


[bookmark: _GoBack]There is no universal definition for vulnerable groups, however according to Raynor et al (2014) the term is often used to describe those who are at risk of social exclusion and marginalization that can affect their uptake and use of maternity services. It has been recognised that not all groups in society have equal access to maternity services and there is evidence that maternal and fetal outcomes are much poorer amongst those from vulnerable and disadvantaged groups (CMACE, 2011). Pregnant teenagers and young parents are among the groups that are most likely to experience disadvantage; having been found to have poorer access to maternity services and poorer outcomes than older parents (Public Health England, 2015). There is a clear link between teenage pregnancy and poor educational attainment and wider health inequalities and social deprivation like poverty and poor physical and mental health (DoH, 2010). Additionally, the outcomes of their babies are poorer, with a 30% higher risk of stillbirth and a 45% higher risk of infant death compared to babies of older mothers (Public Health England, 2015). 

The health profile of Northampton illustrates the variety of the health of the people who live there and health inequalities in the town are evident. The life expectancy is 7.8 years lower for women in the most deprived areas of Northampton compared to the least deprived (Public Health England, 2017). The number of under 18 conceptions is higher than that of the national average and reducing this number is a local priority (Public Health England, 2017).

Although the policy’s and strategy’s around teenage pregnancy mainly focus on prevention, the midwife has a significant role in improving outcomes for these young women and their babies. This is ensuring that maternity services are tailored to meet the needs of pregnant teenagers, encouraging engagement in antenatal education and provide a holistic package of support. This could evolve co-ordination and strong referral links with relevant agencies to support them with their additional needs such as housing, finances and engaging in education or training (DoH, 2010). The input given by midwives can reduce the poor child health outcomes, reduce the poor maternal physical and emotional health and reduce the risk of teenage parents and their children living in poverty.

This essay is going to look into why pregnant teenagers and young parents are considered vulnerable and what puts them and their babies at a higher risk of poor outcomes. Their specific needs will be explored and why this is relevant to midwives and their role in public health. Additionally, the area of Northampton will be specifically examined; what is available to this vulnerable group and is it effective? 

The United Kingdom has long had the reputation of having the highest rate of teenage pregnancy and parenthood in Western Europe. However, these rates are declining, with the under 18 conception rates in 2016 being the lowest ever recorded. The estimated conceptions to women under 18 decreased by 11% from 2015 to 2016 and under 16 conceptions fell 19% in the same time frame (Office of National Statistics, 2016). It is also important to note that not all teenage pregnancies are unplanned or unwanted and for many it can be a positive turning point in their lives (DoH, 2010). The pathway of care offered to a married nineteen-year-old may be very different to that of a fourteen-year-old late booker with a concealed pregnancy.

Therefore, addressing negative stereotypes and adopting a non-judgmental approach is key when planning and delivering care to pregnant teenagers and young parents. Brand et al (2014) believe that there has been a social construction of young mothers, with the recurring themes in public health of them being ‘vulnerable’ and ‘risky’ shaping how communities view them, leading to moral judgements being made about them. Thus, in turn leading to powerful social and psychological forces that shape these young women’s experience of pregnancy and motherhood. 

Teenage conceptions largely mirror the pattern of deprivation with statistics showing a strong association between deprivation and teenage pregnancy (DfES, 2006). Moreover, it has been shown that as poverty increases there is a consequent increase in the number of infant deaths (DoH, 2007). Therefore, families who live in poverty are disadvantaged in a number of ways and those who grow up in poverty are more likely to remain in poverty. These families are more likely to experience stress and experience poor health and developmental problems in children (Homeyard and Gaudion, 2012). Thus, teenagers who live in poverty are more likely to become teenage mothers, which further affects their educational attainments. They can often not be academically prepared for the workforce and therefore, do not have the financial means to support themselves and bring themselves and their baby out of poverty (Hanna, 2001).

Like many towns and cities Northampton has significant differences in deprivation in different neighbourhoods. However, the percentage of the population that live in areas of the highest deprivation is 30% which is higher than the 20% England average (Public Health England, 2017). As the research has shown, there is a link between deprivation and teenage conception rates and this could explain why the under 18 conceptions in Northampton is also higher than the England average.

The CQC (2015) found that in Northampton there is a significant gap in support arrangements for teenage pregnancy. There are no specialist midwives for these vulnerable cases that fall below the threshold for child protection and therefore a referral for care by the specialist level four midwives. Additionally, the support for teenage parents in Northampton was recently reduced with the cessation of a parent craft group which operated there (CQC, 2015). This is a common picture over recent years, with changes to how services are delivered, and financial cuts leading to the services offered to pregnant teenagers and young parents to be ever changing (Herbert, 2016).

Local Trust Guidelines (2016) state that all pregnant teenagers under the age of 18 should be referred to the Family Nurse Partnership (FNP) with their consent. The FNP is a home visiting programme offered to first time young mothers and aims to improve their health, social and economic wellbeing. This support can enable young parents to thrive, fulfil their aspirations and contribute to society (FNP, 2018). The FNP is a licensed intervention that was developed in the USA and involves specialist family nurses providing an intensive structure of home visits from early pregnancy until the child is two. 

The FNP (2018) also state that it is based upon an internationally recognised evidence base that has shown its positive outcomes. Owen-Jones et al, (2013) reviewed this evidence which was done in the USA and questioned how applicable it was to the very different, publically funded health care system in the UK. The trials done in the USA reported positive outcomes, with a reduction in smoking and second pregnancy rates. Although, the research reports that these trials identified multiple outcomes which were not adjusted formally for multiple significance testing. The trial was repeated in the UK, with the researchers regarding it not as a simple replication as it was looking at the data for the intervention as adapted to UK health care systems.

