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ABSTRACT 

Through an interdisciplinary analysis of fetal development from conception through to the recognition of fetal rights, this 
research paper deals with the legal, ethical, medical, and social concerns. In this regard, India as the primary jurisdiction, the 
study takes a comparative approach by looking at the corresponding frameworks of the US and UK. The paper begins with 
the scientific stages of fetal development and discusses philosophical debates over the doctrine of personhood and its ethical 
consequences. It then further presents a review of recent legal trends on fetal rights in India with a specific focus on 
legislation, for example, the Medical Termination of Pregnancy Act and the Pre-Conception and Pre-Natal Diagnostic 
Techniques (Prohibition of Sex Selection) Act, 1994 (PCPNDT Act), and highlights significant judicial rulings. The sections 
comparing the different frameworks of fetal rights in the U.S. and the U.K. illustrate comparative issues and how both the 
U.S. and the U.K. have approached the same legal issue from their own perspectives. Using this comparative perspective, the 
paper shows key parallels and divergences regarding abortion, prenatal care, and measures against gender-based 
discrimination. The second section examines the effects of these legal constructs on social and policy development with a 
particular emphasis on their influence on maternal health, child welfare, and public views on reproductive rights. On top of 
the analysis of the relative success of the above two-step mechanisms, the paper advocates for a policy response that would 
be directed towards strengthening India’s legal framework for fetal rights, which considers the autonomy of women in relation 
to women’s health. The study’s findings all point to the importance of an adaptive, contextually-based approach towards fetal 
rights informed by interdisciplinary thought and global best practices. 
 
KEYWORDS: - Fetal rights, Abortion law, gender-based discrimination, Comparative approach, Reproductive health, Legal 
framework. 
 

1. INTRODUCTION 
The issue of when life begins, and what point in time, to give life its legal obligations, has been debated 
philosophically, legally, medically and ethically throughout history, as to what point ought human rights accord 
given the fetus its own rights. This challenge is further complicated in multicultural settings characterized by 
social, religious and political consensus and where social, religious, and political values combine and intersect 
with medical science. Fetal development is not just a question of biological principles that has to grapple with 
and challenge those of laws: it also serves as a challenge to legal systems, and a test-case for social values, asking 
a lot of deep and wide-ranging ethical debates surrounding autonomy, personhood, and women’s rights 
regarding what women are and are not entitled to when referring to the unborn. And it’s not all nations that 
have a single way of defining fetal rights, and the way some views view their recognition varies widely from one 
legal system and cultural background to another. The fetus’s rights in many jurisdictions are intricately linked to 
larger discussions of reproductive autonomy, abortion, gender equity and access to health care. As medical 
technology has progressed, allowing for earlier detection of fetal stages of development, genetic defects and 
whether embryonic growth is viable outside the womb at earlier and more accurate levels, lawmakers and judges 
have had to re-examine the old legal structures and ethical beliefs (Chervenak & McCullough, 2013). The legal 
landscape that then emerges is often patchy and in flux, an ongoing contest in society on the moral status of a 
fetus. Legal aspects of fetal rights in India are determined due to a unique confluence of constitutional 
prescriptions, statutory clauses, interpretative decisions of judges, and traditional and religious customs. At the 
time, the Indian Constitution, as silent as it may be for fetal rights per se, guaranteed the right to life and personal 
liberty enshrined in Article 21, a protection widely construed as encompasses both health and reproductive 
liberties, that is underlined as having been well-established to include rights to health and reproductive freedom 
(Puttaswamy v. Union of India, 2017). Statutory policies such as the Medical Termination of Pregnancy (MTP) Act, 
1971 (amended in 2021), and the Pre-Conception and Pre-Natal Diagnostic Techniques (Prohibition of Sex 
Selection) Act, 1994 (PCPNDT Act) provide for equal rights of women and for the state interest in regulating 
abortion, as well as against sex selective practices. Landmark judicial cases like Suchita Srivastava v. Chandigarh 
Administration (2009) have upheld the woman's right to make reproductive decisions, but have held that, in 
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addition to her rights to control, the state has the obligation to safeguard the potentiality of human life. By 
comparison, the U.S. has quite the opposite legal and social landscape. The Constitutional basis of abortion 
rights, laid out in Roe v. Wade (1973) and adapted to Planned Parenthood v. Casey (1992), was recently overruled 
in Dobbs v. Jackson Women’s Health Organization (2022), leaving the legality and scope of abortion to individual 
states. This transition has reignited discussions surrounding fetal personhood, maternal autonomy, and the 
appropriate role of the state, as there remains a spectrum of regulatory provisions and approaches that differ 
greatly on a state-by-state basis (Greenhouse & Siegel, 2011). We see this in the U.S. experience, and how we 
might very much be affected by the political ideology, religious belief or the advocacy efforts involved with legal 
and policy changes. Public health-based priorities such as the UK's Abortion Act 1967 and Human Fertilization 
and Embryology Act 1990 strike a balance between women and fetuses. Such statutes dictate appropriate legal 
abortion and the extent to which reproductive technologies may be used or rendered legal, which indicates an 
abiding societal agreement that it is the preservation of the health of mothers that also needs to happen, to save 
and minimize the risk that potential life is put at risk (Sheldon, 2016). By having legal clarity, funding from the 
public purse, and health systems that deliver justice, the British model is able to prevent the divisive debate and 
move in a direction of fairness. Comparing India, the US and the UK, the comparison reveals the salient 
similarities and differences in the acceptance of and defense of fetal rights. All three countries, however, have 
had to contend with the trade-off between the principle of maternal autonomy and fetal interests, but their 
strategies were heavily inspired by a different historical, cultural and institutional backdrop. For example, the 
legal framework of India is largely affected by the demographic issues faced and long-standing issues of 
discrimination based on sexual difference, particularly on sex-selective abortion (Jha et al., 2011). While U.S. 
debates tend to be framed through the lens of individual liberty and freedom of religion, in the U.K., they focus 
more on public health and social welfare. To this end, this research paper takes an interdisciplinary approach to 
trace the evolution of fetal rights and recognition from conception. This study intends to clarify some of the 
intricate dynamics that govern the issues of fetal rights in India by interweaving law and ethics, medicine, and 
social science; this paper will also provide lessons from comparative experiences of two developed countries. 
The analysis aims to contribute to ongoing discussions and reform processes of policy development, as well as 
suggest the need for context-dependent, evidence-based, and human rights-based approaches to address this 
challenge. Indeed, the issue of fetal rights cannot be studied or studied in isolation. Thus, the legal and ethical 
paradigms for the protection of unborn persons’ rights, and of women lived experiences, have to evolve as both 
technologies and social frameworks continue to change. 
 

