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ABSTRACT 

 Presumptive fertility is an ideology that leads us to treat not only pregnant 

women, but all female patients of reproductive age, with the presumption that they could 

be pregnant.  This preoccupation with the possibility that a woman could be pregnant 

compels medical and social interventions that have adverse consequences on women’s 

lived experiences. It is important to pause now to examine this ideology. Despite our 

social realities -- there is a patient centered care movement in medical practice, American 

women are delaying and forgoing childbearing, abortion is safe and legal -- there is still a 

powerful medical and social process that subjugates womens’ bodies and lived 

experiences to their potential of being a mother. Fetoconsciousness, preoccupation with 

the fetus or hypothetical, not-yet-conceived, fetus privileges its potential embodiment 

over its mother’s reality. As a set of values that influence our beliefs, attitudes, and 

behaviors, the ideology of presumptive fertility is contextualized, critiqued, and 

challenged. 
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CHAPTER 1: INTRODUCTION 

 In 2016, decades after oral contraceptives became available, a generation past Roe 

v. Wade, and years into the trend of American women delaying or forgoing childbearing, 

two news stories captivated the public’s attention and proved that we were more 

fetoconscious than ever. On February 2, 2016, the Centers for Disease Control and 

Prevention (CDC) released a Vital Signs report warning over three million women that 

they put “a developing baby at risk” if they were sexually active, not using birth control, 

and consuming alcohol (See Appendix). According to CDC Principal Deputy Director 

Anne Schuchat, M.D.: “Alcohol can permanently harm a developing baby before a 

woman knows she is pregnant. About half of all pregnancies in the United States are 

unplanned, and even if planned, most women won’t know they are pregnant for the first 

month or so, when they might still be drinking. The risk is real. Why take the chance?”1 

Immediate backlash came from women who felt this advice was impractical. Writing for 

Jezebel, Jia Tolentino, then a deputy editor for the feminist publication, said the 

recommendation “suggests the same old idea that all women are either future, current, 

past or broken incubators, and that is their body’s primary use.”2 

 The CDC’s warning for women came in the midst of ever more panicked media 

coverage of the 2015-2016 Zika virus outbreak in South and Central America.  Because 

Zika virus threatened a generation of children with microcephaly, access to birth control, 

abortion, and prenatal care became heightened global concerns. But our worry was not 

                                            
1 “Alcohol and Pregnancy,” Centers for Disease Control and Prevention, February 2, 2016, accessed April 
16, 2017, https://www.cdc.gov/vitalsigns/fasd/idex.html  

2 Jia Tolentino “An Unrealistic Warning From the CDC to Women: Don’t Drink Unless You’re Using 
Birth Control,” Jezebel, February 3, 2016, accessed April 16, 2017, http://jezebel.com/an-unrealistic-
warning-from-the-cdc-to-women-dont-drin-1756823580  
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only for the women and infants living in Brazil. The CDC issued travel advisories (the 

first ever in their history) directed at pregnant or potentially pregnant women.3 As 

research emerged slowly about the virus, limited information was available--when was 

the virus most dangerous? How long after infection did it remain in the body? What role 

did paternal versus maternal infection and transmission play? None of these questions 

appeared on the signage displayed in airports (See Appendix). 

 Together, these events signal an era of unprecedented fetoconsciousness and 

presumptive fertility. I coin the term ‘fetoconsciousness’ to refer to the preoccupation 

with the fetus or the hypothetical, not yet conceived, fetus. When the nation’s health 

protection agency warns every traveler in every airport about the risks of Zika virus in 

pregnancy, but does not warn every traveler in every airport to wash their hands, for 

example, fetoconsciousness is at work. The CDC’s recent displays of fetoconsciousness 

reflect a larger ideology, which I call presumptive fertility. This ideology asks us to 

consider every female patient of reproductive age as heterosexually active and fertile, 

removed from the individualized contexts of their life, their sexuality, and their own 

reproductive goals. Medical technology and public health advances as well as our values 

surrounding pregnancy and motherhood have created our current medico-social-legal 

landscape. And in this presumptive fertility landscape, fetoconsciouness has become the 

status quo.  

 An emergency room physician instructed me:  “Everyone needs a pregnancy test. 

As far as I’m concerned it should be the fifth vital sign.” Of course this doctor didn’t 

mean everyone. He meant women. To be more specific, he meant heterosexually active, 

                                            
3 “CDC Newsroom,” Centers for Disease Control and Prevention, January 15, 2016, accessed April 16, 
2017, https://www.cdc.gov/media/releases/2016/s0315-zika-virus-travel.html. 
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cisgender women between menarche and menopause. But by saying “everyone,” he 

betrays deeper meanings.  “Everyone” refers to the potential positive result of the 

pregnancy test and the physician’s responsibility for that potentiality, too.  “Everyone 

needs a pregnancy test” also refers to society. Everyone is interested in protections for the 

good of all, people who are here and people who are merely hypothetical.  

 Presumptive fertility is at play in medical decisions, hospital protocols, and 

governmental actions because of fetoconscious bias.  If perfectly produced babies are a 

social good that can be achieved with appropriate behaviors performed by pregnant 

women, then presumptive fertility includes the practices deployed by institutions 

monitoring and controlling both pregnant patients as well as those patients that may 

become pregnant.  Consider these scenarios:  

• Requiring pregnancy testing before radiologic imaging studies 

• Arresting pregnant women found to be using drugs or alcohol 

• Forced cesarean sections for pregnant women who do not consent 

• The CDC’s advice to sexually active women regarding alcohol 

• Travel warnings for Zika virus endemic areas 

Presumptive fertility has become a normative ideology. It is critical to understand how it 

came to be, why it is unethical and dangerous, and what the alternatives are.  

 The first section of this thesis has explored and defined fetoconsciousness and 

presumptive fertility. Next, I will trace the evolution of medical care for pregnant women, 

a medical history which includes medical authority over both childbirth and abortion. In 

particular, I will focus on three events that have enabled presumptive fertility: the 

thalidomide crisis, the rubella epidemic, and the discovery of fetal alcohol syndrome. 
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With this historical background, I will describe real examples of presumptive fertility 

from personal experience as a patient and a medical student. To understand why 

presumptive fertility is unethical, I will contextualize fetoconsciousness in a classical 

bioethical framework and suggest an alternative ethical model for maternal fetal 

relationships. Finally, I will suggest how we can dismantle presumptive fertility in 

medical education and medical practice. 
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CHAPTER 2:  TRACING PRESUMPTIVE FERTILITY  

THROUGH MEDICAL HISTORY  

 To understand how presumptive fertility came to be, we must ground our history 

in the history of medically managing pregnancy, childbirth, and abortion. This history has 

six main trajectories that I will explore. The first is the shift in authority over care for 

pregnancy and childbearing from women’s social networks to medical doctors.  I will 

explore the thalidomide crisis, which forever altered our understanding of the maternal 

fetal relationship and cemented our view of pregnant bodies as potential threats. Almost 

immediately after the thalidomide tragedy, a rubella epidemic widened the focus of 

fetoconscious medical providers, representing a shift in medical control not only over 

pregnant women but over all female patients of reproductive age.  I will examine the 

history of American abortion and in particular, therapeutic abortion committees and their 

role systematizing, siloing, and stigmatizing abortion. It is necessary to frame the Pill, 

Roe v. Wade, and amniocentesis as social and medical changes that altered the options 

and obligations of pregnant women and female patients of reproductive age.  Finally, the 

last thread in this history is the discovery of Fetal Alcohol Syndrome, which shifted our 

conceptualization of pregnant women and their bodies as not just potential threats but as 

actual criminals, requiring state intervention.   

