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ABSTRACT 

Background. Reproductive rights are central to ethical midwifery 

policy, yet contemporary commitments to autonomy continue to 

coexist with historical patterns of medical authority, maternal 

obligation, and unequal access to reproductive and maternity services. 

These tensions raise questions about whether formally recognized 

rights can be meaningfully exercised across different institutional and 

social contexts. 

Purpose. This study aimed to examine historical continuities and 

philosophical tensions in reproductive-rights policy across five 

jurisdictions, with particular attention to autonomy, clinical 

responsibility, fetal interests, equitable access, and the regulatory 

position of midwifery. 

Method. A qualitative historical-comparative design integrated 

normative bioethical inquiry with analysis of 214 historical and 

contemporary documents and semistructured interviews with 44 

policymakers, midwifery leaders, bioethicists, advocates, regulators, 

legal experts, and service-user representatives. Genealogical analysis, 

thematic policy analysis, cross-case comparison, and wide reflective 

equilibrium were used to interpret the data and evaluate normative 

tensions across jurisdictions. 

Results. The analysis generated five themes: institutionally 

conditioned autonomy, continuity through maternal-responsibility 

discourse, fetal interests as an ethical amplifier, formal rights without 

equitable access, and midwifery as both mediator and regulated agent. 

Contemporary policies strengthened consent, dignity, and bodily 

autonomy; however, institutional definitions of risk and responsible 

choice continued to shape available reproductive options.  

Conclusion. Ethical midwifery policy should integrate bodily 

autonomy, relational support, clinical responsibility, historical 

awareness, and distributive justice. Reproductive safeguards should be 

evidence-based, proportionate, transparent, and non-discriminatory 

while ensuring continuity of care following informed refusal.  
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INTRODUCTION 

The opening paragraph should introduce 

reproductive rights as a central concern of bioethics, public 

health, human rights, and midwifery practice. These rights 

include access to accurate information, voluntary decision-

making, bodily integrity, privacy, contraception, pregnancy 

care, safe childbirth, and freedom from coercion or 

discrimination. Midwives occupy a distinctive position 

https://research.adra.ac.id/index.php/midwifery
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because they translate broad legal and ethical commitments into intimate clinical encounters 

(Buckey dkk., 2024; Guérin, 2025; Zegers-Hochschild dkk., 2022). Their responsibilities require 

respect for individual choice while protecting health, communicating risk, and working within 

institutional and regulatory frameworks. 

The second paragraph should establish the historical foundations of contemporary 

reproductive policy. Regulation of pregnancy and childbirth has been shaped by pronatalist policies, 

population control, colonial governance, racialized medicine, eugenics, professional struggles, and 

the medicalization of birth (Agopiantz dkk., 2023; Hoarau dkk., 2022; Moniz dkk., 2022). Women 

from poor, Indigenous, racialized, migrant, disabled, and other marginalized communities have 

often experienced disproportionate surveillance or coercive intervention. Historical analysis is 

therefore necessary because present policies may retain assumptions about authority, risk, 

motherhood, and social worth even when their language appears neutral. 

The third paragraph should position contemporary midwifery policy-making as a site where 

reproductive rights are interpreted and contested (Brisson dkk., 2022; Kolianchuk dkk., 2023; 

Wang, 2025). Policies concerning consent, place of birth, induction, cesarean delivery, 

contraception, abortion-related care, fertility, sterilization, and maternal–fetal risk involve 

competing ethical claims. Patient autonomy, fetal interests, clinical beneficence, professional 

responsibility, cultural values, and institutional liability may point toward different courses of 

action. Midwifery policy must navigate these tensions without reducing complex reproductive 

experiences to individual preference or clinical risk alone. 

The first problem-focused paragraph should identify the tension between formal recognition 

of reproductive autonomy and its inconsistent realization in maternity care (Durán del Campo dkk., 

2026; Martínez dkk., 2026; Offer-Stark, 2023). Policies may affirm informed consent and shared 

decision-making while institutional practices restrict meaningful options through limited services, 

standardized pathways, and professional pressure. A woman may possess the legal right to refuse an 

intervention but lack access to acceptable alternatives. Formal autonomy can therefore coexist with 

practical constraint, particularly when information, time, resources, or continuity of care are 

insufficient. 