2. RESEARCH METHODOLOGY 
The study will follow a qualitative, interdisciplinary strategy consisting of doctrinal legal analysis, comparative 
methodology and literature review. For its primary sources, this is an examination of statutes, landmark judicial 
decisions, and policy documents from India, the United States, and the United Kingdom. Secondary sources such 
as scholarly articles, medical literature, and ethical commentaries provide contextual understanding. The 
comparative analysis identifies the similarities and differences in legal frameworks and societal attitudes. The 
study also critically examines the interaction between law, ethics, and medical science to propose context-
sensitive recommendations for India, providing a comprehensive and evidence-based understanding of fetal 
rights as well as their implications for policy. 
 

3. RESEARCH OBJECTIVE 
The main research aim is the holistic analysis of fetal development and the recognition of fetal rights based on 
laws and societies in India from a medical and ethical standpoint. To do so, this study is done on the evolution 
and the existing state of laws of fetal rights, whether they be specific statutes, for instance, the Medical 
Termination of Pregnancy Act and the Pre-Conception and Pre-Natal Diagnostic Techniques (Prohibition of Sex 
Selection) Act, 1994 (PCPNDT Act), or judicial pronouncements and the like. To this end, the research aims to 
compare and contrast India’s response vis-à-vis two advanced countries—the United States and the United 
Kingdom—to obtain similarities, differences and best practices in regulating fetal rights and reproductive health. 
The study hopes to draw from the intersection of law, ethics, medicine and social sciences to provide the basis 
for informing policy-making and legal reforms in India. Ultimately, to work with a variety of experts, we will seek 
to articulate context-sensitive solutions that balance fetal rights and women’s autonomy and health and provide 
for a fair, effective, and equitable mechanism of reproductive rights through an informed legal framework. 
 

