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Sexual Abuse: 
An Ethical Dilemma of Autonomy vs. 

Benefi cence and the Role of Healthcare 
Providers in a Community Setting

SALE EMA  GULZAR  AND  ROZ INA  KARMAL IAN I

Introduction

By virtue of their professions, health workers who deal directly with human 
lives (such as doctors and nurses) are prone to questioning their decisions 
and practices, especially from an ethical standpoint. To practise competently, 
one needs to be equipped with knowledge pertaining to the discipline of 
bioethics. To elucidate this point, this article will examine a child sexual abuse 
(CSA) case from a bioethical lens and analyse it through the MORAL ethical 
decision-making model of Patricia Chricham.

Case Scenario

While working as a Student Counsellor and practising nurse at a low-income, 
co-education higher secondary school in Karachi, I encountered a situation 
which compelled me to reflect on the appropriateness of the decision/action 
that was taken at that time. A Year-I student, aged 16 and from a Sindhi* 
family, was referred to me by her teacher for not performing well academically. 
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*  This is an ethnic group united by Sindhi as a common language and originating from 
Sindh, the southern-most province in Pakistan. Like many other ethnicities found in 
Pakistan, Sindhi’s are considered to be “traditionally conservative in nature  …  [with a] 
limited role for women outside the home”. See http://foreverindus.org/ie_people.php.
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She reported problems such as headache, insomnia and occasionally night-
mares, resulting in frequent absenteeism. Eventually, in private sessions with 
her, I found that a year ago she has been sexually abused by one of her 
family friends in his thirties. Her whole body was trembling and her tearful 
red eyes were conveying the severity of mental trauma she was experiencing. 
She had not shared this incident with anyone before me. She was offered to 
have a meeting with her parents in my presence as counsellor so that she 
could share that incident with them in a supportive and safe environment. 
She refused this suggestion, believing that her parents would never understand 
her and would instead blame her for the incident. Her sister was a medical 
doctor and ideally could have been a trustworthy and appropriate confidante, 
but the victim did not give permission to approach her sister either. This 
anxiety had put her in great agony. With the girl’s consent and without dis-
closing her identity, I explained the situation to the school principal in order 
to take his viewpoint of the problem. The principal’s involvement helped in 
reaching the decision to respect the girl’s wish of not disclosing the incident 
to her family. Finally, I referred her for further medical consultancy. However, 
since I was professionally obliged to share all my cases with my Department 
Head, I took the girl’s consent to discuss this issue without revealing her 
identity. I documented this case in a separate file that was kept in a locked 
drawer.
 This scenario is emblematic of a real ethical dilemma, i.e., whether or not 
to disclose information about this incident to the girl’s parents. If the girl’s 
autonomy was respected, then she might be exposed to further abuse as she 
would not get sufficient support, guidance and protection from her family; 
whereas if the incident was disclosed to her parents, then her autonomy, which 
is her fundamental right, would be violated. In the view of some experts, the 
principles of autonomy and beneficence can conflict with each other (Gladys 
1992). Some suggest that despite the beneficent role of an intervention, doing 
so may still be wrong because it violates the patient’s autonomy (Fry and 
Veatch 1987). In light of the incident narrated above, the aim of this article 
is to examine concepts of autonomy versus beneficence.