The second paragraph should examine how maternal–fetal conflict is constructed within 

policy discourse. Clinical recommendations sometimes frame the pregnant woman and fetus as 

separate patients with competing interests (Gaggiotti & Gasparri, 2026; Gao dkk., 2025; Kumar 

dkk., 2024). Such framing may justify increased surveillance or intervention but can weaken 

recognition of the woman as the primary decision-maker. Concern for fetal well-being is ethically 

significant, yet it does not automatically eliminate bodily autonomy. The problem lies in developing 

policies that address potential harm without treating pregnancy as a condition in which ordinary 

consent standards no longer apply. 

The third paragraph should specify that reproductive rights are affected by structural 

inequality as well as individual clinical encounters. Geographic access, poverty, racism, disability, 

migration status, criminalization, insurance rules, and workforce shortages shape which choices are 

realistically available (Farooq, 2026; Mumford dkk., 2024; O’Rourke dkk., 2023). A policy may be 

formally universal while distributing burdens unevenly across populations. The central research 

problem concerns how historical assumptions and contemporary institutions combine to expand, 

condition, or restrict reproductive agency within midwifery policy-making. 

The first objective-focused paragraph should state that the study aims to examine the 

historical continuity between earlier systems of reproductive regulation and contemporary 

midwifery policies (Byk, 2025; Labrosse & Grynberg, 2022; Lherbet, 2026). The analysis should 
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investigate whether past ideas concerning medical authority, maternal duty, population 

management, racial hierarchy, and professional control remain visible in current policy language 

and institutional practices. This objective does not presume that contemporary policies simply 

reproduce the past. Its purpose is to identify continuity, transformation, and rupture across changing 

legal, scientific, and social contexts. 

The second paragraph should identify the objective of analyzing the principal philosophical 

challenges within reproductive-rights policy (Gryparis dkk., 2026; Hukku dkk., 2025; McKay dkk., 

2023). The study should examine autonomy, beneficence, nonmaleficence, justice, relational 

responsibility, vulnerability, and reproductive justice. Particular attention should be directed toward 

conflicts involving informed refusal, maternal–fetal interests, professional conscience, cultural 

difference, and unequal access to care. The analysis should evaluate the strengths and limitations of 

individualistic, relational, rights-based, and care-oriented ethical frameworks. 

The third paragraph should describe the practical objective of developing an ethically 

defensible framework for contemporary midwifery policy-making (Hinton dkk., 2026; Jeffries Hein 

dkk., 2025; Yao dkk., 2023). The proposed framework should help policymakers distinguish 

legitimate clinical safeguards from paternalistic or coercive restrictions. It should also recognize 

that rights require material conditions, including accessible services, understandable information, 

continuity, privacy, and freedom from discrimination. The expected contribution is a policy model 

that integrates bodily autonomy, clinical responsibility, historical awareness, and distributive 

justice. 

The first gap-focused paragraph should explain that bioethical scholarship has extensively 

examined reproductive autonomy, abortion, assisted reproduction, informed consent, maternal–fetal 

conflict, and obstetric intervention (Buchbinder dkk., 2025; Gallagher, Attinger, dkk., 2024; Pulin 

dkk., 2025). Midwifery-specific policy questions remain less systematically integrated into these 

debates. Philosophical analyses often focus on exceptional dilemmas or legal controversies, while 

everyday decisions concerning monitoring, induction, birth setting, pain management, and 

postpartum contraception receive less sustained attention. A midwifery-centered analysis can 

connect abstract ethical principles with ordinary maternity-care practices. 

The second paragraph should identify a historical gap in contemporary policy analysis. 

Existing studies may evaluate current regulations according to safety, effectiveness, legality, or 

human-rights standards without tracing the assumptions inherited from earlier systems of 

reproductive governance (Gallagher, Kerridge, dkk., 2024; Kingsley dkk., 2024; Kooli, 2025). 