4. RESEARCH QUESTIONS 



 

751 
 

Adolescencia e Saude, vol. 21, No.8s, p. 749-757 

Firstly, how is the process of fetal development conceived and categorized in medical, ethical, and legal terms, 
and in what way do such classifications reflect the nature of fetal rights acknowledgement? Secondly, what is the 
current legal framework governing fetal rights and abortion in India, and how do key statutes such as the Medical 
Termination of Pregnancy Act and the Pre-Conception and Pre-Natal Diagnostic Techniques (Prohibition of Sex 
Selection) Act, 1994 (PCPNDT Act) govern the protection of fetal and maternal interests? Thirdly, how do judicial 
interpretations and landmark cases contribute to the evolution of fetal rights in India? Fourthly, how may the 
legal, social, and ethical orientation towards fetal rights in India be contrasted with that under the United States, 
the United Kingdom, and similar jurisdictions within the framework of differing constitutional values, societal 
customs, and health systems? Fifthly, in these jurisdictions, what are the major points of divergence and 
concordance in regulatory regimes regarding fetal rights, abortion, and reproductive autonomy? Finally, what 
can be done to promote balance and context-sensitive approaches to fetal rights, women’s health, and 
reproductive justice in the Indian system, drawing on comparative considerations? 
 

5. SCIENTIFIC OVERVIEW OF FETAL DEVELOPMENT 
Fetal development is pivotal to the legal, ethical, and social debates over fetal rights. Fetal development: human 
development. The process that proceeds from conception to birth is a continuous and tightly controlled series 
of events and milestones, with major developmental milestones that have a growing influence on international 
legal and policy frameworks. It starts once the eggs are fertilized. Fertilization happens when sperm and the egg 
unite, producing a zygote, a single cell with the embryo’s entire genes. Between 24 and 30 hours, a zygote 
undergoes its first mitotic division and traverses the fallopian tube for several days, growing back into a single 
blastocyst, which attaches to the uterine wall at around six to ten days postfertilization (Moore, Persaud, & 
Torchia, 2016). This represents the start of embryogenesis, a time of rapid cell division, differentiation and the 
appearance of various organ systems. The embryonic state is from implantation until the end of the eighth week 
of pregnancy. Around the same time, the base of the body’s major structures and organ systems begins to form. 
The neural tube that turns out to be the brain and spinal cord closes during the fourth week, and the heart beats 
as early as day 21. Limb buds form, and the earliest visible features of the eyes, ears and digestive tract are 
uncovered. At the end of the embryonic period, the organism (which is referred to as a fetus) has evolved 
recognizable human characteristics. The fetal stage, which lasts from the ninth week of pregnancy to delivery, is 
characterized by growth, maturation, and functional development of organ systems. Around the end of the first 
trimester (12 weeks), most of the major organs develop, and the skeletal ossification starts. Rapid growth occurs 
in the uterus during the second trimester (weeks 13–26), when the mother generally feels (quickening) fetal 
movements at approximately 18–20 weeks. The development of the central nervous system and lungs speeds 
up, and the fetus becomes more sensitive to outside stimuli. At 24 weeks, the fetus is found to have a viability 
level, meaning that it can survive out of the womb with medical assistance, a time period usually mentioned in 
the legal discussions in the discussion of abortion and the rights of fetuses (Royal College of Obstetricians and 
Gynecologists, 2014). In the third trimester (weeks 27–40), the fetus undergoes enormous weight gain, organ 
maturation, and preparation for life beyond pregnancy. The lungs develop, fat deposits accumulate, and the brain 
undergoes significant development. By full term (around 40 weeks), the fetus is usually ready for birth, and all 
physiological systems are functional. Progress in medicine has had far-reaching implications for the ways we think 
about fetal development. Techniques such as ultrasonography, magnetic resonance imaging (MRI), and prenatal 
genetic testing for pregnancy and gestational age allow for earlier and closer visualization of fetal health and 
abnormalities. Such advances not only support the care of the fetus but also have legal and ethical consequences, 
especially with respect to the right to continue carrying or ending pregnancies with fetal abnormality. 
 