Child Sexual Abuse (CSA) and Socio-Cultural Context 
of CSA in Pakistan

Literature shows that the incidence of CSA may never be known precisely. 
However, global estimates of CSA using meta-analysis reveal figures ranging 
from 7.9% of men and 19.7% of women suffering some form of sexual abuse 
prior to the age of 18 (Pereda et al. 2009). Another meta-analytic study reports 
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an overall global estimate of 12.7% (Stoltenborgh 2011). Globally, 44% of 
sexual abuse occurs between the ages of 13 and 16 and 68% of these teenagers 
were abused by close friends or relatives (Medical Study News 2004). In 
Pakistan, a total of 2,595 cases of CSA were reported in 2010, i.e., approxi-
mately seven children are sexually abused every day. This number may be 
higher given that countless incidences of CSA go unreported (Anwar 2010). 
Additionally, Ellsberg (2005) found that Latin American, Asian and African 
women and girls are most likely to be abused by someone known to them, 
often a family member.
 In the cultural context of Pakistan, obedient children are not expected to 
question their elders, irrespective of the issue. This attitude can inhibit open 
communication between children and parents and oppress the vulnerable child, 
potentially leading to child abuse and ultimately mental illnesses. Mental 
health disorders like depression, personality disorder, anxiety disorders, beha-
viour problems, increased sexual behaviour, post-traumatic stress disorder and 
other related long-term psychological problems have shown to be strongly 
connected to sexual assault (Palmer 1996; Sheela and Lahoti 2001). The root 
cause of such problems has been found to be closed communication systems 
within the family (Farooq et al. 2010). Furthermore, because of its conserva-
tive nature, Pakistani culture does not encourage children to discuss sexuality 
in a comfortable milieu with family members. For this reason, they often do 
not get adequate information on this important aspect of life and are thus 
unable to deal effectively with cases of CSA (Farooq et al. 2010). Discussing 
CSA within the home is therefore not common practice, both from a preven-
tive and curative perspective.
 Due to this lack of open communication and additional socio-cultural 
factors, such as stigmatization, political threats to self and family and non-
supportive gestures, CSA also remains grossly underreported in Pakistan (Aziz 
2007). Additional reasons for underreporting have been found to be religious 
sanctions, false prestige and social status (Fasihuddin 2006). These collectively 
make sexuality a taboo subject to openly discuss in Pakistan. Not only does 
this limit the occurrence of sex education in Pakistan, but it also results in a 
substantial lack of research on the issue.
 The factors outlined above contribute to the prevalence of CSA in Pakistan. 
Additional reasons why CSA exists is due to low socioeconomic conditions, 
restrictive culture norms, large family size and lack of parental attention and 
sex education (Kausar 2004). In Pakistan, with increasing urbanization, a 
considerable amount of the population lives in urban slums. Children in these 
situations are often expected to contribute towards the family income. This 
results in a larger number of children working on the streets. Refugee children, 
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children working in hotels (Galpin 2005), restaurants or employed in the 
transport industry (Fasihuddin 2006) and children living on the street (Stoltz, 
Shannon and Kerr 2007) are more prone to sexual abuse (Aziz 2007).

Status of Women in Pakistan — Implications on CSA

The low status of women in Pakistan has direct implications on CSA. Many 
studies conducted on the social status of women in Pakistan show that there 
are limited opportunities in educational fields as well as employment and that 
traditional norms have restricted women’s social mobility and their basic rights 
(Cassum et al. 2010). The cultural, social and economic system of Pakistan 
is highly dominated by a feudal and tribal value system, with strong patriarchal 
trends resulting in gender inequality. Due to the patriarchal nature of the 
society, women’s mobility, progression and empowerment are relatively limited. 
All these factors hinder them from autonomously participating in the decision-
making process (Bustamante-Gavino et al. 2011). Moreover, working women 
everywhere have to carry the dual responsibility of work, contributing towards 
professional as well as domestic chores. This is particularly difficult in the 
context of developing countries such as Pakistan where access to resources 
and security are limited.
 According to some, cultural and social systems can be simultaneously 
liberating and oppressive. In Pakistan, women are both a symbol of honour 
and respect and at the same time and for this reason, should also be restricted 
from mainstream society, in the form of the purdah system (veil for women) 
and izzat (protection of honour) of women by their partners, parents, brothers 
and in-laws. In this context, addressing issues of CSA becomes additionally 
challenging for female healthcare providers, and involves further challenges 
in the exercise of the principles of autonomy and beneficence for the client/
patient.
 With regard to the case scenario illustrated above and in light of the socio-
cultural context of Pakistan, from an ethical perspective, healthcare providers 
can take a number of positions. From these, two are outlined below.