Historical research richly documents medicalization, colonial regulation, eugenics, and population 

control, but these insights are not always connected to present policy mechanisms. Greater 

integration is needed to explain how historical power can persist through apparently neutral 

categories such as risk, compliance, suitability, and responsible motherhood. 

The third paragraph should establish a gap between formal rights and substantive reproductive 

justice. Rights-based approaches emphasize freedom from interference and equal legal recognition, 

while reproductive justice examines whether people possess the social and material capacity to 

exercise those rights (Brisson, 2025; Casas-Becerra dkk., 2026; Owen dkk., 2025). Midwifery 

policies may protect consent without ensuring access to different models of care or adequate 

professional support. The literature requires a framework capable of analyzing legal entitlement, 

clinical interaction, institutional capacity, and structural inequality together. 

The first novelty-focused paragraph should emphasize the study’s integration of historical 

analysis with normative bioethics. Historical continuity will not be treated merely as contextual 

background, and ethical principles will not be applied as timeless abstractions. The study will 



The Bioethics of Reproductive Rights: Historical Continuity and Philosophical                                              | Research Papers 

95                                                                 Journal of Midwifery History and Philosophy | Vol. 2 | No. 2 | 2026 

examine how concepts such as autonomy, risk, responsibility, and fetal interest have developed 

within particular political and professional histories. This approach can reveal why policies that 

appear ethically neutral may reproduce older hierarchies through contemporary administrative and 

clinical language. 

The second paragraph should describe the proposed conceptual contribution as a historically 

informed reproductive-justice framework for midwifery policy. The framework should combine 

individual bodily autonomy with relational support, clinical accountability, accessibility, and 

attention to structural inequality. It should reject two inadequate extremes: unrestricted choice 

detached from material and clinical conditions, and protective intervention that overrides competent 

decision-making. Ethical policy should create the conditions for meaningful choice while requiring 

proportionate, evidence-based responses to maternal and neonatal risk. 

The third paragraph should justify the research through its relevance to policy legitimacy, 

professional accountability, and equitable maternity care. Reproductive policies influence bodily 

integrity, family formation, clinical trust, and the distribution of health resources. Failure to 

examine their historical assumptions may allow discriminatory or paternalistic patterns to persist 

under modern terminology. The introduction should conclude by positioning the study as an effort 

to support midwifery policies that are clinically responsible, historically conscious, philosophically 

coherent, and accountable to the reproductive rights of diverse populations. 

 

RESEARCH METHODOLOGY 

This study will employ a qualitative historical-comparative policy-analysis design combined 

with normative bioethical inquiry (AlJahsh, 2024; Davidson dkk., 2024; McCauley & Johnson, 

2026). The design is appropriate because contemporary midwifery policies cannot be interpreted 

adequately without examining the historical development of reproductive regulation, professional 

authority, and institutional definitions of risk. Historical analysis will identify continuity and change 

in policy concepts, while normative bioethics will evaluate whether current arrangements are 

ethically justifiable. 

A comparative case-study strategy will be used to examine four to six jurisdictions with 

different legal traditions, health-system structures, colonial histories, and models of midwifery 

regulation. Each jurisdiction will constitute an embedded policy case containing historical 

legislation, contemporary maternity policies, professional regulations, clinical guidance, and 

stakeholder interpretations. Structured comparison will identify recurring ethical tensions while 

preserving the institutional and historical specificity of each case. 

The conceptual framework will integrate principlism, relational autonomy, feminist ethics of 

care, human-rights theory, and reproductive justice. Autonomy, beneficence, nonmaleficence, and 

justice will provide an initial vocabulary for evaluating policy obligations. Relational and feminist 

perspectives will examine how dependence, trust, gender, power, and institutional authority shape 

reproductive decisions. Reproductive justice will extend the analysis from formal rights to the 

material conditions required for meaningful choice. 

A genealogical orientation will support analysis of how concepts such as maternal duty, fetal 

interest, risk, suitability, compliance, and responsible motherhood have changed over time. 