6. PHILOSOPHICAL AND ETHICAL PERSPECTIVES 
Philosophical and ethical considerations play a crucial role in the acknowledgement of fetal rights, forming 
societal, legal, and medical perspectives on the status of the fetus. This issue is at the heart of these controversies 
— when life really begins and what is a person — and one that can differ widely among cultures, religions, and 
philosophical approaches. Philosophically, the topic of discussion often centers on the moral status of the fetus. 
This is so because, for some theorists — especially from the liberal individualist tradition — personhood — and 
thus individual rights — are conferred at birth, or if they gain specific powers, consciousness, or self-awareness, 
or the ability to feel pain (Tooley, 1972). Others have the position, rooted in religious or natural law traditions, 
that life commences at the time of conception, and it is therefore right to regard the fetus as a rights-bearing 
individual from its very development (Finnis, 1998). These competing views lie at the foundation of much of the 
ethical controversy over abortion, embryo research, and reproductive technologies. Placed under the different 
ethical perspectives of utilitarianism, deontological ethics and virtue ethics, the permissibility of acts on the fetus 
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can be examined with different perspectives. Utilitarian perspectives might focus on results — looking at the 
possible suffering or well-being of the mother, fetus, and the wider society. Deontological views, however, may 
hold that the fetus's inherent dignity or rights matter as a result of the treatment of deontological principles, 
regardless of the consequences. Theoretically, feminist ethics prioritize female autonomy, bodily integrity and 
historical reproductive oppression, claiming that a woman should rise above the interest of her own, more so in 
contexts where men have a past of sex and gender inequality (Sherwin, 1992). Beliefs around culture and 
religious tenets also influence ethical attitudes. Based on many traditions in India’s Hindu and Buddhist systems 
and cultural beliefs of life at conception that are seen as basic to their doctrine of life, the idea that it must 
commence before reproduction is well and truly conceived, which helps in shaping the way that the fetus and 
abortion are perceived in some contexts. Some interpretations, however, in Islam and Judaism accept the fact 
that there are different stages of fetal development and provide increasing moral importance for the fetus as the 
pregnancy progresses (Cook, 2000). That these philosophical and ethical debates are not just theoretical are not 
purely academic — they have real-world application to law and policy. They contribute to legislative standards 
for establishing legal requirements for abortion, regulating assisted reproduction, and to the wider society’s 
approval of prenatal treatments. Ultimately, the ethical framework must take into account this complexity to 
construct a set of rules that give due respect to diversity, protect the vulnerable and encourage social justice. 
 

7. LEGAL FRAMEWORK ON FETAL RIGHTS IN INDIA 
Fetal rights in India are framed in the courtrooms of constitutional statutes and judgments. Unlike certain 
jurisdictions that use the term to refer to fetal rights in a strict sense, Indian law looks at the issue through the 
lens of reproductive autonomy, public health and social justice, which are the broader themes of the laws of the 
nation’s social and national cultures and demographics rather than specific fetal rights. From a constitutional 
basis, the rights to life and liberty as provided for in Article 21 of the Indian Constitution have been interpreted 
greatly by the judiciary from constitutional points of view, extending to include health and reproductive 
autonomy (Puttaswamy v. Union of India, 2017). The constitution, however, itself gives birth to the fetus no such 
rights. Rather, the courts have weighed the rights of pregnant women against the state’s interest in the protection 
of human potential with an appreciation for the necessity for context-sensitive adjudication. The Medical 
Termination of Pregnancy (MTP) Act 1971, a key piece of legislation, is one of the main pieces of legislation under 
which this is done and was reformed significantly to further the provision of safe abortion services in 2021. 
Abortion up to 20 weeks of gestation can be performed in relation to a woman’s pregnancy under the provisions 
of the Act under some circumstances, including risk to the life or bodily or mental health of the woman, 
significant fetal abnormalities, rape, or failure to take contraception. The act also allows an abortion up to the 
24-week mark for some classes of women (i.e., rape survivors and minors) (subject to a medical board approval) 
(The MTP (Amendment) Act, 2021). The Act, however, fails to regard the fetus as a rights-bearing being and sees 
it as a potential life that has interests to be weighed against the pregnant woman. Complementing the MTP Act 
is the Pre-Conception and Pre-Natal Diagnostic Techniques (Prohibition of Sex Selection) Act of 1994 (PCPNDT 
Act). Enacted to prevent sex-selection abortions and to correct India's imbalanced sex ratio, the Act prohibits 
medical treatment before birth for the determination of sex and has enforced vigorous regulations throughout 
both genetic clinics and laboratory operations. Violations will subject people to hard penalties, marking a state 
commitment to prevent discrimination based on sex even before birth for many years to come. Courts have 
played a crucial role in the shape-shifting of fetal rights. For example, the High Court of India’s Suchita Srivastava 
v. Chandigarh Administration (2009) has established a woman’s reproductive self-determination, while also 
holding the state obligated to save potentiality in life after viability. The Supreme Court of India has continually 
stressed the necessity of a comprehensive approach that is consonant with women’s rights to privacy, dignity, 
and bodily integrity, yet recognizes that they are indeed in need of state regulation of their reproductive choices. 
So, in short, the Indian legal structure does not grant rights over the fetus, but rather tries to ensure the 
protection of potential life as much as it protects the interests of women’s rights. This approach is guided by 
statutory reforms, judicial interpretation, and the demands of social justice in a diverse and populous landmass. 
 