The Evolution of American Obstetric Care 

 In the 18th and 19th centuries, care for pregnant women occurred in the home and 

was managed by other women. Midwives aided labor and delivery. Female friends, 

neighbors, and relatives shared knowledge about childbearing and the responsibility of 
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caring for a pregnant or laboring woman.4 Quickening, the sensation of fetal movement, 

was a powerful moment that identified the pregnancy as a pregnancy. Prior to 

quickening, someone might have said her periods were delayed or irregular. An early 

pregnancy was not seen as a true pregnancy, and before quickening, a woman was able to 

end an early pregnancy. Afterwards, it was generally felt that the pregnancy was real and 

should be carried to term. 

 By the turn of the twentieth century, medicine was becoming the modernized 

institution and organized profession it is today.5 The American Medical Association 

(AMA) brought standardization, scientific rigor, and professional status to its 

practitioners. As part of these efforts, the AMA actively fought midwives by positioning 

physicians as the experts in pregnancy and childbirth. One way physicians earned 

dominion over pregnancy was a campaign to discredit quickening as the moment of 

identified pregnancy. Physicians portrayed quickening as inconsistent or imaginary, and 

asserted that women needed their expertise to identify pregnancy. Women’s own bodies 

could not be trusted.  

 In addition to professionalization, the turn of the century signaled an important 

turn for obstetric technology and authority.6 In the middle of the nineteenth century, 

physicians were called to a laboring woman in emergencies, when the woman and her 

network agreed that a doctor’s help was needed, whether for internal version, forceps 

                                            
4 For more on the history of medical care for pregnancy see Ann Oakley, The Captured Womb: A History 
of the Medical Care of Pregnant Women (Oxford: Basil Blackwell, 1986) and Leslie Reagan, When 
Abortion Was a Crime: Women, Medicine, and Law in the United States, 1867-1973 (Berkeley: University 
of California Press, 1998), especially pages 8-12.  
 
5  Paul Starr, The Social Transformation of American Medicine (New York: Basic Books, 1982). 
6 Judith Walzer Leavitt, “The Growth of Medical Authority: Technology and Morals in Turn-of-the-
Century Obstetrics,” Medical Anthropology Quarterly 1, no. 3 (1987), DOI: 
10.1525/maq1987.1.3.02a00020. 
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delivery, anesthesia, or fetal craniotomy to save her life. Traditionally, the woman’s life 

was seen as more valuable than her unborn fetus’s. By the end of the nineteenth century, 

the options for obstetric emergencies also included cesarean section. But decision-making 

about this operation was still collectively made. Birthing women, their attendants, their 

husbands, and their clergy members pressured the physician to perform the procedure 

they felt was indicated.7  

 As aseptic technique and anesthesia advanced, new surgical techniques for 

difficult deliveries developed, including high forceps operation, symphysiotomy, 

pubiotomy, and cesarean section. Unlike physician-assisted deliveries in prior 

generations, these new procedures were technically complex, required additional medical 

training, and had specific clinical indications. Prior decision-making could include a 

woman and her attendants, but new surgeries required a doctor’s final judgment. 

Laboring women and their networks of support demanded, most often unsuccessfully, 

participation in the process. A woman’s opposition to her doctor did not pose any real 

threat to medical authority, and physicians prevailed.8 

 By moving childbirth out of the home and into the hospital, where physicians 

were in charge, the debate over decision-making could shed its social dimensions. 

Physicians claimed the ability to speak for both mother and unborn child as they adopted 

new obstetrical surgeries and avoided performing primitive craniotomies. Physicians 

began making social and moral arguments that emphasized fetal value over maternal life. 

Because of the changes in medicine at the turn of the century, individual physicians and 

the medical profession as an institution had more social capital than ever before. 

                                            
7 Ibid., 231-232. 
 
8 Ibid., 233-235. 
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Physicians sat atop the medical decision making hierarchy. The laboring woman’s role 

became less and less important, until she actually became an antagonist to her fetus.9 

Thalidomide: From Mother to Threat  

 Before obstetrician-managed labor and delivery was standard, it was generally 

understood that women had the best interests of themselves, their pregnancies, and their 

families at heart. The idea of maternal marking, or imprinting – a pregnant woman’s 

ability to physically disable her children in utero by experiences, actions, or thoughts – 

had been accepted by physicians and laypeople. According to nineteenth century white, 

middle class, Protestant values, mothers had the “intensive, individual, and primary 

responsibility for health and survival of a child.”10 By the twentieth century, their role 

morphed into ‘scientific motherhood,’ and included new duties to observe their children’s 

health and habits, consult expert advice, and administer approved remedies as 

necessary. Historian Molly Ladd Taylor has examined the letters mothers and expectant 

mothers sent to physicians working for The Children’s Bureau in the early twentieth 

century. Her analysis reveals these mothers cared very much about their pregnancies and 

sought the best advice they could from their friends, family, and physician experts.11 

Physicians allayed fears that maternal marking--bad dreams, sexual intercourse, tripping 

over a dog--would hurt their babies. Many people still believed maternal experiences 

                                            
9 Ibid., 241-248. 
 
10 Leslie Regan, Dangerous Pregnancies: Mothers, Disabilities, and Abortion in  Modern America, 
(Berkeley, CA: University of California Press, 2012), 17 
 
11 Leslie Reagan, Dangerous Pregnancies, 7-17. For more on the Children’s Bureau, see Molly Ladd 
Taylor, Raising a Baby the Government Way: Mothers’ Letters to the Children’s Bureau, 1915-1932 New 
Brunswick, NJ: Rutgers University Press, 1986)  
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could affect a baby, but physicians felt that fetuses were robust and immune to most 

harms.   

 Thalidomide destroyed the myth that a baby in the womb was beyond the 

influence of its environment. In 1957, Chemie Grünenthal, a West German company, 

began selling a tranquilizer marketed as Contergan that contained thalidomide. Women 

across Europe took thalidomide for morning sickness and other illnesses. In 1961, 

scientists and physicians connected an epidemic of birth defects to thalidomide use 

during pregnancy. The crisis made clear that the pregnant body was permeable to outside 

forces. Women could no longer be trusted to protect their babies. Despite medicine’s 

eagerness to prescribe powerful drugs during pregnancy and the pharmaceutical 

industry’s eagerness to capitalize on discomforts of pregnancy, neither of these 

institutions was held responsible for the tragedy.12 Post thalidomide, doctors did not 

arrive at the conclusion that fetuses are a part of their mother’s bodies. Instead, the crisis 

strengthened the patriarchal notion that fetuses are vulnerable, precious beings within 

foreign, enemy territory. Thalidomide eliminated the possibility that a mother’s womb 

was a safe haven for a baby.13  

 The thalidomide tragedy heralded a new era of scientific focus on fetal medicine 

and medical preoccupation with maternal compliance. Barbara Katz Rothman, an 

interdisciplinary medical sociologist, describes how toxemia provided the scenario for 

physicians to distrust pregnant women’s behaviors and not just their bodies. Toxemia, 

                                            
12 Barbara Clow, “An Illness of Nine Months’ Duration”: Pregnancy and Thalidomide Use in Canada and 
the United States, in Women, Health and Nation: Canada and the United States since 1945, ed. Georgina 
D. Feldberg, 45-66. (Montreal: McGill-Queen’s University Press, 2003), 58.  
 