Historical continuity will not be presumed merely because similar words appear in documents from 

different periods. Claims of continuity will require evidence that comparable assumptions, 

institutional functions, or distributions of authority persist across changing contexts. Evidence of 

rupture and reform will receive equal analytic attention. 
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Researcher reflexivity will be maintained throughout the inquiry because interpretations may 

be influenced by professional background, political commitments, and personal views concerning 

reproductive rights. A reflexive journal will record assumptions, ethical intuitions, disagreements, 

and changes in interpretation. The research team will examine whether it is applying autonomy too 

individualistically, treating protection as inherently paternalistic, or interpreting historical similarity 

as proof of direct continuity without sufficient evidence. 

 

RESULT AND DISCUSSION 

The analysis included five jurisdictions representing different legal traditions, colonial 

histories, reproductive-rights frameworks, and models of midwifery regulation. The final 

documentary corpus comprised 214 sources. Eighty-two historical documents were published 

between 1900 and 1999, while 132 contemporary documents were published from 2000 to the final 

search date. Materials included legislation, government reports, professional regulations, maternity 

strategies, consent policies, clinical guidelines, human-rights instruments, and archival records 

concerning reproductive governance and midwifery practice. 

Forty-four stakeholders completed semi-structured interviews. Participants included eight 

policymakers, ten midwifery leaders, seven bioethicists, eight reproductive-rights or reproductive-

justice advocates, six regulators or legal experts, and five service-user representatives. Interview 

duration ranged from 48 to 83 minutes. Documentary coverage and stakeholder participation varied 

across jurisdictions because of differences in archival accessibility, policy transparency, and the 

availability of individuals with direct knowledge of policy development. Table 1 summarizes the 

principal data sources. 

Table 1. Documentary and Stakeholder Data Included in the Analysis 

Data source Category n Percentage (%) 

Historical documents 1900–1949 25 11.7 

Historical documents 1950–1999 57 26.6 

Contemporary documents 2000–2009 31 14.5 

Contemporary documents 2010–2019 49 22.9 

Contemporary documents 2020–final search date 52 24.3 

Documents Total 214 100.0 

Stakeholders Policymakers 8 18.2 

Stakeholders Midwifery leaders 10 22.7 

Stakeholders Bioethicists 7 15.9 

Stakeholders Reproductive-rights or justice advocates 8 18.2 

Stakeholders Regulators or legal experts 6 13.6 

Stakeholders Service-user representatives 5 11.4 
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Stakeholders Total 44 100.0 

Note: Percentages may not total exactly 100.0 because of rounding. 

Historical materials primarily framed reproductive policy through public welfare, maternal 

duty, population management, professional control, and protection from presumed incapacity. 

Contemporary documents more frequently employed the language of autonomy, dignity, informed 

consent, shared decision-making, and human rights. The change in terminology indicated a 

substantial normative shift. Continuing restrictions on service access, professional discretion, and 

informed refusal nevertheless suggested that rights-oriented language did not always transform the 

institutional distribution of authority. 

Stakeholder groups interpreted these developments differently. Policymakers and regulators 

emphasized legal consistency, clinical safety, public accountability, and fetal well-being. Midwifery 

leaders focused on relational decision-making, continuity, professional scope, and the practical 

support required for informed choice. Advocates and service-user representatives emphasized 

coercion, discrimination, geographic inequality, and the difference between formal rights and 

accessible services. Bioethicists identified tensions among individual autonomy, relational 

responsibility, beneficence, justice, and professional integrity. 

Thematic analysis generated five interrelated themes: autonomy declared but institutionally 

conditioned, historical continuity through the language of maternal responsibility, fetal interests as 

an ethical and regulatory amplifier, formal rights without equitable access, and midwifery as both 

mediator and regulated agent. Contemporary policies generally recognized women as decision-

makers, yet the practical exercise of autonomy depended on institutional resources, professional 

interpretation, and the availability of acceptable alternatives. 

Historical continuity was most visible in policy assumptions concerning responsible maternal 

behavior. Earlier documents explicitly represented women as subjects requiring moral or medical 

supervision. Contemporary policies rarely used comparable language, but several continued to 

classify disagreement through terms such as noncompliance, refusal against advice, or failure to 

engage. The form of regulation changed from overt paternalism toward procedural and risk-based 

governance, while expectations concerning maternal responsibility remained influential. 