8. COMPARATIVE LEGAL ANALYSIS: UNITED STATES 
At its core, the legal terrain of fetal rights in the United States is fluid and fiercely contested, a result of its 
multiethnic society and deep ideological rifts. From a historical perspective, the Supreme Court’s decisive 
decision in Roe v. Wade (1973) established a constitutional right to abortion, anchoring this right in the extensive 
right to privacy granted through the Fourteenth Amendment. The Court adopted a trimester framework, giving 
states greater regulatory authority as pregnancy progressed — especially after fetal viability. Later decisions, 
notably Planned Parenthood v. Casey (1992), adapted this framework to eliminate strict conditions requiring a 
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trimester, establishing an “undue burden” standard that allowed states to regulate abortion as long as they did 
not impose such a substantial hurdle on women seeking the procedure. But the legal terrain changed abruptly 
with the Supreme Court decision in Dobbs v. Jackson Women’s Health Organization (2022), which overturned 
Roe v. Wade and handed a new mandate for abortion regulation back to individual states. As a result of this 
reversal, the laws vary among the states, with some virtually banning abortion in particular states and others 
bolstering protections for reproductive rights. The question of fetal personhood can still be found almost 
everywhere in U.S. society. Some states have adopted “fetal personhood” statutes, recognizing a fetus as an 
individual subject at different stages of pregnancy, which have an impact on criminal, civil and health legislation 
(Solum, 1992). Federal law, such as the Unborn Victims of Violence Act (2004), recognizes a fetus as a legal victim 
if it is injured or killed during the commission of certain federal crimes. Answering the above questions, the 
American context is more complex with competing cultural, religious, and political beliefs and regional disparity 
in access to abortion and prenatal care. The shifting laws and legal terrain present in the U.S. highlight the 
persistent conflicts between individual autonomy, the self-interest of the state and the ethical claim of the fetus. 
 

9. COMPARATIVE LEGAL ANALYSIS: UNITED KINGDOM 
The UK fetal rights framework is pragmatic and public health-oriented, ensuring that the pregnant woman and 
fetus are placed in the perspective of health under a statutory framework. The bedrock of abortion law in the 
UK is the Abortion Act 1967, which has provided consent for abortion in specific states (except Northern Ireland, 
until recent reforms). Under the Act, termination of pregnancy is allowed up to 24 weeks of gestation on the 
conditions that two registered medical doctors agree that maintaining the pregnancy would be at greater risk to 
the physical or mental health of the woman or her existing children than terminating the pregnancy. Abortion is 
only permissible after 24 weeks, for example, in exceptional circumstances of profound fetal defects, or at threat 
to the woman's life (Sheldon, 2016). Reproductive technologies and embryo research are covered by the 1990 
Human Fertilization and Embryology Act, and in terms of the development and use of new life forms, science has 
been heavily monitored; scientific intervention and the use of prenatal diagnostic screening are tightly regulated. 
This legislation echoes continuing ethical and social discussions about the status of the embryo and also the 
status of the fetus, and still does not extend to the fetus a legal personhood of its own. Instead, legal rights accrue 
at birth, but the law acknowledges the fetus’s claims in one particular setting (such as that against damage from 
outside agents or medical malpractice) (Jackson, 2013). In the UK, judicial decisions have almost always 
reinforced the statutory paradigm, eschewed the derivation of fetal legal personhood and ensuring the 
continuing welfare and autonomy of the pregnant woman (R v. Bourne, 1939; Paton v. British Pregnancy Advisory 
Service Trustees, 1979). Abortion is accessible through the National Health Service (NHS), a comprehensive 
reproductive health care system designed to address access (to eliminate the inequalities in access that may be 
a result of lack of healthcare) and access to treatment, with which to ensure informed medical decision-making. 
UK legal discussions of recent years have generally centred on the need to reduce the gestational limit of 
abortion, as well as addressing advances in fetal medicine; the principle behind these has been one of balance 
and proportionality. The clear regulatory framework in the UK, the incorporation of public health concerns, and 
the recognition of women’s autonomy are useful models for the reforms in other contexts. 
 