13 Barbara Katz Rothman, Recreating Motherhood: Ideology and Technology in a Patriarchal Society, 
(New York: W.W. Norton and Company, 1989), 92. 
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now known as eclampsia, is a life-threatening syndrome of hypertension, liver failure, 

and seizures. Because eclampsia killed many pregnant women, prenatal care was 

organized around screening for its symptoms, including weight gain, edema, high blood 

pressure, and proteinuria. In the 1950s and 1960s, fear about weight gain as a symptom 

became confused with weight gain as a cause of preeclampsia. So physicians demanded 

and emphasized strict weight control. Many patients could not follow the rules. Even 

though the advice to lose or maintain weight was disproven, physicians had learned that 

women disobeyed medical advice even if it put their babies’ health at risk.14 

Rubella: From Pregnant Bodies to Female Patients of Reproductive Age 

 Before the dust from the thalidomide tragedy could settle, a rubella epidemic and 

the fear of congenital rubella syndrome forever altered the expectations of pregnancy for 

women. A rubella epidemic hit the east coast in the winter of 1963. Rubella (or German 

measles) is a common childhood exanthem that caused a rash and fevers. When a 

pregnant woman becomes infected with rubella early in pregnancy, the fetus is subject to 

congenital rubella syndrome, a constellation of intellectual disability, blindness and 

deafness, severe cardiac abnormalities, and other birth defects. Despite its appearance in 

the New England Journal of Medicine in 1947 and medicine’s acceptance of congenital 

rubella syndrome by the 1950s, Children’s Bureau pamphlets in the early 1960s said 

nothing about rubella.15  

 In April 1964, The US public health service and the CDC announced that a 

nationwide rubella epidemic was underway and advised women in the first trimester of 

pregnancy to avoid rubella. They did not make clear how mothers, who were responsible 
                                            
14 Ibid., 93. 
15 Reagan, Dangerous Pregnancies, 45-54. 
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for all of the childcare in the early 1960s, were going to avoid sick children. What the 

public health announcement and the media did make clear was the terrible consequences 

of rubella infection during pregnancy. Words like hopelessly deformed, defective, and 

dangerous appeared in the press alongside rubella’s description as “the crippler.”16 

 The rubella epidemic must be viewed through the experiences of polio epidemics 

and the thalidomide tragedy. Annual polio outbreaks, understood as the original crippler 

of children and adults, plus the widespread post-thalidomide understanding that children 

could be harmed during gestation, fed into the fury around congenital rubella syndrome.  

But in this situation, children were both the threat and the threatened. Children, the focus 

of post-war American culture, harbored the rubella virus and threatened mothers, babies, 

families, and the nation itself.17 And unlike thalidomide, the rubella epidemic hit home. 

Thalidomide, save for 17 cases in the United States, was largely a European problem. A 

rubella epidemic in 1958 (before the thalidomide crisis) received little media or public 

health attention. After thalidomide, everything changed.  

 The rubella epidemic helped create the female patient of reproductive age as we 

know her today. Cultural expectations for girls before the women’s movement nearly 

always included marriage and motherhood, frequently as the most important duties she 

would undertake. Dr. Virginia Apgar, creator of the Apgar score for neonates, said “pre-

natal care...begins in girlhood” as early as 1964 in correspondence and articles.18  During 

the rubella epidemic, mothers hosted rubella parties to expose their daughters to rubella 

                                            
 
16 Ibid., 55-56. 
 
17 Ibid., 56-57. 
 
18 Ibid., 84.  
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in the hopes of gaining immunity. There was now a medical responsibility for the 

maternal role girls would eventually fulfill.  For the first time, “Doctor and mother both 

imagined a brand-new infant as a future mother.”19 These young girls ushered in a new 

age where female patients of reproductive age owed medical compliance to the nation’s 

future children. 

 Leslie Reagan, historian of the rubella epidemic, claims that one of the most 

significant legacies of the 1963 rubella epidemic is the twenty-first century pregnancy. 

The rubella epidemic forced pregnant women “[to consider the] health status of their 

pregnancies, the possibility of giving birth to a child with disabling conditions, and the 

possibility of an abortion.”20 In 1963 and 1964, these private conversations were between 

a woman, her family, and her doctor. But today, all of these considerations are public, 

too.  Contemplating the health of a pregnancy, the possibility of disability, the option of 

abortion is now “part of [our] thinking about pregnancy, childbearing, family making, 

motherhood.”21 

The Evolution of American Abortion 

 When we discuss the history of medical care for pregnant women, we must 

consider not only childbirth but also abortion. Conversations about abortion are age old, 

but modern American abortion exists within a specific context: socially, abortion is 

stigmatized; medically, abortion is siloed; and politically, abortion is systematized. The 

evolution of abortion care, from woman-controlled and community-located to physician-

                                            
19 Ibid., 83. 
 
20 Ibid., 224.  
 
21 Ibid. 
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controlled and hospital-located, parallels the evolution of obstetric care. By the mid 

twentieth century, doctors and hospitals established therapeutic abortion committees to be 

the gatekeepers for abortion.  Here I will illustrate how these therapeutic abortion 

committees exemplified presumptive fertility at their time, and strengthened presumptive 

fertility for generations to come by systematizing, siloing, and stigmatizing abortion.  

 Abortion was illegal for a century before Roe v. Wade. However, at certain times 

or in certain regions, restrictions on abortion relaxed, according to social and economic 

factors. Laws against abortion had been passed in every state by 1880, with exceptions 

for therapeutic abortion. Abortionists developed individual practices of elective abortion 

and therapeutic abortion against a backdrop of professionalizing medicine and rapidly 

improving public health standards.22 Despite its illegality, abortion was widely accepted 

and practiced between 1880 and 1930 because the practice of medicine was decentralized 

and domestic. Physicians were embedded in communities, and when a patient sought an 

abortion from a physician, she likely encountered a doctor who was familiar with 

neighborhood dynamics and had career-long relationships with the families in his 

practice.23 

 Physicians accepted many physical diseases as indications for therapeutic 

abortion. Medical texts did not give any definite answers, revealing internal disagreement 

about which patients should receive an abortion.24 Among the most common indications 

at the time were hyperemesis and tuberculosis.25  In 1899, a Journal of the American 

                                            
22 Reagan, When Abortion Was a Crime, 5 
 
23 See When Abortion Was a Crime, particularly chapters one and two.  
 
24 Reagan, When Abortion Was a Crime, 61 
 
25 Ibid., 63. 
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Medical Association (JAMA) article described justifiable abortion for the following 

indications: kidney disease, chronic cardiac or respiratory disease, eclampsia, cancers of 

the rectum, uterus, or breast, severe cases of rheumatism, contracted pelvis, uterine cysts, 

placenta previa, and pernicious anemia. These indications are nearly all maternal illnesses 

because medicine had very little technology to examine the fetus.26  

 During the Great Depression, access to abortion and contraception expanded. 