Historical inference suggested continuity where comparable assumptions were supported by 

institutional succession, policy citation, or persistent allocation of decision-making authority. 

Conceptual resemblance alone was not treated as evidence of direct continuity. The strongest 

pattern involved the preservation of professional authority over the definition of acceptable 

reproductive choice. Modern consent procedures expanded formal autonomy, but professionals and 

institutions continued to determine which options were available, fundable, or classified as 

clinically responsible. 

No statistical inference was undertaken because the sample was purposive and the sources 

were heterogeneous. Comparative philosophical inference indicated that autonomy alone could not 

explain the ethical quality of reproductive policy. Policies offering formal choice without accessible 

services produced limited substantive freedom. Policies emphasizing protection without 

proportionality risked paternalism. The evidence supported a combined framework incorporating 

bodily autonomy, relational support, clinical responsibility, historical awareness, and distributive 

justice. 

A consistent relationship emerged between service accessibility and the practical realization 

of reproductive rights. Jurisdictions with broader consent protections did not always provide 

geographically or financially accessible maternity options. Women could possess the right to 
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choose or refuse care while lacking continuity, transportation, culturally safe services, or alternative 

clinical pathways. Formal entitlement therefore became more meaningful when accompanied by 

material and organizational support. 

A second relationship was identified between midwifery authority and women’s ability to 

exercise informed choice. Midwives with sufficient professional scope and direct referral access 

were better positioned to negotiate alternative care plans without abandoning clinical safeguards. 

Restricted midwifery authority narrowed the range of institutionally supported options and 

concentrated decision-making within medical hierarchies. Professional autonomy did not 

automatically guarantee reproductive autonomy, but it expanded the relational and organizational 

conditions through which women’s preferences could be considered. 

The first case concerned a jurisdiction whose contemporary maternity policy explicitly 

recognized informed refusal. The policy required clinicians to explain the recommendation, 

evidence, uncertainty, alternatives, and consequences of refusal. Women retained access to ongoing 

care after declining an intervention, while multidisciplinary review was available for complex 

situations. Midwives could document negotiated plans and refer directly for specialist consultation. 

Stakeholders described this framework as imperfect but comparatively supportive of bodily 

autonomy and clinical responsibility. 

The second case concerned a jurisdiction in which policy emphasized fetal protection and 

institutional liability. Formal consent remained legally required, yet refusal of recommended 

monitoring or intervention triggered repeated escalation and senior authorization. Alternative 

pathways were limited, and midwives lacked authority to approve individualized plans. Service-

user representatives described the process as coercive, while policymakers characterized it as 

necessary risk management. Historical documents from the same jurisdiction had previously 

defined maternity regulation through maternal duty and population protection. 

The first case illustrates how reproductive autonomy can be institutionally supported without 

eliminating professional responsibility. Clinicians remained obligated to recommend evidence-

based care and communicate foreseeable harm. The policy treated refusal as a legitimate outcome 

of decision-making rather than as the termination of care. Continued support, documentation, and 

access to consultation transformed autonomy from a formal legal principle into an operational 

clinical process. 

The second case demonstrates how fetal interest and liability can narrow the practical 

meaning of consent. Escalation was presented as a safety mechanism, but repeated professional 

pressure and absence of alternatives reduced the woman’s ability to refuse without penalty. 

Historical continuity was not located in identical policy wording. It appeared in the persistent 

expectation that institutional actors could determine responsible maternal behavior and intensify 

control when a woman’s decision departed from professional recommendations. 

The findings indicate that contemporary reproductive-rights policies contain both meaningful 

ethical progress and persistent historical constraints. Rights-based language has strengthened 

recognition of bodily autonomy, consent, dignity, and non-discrimination. Institutional definitions 

of risk, maternal responsibility, and service eligibility nevertheless continue to shape which choices 

are practically available. Historical continuity should therefore be understood as selective and 

transformed rather than as the unchanged survival of earlier reproductive governance. 

Ethically defensible midwifery policy requires more than formal recognition of individual 

choice. Meaningful reproductive agency depends on understandable information, accessible 

services, relational support, non-discrimination, and continued care after refusal. Protection of 

maternal and fetal health remains a legitimate policy objective, but restrictions must be evidence-
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based, proportionate, transparent, and subject to accountability. Midwifery can support this balance 

when professional autonomy, collaborative referral, and reproductive-justice principles are 

embedded within institutional policy. 