First Position — Maintaining Confidentiality; Respecting Autonomy

In this position, healthcare providers could keep the information confidential 
and not reveal them to the girl’s parents, complying with the principle of 
autonomy. According to White (1992), the principle of autonomy refers to a 
person’s right to self-determination. It is within the domain of each individual 
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to make decisions concerning his or her life, including his or her own health-
care. But in the current scenario due to nature of Pakistani society, the school 
health nurse was having difficulty in prioritising the autonomy of the girl.
 Studies reveal that sometimes when children tried to tell their mothers 
about incidences of CSA, they were not believed and in some cases, mothers 
even got angry with the child. Feelings of betrayal were enormous in these 
children (McDonald 1998). In the case scenario, if I had shared the informa-
tion with the girl’s parents, there was a risk that the above may occur and 
that they too may not believe her and even go so far as to blame her for the 
incident. It is also possible that they may discriminate against her, resulting 
in feelings of inferiority, shame and self-loathing. It may even be possible 
that her parents may react over-protectively towards her and not allow her to 
socialise anymore. This again would be quite unhealthy for her. While there is 
also a possibility that they may have appeared understanding and supportive, 
the risk of chastising her for the incident was still present. Thus, respecting the 
girl’s decision to non-disclosure was justified.
 In Pakistani culture, it is customarily considered that teenagers are not 
mature enough to take decisions independently. As Fry states, cited by White 
(1992), the right to decide health plan and life remains vested with the 
teenagers as they have the capacity to decide. Runeson et al. (2002) support 
this notion of decision-making and emphasise that it is of great importance 
that children are looked upon as potentially autonomous individuals and that 
health professionals should realize that one of their core duties is to facilitate 
children’s participation in decision-making concerning their healthcare. They 
said that involving children including teenagers in a decision-making process 
is one of the key steps in a child’s development. Participating in decision-
making processes is an important experience that prepares a child, including 
teenagers, for making more serious decisions in the future. From a health 
perspective, proponents of the study consider it a very healthy phenomenon 
and say that involving young patients in decision-making gives them a sense 
of control and eventually makes them self-directed and successful. Further-
more, the notion of autonomy and decision-making is very connected to an 
individual’s dignity. Haddock, as cited by Reeds et al. (2003) says that dignity 
is a dynamic subjective belief. Its maintenance depends on one’s ability to 
keep intact the boundary containing belief about oneself and extent of threat. 
The significance of this for the case scenario is that while the nurse may be 
tempted to believe that the young girl may not be making the right decision 
for herself, by respecting the girl’s decision, the nurse is conveying the message 
that the girl is in fact an important person and is entitled to her own views 
and decisions. This in turn maintains her sense of dignity.
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Autonomy and Liberal Individualism/Rights-Based Theory

Liberal individualism or right-based theory, gives insight into the vital protec-
tions of life, liberty, and expression (Beauchamp and Childress 2001). The 
girl in the scenario could be considered to have a right to autonomy, privacy 
and confidentiality and that her emotional integrity and sphere of decision-
making could be maintained without interference by others. In addition, she 
has a right to receive information about the risks and benefits of sharing or 
not sharing the incident with her family. There are no apparent grounds to 
support violating her autonomy or permit anyone to disclose the information 
to the stakeholders. A comprehensive analysis of this case in terms of rights 
would note that the girl has exercised her rights of autonomy and privacy 
in allowing the counsellor to share her emotional burden by venting her 
feelings. She then seeks protection behind her right of confidentiality, which 
she believes allows her to control access to any information generated in her 
relationship with the counsellor.
 However, a rights-based analysis may also dwell on the rights of others in 
this scenario, such as the rights of the student’s parents to receive information 
from the school authorities about their daughter’s health, or because it may 
be considered an obligation to notify the parents about the daughter. Further, 
it can be argued that the counsellor has a right of conscientious refusal. For 
example, the counsellor might resist becoming an instrument in the student’s 
desire for confidentiality. But even if the counsellor does have a right to pro-
tect her integrity, does this right outstrip the right of others? Can a counsellor 
justifiably say: “I have a right of conscience” and use this rational to escape 
from this moral dilemma? It is unlikely to happen. That is why respecting the 
girls autonomy in terms of non-disclosure would reserve the priority (prima 
facie) in this position.