Because abortion was connected to the needs of a family, rather than the needs of a 

woman, its illegality and moral turpitude was mostly ignored.27 This time period 

represents the first time that medicine acknowledged social conditions as a component of 

medical judgment for therapeutic abortion cases. Birth control became legitimate and 

more accessible. Birth control clinics proliferated, the AMA eliminated its opposition to 

birth control in 1937, and the federal government started quietly sponsoring birth control 

services in the late 1930s. Of course, some interest in expanded birth control access at 

this time was eugenic in nature, an expression of the hostility toward welfare recipients 

and an effort to control, humiliate, and reduce the population of non-white groups.28 

 Women’s independence, kick-started by the Depression and WWII, enabled and 

required mobility and new patterns of motherhood. But after the Depression, legal 

abortion narrowed and criminal abortion broadened when society promoted a return to 

traditional motherhood. The visible abortion boom of the Depression created specialist 

offices that could be surveilled and raided by police. Courts tried abortionists whose 

                                                                                                                                  
 
26 Ibid., 65. 
 
27 Ibid., 132. 
 
28 Ibid., 134.  
 



15 

patients hemorrhaged or developed infections. New innovations like blood transfusions 

and antibiotics ensured that patients lived after these adverse consequences and could 

testify against their doctors.29  Originally these lawsuits were reserved for cases involving 

poorly trained or unscrupulous doctors, but authorities were now interested in shutting 

down any physicians who performed abortions. The persecution of abortion providers 

forced obstetric departments to create therapeutic abortion committees in the 1940s and 

1950s as a means of protecting physicians from raids and lawsuits. 

 Therapeutic abortion committees defined which cases were therapeutic, and 

therefore, legal. They regulated who performed the procedures, standardized the 

indications for therapeutic abortion, and essentially positioned themselves as the 

gatekeepers of abortion access. Abortion moved from the realm of general practitioners 

to hospital based obstetricians, who were less likely to know the patients and more likely 

to ignore social factors.30  Multiple interrogations and physical exams discouraged 

women from seeking abortion and their physicians from referring them.31 Therapeutic 

abortion committees are an early example of how individual physicians’ practices would 

eventually be subjugated to hospital control. The committees intervened in the 

relationship between physicians and patients, and represented an “erosion of physician’s 

freedom to make medical decisions.”32 Thus, presumptive fertility became enshrined in 

hospital protocol: removing a patient from her social context, applying standardized 

decision-making algorithms for care, and stigmatizing abortion.   
                                            
29 Ibid., 162-163. 
 
30 Ibid., 174. 
 
31 Ibid., 178. 
 
32 Ibid., 190. 
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The Pill, Roe, and Amnio 

 In 1960, The Pill happened. Effective oral contraceptives helped re-construct 

childbearing as a planned choice rather than an unavoidable consequence. Medicalizing 

contraception made female patients of reproductive age a new class of patients. Because 

oral contraceptives required a physician’s prescription, healthy, sexually active women 

made their way to doctor’s offices. No medical care had ever been recommended for this 

group of people before. The Pill made these patients visible. Subsequently, Pap smears, 

annual physical examinations, mammography, and other woman-directed preventive care 

and primary care became possible.33  If female patients of reproductive age could be 

medical subjects for contraception and primary care, they could also be medical subjects 

for medical surveillance and control.   

 Amniocentesis revolutionized patient care and presumptive fertility in the 1970s. 

 In an amniocentesis, a technician uses a needle to obtain cells from amniotic fluid. By 

the late 1960s, researchers had perfected the technique of culturing human fetal cells 

obtained via amniocentesis. Neural tube defects like spina bifida and trisomies like 

Down’s Syndrome could now be diagnosed during pregnancy. Amniocentesis in 

hospitals could be done under ultrasound guidance which made the procedure less risky. 

Wrongful birth and wrongful life suits--whether a real threat or a looming, hypothetical 

one-- had entered medical-legal culture. And as with other obstetric techniques, 

amniocentesis was initially reserved for a select group of higher risk patients, but slowly 

                                            
33 Andrea Tone, “Medicalizing Reproduction: The Pill and Home Pregnancy Tests,” Journal of Sex 
Research, 49, no. 4 (2012): 323, doi: 10.1080/00224499.2012.688226. 
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moved into mainstream prenatal care for all pregnancies.34 Amniocentesis enables more 

physician-controlled, physician-monitored experiences of pregnancy.  Because of its 

prevalence, women have additional behaviors to conform to ⎯ getting tests at a certain 

time, learning the results, making decisions about terminating or continuing a pregnancy 

⎯ to follow the demands of presumptive fertility.  

 On January 22, 1973, the United States Supreme Court delivered its opinion in 

Roe v. Wade, ensuring the right to safe, legal abortion. In Roe’s lesser known companion 

case, Doe v. Bolton, therapeutic abortion committees and Georgia’s state regulations, 

allowing abortion only in cases of rape or incest, severe fetal deformity, or threat to the 

mother’s life, were found to be unconstitutional. Because of these landmark court 

decisions, abortion access and abortion providers became legislative and physical targets. 

Because of the powerful influence of anti-abortion activists, abortion today is 

stigmatized, siloed, and systematized. Even though one in three American women have 

an abortion, abortion is shameful, selfish, and/or sinful.35  Regardless of the safety of 

abortion procedures, medical students are not exposed to or trained on this intervention, 

and patients must seek abortions at specialized clinics staffed by physicians who have 

elected to undergo additional training.  Legislation systematizes abortion, with term 

limits, waiting periods, and other unnecessary restrictions or protocols. As a result, 

abortion is unavailable for many who need it. Women are expected to protect and carry 

                                            
34 “Ruth Schwartz Cowan, “History of Amniocentesis,” in Encyclopedia of Childbearing, ed. Barbara Katz 
Rothman. New York: Henry Holt Company, 1993), 16-17. For more about amniocentesis and its effect on 
modern pregnancies, see Barbara Katz Rothman’s Tentative Pregnancies.  
 
35 The Guttmacher Institute is an excellent resource for abortion trends. The 1 in 3 statistic comes from 
2001 data, published in Rachel K. Jones and Megan L. Kavanaugh, “Changes in Abortion Rates Between 
2000 and 2008 and Lifetime Incidence of Abortion,” Obstetrics and Gynecology 117, no.6 (2011), 
doi:10.1097/aog/0b013e31821c405e. 
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their pregnancies to term. But in pregnancies with fetal anomalies, pregnant women must 

choose between stigma for an abortion or blame for bringing a disabled child into an 

unwelcoming, unsupportive society.  

Fetal Alcohol Syndrome: From Threats to Criminals 

 Perhaps even more than thalidomide and rubella, Fetal Alcohol Syndrome (FAS) 

has perpetuated the ideology of presumptive fertility because it emerged at a time when 

pregnant women were already faced with a high burden of prenatal care. University of 

Washington researchers ‘discovered’ FAS in 1973 and published their findings in two 

articles in Lancet.36  Though alcohol related birth defects may have been described 

earlier, what we understand as FAS or or FASD (fetal alcohol spectrum disorders) is a 

20th century diagnosis because this diagnosis relies on medical technology, the societal 

values we place on mothering, America’s excessive alcohol consumption, and the 

importance of clinical evidence and data for medical practice.37  Ideologically, the 

construction of FAS would be impossible without fetoconsciousness and female patients 

of reproductive age as a class of patients who warrant surveillance and intervention.  

 As medical evidence of FASD became widely known, parties disagreed over how 

to warn pregnant or potentially pregnant drinkers. By 1989, all alcohol sold in the United 

States had a warning label.38 But years earlier, local initiatives emerged, like the 1983 

New York City ordinance requiring bars to display warnings.  The alcohol industry, the 

restaurant association, and the Chamber of Commerce opposed the NYC ordinance for 

                                            
36 Janet Golden, Message in a Bottle: The Making of Fetal Alcohol Syndrome, (Cambridge: Harvard 
University Press, 2005), 5. 
 
