Fam Violence. (2009) 24:531–
7. doi: 10.1007/s10896-009-9251-6

3. Tener D, Tarshish N, Turgeman S. “Victim, perpetrator, or just my brother?”
sibling sexual abuse in large families: a child advocacy center study. J Interpers
Violence. (2020) 35:4887–912. doi: 10.1177/0886260517718831

4. Caffaro J.” Sexual Abuse of Siblings,” In: Handbook of Domestic Violence.
SAGE. UK: SAGE Publications. (2021), p. 758–78. Available online at: https://
sk.sagepub.com/reference/the-sage-handbook-of-domestic-violence/i6287.
xml (accessed December 1, 2021).

5. Haskins C. Treating sibling incest using a family
systems approach. J Ment Health Couns. (2003) 25:337–
50. doi: 10.17744/mehc.25.4.r0vm1whayctmlmww

6. Meyers A. A call to child welfare: protect children from sibling abuse. Qual
Soc Work. (2014) 13:654–70. doi: 10.1177/1473325014527332

7. Tucker CJ, Finkelhor D, Turner H, Shattuck AM. Family dynamics and
young children’s sibling victimization. J Fam Psychol. (2014) 28:625–
33. doi: 10.1037/fam0000016

8. Carlson BE, Maciol K, Schneider J. Sibling incest: reports from forty-one
survivors. J Child Sex Abuse. (2006) 15:19–34. doi: 10.1300/J070v15n04_02

9. Morrill M. Sibling sexual abuse: an exploratory study of long-term
consequences for self-esteem and counseling considerations. J Fam Violence.

(2014) 29:205–13. doi: 10.1007/s10896-013-9571-4
10. McDonald C, Martinez K. Victims’ retrospective explanations

of sibling sexual violence. J Child Sex Abuse. (2017) 26:874–
88. doi: 10.1080/10538712.2017.1354953

11. Tener D, Silberstein M. Therapeutic interventions with child survivors of
sibling sexual abuse: the professionals’ perspective. Child Abuse Negl. (2019)
89:192–202. doi: 10.1016/j.chiabu.2019.01.010

12. Bass LB, Taylor BA, Knudson-Martin C, Huenergardt D. Making sense of
abuse: case studies in sibling incest. Contemp Fam Ther. (2006) 28:87–
109. doi: 10.1007/s10591-006-9697-0

13. Tidefors I, Arvidsson H, Ingevaldson S, Larsson M. Sibling incest: a
literature review and a clinical study. J Sex Aggress. (2010) 16:347–
60. doi: 10.1080/13552600903511667

14. Yates P. Sibling sexual abuse: why don’t we talk about it? J Clin Nurs. (2017)
26:2482–94. doi: 10.1111/jocn.13531

15. Laviola M. Effects of older brother-younger sister incest: a
study of the dynamics of 17 cases. Child Abuse Negl. (1992)
16:409–21. doi: 10.1016/0145-2134(92)90050-2

16. Hardy MS. Physical agression and sexua behaviour among
siblings: a retrospective study. J Fam Violence. (2001) 16:255–
68. doi: 10.1023/A:1011186215874

17. Ballantine MW. Sibling incest dynamics: therapeutic themes
and clinical challenges. Clin Soc Work J. Mars. (2012) 40:56–
65. doi: 10.1007/s10615-011-0331-8

18. Caffaro JV, Conn-Caffaro A. Treating sibling abuse families. Aggress Violent
Behav. Juill. (2005) 10:604–23. doi: 10.1016/j.avb.2004.12.001

19. Cyr M, Wright J, McDuff P, Perron A. Intrafamilial sexual
abuse: brother–sister incest does not differ from father–daughter
and stepfather–stepdaughter incest. Child Abuse Negl. (2002)
26:957–73. doi: 10.1016/S0145-2134(02)00365-4