10. COMPARATIVE ANALYSIS: INDIA VS. UNITED STATES AND UNITED KINGDOM 
Comparative legal perspectives also expose the extent to which fetal rights in India, the U.S. and the U.K. are 
similar and inconsistent, given the influence of cultural, historical and institutional factors on reproductive 
governance. Despite the challenges all three of these countries face in balancing (1) maternal autonomy, (2) fetal 
interests, and (3) state regulation, they are very different in what they take as their core objectives and also in 
their overarching ideology. In India, the concept of fetal rights is influenced by the twin aims of protecting 
women’s health and opposing gender-based discrimination, in the sexual discrimination against women (i.e., sex-
selective abortion). The Medical Termination of Pregnancy (MTP) Act and the Pre-Conception and Pre-Natal 
Diagnostic Techniques (Prohibition of Sex Selection) Act, 1994 (PCPNDT Act) act together to provide access to 
abortion and ensure that prenatal diagnostic technologies are not misused without medical justification. Indian 
law does not grant legal personhood to the fetus, but seeks to reconcile the potential interests of the fetus along 
with the rights and well-being of the pregnant woman. Supreme Court rulings emphasise that: (a) women’s 
autonomy and bodily integrity are central, but (b) the state has a legitimate interest in regulating abortion 
because it can prevent harm and ensure public health (such as through the case of Suchita Srivastava v. 
Chandigarh Administration, 2009). In contrast, in the United States, reproductive rights jurisprudence has shifted 
dramatically since the Supreme Court’s decision in Dobbs v. Jackson Women’s Health Organization (2022), in 
which the Roe v. Wade ruling was overturned, striking down the constitutional right of a woman to have an 
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abortion. And the resulting legal terrain is patchwork, states enacting policies that have embraced radically 
different policies, from the granting of full access to abortion to near-complete bans and the recognition of fetal 
personhood. This patchwork has exacerbated regional divides in abortion access, with respect to the fetus’s 
moral status and women’s rights being politically contested. Debate in the US has a powerful emphasis on 
individual liberty, religious values and the role of the judiciary in constitutional interpretation. It is a model from 
the United Kingdom which, like the other case, is supposed to offer a contrast to the former, characterised by 
statute clarity and an emphasis on public health. Abortion and the use of reproductive technology are 
underpinned by the legal framework created by the Abortion Act 1967 and the Human Fertilization and 
Embryology Act 1990 and are guided by a common emphasis on proportionality and balance. The fetus is not 
given independent legal rights before birth, but the law recognizes potential interests by way of specific context 
(e.g. medical negligence). Abortion and prenatal care are covered by the National Health Service, which helps to 
reduce inequities in access based on SES and allows for uniformity of treatment. Decided judicial intervention 
has maintained a balance between the primacy of a woman’s decision to raise a baby and protections for fetal 
health. The three jurisdictions’ convergence points are largely due to the acknowledgement of the need to strike 
a balance between the rights and protection of the potential life of women, the regulation of prenatal diagnostic 
technologies and cultural and social values on legal decision-making. Divergences are stark in the attribution of 
fetal personhood, the level of intervention by the state and access to reproductive health services. India’s focus 
on curbing sex-selective practices, the United States’ patchwork of states and the United Kingdom’s centralized, 
health-driven approach mirror different social priorities and legal philosophies. Finally, cross-jurisdictional review 
emphasizes the need for context-specific legal frameworks that address local factors and simultaneously uphold 
fundamental rights. Both the U.S. and U.K. lessons learned can offer valuable insights to current policy 
discussions in India, particularly on opening doors to, equity concerning, and ethically regulating reproductive 
technology. 
 