The results of the trial found no evidence of benefit from the FNP on rates of smoking, second pregnancies or emergency hospital visits. The researchers concluded that the continued provision of the FNP could not be supported on the basis of the results found in the trial (Robling et al, 2015). Nevertheless, the study does accept that long term outcomes for the children and families have not been looked at and this may well shift the evidentiary base. Difference in the healthcare systems could also account for differing results. Unlike pregnant teenagers in the USA, those in the UK can access many free services such as; G.P.s, midwives, health visitors and usually specialist teenage pregnancy midwives. Therefore, this may have diluted the effects of the FNP.

The CQC (2015) spoke to a number of teenage mothers and young families in Northampton and found that they felt very positive about the input of the FNP. Describing them as ‘a very good service’, that ‘helped so much’ and was ‘non-judgemental’. The FNP could be of a greater benefit to those pregnant teenagers in Northampton than found in the research as currently there is no provision of specialist teenage pregnancy midwives. A recommendation of the CQC (2015) was to review the provision of specialist midwives in Northampton so that the needs of those with higher levels of vulnerabilities, which includes teenage expectant mothers, can be suitably met. Currently, there are no dedicated specialist teenage midwives in Northampton. 

It is the responsibility of the community midwife to refer a first-time pregnant teenager to the FNP (Local Trust, 2016). This must be done with their consent and therefore effective communication is essential. It is imperative for all midwives who have contact with pregnant teenagers to approach them with a warm, non-judgemental attitude and treat them with respect (Public Health England, 2015). Many pregnant teenagers report feeling like they are treated differently due to their age. The often fear being judged which can make them reluctant to ask for help and may be a factor in them delaying accessing antenatal care (Brand et al, 2014). 

Moreover, poor relationships with maternity staff will make them reluctant to engage with them or any services they recommend, for example the FNP. All communication should be directed toward the young person and not any other family members who may be present (Local Trust, 2016). Not only does this come under The Code (2015); treating people as individuals and treating them with respect but is imperative in building trusting relationships with young people. When teenagers encounter midwives who respect and value them they respond positively. As a consequence, their self-confidence grows and they are empowered to make their own decisions about their care (Public Health England, 2015). 

Poor educational attainment, educational problems and unemployment are associated with teenage pregnancy and young parents (Public Health England, 2015; Hanna, 2001). Maternity services should help teenage mothers to re-engage in education (DoH, 2010) and part of midwives roles would be to engage with the young women to explore their choices and needs and discuss what other support agencies can offer (Local Trust, 2016). The CE Academy in Northampton offers an education provision to school age pregnant girls or mothers and encourages GCSEs and vocational qualifications (CE Academy, 2018). The young mothers can take their babies to school and are encouraged to continue with school for as long as possible before the baby is born and return soon after the birth.

Luo et al (2006) found that maternal education level had more of an effect on poor maternal and fetal outcomes than neighbourhood income (social deprivation). This is further supported by Xie et al (2015), who found that higher maternal educational in adolescent mothers was associated with better birth outcomes. They further concluded that investing and improving educational opportunities for pregnant teenagers and teenage mothers would improve maternal and fetal well-being. These studies illustrate the power of education and the effect it can have on the lives of pregnant teenagers, young mothers and their babies. The CE Academy aim to achieve this and by providing an environment where teenagers can study with their babies and socialise with other young mothers means that childcare is not a factor in disengagement and social isolation is reduced. 

Providing effective support to help teenagers avoid unplanned second pregnancies is a significant public health role for a midwife both in the community and on the postnatal wards. About 12% of births to those under the age of 20 are to those who are already teenage mums (Public Health England, 2015). Subsequent pregnancies can lead to greater physical, emotional, mental and social strains on the young parent. Compared with the first pregnancy the subsequent pregnancies are at an even higher risk of complications such as pre-term birth and mental health issues (Maravilla et al, 2016). 

Ross et al (2014) feel that referring teenage mothers in the postnatal period to their GP for contraception is questionable. Young men and women are often unaware how easy it is to become pregnant again after having a baby and contraception may be a low priority if they have a chaotic lifestyle (Public Health England, 2015). Midwives should integrate contraception into antenatal care, so they have already started to think about it and encourage them to make a contraceptive choice before the birth of their baby and make sure they know how to access it (Ross et al, 2014; Public Health England, 2015).

Social support systems have been found to be integral to a teenage mother experiencing a positive transmission into parenthood (Brand et al, 2014). It can reduce feelings of stress and isolation which in turn can be linked to postnatal depression. Therefore, a midwife looking after a pregnant teenager should address what support she has and signpost her to where she can get some. Whether this is a specialist school such as The CE Academy or an antenatal group aimed specifically at young parents. Midwives need to be aware that pregnant teenagers and young fathers are much less likely to attend antenatal classes for a fear of being judged or feeling insecure surrounded by older expectant mothers (NICE, 2010).  Therefore, midwives should offer age appropriate care and antenatal education in peer groups (NICE,2010). If this is not possible then it should be given on a one to one basis (Local Trust, 2016).

Teenage pregnancy has been a public health issue for many years as the evidence does show that it related to poorer maternal and fetal outcomes. However, the reasons for these outcomes are not only related to age, but due to multifaceted issues. By understanding the health needs of this group midwives have the huge potential to reduce the poor outcomes pregnant teenagers are at risk of. The midwife is a vital resource in terms of information on what support is available and how to access it. In Northampton there is services there to benefit this population, however there is gaps and midwives must be able to step in a bridge these. There is scope for the midwives’ role to be expanded in Northampton by introducing specialist teenage pregnancy midwives. However, like all services in the NHS, this is affected by local funding and budgets. Although teenage pregnancy rates are dropping, it is a public health challenge that currently remains unresolved.
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