20. Carlson BE. Sibling incest: adjustment in adult women survivors. Fam Soc J

Contemp Soc Serv. (2011) 92:77–83. doi: 10.1606/1044-3894.4067
21. Rudd JM, Herzberger SD. Brother-sister incest—father-daughter incest: a

comparison of characteristics and consequences. Child Abuse Negl. (1999)
23:915–28. doi: 10.1016/S0145-2134(99)00058-7

22. Simonelli CJ, Mullis T, Elliott AN, Pierce TW. Abuse by siblings and
subsequent experiences of violence within the dating relationship. J Interpers
Violence. (2002) 17:103–21. doi: 10.1177/0886260502017002001

23. Kiselica MS, Morrill-Richards M. Sibling maltreatment: the forgotten abuse. J
Couns Dev. (2007) 85:148–60. doi: 10.1002/j.1556-6678.2007.tb00457.x

24. Shaw JA, Lewis JE, Loeb A, Rosado J, Rodriguez RA. Child on child
sexual abuse: psychological perspectives. Child Abuse Negl. (2000) 24:1591–
600. doi: 10.1016/S0145-2134(00)00212-X

25. McVeigh MJM. ≪ But She Didn’t say no ≫: An exploration
of sibling sexual abuse. Aust Soc Work. (2003). 56:116–
26. doi: 10.1046/j.0312-407X.2003.00062.x

26. Chen LP, Murad MH, Paras ML, Colbenson KM, Sattler AL, Goranson
EN, et al. sexual abuse and lifetime diagnosis of psychiatric disorders:
systematic review and meta-analysis. Mayo Clin Proc. (2010) 85:618–
29. doi: 10.4065/mcp.2009.0583

27. Daie N, Witztum E, Eleff M. Long-term effects of sibling incest. J Clin

Psychiatry. (1989) 50:428-31.
28. Canavan MM,MeyerWJ, Higgs DC. The female experience of sibling incest. J

Marital Fam Ther. (1992) 18:129–42. doi: 10.1111/j.1752-0606.1992.tb00924.x
29. Caffaro JV. Sibling Abuse Trauma: Assessment and Intervention Strategies for

Children, Families, and Adults. Second Edition. New York, NY: Routledge,
Taylor & Francis Group (2014). p. 362.

30. Sheinberg M, Fraenkel P. The Relational Trauma of Incest: A Family-Based

Approach to Treatment. New York, NY: Guilford Press. (2001). p. 220.
31. PattonMQ. Family Sexual Abuse: Frontline Research and Evaluation. Newbury

Park: Sage Publications. (1991). p 246.
32. Tamura A, Tsuji H, Miyazaki T, Iwata M, Nishio H, Hashimoto T, ET AL.

Sibling incest and formulation of paternity probability: case report. Leg Med.

(2000) 2:189–96. doi: 10.1016/S1344-6223(00)80039-5
33. Celbis O, Ozcan ME, Özdemir B. Paternal and sibling incest: a case report. J

Clin Forensic Med. (2006) 13:37–40. doi: 10.1016/j.jcfm.2005.03.010
34. Thomas J-L. Les Conséquences des Violences Sexuelles sur la Santé Physique

: Revue de la Littérature. Revue Fr Dommage Corp. (2015) 15:253–69.

Frontiers in Psychiatry | www.frontiersin.org 5 January 2022 | Volume 12 | Article 792012