37 Ibid., 10 
 
38 Ibid., 74. 
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financial reasons, and feminists protested the signs as patronizing and discriminatory. 

The president of the NYC NOW chapter (correctly) predicted it would lead to harassment 

of pregnant women.39 When New York state considered a state law based on the city 

ordinance in 1991, the president of the state NOW chapter remarked: “To warn of fetal 

damage in the absence of other health warnings is purely and simply an attempt by anti 

choicers to establish a vocabulary of fetal rights in excess of the rights of women in 

whose bodies those fetuses rest.”40 

 Fetal Alcohol Syndrome, through the lens of different institutions, had different 

connotations. Physicians and medical researchers defined FAS as a birth defect. Public 

health and government officials considered FAS a public health problem with public 

health solutions. As in the era of maternal rubella, there was a brief time when abortion 

was considered a medical solution for FAS, before anti-abortion forces gained influence 

over politicians, public opinion, and the practice of abortion in the United States.41 

Against the background of the crack epidemic, the media portrayed FAS as a criminal act 

performed by negligent mothers on innocent babies.42  Early news about FAS focused on 

instruction about drinking during pregnancy and relied on the popular opinion that 

mothers and their fetuses had the same interests. By the end of the crack epidemic, news 

about FAS emphasized morality and deviance, and portrayed mothers as being against 

their babies. Frameworks about alcohol addiction gave way to a different narrative on 

                                            
39 Ibid., 87-88. 
 
40 Ibid., 88. 
 
41 Therapeutic abortion was discussed as a remedy for FAS in Time, a nationally televised Barbara Walters 
interview, and obstetrics textbooks. See Golden, Message in a Bottle, 43.  
 
42 Ibid., 97. 
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pregnant women choosing to abstain from alcohol for their baby and for society, or 

choosing to drink alcohol and hurt their baby. 

 Media stories about fetal alcohol syndrome and legal actions against pregnant 

women ‘caught’ drinking were largely enacted on the bodies and lives of poor women 

and women of color.  As Janet Golden, a medical historian of FAS puts it, “Poor mothers 

have never evoked much sympathy in a culture that deems self-regulation and individual 

effort the appropriate path out of need, and that holds women responsible for creating the 

right kind of families and the right kind of children.”43 Such fetoconsciousness can be 

seen in the March of Dimes campaigns of the 1980s, which focused on women’s 

behaviors, particularly their drug and alcohol use, but not on poverty, environmental 

pollutants, access to health care, or discrimination.44 The campaigns reveal concern with 

individual behaviors, not on societal forces. The campaigns showed that medical 

institutions, public health officials, and the public agreed on a refrain that emerged after 

thalidomide: Pregnant women threaten babies, and society has to protect them.45 

 Throughout the 1980s and 1990s, police arrested women for drinking during 

pregnancy. The state had an interest in protecting the fetus and believed that prosecuting 

women who used substances during pregnancy was the best way to protect fetuses. 

During the same time period, relatively little media, public health, or medical attention 

was paid toward intimate partner violence, another cause of adverse outcomes for 
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maternal and infant mortality.46 During the Clinton administration, welfare reform and 

harsh penalties for non-violent drug related crimes harmed pregnant women and their 

families.  

 Against this background of increasing medical authority, thalidomide, rubella, and 

alcohol contributed to the power of presumptive fertility. Thalidomide forever altered the 

way pregnant people and female patients of reproductive age would be treated, by 

revealing that the fetus was not protected in the womb and that women could not be 

trusted to protect their pregnancies. Because of the thalidomide crisis, understood as a 

threat not only to children but to the family and to the nation, the 1964 rubella epidemic 

and subsequent development of a rubella vaccine compelled childhood vaccination. 

Young girls owed medical compliance to the nation’s future children, foreshadowing the 

obligations of female patients of reproductive age. Fetal Alcohol Syndrome offered 

stricter rules for pregnant women and legal consequences for disobedience. In the same 

half-century, oral contraceptives, amniocentesis, safe, legal abortion, plus the women’s 

movement and anti abortion extremism revolutionized how we think about pregnancy, 

childbearing, childbirth, and motherhood.  The forces that created modern medicine as it 

is practiced today also created presumptive fertility and empowered physicians to 

monitor and control female patients of reproductive age. To illustrate how physicians 

perform this presumptive fertility and fetoconsciousness, the following section presents 

five examples of encounters between female patients of reproductive age and the health 

care system.  

                                            
46 Golden, Message in a Bottle, 111-114.  
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CHAPTER 3: THE PERSONAL IS POLITICAL: EXPERIENCES WITH  
PRESUMPTIVE FERTILITY 

 On the first day of my orientation to medical school, one of the deans gave a 

welcome address to the class. He cited some class statistics, including the gender ratio, 

which happened to be slightly more men than women. “So ladies, if you’re hoping to find 

a husband, your chances are good!” I am a queer woman who received her undergraduate 

education at a women’s college, and my reaction was immediate: “I did not leave Bryn 

Mawr for this!”  

 I know that his comment was a joke.  Sexist, heteronormative, inappropriate for a 

graduate school orientation, yes. But nevertheless, a benign joke. I am pointing out that a 

medical school dean chose to make this joke in 2013 to future physicians, unaware or 

unconcerned with its problematic aspects. “The personal is political” is a slogan 

popularized during the women’s movements of the 1960s and 1970s.  It encapsulates the 

theme of this section and the dean’s contribution to my medical education. Individual 

experiences reflect larger social and political forces. Here, I relate five stories that 

illustrate presumptive fertility. 

 The following stories are real, taken from four years of allopathic medical 

education. I recognize that my own indoctrination as a physician was occurring 

throughout these encounters. The first is my experience as a patient during first year, just 

as I was beginning to learn how to think like a doctor. The second story occurred during 

second year, when medical students are focused entirely on lecture based education, 

without any hospital or clinic exposure. I witnessed the third and fourth stories as a third 

year student rotating on the hospital wards. And the last story is an excerpt from a board 

review book for graduating medical students, making explicit the knowledge that is 
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necessary to practice medicine as a physician.  From one experience to the next, I reflect 

on the assumptions made by medical teams and examine presumptive fertility in practice. 

 Story 1: An emergency room physician encounters a twenty five year old female 

graduate student with excruciating flank pain, nausea, and vomiting for twelve hours. It is 

likely she has a kidney stone and the physician orders a CT. Before sending her for the 

study, he asks if she could be pregnant. The patient has undergone two pregnancy tests 

today, one in student health and one here in the emergency room. 

“No.” 
“Are you sure? Is there any chance you could be pregnant?” 

“No.” 
“There’s no chance at all you could be pregnant?” 

“I’M A LESBIAN.” 
“Oh, well okay then.” 

 

 Presumptive fertility makes false assumptions. Heteronormativity in society and 

in medicine enables the false assumption that female patients of reproductive age are 

heterosexually active. Organized medicine is finally paying attention to the needs of 

LGBTQ communities and addressing health disparities. No longer relegated to special 

clinics, many more queer patients are using mainstream health centers. Clinicians cannot 

assume they know a patient’s gender, sexuality, or their risk of pregnancy without a more 

thorough history. 

 Story 2: Second year medical students consider this question in an endocrinology 

workshop: “A 32 year-old woman with Graves’ thyrotoxicosis comes to the clinic with 

her husband. She inquires about the possible treatments for her condition. What 

treatments are available and which is the best for this patient?” 
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 To answer the question, students review the mechanisms of action and side effects 

of radioiodine, propylthiouracil, and methimazole. The professor who authored this 

question leads the review. He included details about the patient’s gender, age, and marital 

status so that students would recognize that two of the treatments are contraindicated in 

pregnancy. 