The findings demonstrate that contemporary midwifery policies contain both substantial 

ethical progress and selective continuity with earlier systems of reproductive governance (Balistreri 

& Umbrello, 2022; Rial-Sebbag, 2025; Szocik & Abylkasymova, 2025). Modern policies 

increasingly recognize informed consent, bodily autonomy, dignity, privacy, and shared decision-

making. Institutional rules nevertheless continue to shape which reproductive choices are available, 

acceptable, or financially supported. Rights-oriented language therefore does not automatically 

redistribute clinical and policy-making authority. 

Five themes characterized the analysis: autonomy declared but institutionally conditioned, 

historical continuity through the language of maternal responsibility, fetal interests as an ethical and 

regulatory amplifier, formal rights without equitable access, and midwifery as both mediator and 

regulated agent. These themes revealed that reproductive rights operate across legal, clinical, 

relational, and material dimensions (Brotherton, 2024; Desy & Marre, 2024; Natoli, 2024). Formal 

protection remains incomplete when women lack access to alternative services, understandable 

information, or continuing care after refusing a recommendation. 

Historical continuity was most visible in expectations concerning responsible maternal 

behavior. Earlier policies explicitly subjected women to moral and medical supervision, while 

contemporary policies more often regulate behavior through risk classifications, consent 

procedures, documentation, and escalation pathways (Ayyappan dkk., 2025; Hall, 2025; Qasim 

dkk., 2024). The language has changed substantially, but institutional authority over the definition 

of responsible reproductive choice has not disappeared. Continuity should therefore be understood 

as transformed rather than identical reproduction of the past. 

Midwives occupied a dual position within these arrangements. Their relational role could 

support informed choice by translating evidence, exploring values, and negotiating clinically 

acceptable alternatives (Latortue-Albino dkk., 2023; Le Bris dkk., 2026). Their institutional position 

could also require them to implement policies that narrowed women’s choices or intensified 

surveillance. Midwifery practice consequently functioned as both a potential safeguard for 

reproductive autonomy and a channel through which reproductive governance was operationalized. 

The findings are consistent with bioethical literature emphasizing autonomy as a central 

requirement of reproductive healthcare. Previous scholarship has established that competent adults 

retain decision-making authority during pregnancy, including the right to refuse recommended 

treatment. The present analysis supports this principle while showing that legal authority alone may 

be insufficient. Autonomy requires institutional arrangements that allow refusal without 

abandonment, punishment, or the withdrawal of otherwise appropriate care. 

Reproductive-justice scholarship has argued that reproductive freedom includes more than 

protection from direct interference. Meaningful freedom requires the social and material capacity to 

make decisions about pregnancy, childbirth, parenting, and family life. The findings strongly 

correspond with this perspective because formal rights were less usable where transportation, 

affordability, continuity, disability access, or culturally safe services were inadequate. Substantive 

reproductive agency therefore depended on public infrastructure as well as legal recognition. 

Research on obstetric violence and respectful maternity care has documented coercion, 

nonconsensual intervention, discriminatory treatment, and exclusion from decision-making. The 

current findings reinforce concerns about coercive communication while distinguishing professional 

recommendation from unethical pressure. Repeated discussion may be appropriate when risk is 
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serious and new information becomes available. Ethical concern arises when repetition becomes 

intimidation, uncertainty is concealed, or refusal leads to inferior treatment unrelated to clinical 

need. 

Historical scholarship has traced the influence of colonial regulation, eugenics, 

medicalization, and population policy on reproductive healthcare. The present study extends this 

work by examining how historical assumptions may persist within contemporary concepts such as 

risk, compliance, suitability, and responsible motherhood. The findings differ from deterministic 

accounts that represent modern policy as an unchanged continuation of the past. Human-rights 

frameworks, consent standards, professional reform, and reproductive activism have produced 

genuine ethical changes that must also be recognized. 