https://doi.org/10.1007/BF01542244
https://doi.org/10.1007/s10896-009-9251-6
https://doi.org/10.1177/0886260517718831
https://sk.sagepub.com/reference/the-sage-handbook-of-domestic-violence/i6287.xml
https://sk.sagepub.com/reference/the-sage-handbook-of-domestic-violence/i6287.xml
https://sk.sagepub.com/reference/the-sage-handbook-of-domestic-violence/i6287.xml
https://doi.org/10.17744/mehc.25.4.r0vm1whayctmlmww
https://doi.org/10.1177/1473325014527332
https://doi.org/10.1037/fam0000016
https://doi.org/10.1300/J070v15n04_02
https://doi.org/10.1007/s10896-013-9571-4
https://doi.org/10.1080/10538712.2017.1354953
https://doi.org/10.1016/j.chiabu.2019.01.010
https://doi.org/10.1007/s10591-006-9697-0
https://doi.org/10.1080/13552600903511667
https://doi.org/10.1111/jocn.13531
https://doi.org/10.1016/0145-2134(92)90050-2
https://doi.org/10.1023/A:1011186215874
https://doi.org/10.1007/s10615-011-0331-8
https://doi.org/10.1016/j.avb.2004.12.001
https://doi.org/10.1016/S0145-2134(02)00365-4
https://doi.org/10.1606/1044-3894.4067
https://doi.org/10.1016/S0145-2134(99)00058-7
https://doi.org/10.1177/0886260502017002001
https://doi.org/10.1002/j.1556-6678.2007.tb00457.x
https://doi.org/10.1016/S0145-2134(00)00212-X
https://doi.org/10.1046/j.0312-407X.2003.00062.x
https://doi.org/10.4065/mcp.2009.0583
https://doi.org/10.1111/j.1752-0606.1992.tb00924.x
https://doi.org/10.1016/S1344-6223(00)80039-5
https://doi.org/10.1016/j.jcfm.2005.03.010
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles


Carretier et al. Sibling Sexual Abuse: Case Reports

35. Yates P. ‘Siblings as better together’: social worker decision making in
cases involving sibling sexual behaviour. Br J Soc Work. (2018) 48:176–
94. doi: 10.1093/bjsw/bcx018

36. Finkelhor D, Berliner L. Research on the treatment of sexually abused
children: a review and recommendations. J Am Acad Child Adolesc Psychiatry.

(1995) 34:1408–23. doi: 10.1097/00004583-199511000-00007
37. Tarazi-Sahab L, El Husseini M, Moro M-R. Case report:

when does puberty become traumatic? Front Psychiatry. (2021)
12:480852. doi: 10.3389/fpsyt.2021.480852

38. Welfare A. Sibling Sexual Abuse: Understanding all Family Members’

Experiences in the Aftermath of Disclosure. La Trobe University, Melbourne,
Australia. (2010).

39. Snyder J, Bank L, Burraston B. The consequences of antisocial behavior in
older male siblings for younger brothers and sisters. J Fam Psychol. (2005)
19:643–53. doi: 10.1037/0893-3200.19.4.643

40. Rowntree M. Responses to sibling sexual abuse: are they as harmful as the
abuse? Aust Soc Work. (2007) 60:347–61. doi: 10.1080/03124070701519645

41. Phillips-Green MJ. Sibling incest. Fam J. (2002) 10:195–
202. doi: 10.1177/1066480702102009

42. Caffaro JV, Conn-Caffaro A. Sibling Abuse Trauma: Assessment and

Intervention Strategies for Children, Families, and Adults. New York, NY:
Haworth Maltreatment and Trauma Press. (1998). p. 303.

43. Yates P, Allardyce S. Sibling Sexual Abuse: A Knowledge and Practice

Overview. (2021). Available online at: https://www.csacentre.org.uk/csa-
centreprodv2/assets/File/Sibling%20sexual%20abuse%20report%20-%20for
%20publication.pdf (accessed December 1, 2021).

44. Lemaigre C, Taylor EP, Gittoes C. Barriers and facilitators to disclosing sexual
abuse in childhood and adolescence: a systematic review. Child Abuse Negl.