 Presumptive fertility enforces the responsibility to act in accordance with 

fetoconsciousness above all else.  Without a conversation with the patient about her goals 

for her illness, her life context, and her plans for childbearing, no presumptions should be 

made. American women are delaying or foregoing childbirth to a greater extent than ever 

before. Long acting reversible contraception makes this more possible than ever before. 

 Story 3: A 27 year-old woman is admitted to the hospital for sepsis. She is placed 

on broad spectrum antibiotics by the primary team. As she undergoes basic tests for 

admission, she learns that she is pregnant. The primary team calls for an infectious 

diseases consult to change her antibiotic regimen to medications that are not teratogenic. 

 Presumptive fertility perpetuates the assumption that pregnancies will continue. 

Presumptive fertility obscures abortion. In this case, there was no conversation with the 

patient about her feelings about the pregnancy. Clinicians sent the message that pregnant 

people should remain pregnant. They shared the value that the pregnant person’s wishes 

for her pregnancy and treatment are less important than the medical team’s values. These 

considerations are particularly important for patients who use disease modifying anti-

rheumatic drugs (DMARDS) and anti-epileptic drugs (AEDS), many of which are 

teratogenic, meaning that they cause malformations in a developing fetus. In some cases, 

there are equally effective treatments that are not dangerous in pregnancy, or teratogenic 
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treatments that may be administered alongside effective contraception. In some cases, 

patients may wish to have their own medical treatment supersede their fertility. 

 Story 4: A 12 year-old girl is hospitalized at a pediatric hospital. Her doctors 

determine that she needs an abdominal x-ray. The nurse brings a specimen cup to the 

bedside and asks her to urinate in the cup the next time she uses the bathroom. The 

patient’s parents ask why a urine test is required. The nurse explains that it is hospital 

policy to have a negative pregnancy test before any radiation exposure for female patients 

who have reached puberty. 

 Hospital protocols perpetuate presumptive fertility. Presumptive fertility is the 

hospital standardization of an ideology. Evidence shows that clinicians overestimate the 

risk of radiation to the fetus in abdominal x-rays and CT scans.47 The value we assign to 

fetal potential is so great that hospitals have standardized pre-procedure pregnancy tests 

for all patients of reproductive age. We may accept this small inconvenience to ensure 

healthy pregnancies. After all, physicians are taught to distrust patients and are legally 

instructed to protect themselves from lawsuits. Tragically, rape and incest result in 

pregnancy, often in young patients. Stigmatizing teenage sexuality precludes honest 

conversations about sexual activity. Birth control is imperfect. I do not believe that it is 

bad to protect fetal patients from unnecessary radiation exposure.  However, I believe 

that standardized policies do not speak to the needs and realities of all patients. 

Standardized policies make patient context less important, because regardless of social 

factors, the protocol will treat patients the same. 

                                            
47 “Savirithi Ratnapalan et al., “Physicians’ Perceptions of Teratogenic Risk Associated with Radiography 
and CT During Eraly Pregnancy,” American Journal of Roentgenology 182, no. 5 (2004), 
doi:10.2214/ajr.182.5.1821107. 
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 Story 5: 

 If the [right lower quadrant abdominal] pain was in a female patient of 
 childbearing age, ectopic pregnancy, cysts, and torsion must be considered. Get a 
 beta-HCG and pelvic sonogram. Remember, avoid radiation imaging tests (CT 
 and x-rays) in a patient who may be pregnant. If the sonogram shows an ectopic 
 pregnancy, emergent surgery must be performed.48 
 
 Presumptive fertility compels physicians and patients to perform correctly. 

Presumptive fertility operates within medical and scientific worlds that can view, 

diagnose, and prevent many fetal defects. In this world, obtaining prenatal care and 

following medical advice is mandatory. The above quote comes from the most popular 

review book that medical students use to prepare for the second step of their board 

examinations. Nearly every medical student in the United States has read the sentence: 

“Remember, avoid radiation imaging tests (CT and x-rays) in a patient who may be 

pregnant” (italics added). Performing pregnancy correctly is not just a burden for 

potentially pregnant people; It is an obligation of the physician to protect the fetus or 

hypothetical fetus. 

 Presumptive fertility has the potential to threaten patients. It leads to the false 

assumption that female patients of reproductive age are heterosexually active. It enforces 

the responsibility to act in accordance with fetoconsciousness above all else. It 

perpetuates the assumption that pregnancies will continue, preventing or delaying 

abortions for people who need them. It is the hospital standardization of a societal value.  

 Because presumptive fertility operates within medical and scientific worlds that 

can view, diagnose, and prevent many fetal defects, pregnancy must be performed 

correctly by patients and physicians. Thus, this ideology may harm patients. It removes 
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them from participation in their medical care. It harms children who may be born to a 

parent or family not prepared for them. It harms patients of clinicians who must consult 

standardized protocols and legal recommendations, rather than their own best judgment 

and in a patient’s best interests.  

 With these lived experiences in mind, let us turn to an ethical analysis of 

fetoconsciousness and presumptive fertility.  The previous stories are examples of 

fetoconsciousness and presumptive fertility in medical education and clinical practice. In 

every story, the medical system removes a patient from her social context and applied its 

own values and assumptions onto her. A lesbian, a young married woman, pregnant 

woman, a twelve year-old child, a female patient of childbearing age – all of them are 

reduced to their body’s capability for pregnancy. This objective standardization of care 

may be seen as scientifically informed and ethically sound. The bioethics scaffold used in 

traditional biomedical system is classical bioethics or principlism, where the focus is on 

an individual’s claims to autonomy, justice, beneficence, and non-maleficence. I will 

show that presumptive fertility and fetoconsciousness contain some ethical threads 

according to classical bioethical tradition, but that these four principles are inadequate to 

address maternal-fetal relationships.  
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CHAPTER 4: MATERNAL FETAL RELATIONSHIPS  

IN A CLASSICAL BIOETHICS FRAMEWORK 

 Classical bioethics is based on four principles, and ethical acts require balancing 

obligations to the principles of autonomy, beneficence, non-maleficence, and justice.49 

Presumptive fertility violates two fundamental principles of classical bioethics: respect 

for autonomy and justice.  But principle-based bioethics is not able to evaluate maternal 

versus fetal claims to beneficence and non-maleficence. Classical bioethics cannot 

adequately explore the moral dimensions of maternal-fetal relationships. In conjunction 

with the lived examples of presumptive fertility, this analysis points to the need for a new 

ethical framework for maternal fetal relationships.  

 The principle of autonomy is associated with reproductive rights because it is 

crucial to the right for safe, legal abortion. But because of well-meaning 

fetoconsciousness, female patients lose the right to bodily autonomy. Doctors and 

courtrooms have taken control over a patient’s decisions when they believe that fetal 

interests are at risk. Women are denied the right to make informed decisions for 

themselves in certain situations like coerced cesarean sections. Ethicists compare 

arguments about a pregnant person’s autonomy to an organ donor’s right to bodily 

autonomy.50 In the United States, no one is forced to donate an organ, regardless of how 

slight the harm and how great the benefit. The person who must endure the risks must 

make the informed decision. But presumptive fertility has weakened this distinction for 

female patients of reproductive age.  

