


[bookmark: _GoBack]Midwifery practice is an evolving profession whereby great significance is placed on meeting the physical, psychological and social needs of women. As part of this, midwives are required to meet the distinct needs of vulnerable groups within the community such as: teenage mothers, victims of domestic violence, substance misusers, minority-ethnic women and asylum-seekers. These groups are classified as vulnerable as they are at an increased risk of being socially excluded and marginalised when accessing maternity care (Raynor, M., Mander, R. & Marshall, J., 2014, pg.13). 
For the purpose of this essay the focus will be placed upon teenage pregnancy and its prevalence within the region of Kettering in Northamptonshire. This is because teenage mothers are deemed to be vulnerable due to the known connection between teenage pregnancy and poor educational achievement, wider health inequalities (e.g. post-natal depression) and social deprivation; thus their physical, mental and social health can be impacted (Arai, 2009). 
Alongside this, the United Kingdom (U.K.) previously had a poor reputation for its high level of teenage pregnancies and teenage parenthood (Raynor, M., Mander, R. & Marshall, J., 2014, pg.14); but over recent years this rate has started to decline with assistance from health promotion initiatives. Thus, research into these initiatives and the impact they have is essential in order to understand why the teenage conception rate has decreased. Haines (2015) discloses that the number of conceptions in women under 18 years of age in 2015 was 20,351 and 3,466 to females under 16 years of age. This is the lowest recorded rate since comparable data was first recorded back in 1969. However, in the Kettering area alone there were 30.4 conceptions per 1,000 females aged 15-17 years old, within its total female population of 49,637 (Northamptonshire County Council, 2015). This figure is marginally below the Northamptonshire average of 30.9 teenage conceptions per 1,000 females, but is above both the East Midlands average of 28.29 teenage conceptions per 1,000 and England’s national average of 27.25 (Northamptonshire County Council, 2015). 
To support this vulnerable group there are numerous local and national health promotion initiatives that are currently practised such as: the Family Nurse Partnership, specialist midwives for vulnerable women, sheltered housing for teenage parents and the use of sure start centres. Midwives will refer women onto these services to provide them with a source of additional support throughout their pregnancies and in the postnatal period. Midwives will also complete extended postnatal visits in the community if they feel they are necessary, and help women to develop life skills that will be vital as part of parenthood. 
This essay will explore the demographics of the Kettering area in detail and its relevance to teenage pregnancy. It will also elaborate on teenage mothers as a vulnerable group, and how health promotion services are in place to provide them with support and meet their overall needs, whilst also identifying the midwife’s role and its importance. 
Kettering is one of the fastest developing boroughs in the U.K. with a population of 93,475 at present, with significant growth expected before 2031 (Kettering Borough Council, 2016). To accommodate this, it is known that there are was 42,112 households in March 2013 with many new developments in progress in surrounding areas. This is because the growth in households is expected to follow the increasing trend recorded between 2001 and 2011, which saw a 16.8% increase in the number of households (McGregor, 2012). Moreover, the life expectancy at birth for this population does not differ significantly from the England, East Midlands and Northamptonshire averages for both males and females based on contemporary mortality rates; with males expected to reach 79.7 years of age whilst women are anticipated to reach 83.2 years (Caul, 2016). However, it can be identified that life expectancy of male citizens in Kettering has been increasing in line with the national England average whereas the life expectancy for all women has remained similar to the England average from 2000. 
Additionally, the population of Kettering is predominately white with only 6.1% of the total population originating from Black and Minority Ethnic (BME) groups. This is considerably lower than the England average of 14.6% (Public Health England, 2016). Despite the BME population being noticeably small in relation to the white population, over 50% of the BME group falls within the Asian community, thus there is an uneven spread across ethnic groups (Northamptonshire County Council, 2015). Along with this 95.5% of the population speak English, whilst Polish, Slovak, Lithuanian, Italian, Gujarati and Hungarian are just some of the alternative languages spoken (Local Stats UK, 2011). These should all be considered when caring for teenage parents and other vulnerable groups, as a language barrier can make it difficult to ensure that women understand advice and care communicated to them. It is also disadvantageous when women are expressing their concerns or any issues within their own lives, therefore this may make them feel more vulnerable when accessing maternity care. To prevent this, midwives should access appropriate translator services to uphold point 7 of The Code (Nursing and Midwifery Council (NMC), 2015).