(2017) 70:39–52. doi: 10.1016/j.chiabu.2017.05.009
45. Crisma M, Bascelli E, Paci D, Romito P. Adolescents who experienced sexual

abuse: fears, needs and impediments to disclosure. Child Abuse Negl. (2004)
28:1035–48. doi: 10.1016/j.chiabu.2004.03.015

46. Jensen TK, Gulbrandsen W, Mossige S, Reichelt S, Tjersland OA. Reporting
possible sexual abuse: a qualitative study on children’s perspectives
and the context for disclosure. Child Abuse Negl. (2005) 29:1395–
413. doi: 10.1016/j.chiabu.2005.07.004

47. Schönbucher V,Maier T,Mohler-KuoM, Schnyder U, LandoltMA. Disclosure
of child sexual abuse by adolescents: a qualitative in-depth study. J Interpers
Violence. (2012) 27:3486–513. doi: 10.1177/0886260512445380

48. Cukovic-Bagic I, Welbury RR, Flander GB, Hatibovic-Kofman S, Nuzzolese
E. Child protection: legal and ethical obligation regarding the report of child
abuse in four different countries. J Forensic Odontostomatol. (2013) 31:15-21.

49. Sumner SA, Mercy JA, Dahlberg LL, Hillis SD, Klevens J, Houry D. Violence
in the United States. JAMA. (2015) 314:478–88. doi: 10.1001/jama.2015.
8371

50. Rich P. Juvenile Sexual Offenders: A Comprehensive Guide to Risk Evaluation.
Hoboken, N.J: John Wiley & Sons. (2009). p. 484.

51. Thomas JD, Viar W. “Family reunification in cases of sibling incest,” In:
Children and Young People who Sexually Abuse: New Theory, Research and

Practice Developments. Dorset: Russell House Publishing. (2005)
52. Zankman S, Bonomo J. Working with parents to reduce juvenile sex offender

recidivism. J Child Sex Abuse. (2004) 13:139–56. doi: 10.1300/J070v13n0
3_08

53. Fontana LA. The Experience of Sibling Relationships in the Voices of Children

: Systemic Interviews of Dyads Following the Trauma of Sibling Incest and Its

Recovery. New York, NY: Oregon State University. (2001)
54. Welfare A. How qualitative research can inform clinical interventions in

families recovering from sibling sexual abuse. Aust N Z J Fam Ther ANZJFT.

(2008) 29:139–47. doi: 10.1375/anft.29.3.139

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2022 Carretier, Lachal, Franzoni, Guessoum and Moro. This is an

open-access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Psychiatry | www.frontiersin.org 6 January 2022 | Volume 12 | Article 792012

https://doi.org/10.1093/bjsw/bcx018
https://doi.org/10.1097/00004583-199511000-00007
https://doi.org/10.3389/fpsyt.2021.480852
https://doi.org/10.1037/0893-3200.19.4.643
https://doi.org/10.1080/03124070701519645
https://doi.org/10.1177/1066480702102009
https://www.csacentre.org.uk/csa-centreprodv2/assets/File/Sibling%20sexual%20abuse%20report%20-%20for%20publication.pdf
https://www.csacentre.org.uk/csa-centreprodv2/assets/File/Sibling%20sexual%20abuse%20report%20-%20for%20publication.pdf
https://www.csacentre.org.uk/csa-centreprodv2/assets/File/Sibling%20sexual%20abuse%20report%20-%20for%20publication.pdf
https://doi.org/10.1016/j.chiabu.2017.05.009
https://doi.org/10.1016/j.chiabu.2004.03.015
https://doi.org/10.1016/j.chiabu.2005.07.004
https://doi.org/10.1177/0886260512445380
https://doi.org/10.1001/jama.2015.8371
https://doi.org/10.1300/J070v13n03_08
https://doi.org/10.1375/anft.29.3.139
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

	Disclosure of Sibling Sexual Abuse by Hospitalized Adolescent Girls: Three Case Reports
	Introduction
	Case 1
	Case 2
	Case 3

	Discussion
	The Impact of Sibling Sexual Abuse
	The Need to Train Professionals in SSA Disclosure and Management
	Implications for Practice

	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Acknowledgments
	References