                                            
49 Tom Beauchamp and James Childress, Principles of Biomedical Ethics (New York: Oxford University 
Press, 2016). 
 
50 Sozos Fasouliotis and Joseph Schenker, “Maternal-fetal conflict,” European Journal of Obstetrics and 
Gynecology and Reproductive Biology 89, no. 1 (2000) doi:10.1016/s0301-2115(99)00166-9. 
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 Presumptive fertility violates the principle of justice because we are treating 

people who may reproduce differently than their non-reproducing counterparts. 

Fetoconsciousness oversimplifies women’s choices, reducing women to their capacity as 

mothers. This is what Jia Tolentino meant when she characterized the CDC’s alcohol 

warning as the idea of ‘women’s bodies as incubators’.51 We expect any female patient of 

reproductive age to bear the burdens of performing correct pre-pregnancy and pregnancy 

behaviors when we do not ask the same of men or women not of reproductive age. 

Barbara Katz Rothman gives this example of the double standard: Strangers may chastise 

a visibly pregnant woman drinking a beverage in a bar, but ignore a stumbling, inebriated 

man about to drive a vehicle. Who is the greater threat to children? To society?52 

 Maternal-fetal conflict may be presented as a conflict over beneficence and non-

maleficence for the two parties in a pregnancy. That to act in accordance with 

beneficence for the fetus requires balancing the principle of non-maleficence to the 

pregnant patient. But the maternal-fetal dyad is unique. And framing it as a maternal-fetal 

dyad, rather than a person and a fetus, suggests these parties are equal in moral 

arguments.  When we consider the maternal-fetal dyad as a unit, we consider harms and 

benefits to the unit. And as a combined unit, if maternal-fetal benefits outweigh the 

maternal-fetal harms, an intervention performed on the unit is ethical. This is the 

situation in non-invasive low risk interventions like conversations about alcohol use in 

pregnancy or a urine pregnancy test before an x-ray. But if the pregnant patient is 

separated from the fetal patient, there is no precedent for evaluating a treatment 
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recommendation for both patients in terms of beneficence alone. The principles, as 

described by Beauchamp and Childress, give no provision regarding balancing the 

burdens of beneficence to one patient against another.53 The same can be said for non-

maleficence alone and both principles together.  

 This shortcoming has been addressed before. Because Childress and Beauchamp 

did not include provisions for maternal-fetal relationships, Frank Chervenak, a 

perinatologist, and Lawrence McCullough, an ethicist, framed the issue differently. 

Rather than pitting maternal rights against fetal rights, they discussed a clinician’s moral 

obligations to both parties.54 For them, the fetus was a patient because it could receive 

and benefit from medical care. A physician had moral obligations to the fetal patient just 

as she had moral obligations to the maternal patient. This new framework did not 

eliminate ethical debate for maternal-fetal conflicts, however, because fetal patienthood is 

distinct from maternal patienthood, both patients have a claim to autonomy, beneficence, 

non-maleficence, and justice.55 

 Principle-based bioethics is unable to simultaneously address life present and life 

not-yet-present. Even though presumptive fertility violates principles of autonomy and 

justice, classical ethics is an inadequate tool to evaluate fetoconsciousness and 

presumptive fertility. Diverse maternal fetal relationships cannot be addressed in 

simplified, standardized protocols. Presumptive fertility is able to survive in part because 
                                            
53 Sozos Fasouliotis and Joseph Schenker, “Maternal-fetal conflict,” European Journal of Obstetrics and 
Gynecology and Reproductive Biology 89, no. 1 (2000) doi:10.1016/s0301-2115(99)00166-9. 
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doi:10.3109/14767059609025409. 
 
55 Joann Pinkerton and James Finnerty, “Resolving the clinical and ethical dilemma involved in fetal-
maternal conflicts,” American Journal of Obstetrics and Gynecology 175, no.2 (1996), doi:10.1016/s0002-
9378(96)70137-0. 
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our biomedical system relies on a disembodied, acontextual bioethics. There is, however, 

another way.  
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CHAPTER 5: ALTERNATIVES TO PRESUMPTIVE FERTILITY:  

THE HARRIS MODEL 

 Lisa Harris, MD, an obstetrician-gynecologist, demands that we move from an 

ethics of maternal-fetal conflict to an alternative pregnancy ethics that incorporates 

relational and equality-based moral theories. Harris claims that social context is a critical 

part of ethical medical decision making.  She ignores the maternal-fetal conflict 

framework that Childress, Beauchamp, Chervenak, and McCullough perpetuated. 

According to Harris, “By broadening the set of issues considered morally relevant to 

prenatal fetal harm we can begin to focus on the mutual needs of pregnant women and 

their fetuses, rather than on their conflicting or mutually exclusive needs.” 56   

 Because a fetus is unable to represent its interests, fetal needs exist only as 

another party determines them. Traditionally, we accepted a mother’s ability to perceive 

and protect those needs, but now physicians and courts may determine what is in the 

fetus’s best interests. Harris believes that this “projection of fetal interests” suffers from 

two problems. The first issue is that medical predictions can be wrong, and therefore 

placing absolute power in the hands of physicians is dangerous. The other concern is that 

projecting fetal interests more often than not replicates existing conditions of inequality, 

because “racial and social prejudices might find their way into identification of fetal 

interests and so-called conflicts”.57 When courts intervene on behalf of fetal interests, 

most frequently the defendant is a poor woman of color.58 With these critiques as a 
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background, Harris identifies three areas of concern for an alternative perinatal ethical 

model.  

 First, relational ethics must play a greater role than classical bioethical principles. 

Universal principles are not suited to the sometimes difficult decisions like the ones that 

may be necessary in maternal-fetal relationships. “Partiality and emotion have important 

roles in relationships among intimates, and it is difficult and perhaps inappropriate to put 

those aspects of relationships aside in order to sort out moral problems by universal 

principles alone.”59 Relational ethics, also called ethics of care, contextualize morality 

within a person’s experiences and particularly, her personal and social relationships. A 

pregnant woman could decide to obtain an abortion because of love for her two other 

children and need to prioritize her time, energy, and resources for their needs. Relational 

ethics describe this act as a moral one because she acts in accordance with her love and 

duty as a parent. Principles cannot arbitrate relationships or the mutually dependent 

interests inherent in human relationships.  

 Secondly, the context of a patient’s life is relevant to any ethical dilemma, but so 

is the context of the dilemma’s adjudicator. Representation on ethics committees, the 

medical field, and juries must include diverse lived experiences. Clinicians must consider 

how their own racial and gender identities, upbringing, education, and socioeconomic 

circumstances influence their personal ethics and decision making. Finally, adherence to 

principlism ignores the socio-political contexts where clinicians deliver medical care and 

negotiate ethical conflicts.  Class, race, and socioeconomic status influence the decisions 
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that clinicians make. In Harris’s model, a physician must consider whether her decision 

in an ethical conflict that can perpetuate existing discrimination and inequity.60 

 Let’s apply Harris’s alternative ethics to one of the experiences described in the 

previous section. In the first story, the emergency room visit for a kidney stone, the 

clinician would consider the patient’s social and personal relationships. Understanding 

that she was a medical student in a long distance relationship with another woman would 

have limited his repeated questioning of her potential to be pregnant. The clinician would 

have been aware of his biases and consciously worked against assumptions that all 

women are straight, sexually active, or medically able to have children. The clinician 

would consider whether inequalities were at play. Are experiences of racism, classism, 

misogyny, homophobia, transphobia, etc. influencing their interaction?  Dr. Harris is 

clear that alternative perinatal ethics will not solve all ethical conflicts but that 

considerations such as these are paramount for moral decision making in pregnancy. 