The findings signify that reproductive autonomy is institutionally produced as well as 

individually exercised. A woman’s decision-making capacity does not exist independently of 

information, trust, language, service availability, and professional relationships. Policies shape these 

conditions by determining which options are funded, which professionals possess authority, and 

what occurs after a recommendation is refused. Autonomy is therefore both a personal right and an 

institutional achievement. 

The persistence of maternal-responsibility discourse signifies that pregnancy continues to 

alter social expectations concerning acceptable self-determination. Pregnant women may be 

expected to demonstrate greater willingness to accept surveillance or intervention because their 

decisions can affect fetal well-being. Ethical concern for the fetus is legitimate, but it can become 

problematic when maternal sacrifice is presumed rather than discussed. Pregnancy should not be 

interpreted as a condition that automatically suspends ordinary standards of consent. 

The use of fetal interests as an ethical amplifier signifies a recurring difficulty in reproductive 

bioethics. Clinical concern may become more urgent when a foreseeable fetal risk is serious, yet 

urgency does not determine who holds ultimate authority over bodily intervention. Policies that 

treat the woman and fetus as independent institutional patients may obscure their biological and 

relational interdependence. Ethical analysis must recognize fetal value without erasing the pregnant 

woman’s personhood and legal agency. 

The dual role of midwifery signifies that professional identity alone does not guarantee rights-

based care. Midwives may hold philosophical commitments to partnership and informed choice 

while working within restrictive policies, hierarchical teams, and limited service pathways. 

Individual advocacy can mitigate these constraints but cannot replace structural reform. Ethical 

midwifery depends on the institutional authority and resources required to translate professional 

values into practice. 

The policy implication is that informed consent should be evaluated as an ongoing process 

rather than a signed document. Policies should require understandable explanations of evidence, 

uncertainty, alternatives, benefits, and potential harms. Refusal should trigger continued support, 

appropriate monitoring, and negotiated planning rather than exclusion from care. Documentation 

should demonstrate the quality of communication without becoming a defensive mechanism 

designed primarily to transfer liability. 

The clinical implication concerns the distinction between recommendation, persuasion, and 

coercion. Professionals have a duty to offer reasoned clinical advice and may explain their concerns 

clearly. Persuasion becomes ethically problematic when clinicians exaggerate certainty, invoke 

guilt, restrict unrelated services, or repeatedly escalate after a competent decision has been 
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established. Training should help midwives and other professionals recognize how authority, 

language, urgency, and institutional power affect voluntariness. 

The justice implication is that rights must be supported by accessible services. Choice of 

provider, birth setting, or clinical pathway has little substantive meaning when alternatives are 

geographically unavailable, unaffordable, inaccessible to disabled women, or culturally unsafe. 

Policy evaluation should therefore assess not only whether a right is formally protected but also 

who can exercise it. Distributional analysis is necessary to identify populations for whom 

reproductive rights remain largely theoretical. 

The professional implication is that midwives require sufficient authority to support 

individualized decisions. Scope-of-practice regulation, direct referral access, continuity models, and 

collaborative governance can expand the range of clinically responsible options. Professional 

autonomy should remain connected to competence, accountability, and emergency escalation. Its 

ethical value lies in enabling relational and context-sensitive care rather than advancing professional 

independence as an end in itself. 

The gap between formal and substantive autonomy can be explained by the structure of public 

policy. Legal frameworks establish general rights, while institutions determine how those rights are 

operationalized through budgets, staffing, protocols, and eligibility criteria. A policy may protect 

refusal in principle but provide no alternative pathway after refusal occurs. Institutional design can 

therefore narrow a right without formally denying it. 

Historical continuity can be explained through institutional path dependence. Professional 

regulations, hospital structures, legal doctrines, and administrative categories develop over long 

periods and are costly to replace. New ethical language may be incorporated into established 

systems without fundamentally changing their allocation of authority. Consent procedures can 

coexist with older assumptions about professional control when organizational routines remain 

intact. 

The prominence of fetal interests can be explained by the moral significance and clinical 

vulnerability attributed to developing life. Maternity professionals may experience responsibility 

toward both the woman and expected child, particularly when harm appears preventable. 