➢ Below is a comparative analysis chart for India, the United States, and the United Kingdom regarding fetal 

rights and abortion law: 

Feature/Aspect India United States United Kingdom 

Legal Basis MTP Act (1971, 
amended 2021), PCPNDT 

Act (1994) 

Varies by state (post-
Dobbs, 2022); previously 

Roe v. Wade & Casey 

Abortion Act (1967), 
Human Fertilisation and 
Embryology Act (1990) 

Fetal Personhood Not recognised; fetus 
not a legal person 

Varies by state; some 
states grant fetal 

personhood, but federal 
law does not. 

Not recognised; legal 
rights accrue at birth 

Abortion Permitted Up 
To 

20 weeks generally; 24 
weeks for special 

categories 

Varies: Some states ban 
almost all abortions, 
others allow up to 24 

weeks or more 

24 weeks (exceptions 
after 24 weeks) 

Grounds for Abortion Risk to the woman’s 
life/health, fetal 

abnormality, rape, 
contraceptive failure 

Depends on state: may 
be unrestricted, 

restricted, or banned 

Risk to the woman’s 
health, fetal 

abnormalities, and 
social/mental health 

grounds 

Sex-Selective Abortion Prohibited under the 
PCPNDT Act 

No federal law; some 
states have bans 

Not specifically 
addressed; discouraged 

Access to Services Uneven, especially in 
rural areas; stigma 

persists 

Highly variable; depends 
on state laws, resources 

Universally available via 
NHS; few disparities 

Judicial Influence Supreme Court 
recognises women’s 
autonomy, balances 

state interest 

Supreme Court decisions 
have a major impact 
(Roe, Casey, Dobbs) 

Courts uphold the 
statutory framework, 

avoid fetal personhood 

Public Healthcare 
Coverage 

Partial; varies by region Varies: Medicaid is 
covered in some states, 

but others restrict it 
Comprehensive via NHS 
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Recent 
Trends/Challenges 

Focus on curbing sex-
selective abortion, 

expanding safe abortion 
access 

Legal fragmentation 
post-Dobbs, increasing 

restrictions in many 
states 

Debates on lowering 
gestational limit, 
advances in fetal 

medicine 

 

11. SOCIAL AND POLICY IMPLICATIONS 
 

According to a Guttmacher Institute study (Stillman et al., 
2014), the distribution of reasons for abortion among 
Indian women (presented in the pie Diagram) 
Fetal rights and reproductive autonomy are embedded and 
intersect with social realities and policies. Laws and case 
law govern more than healthcare access and choices that 
individuals have; they also frame broader opinions around 
gender, family, and bodily autonomy. If you think about 
these legal provisions from an interdisciplinary standpoint, 
the implications of these rules have an impact far beyond 
the courtroom or the legislature and into the realm of 
public health, social equity, and healthy local communities 
in India, the US and the UK more generally. In India, the 
interface of law and social context is especially strong. The 
implementation of the PCPNDT Act has made the 
regulatory agenda more directed towards preventing sex-
selective abortions to respond to historical and ongoing 
gender bias and its deleterious impacts on the skewed sex 
ratio. Although the Act has raised awareness and regulated 
the diagnostic clinics more strictly, there are side effects, 
such as the stigmatisation of prenatal treatment and the 