Furthermore, Kettering does not show considerable signs of deprivation as it has a deprivation score of 18.9 which is lower than the England average of 21.8 (Public Health England, 2016). Conversely, it does have an unemployment rate that is slightly higher than the overall average for Northamptonshire. This is because in 2014 it was recorded that there was 1,458 Job Seeker’s Allowance (JSA) claimants, thus accounting for 14.4% of the Northamptonshire total. (Northamptonshire County Council, 2015). This is particularly important when exploring the factors that relate to teenage pregnancy, as teenage mothers are more likely to struggle completing their education and finding suitable employment. For example, it is recorded that 70% of teenage mothers are not in education, training or employment (Teenage Pregnancy Independent Advisory Group, 2012). 
Infant mortality is another factor whereby teenage pregnancy is affected. In Kettering, the infant mortality rate was 4.1 per 1,000 live births for 2013-2015, this figure is below the average for the whole of the East Midlands which was 4.3 deaths per 1,000, and is slightly above the England average of 3.9 per 1,000 live births (Public Health England, 2016). This deviates from the average trend for infant mortality in England which is steadily declining since figures for 2001-2003 were obtained. This is because Kettering’s overall mortality rate has fluctuated over recent years but at present is increasing as the value for 2012-2014 was 3.8 deaths per 1,000 live births (Public Health England, 2016). Teenage pregnancy is often associated with infant mortality as rates are 60% higher than average in the first year of life than in babies born to mothers aged 20-39 years old (Mason, 2011). 
Teenage mothers are also considered to be at an increased risk of being vulnerable due to the likelihood that they will not complete education, putting them at an increased risk of poverty and poor housing (Mason, 2011). This is because females under the age of 18 may find it difficult to return to their place of education following the delivery of their child, due to the fear of being judged by fellow students or teachers. This is attributable to the negative stereotypes that exist within modern British society, that suggest young mothers are deficient in morals, demeanour and in their appearances (Arai, 2009). On the other hand, teenage mothers may return to education but fall behind as they feel they cannot cope with the workload alongside the responsibility of caring for a child (Teenage Pregnancy Independent Advisory Group, 2012). Although it is evident that literature proposes teenage mothers are less likely to complete education, and increase their risk of social exclusion, this is not the case for all individuals. The circumstances and backgrounds of each teenage mother vary, so it is likely that with the correct support and appropriate services adolescent mothers can succeed both in parenthood and in academic achievement (Arai, 2009). 
Mental health issues are another factor that contributes to the vulnerabilities of teenage mothers, as they are at an increased risk of developing a poor mental health in the short term following the delivery of their child (Aitken et al., 2016). Thoits (2011) suggests this arises because young mothers have lower levels of social support and have less stable relationships with family members and partners whom act as potential buffers to stress. Thus, it is believed that a mother’s psychological health will be negatively impacted as a result, increasing their likelihood of anxiety, depression and neuroticism. 
Similarly, adolescent mothers are 3 times more likely to develop postpartum depression than mature mothers, accounting for 40% of all teenage mothers in the U.K. (Department of Health and Department for Children, Schools and Families, 2010). This is believed to be triggered by a combination of the factors previously discussed such as: social exclusion, unemployment, lack of education and a lack of support. Whilst depressive illness in teenage mothers is associated with feelings of loneliness and a low self-esteem, it can also impact on their child’s own cognitive and psychological development. This is assumed because mothers suffering with postpartum depression are emotionally unequipped to respond to their child and their attachment needs. If this occurs over a prolonged period of time the infant may begin to experience delays in reaching both physical and emotional milestones (Reid and Oliver, 2007). Therefore, this heightens the significance of midwives assessing a mother’s emotional wellbeing by routinely asking about any noticeable changes in mood, emotional state and behaviours outside of the woman’s normal pattern (National Institute for Health and Care Excellence (NICE), 2015). Midwives should also question whether these symptoms have resolved or continue to persist in days 10-14 succeeding delivery in order to avoid making assumptions regarding an individual’s mental wellbeing, before referring on to the appropriate services. 
In view of antenatal care, it is known that pregnant teenagers are less likely to access maternity care during the first trimester, and often do not keep appointments. Instead, a young women may present late when booking onto antenatal care, with most teenagers presenting at an average of 16 weeks gestation (Department of Health and Department for Children, Schools and Families, 2008). This often occurs due to the fear that the teenage mothers will be judged and belittled by health care professionals, or from the fear of how other people will react. This in itself makes younger parents more vulnerable as they may feel embarrassed or apprehensive when accessing care, and asking for support due to the possibility of encountering criticism from others. To prevent this, it is important that midwives empower young parents by treating them with respect and offering the same advice, choices and standards of care as patients in other age groups to ensure they feel welcome, whilst taking more time to build a relationship with the mother (Local Trust Policy, 2016). This will be beneficial when discussing their lifestyle choices such as: smoking and healthy eating, as young parents may feel they are being reprimanded (Department of Health and Department for Children, Schools and Families, 2008). 
