


[bookmark: _GoBack]This essay will discuss the above statement in relation to teenagers in the local population.  It will discuss the importance of health promotion and will highlight the role of the midwife in enhancing the health and wellbeing of women and their families.  This essay will research local and national public health initiatives and will explore patterns of health and disease and how this relates to society.  Using a range of sources this demographic study essay will recognise the breadth of the public health agenda and will provide knowledge of the local community.  
Teenagers are considered to be a vulnerable group in society due to risk of mental illness, reckless behaviour, suicide, gender difficulties, drugs, poor nutrition, culture and changing social pressures.  Teenagers also have to face puberty, during which they face a rapid change in sexual, physical and emotional developments.  Alongside this come's new relationships, teenage pregnancy, and the risk of sexually transmitted diseases.  Marshall and Raynor (2014) describe a vulnerable group as those people who are at risk of being socially excluded.  It states that those who are in a vulnerable group are more likely to suffer unemployment, poverty, poor housing, low income, a high crime environment, family breakdown and ill health.  These groups of people are also more likely to experience discrimination and prejudice.  The term vulnerable has been defined by the Oxford Dictionary (2017) as a person who is in need of support, special care, or protection.  This may be due to age, disability or may be as a result of abuse or neglect.  
This essay will particularly focus on the midwives role in contributing to the improved health and wellbeing of teenagers.  It will discuss how the midwife can support young mothers and fathers in order to reduce their risk of social exclusion.  Midwives can play a crucial role in providing teenagers with early access to maternity care and can identify risk factors early to reduce instances of infant mortality.  Midwives can be a vital link to young parents attending local organisations that can support them with their parenting skills.  
This essay will focus on the area of Northamptonshire and will identify local initiatives for young parents.  It will provide statistical information regarding local and national teenage conception rates in the United Kingdom and will recognise if the local and national initiatives have been successful in reducing conception rates.  The importance of providing improved sexual education and better access to maternity services could reduce the socio-economic deprivation of teenage parents (PHE, 2016).  Moffitt, T (2002) identified that children born to teenage parents were more at risk from reduced educational attainment, behavioural problems, higher rates of illness and increased risk of harm or maltreatment.  It was also conclusive that children born to teenage parents are more likely to become teenage parents themselves putting themselves and their children at risk of socio deprivation.  
During 2016 Northamptonshire analysis recorded information concerning the teenage population in the local area.  There were 732,452 teenagers aged 13-21 living across Northamptonshire during 2016.  (Northamptonshire Analysis, 2016).   The Office for National Statistics has shown that in 2015, 273 Northamptonshire women gave birth under the age of 18. (Ons, 2015)  Northamptonshire county council identified that during 2012 there were 36.14 conceptions per 1,000 women aged 15-17 in the local area.  This was considered to be significantly worse than England’s average of 27.75 per 1000 conceptions for women aged 15-17 (Children’s JSNA, 2015).  More recently the Office for National Statistics in 2016 stated that instances of teenage pregnancy in Northampton had reduced to an average of 25.9 per 1000 women.  However this is still undesirably above the majority of England who has fewer than 21 teenage pregnancies per 1000 women.  Marshall and Raynor (2014) discuss the Office of National Statistics (2013) stating that across the UK teenage pregnancy during 2011 was 31,051 compared with 45,495 in 1969 which is when these records began.  This shows a 32% decrease in teenage pregnancy from 1969 – 2011.  They also discuss young mothers as being a disadvantaged and vulnerable group and consider the association between teenage pregnancy and social deprivation.  Arai (2009) states that society associates teenage pregnancy with poor education, achievement and social deprivation.  This may lead to poverty and poor physical and mental health.   Lewis and Drife (2004) suggest that instances of infant mortality are higher in babies who are born to teenage mothers.  They also indicate that they may have more high risk health concerns in the antenatal period.  Marshall and Raynor (2014) also state that many teenage mothers are presenting late for a booking appointment or are not attending their regular antenatal appointments.  They also state that they are more likely to have some risk factors such as smoking and poverty.  It is stated that babies born to teenage mothers are more likely to be small for gestational age (Marshall and Raynor (2014).   