reluctance of medical professionals in providing care, lest they come under legal attack (Unnithan, 2019). The 
Medical Termination of Pregnancy (MTP) Act has expanded the grounds for legal abortion and improved 
maternal health, but often faces social stigma, lacks awareness or equal access to safe medical facilities, 
particularly in rural and marginalized communities (Stillman et al., 2014). Consequently, unsafe abortions are a 
common public health concern, a major contributor to maternal morbidity and mortality. Following recent 
judicial developments in the United States, there is a clear example of how swift legal shifts can compound social 
inequities. The overturning of Roe v. Wade in Dobbs v. Jackson Women’s Health Organization has led to dramatic 
differences in access to abortion and reproductive care, depending on state laws and local resources. Restrictive 
laws disproportionately affect marginalized groups, such as low-income women and women of colour, with 
greater travel and financial hardship and the risk of unsafe procedures (Nash & Cross, 2022). The politicization 
of reproductive rights has only fueled social polarisation and care access shaped by ideological, geographic and 
socioeconomic elements. The United Kingdom, by contrast, however, more centralized system, guided by 
principles of public health, which has meant more uniform access to reproductive services. By including abortion 
and prenatal care in the National Health Service (NHS), women (who do not necessarily come from a particularly 
low-income background) can receive a safe and legal, private and confidential source of care. This model 
diminishes the risk of unsafe abortions and allows informed decision-making, but there are conflicts over the 
limits of gestation and access in Northern Ireland (Sheldon, 2016). Civil society, advocacy groups, and 
international organizations collectively shape policy outcomes that highlight awareness in all three of the 
different jurisdictions. In India, NGOs and women’s rights groups have played key roles in advancing reproductive 
justice, resisting retrenchments in policies and programs, and aiding affected populations. Likewise, policy 
changes and popular opinion have emerged out of advocacy in the US and the UK. Recommendations for public 
health policy based on this comparative analysis emphasize the importance of context-specific, evidence-based 
policy changes. India needs to educate, destigmatize reproductive health, develop rural healthcare 
infrastructure, secure the sensitive enforcement of the PCPNDT Act, or anything like it. Lessons from the UK are 
that integrating reproductive healthcare into public health systems offers greater protection, but lessons learned 
from the US caution against failure to ensure that reproductive healthcare remains a viable option are similar 
across US and UK-based services. Fetal rights frameworks require a holistic approach, with justice both as a legal 
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protection and a societal right to be supported, the same as access to health needs, and a respect for the diversity 
of the population they reflect. 
 

12. CONCLUSION: - Towards a Balanced and Progressive Framework 
The interdisciplinarity of fetal development and rights issues in India, the United States and the United Kingdom 
emphasize the challenge of balancing fetal interests and women's autonomy and health. In India, the legal 
infrastructure derived from the Medical Termination of Pregnancy Act and the PCPNDT Act addresses these dual 
demands of protecting women’s right to self-determination on their reproductive choices and for better social 
solutions, which include sex-selective abortion. However, ongoing issues — like restricted access to safe abortion 
services, social stigma, and uneven enforcement — highlight the necessity for better legal and policy 
development. Insights from the United States and the United Kingdom show how legal, cultural and health care 
contexts have a major impact on how fetal rights are regulated. The American experience shows what can result 
from a fragmented, politicized approach, where access to reproductive healthcare has become increasingly 
unequal. By contrast, the UK’s public health-oriented model, characterized by clear statutory standards and 
integrated healthcare services, presents a more equitable and stable solution by maintaining both women’s 
rights and fetal welfare. This study highlights the importance of context-specific, evidence-based laws that 
balance individual freedom with public health and social justice. Since technological changes in medicine and 
changing social attitudes constantly change the terrain of reproductive rights, continued conversation, 
knowledge mobilization, and evidence-based advocacy are necessary. Ultimately, the challenge lies in crafting 
legal and ethical paradigms that affirm the dignity of women, protect the potentiality of life, and promote justice 
within diverse social realities. 

 
SUGGESTIONS: 
Given this comparative, interdisciplinary analysis, several recommendations could be actioned to improve the 
legal and policy framework for fetal rights and reproductive health in India: 

• Improving Access to Safe Abortion: Invest in public healthcare infrastructure to provide access to 
reliable, high-quality health care, especially in rural and underserved populations, and train more 
healthcare professionals in safe procedures. 

• To increase public awareness and promotion of abortion: Initiate public awareness and education 
efforts that focus on eliminating the stigma, establishing the legal rights of women and dispelling myths 
surrounding reproductive health issues, including the awareness of the general public and providers. 

• Make Sure the Laws are Enforced with Care: Streamline PCPNDT regulations to restrict sex-selective 
practices without discouraging legitimate prenatal care, and offer medical providers specific direction 
to avoid unnecessary legal harassment. 

• Seizing the Moment to Integrate Reproductive Health into Primary Care: Incorporate reproductive 
health and counselling services into primary health care systems similar to the UK to support equitable 
and confidential access for all women. 

• Ongoing Policy Review: Create interdisciplinary committees—comprised of legal, clinical, and 
sociocultural experts—to periodically assess new science, societal trends, and success in law, to 
guarantee that the laws are still relevant and fair. 

India can progress to a more holistic, just and effective way to define fetal rights and women’s health by taking 
on these measures. 
 
“The true measure of any society can be found in how it treats its most vulnerable members.” 
— Mahatma Gandhi 
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