 Dr. Harris’s model does not only apply to perinatal decision making. It can be 

broadly applied in many patient encounters. The intent of her alternative perinatal ethical 

model is for health care providers to be consistently engaged with the question:  “How do 

we prevent existing biases, power structures, racial inequalities and stereotypes about 

women’s unique responsibility of pregnancy from entering our perceptions of our moral 

obligations and apparent conflicts between them?”61 Reflecting on this question 

throughout clinical decision-making reduces the opportunities for presumptive fertility 

ideology to enter the discussion.   
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CHAPTER 6: CONCLUSION 

 Let’s return to the CDC’s warnings to women about alcohol and the Zika virus 

outbreak and consider another contemporaneous news story -- the Flint, MI water crisis. 

The failings of various state and local authorities to ensure safe drinking water for a 

working class Black community engendered moral outrage. But three years after its 

discovery, the crisis is ongoing, and few resources have been allocated to address the 

lifelong complications that children with early lead exposure must endure.62

 Dramatic teratogens like thalidomide, rubella, alcohol, and Zika virus capture 

public attention and warrant public health action. Other harms stimulate much less hand-

wringing. Violence against women, poverty, racism, inadequate health care, and 

pollution--each has medical evidence about in utero harms to the fetus. But you don’t see 

signs about pollution in an airport. You see a sign warning women who are or could 

become pregnant to take precaution against Zika. 

 Presumptive fertility is an ideology that controls women under the guise of 

protecting innocent, unborn children. Principles of teratology hold that there is no safe 

exposure to a teratogen, a principle the CDC was undoubtedly aware of when it released 

its Vital Signs report about alcohol. But Fetal Alcohol Spectrum Disorders are the result 

of fetal alcohol exposure in women who had preexisting alcohol addictions and became 

pregnant. Fixing that problem requires resources for addiction treatment, geared towards 

women, pregnant women, and women with children. Fixing that problem does not require 

pathologizing female patients of reproductive age or criminalizing pregnant women with 

addictions.  
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 We do not know the safe amount of alcohol exposure during pregnancy. But we 

do have clearer evidence about the limits of in utero and early childhood lead exposure. 

While some may feel emboldened to harass a visibly pregnant person for hurting her 

baby, fewer are emboldened to harass the officials who have irreparably harmed Flint’s 

children.  

 We must dismantle presumptive fertility. As I have shown, presumptive fertility 

threatens female patients of reproductive age. But in particular and especially, 

presumptive fertility threatens poor and working class women, women with addictions, 

women with mental illness, women of color, as well as queer, trans, and gender non-

conforming people. Historically, medical attention, social control, and legal action have 

always been focused on those we deny full humanity.  

 The first step to limiting presumptive fertility must occur in medical education. 

Educators and students can empower each other to ask better questions. Even in the 

preclinical years, medical education should reinforce values that uphold a patient’s 

dignity and autonomy.   

• In the endocrinology workshop case discussed earlier, the lecturer could have 

written other questions. Simply, “How would you practice the art of medicine in 

this case?” Or a line of questions: “If the patient said she wanted no children? If 

the patient was transgender? If the patient was pregnant at the time of 

presentation?” 

• In the same situation, a student could request more context or ask questions. For 

particularly egregious examples of presumptive fertility, a coalition of students or 

student groups may be more successful in changing lecture materials. 
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o “In this case, we assumed a lot about the patient that wasn’t stated. Could 

you include more details so that we are all on the same page?” 

o “I could imagine being the patient in this case and I’d resent the 

assumption that I was planning on having children. Could you speak to 

those concerns?” 

o “I could imagine being the patient in this case and I’d fear that the 

physician’s ideas about childbearing conflicted with my own plans. How 

do you negotiate this difference?” 

• Frequently, basic sciences and social medicine curricula are entirely separate. If 

asked about values or ideology, a lecturer may say: “This session is about the 

science.  Other avenues exist to talk about that part of medicine.” When possible, 

physicians in training should consider ‘hard’ and ‘soft’ sciences together. 

o Siloing clinical and basic science education reinforces the idea that they 

are separate duties. “I asked the question because I think it is relevant to 

this discussion. There is an art and a science to medicine and I hope that 

I’m well trained in both.” 

 In place of presumptive fertility, we must construct a new ideology. Our new 

ideology responds to fetoconsciousness by giving pregnant people autonomy over their 

bodies and pregnancies and by contextualizing maternal fetal relationships. Female 

patients of reproductive age, like all patients, benefit in shared decision-making. 

Informed and educated patients are able to participate in health care decisions. A patient’s 
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values and lived experiences, whether recorded in the chart or consulted during an 

appointment, may broaden the clinician’s perspective of the patient.63 

 Reproductive health justice is not simply equitable access to safe, affordable 

contraception and abortion for all people who need it, but it is also the social provisions 

for people to raise the families that they want:  Paid family leave, affordable child care, 

safe and affordable housing, quality public education, funding for WIC and SNAP, 

national health insurance, and support for children and adults with physical and 

intellectual disabilities, affordable assisted reproductive technology, efforts to reduce 

pollution, eliminate violence, and end racism, poverty, homelessness.   

 Considering and addressing social context is critical for medical practice. The 

alternative perinatal ethical model, suggested by Lisa Harris, M.D., incorporates not only 

the patient’s context, but also the provider’s background and the social forces in the 

health care system they are interacting within. She suggests:  

…clinicians do the following three things: attempt to understand the pregnant 
woman and her decisions within her broad social networks and communities; ask 
how the standpoint of clinicians framing the ethical dilemma is related to the 
outcome judged to be ethical, and recognize that opinions from a diverse group of 
people might best accomplish this; and attend to issues of sex and race equality by 
asking, “Does this approach reduce or enhance existing conditions of advantage 
and disadvantage?64 
 

Her model will not always simplify ethical decisions for maternal fetal relationships. But 

this model is more likely to address the issues that confront patients. 

                                            
63 Michael J. Barry and Susan Edgman-Levitan, “Shared Decision Making – The Pinnacle of Patient-
Centered Care,” New England Journal of Medicine 366, no. 9 (March 1, 2012). doi: 
10.1056/nejmp1109283. 
 
64 Harris, “Rethinking maternal fetal conflict,” 790. 
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 Conversations about personal values, needs, and goals for reproduction should be 

an ongoing part of primary care relationships. Just as clinicians regularly revisit treatment 

goals of care, clinicians can have similar conversations about fertility management in the 

short and long term. Societal acceptance of living wills demonstrates that there are 

individual differences in values and needs for resuscitation preferences and end of life 

care.65 Medicine can meet individual differences in values and needs for reproduction.     

 The implications of presumptive fertility go beyond female patients of 

reproductive age. Medical authority and power, control over medical decision-making, 

standardization of medical care, patient rights, bodily autonomy, and patient centered 

care are all at stake. Presumptive fertility has the potential to threaten all patients. 

Deconstructing presumptive fertility is critical to medical practice now more than ever.  

 

 

                                            
65 Katz Rothman, Recreating Motherhood, 194.  
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APPENDIX: VISUAL REPRESENTATIONS OF PRESUMPTIVE FERTILITY 

CDC warning to women about alcohol 66 

.  

                                            
66 “Alcohol and Pregnancy,” Centers for Disease Control and Prevention 
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