In Kettering there are numerous different services available to support these young mothers and their families in order to meet their emotional, physical and social needs; but firstly a midwife should determine the young mother’s choices and what she perceives her needs to be (Local Trust Policy, 2016). One of the first services available to teenage mothers in the Kettering area is the Family Nurse Partnership (FNP). This is a preventive programme practised nationally that aims to improve pregnancy outcomes, improve child development and improve the teenage parent’s economic independence. The programme consists of structured home visits from early pregnancy until their child reaches 2 years of age, to guide mothers to adopt healthier lifestyles and provide good care for their children (Family Nurse Partnership National Unit, 2012). The FNP does this by working alongside parents to build their confidence and independence by developing their life skills and allowing them to make best use of the local services around them, such as sure start centres. 
Enrolment and participation in FNP is voluntary but is routinely offered to first time teenage mothers by midwives in the antenatal period, with 60% enrolled prior to 28 weeks gestation (Family Nurse Partnership National Unit, 2012). At present, this programme is usually offered as part of the routine booking appointment with the woman’s assigned midwife. It is performed at this point as all appropriate information will be collected in order to assess whether the woman is eligible for the service, and whether it will meet her needs sufficiently. In order to refer eligible women, the midwife will send a completed referral form to the local FNP team who will then contact the young mother. If they agree to participate in this programme the midwife will receive notification that their patient will be allocated a FNP supervisor and begin the programme (Local Trust Policy, 2014). However, if the young woman declines this support the midwife would then reassess other services available. Overall, this programme is deemed to be highly successful as women cope better with the transition to parenthood, initiate breastfeeding at an increased rate, returned to education/work and feel confident in their parenting capacity (Family Nurse Partnership, 2011). 
Additionally, there is also a local sheltered housing initiative known as Eden Park available to teenage parents who are at an increased risk of facing challenges, such as homelessness, in the Kettering and Corby area. Eden Park is a supported housing project aimed at teenage parents/families aged 16-24. The main aim of this project is to prevent social exclusion of young parents and help to encourage equal opportunities (Corby Borough Council, 2016). It aims to do this by individualising plans for each parent/family to ensure that they have the relevant skills when they eventually move on to housing of their own. To do this Eden Park work closely with other local services such as: children centres, connexions, welfare rights and the local authority to provide up to date information and sessions that young parents can get involved with. They also help to provide additional support in pursuing educational and job opportunities, building cookery skills and improving confidence through communal group sessions (Corby Borough Council, 2016). 
Midwives will engage with this service by contacting other relevant services regarding a referral to this project, after discussing the woman’s housing situation if they feel it is required. They will also ensure that all adolescent mothers under the age of 18 are referred to the Lead midwife for vulnerable people in the local area, to give them the opportunity to discuss and plan appropriate, individualised care that aims to support these young parents with pregnancy, postnatal care and any issues surrounding their lives (e.g. risk of homelessness) (Local Trust Policy, 2016). In the postnatal period midwives will evaluate the need for increased postnatal visits up to day 28 based on the individual, although enhanced care should be offered to all teenage mothers. This allows the opportunity to observe how the mother is coping with the transition to parenthood and whether they will require any further support (Local Trust Policy, 2016). It also allows midwives to provide women with demonstrations and advice on caring for their baby if they request it; alongside providing contraceptive advice prior to the six week postnatal check with their GP, as this helps to reduce the likelihood of subsequent teenage pregnancies, although these are routinely completed for any mother postnatally not just teenage mothers. 
In conclusion, both these national and local health promotion initiatives are effective in addressing the health needs of teenage mothers in Kettering. This is because they both help adolescents to transition to parenthood by providing social support, and increasing their confidence in parental skills and coping mechanisms. They also effectively support women to develop their future opportunities by returning to education or work, which in turn helps to break the cycle of social deprivation and health inequalities. The overall role of a midwife is particularly important within these initiatives as they work within a multi-disciplinary team to make appropriate referrals based on the individual’s needs. Without these referrals adolescent mothers would continue to have reduced support and the cycle of deprivation, unemployment and poor mental health would continue. 
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