Second Position — Disclosing Information; Potentially 
Benefiting Victim

In the case scenario highlighted above, the nurse could disclose the informa-
tion to the parents of the victim, despite the client’s unwillingness to do so. 
The purpose of this would be so that the victim could have a healthy support 
system to rely on within the family. In Pakistan, due to a lack of women’s 
shelters, assault crisis centres or other relevant counselling facilities, the family 
often becomes a strong, consistent and reliable support system for victims. 
This is also why in the nursing profession, the involvement of family members 
in patient care is considered effective and sustainable.
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 In the case scenario, the nurse could take a paternalistic approach, i.e., the 
intentional overriding of one person’s known preferences or actions by another 
person, where the person who overrides justifies the action by the goal of 
benefiting or avoiding harm to the person whose preferences or actions are 
overridden (Beauchamp and Childress 2001). Hay (2009), while reporting 
the impact of sexual abuse, said that women who had been sexually abused 
in their childhood often lack interpersonal relationship skills in later life. The 
divorce rate was also quite high among those females. Given such reported 
negative consequences on individual personality and life, a nurse could priori-
tise the principle of beneficence over the autonomy of the client, only if 
there was good reason for the nurse to be convinced that the client will really 
benefit from this approach.
 According to Winston, as cited in Burkhardt and Nathaniel (2002), nurses 
have an absolute duty to report child abuse. Since this is a case of CSA and 
could lead to a long-term negative impact on the child’s personality, it could 
be tremendously important to inform the parents regarding the incident. 
Burkhardt and Nathaniel (2002) also support this notion and say that duty 
of confidentiality is not absolute and may need to be modified to protect the 
client and other innocent people.
 Some scholars such as Beauchamp and Childress (2001) assert that profes-
sionals have superior training, knowledge and insight and are therefore in 
an authoritative position to determine the patient’s best interest. Using this 
argument, by virtue of being a counsellor, a nurse may be regarded as more 
knowledgeable and is justifiably in a position to disclose information to the 
client’s parents (Fry and Veatch 1987). However, this would not have been 
feasible in the case scenario of the girl, because there is a possibility that if 
the incident was shared with her family, she may be labelled and stigmatised. 
Therefore, it is not absolutely certain that she would benefit from disclosure. 
There is a high risk of error in making such a complicated and subjective 
judgement.
 Many would insist there be some due process, some formal review, before 
overriding the client’s autonomy (Fry and Veatch 1987). Probably, while 
meeting the parents at a parent-teacher gathering, a nurse would be able to 
assess the understanding level and approach towards their daughter and then 
he or she could determine whether involving the parents may appear beneficial. 
This can also be problematic since parents may have a good rapport with 
their child in a school context but may be less supportive in cases of CSA.
 According to the abovementioned viewpoints, overriding a person’s auto-
nomy is extremely serious but could be undertaken for genuine reasons that 
would maximise beneficence. As demonstrated, this has been supported in the 
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literature (McDonald 2002; Runeson et al. 2002). Although it can be argued 
that autonomy is a western concept, in this context, as a school health nurse, 
the professional obligation is to respect client rights and their autonomous 
decisions, which is a universally accepted norm. The code of ethics for nurses 
developed by the American Nurses Association opens with the recognition 
that concern for the health and well-being of sick and vulnerable people is 
the very foundation of the nursing profession (PNC 2000). Furthermore, 
according to Silva, as cited by White (1992), beneficence is an integral part 
of the code for nurses, and has been called “moral heart of  …  the nursing 
profession”. This is primarily why a nurse should analyse each case only for 
the purpose of providing beneficence.