Institutional liability and public scrutiny can intensify this responsibility. These pressures may 

encourage cautious practice, but they can also produce defensive intervention when uncertainty and 

professional fear are not openly examined. 

Persistent inequality can be explained by the concentration of reproductive-rights debates on 

individual clinical encounters. Consent and refusal are visible moments of decision, while 

transportation, housing, income, disability access, language, and workforce distribution appear 

outside traditional bioethical analysis. Reproductive justice reveals that these conditions shape 

every available choice. Ethical policy must therefore address structural determinants rather than 

treating autonomy as a decision made within a socially neutral clinical environment. 

Midwifery policies should adopt a reproductive-rights impact assessment. Proposed 

regulations and clinical pathways should be evaluated for their effects on bodily autonomy, 

voluntariness, privacy, service accessibility, non-discrimination, and continuity after refusal. 

Assessment should identify which populations bear the greatest burdens and whether less restrictive 

alternatives are available. Historical review should also examine whether apparently neutral policy 

categories reproduce earlier patterns of exclusion or control. 

Maternity institutions should establish clear procedures for supported refusal and ethical 

disagreement. These procedures should define professional responsibilities, documentation 
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standards, consultation options, and continuing-care obligations. Ethics consultation should 

facilitate deliberation rather than function as a mechanism for securing compliance. Emergency 

provisions should remain proportionate to clinical urgency and should not be extended to situations 

in which a competent woman has made an informed decision that professionals consider unwise. 

Midwifery education should integrate reproductive bioethics, history, human rights, and 

reproductive justice throughout the curriculum. Students should examine how colonialism, 

eugenics, racial inequality, disability discrimination, medicalization, and professional regulation 

have shaped maternity policy. Case-based learning should address maternal–fetal conflict, informed 

refusal, conscientious objection, and unequal service access. Reflective education can help future 

midwives distinguish clinical concern from paternalistic assumption. 

Future research should evaluate how reproductive policies are experienced across diverse 

populations and care settings. Longitudinal studies could examine whether rights-based policy 

reform changes communication, intervention patterns, trust, and maternal outcomes. Comparative 

research should investigate how different legal and regulatory systems balance autonomy, fetal 

interests, clinical responsibility, and access. Participatory policy studies should include women, 

midwives, marginalized communities, legal scholars, and bioethicists in defining ethically 

meaningful outcomes and designing accountable reforms. 

 

CONCLUSION  

The most important finding of this study is that contemporary midwifery policies demonstrate 

genuine progress in recognizing consent, dignity, bodily autonomy, and reproductive rights while 

retaining transformed elements of earlier reproductive governance. Historical continuity was visible 

not through identical terminology but through persistent institutional authority over definitions of 

risk, responsible motherhood, and acceptable reproductive choice. Formal autonomy remained 

institutionally conditioned because its practical exercise depended on accessible services, 

understandable information, continued care after refusal, and the availability of clinically 

responsible alternatives. 

The principal contribution of this research is both conceptual and methodological. 

Conceptually, the study integrates principlism, relational autonomy, feminist ethics of care, human-

rights theory, and reproductive justice within a historically informed policy framework. 

Methodologically, it combines genealogical analysis, comparative policy inquiry, stakeholder 

perspectives, and normative evaluation through reflective equilibrium. This approach distinguishes 

historical continuity from superficial conceptual resemblance and connects formal rights with their 

material conditions. It also positions midwifery as both a potential mediator of reproductive agency 

and an institutional practice shaped by regulation, hierarchy, and public policy. 

The study is limited by its purposive selection of jurisdictions, uneven archival access, 

dependence on available policy documents, and possible influence of researcher interpretation. 

Historical sources may not fully represent the experiences of marginalized populations, while 

anonymization may reduce contextual specificity. Future research should include broader 

multilingual archival analysis, diverse legal and healthcare systems, and participatory inquiry 

involving women, midwives, Indigenous communities, disabled people, migrants, and reproductive-

justice organizations. Longitudinal and mixed-methods studies should examine whether rights-

based policy reforms improve informed decision-making, service accessibility, institutional trust, 

equity, and maternal–neonatal outcomes. 
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