Final Position — MORAL Model of Decision-Making

The final position that can be taken in this case scenario is based on the 
“MORAL” model of decision-making (Crisham 1985), which provides a com-
prehensive process that enables a nurse to respond effectively in her practice. It 
includes reviewing the set of basic moral principles and effectiveness of these 
principles using moral criteria to judge various alternatives (Crisham 1985). 
It allows a nurse to clarify the most recurrent ethical dilemma, whereby she 
could focus on assessing the nature and adequacy of the alternative strate-
gies, based on their strengths and weaknesses, and then act accordingly.
 The first step of the MORAL model is “M”, i.e., massage the dilemma. 
This involves developing the perception of ethical conflict after gathering 
significant information about the situation. The second step is “O”, i.e., to 
outline the options. Two positions have been clearly stated above which out-
line the positions that can be taken. The third step of the model is “R”, i.e., 
to review the criteria and resolve the issue. Since in the case scenario, the 
girl’s age group comes under a juvenile cadre and this issue is pertaining to 
sexual abuse, it is debateable whether to leave this decision to teenagers, parti-
cularly in the Pakistani cultural context. In light of this, the nurse’s initial 
step is to discuss the potential of involving her mother and sister (who is a 
medical doctor) with the girl. In this discussion, a nurse may focus on why 
it may be of immense importance and value to involve her family. The nurse 
counsellor could play a crucial role in making supportive ground for the girl, 
and through the process she can be her advocate and mentor. But as outlined 
above, disclosure comes with its own risks as well.
 The fourth step in the model is “A”, i.e. affirm a position and act. The 
nurse could have met with her parents in a number of meetings with the 
purpose of exploring and assessing the parent-child relationship, their under-
standing and perception about the said issue and their calibre. Then perhaps, 
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she could prepare and motivate the student to disclose this information herself, 
with the intention that she might get sustainable, persuasive support from her 
parents. Sherwin cited by McDonald (2002), states that effective autonomy is 
best achieved when the social conditions that support it are in place. Those 
social conditions will include not just the material security required in order 
for the agent to have a range of options, but supportive structures, both 
personal and political that gives one the confidence to take charge of choices. 
In this scenario, the nurse counsellor would continuously play a role of 
mediator, advocator and facilitator.
 White (1992) stated that nurses are in the chief position for creating a 
climate of open communication, care and support within which complicated 
healthcare decisions can be made. Using this approach, the nurse would be 
able to exercise her/his own professional autonomy, which means allowing 
professionals to have substantial control over their professional practice, and 
including significant room to exercise their judgement (McDonald 2002). 
In addition, integrity, beneficence and autonomy of the client will also not 
be overlooked, but rather entertained simultaneously. This multidimensional 
approach would maintain the preservation of relationships with all the 
stakeholders.
 The final step is “L”, i.e., to look back. In the end, the nurse may reflect 
back and evaluate herself in terms of paying attention to her own data, her 
perception of the ethical conflict, her resourcefulness in generating options, 
her clarification of the moral criteria, assessment of the options by these 
criteria and implementation strategies to resolve the problem. This reflection 
provided me with great insight, broadened my horizon and instilled in me a 
sense of confidence in dealing with similar dilemmas effectively in the future.

Conclusion — Implications for Nursing

The implications of the abovementioned ethnical positions for nursing are 
clear. Dealing with such ethical dilemmas is important to nurses as they are 
the first line professionals who come across such culturally sensitive issues of 
great importance. Considering this frontline role, it is of utmost importance 
that the nursing curricula emphasise such ethical issues and the role of the 
nurse within them. Paediatric, community or school health nurses should 
have the capacity to identify and report cases of abuse. Schools should have 
a designated school health nurse, who should not only be trained to identify 
cases of abuse but also possess counselling skills for both the victim and 
the family. To prevent such cases, community health nurses should arrange 
awareness sessions regarding sexual abuse and influence the media to portray 
awareness programmes for parents as well as the entire community. Nurses 
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should be equipped with the information of resources available at healthcare 
and counselling facilities within the community; so that she could be referred 
promptly.
 Schools at all levels or community health nurses can develop a support 
group for parents, where generic issues like parent-child relationships and 
child abuse could be addressed. Skills should be taught to students so that 
they can be self-empowered, and experience a more healthy sexuality. Children 
who are well-informed about inappropriate touching, who are taught to trust 
their feelings about situations and people, and who know where to get help 
if they require it, are less likely to be victims of any type of assault. Children 
can best be protected by giving them the knowledge and skills necessary for 
their safety and well-being, and by creating in our families and communities 
an atmosphere in which they feel safe enough to come forward after being 
mistreated or abused. Given the serious effects of CSA, nurses, in collaboration 
with parents, teachers and children can and should take a step forward to 
address and deal with these issues with confidence. This can only be done if 
there is an educated and culturally responsive front against CSA where there 
is an established rapport amongst stakeholders who are all equipped with 
ethical knowledge and insight.
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