The government created the teenage pregnancy strategy in 1999 to reduce the number of teenage conceptions over 10 years.  The government wanted to greatly reduce conception rates in the under 18’s and wanted to firmly establish a decreased trend in conceptions in the under 16’s by 2010 (Madden, V 1999). The aim was also to increase teenage parent’s participation in education and training.  So that they had better employment opportunities and their social exclusion was decreased.  The Teenage pregnancy strategy set to research how conception could be prevented, who was at risk and what could work to prevent it from occurring.  They explored teenage sexual behaviour and attitude to highlight those most at risk (Government Pregnancy Initiative, 1999).  The National Attitudes and Sexual Lifestyles Survey (Natsal 2000) provided information on sexual attitudes and behaviour among young people.   The survey which was completed in the United Kingdom surveyed 11,000 males and 11,000 females aged 16–44.  It determined that the average age for first sexual intercourse was 16 in those aged 16-19 in 2000 (Wellings K, et al, 2001).   Interestingly it also established that having sexual intercourse before the age of 16 is more common in those that had no qualifications and were from a manual social class background.  It also stated that those who live in areas of social deprivation, and those whose were born to a teenage mother were likely to have sexual intercourse before the age of 16.  It was particularly noted how those who have decreased self-esteem are more likely to engage in unprotected sexual intercourse making them have a 50% increased chance of falling pregnant as a teenager.    It was also recognised that those who were not living with both parents before age 16 and those who had left school before age 16 were more likely to have sex before they were 16.  The HM chief inspector of prisons (1997) also identified that 39% of young women under 21 in prison are mothers and 25% of young men are fathers.  It recognised the fact that decreased educational attainment had a major risk factor in those teenagers becoming pregnant.
The government recognised the statistical information and provided a ten year plan to reduce teenage pregnancy.  Firstly they wanted to improve the sex and relationship school education.   They also wanted to introduce government initiatives on chlamydia and HIV/AIDS (BMJ, 1999).  The aim was to link contraceptive services with education to increase knowledge and reduce conceptions.  They also aimed to involve parents in their child’s sex education to make them more aware of how they could support their teenager.  They wanted to increase availability of youth development groups to give to young parents.  
A review by the HDA concluded that good antenatal care improved pregnancy outcomes for mothers and children (Swann, c, et al, 2003).  It also researched postnatal care and discovered that home visits improved the mental health of teenage mothers.  They also learned that home visits could decrease instances of hospitalisation, nappy rash, incomplete immunisation, childhood injury and child abuse in the first year of life (Swann, c, et al, 2003).  This directly influences the care that midwives are giving to teenage parents.  The midwife has a responsibility from the first booking antenatal appointment to provide appropriate woman centred care.  The booking appointment is an opportunity to discuss diet and nutrition, smoking, tailored parent classes and giving the women a detailed plan of their care over the course of the pregnancy.  Smoking has a big impact on children’s health and smoking in pregnancy can increase the risk of giving birth to a baby that is small for gestational age.  Marshall and Raynor (2014) discuss maternal lifestyle where a poor quality diet, drugs, smoking or alcohol misuse may have a profound impact on fetal growth and development.  Smoking in pregnancy can lead to chronic hypoxia where an affected baby may suffer interruption to new cell division and will be born small.  The small for gestational age baby may be born with a small head and brain.  The Northamptonshire health and wellbeing board (2017) highlighted that the proportion of teenagers who smoked was slightly higher in Northamptonshire than the national average.  Midwives need to make teenagers aware that should they be smoking during their pregnancies it would put them at increased risk of miscarriage and a low birth weight.  Midwives must provide support to mothers during pregnancy to give up smoking.  It has been shown that giving up smoking before the fifth month of pregnancy can reduce the risks to the child (Marshall and Raynor 2014).   Diet and nutrition should be discussed; the importance of a healthy diet in pregnancy for the health of the fetus and the mother should be conversed.  Those the age of 18 are entitled to health start vouchers, giving them access to free fruit, vegetables and milk (Healthy Start, 2017).  Vitamin supplements should also be discussed.  It is recommended that all pregnant women are receiving daily supplementation of folic acid and vitamin D.  Enough time should be taken in the booking and an extra appointment may need to be made to give more time for support and guidance.  
A midwife should be prepared for discussion relating to the continuation of the pregnancy.  Young mothers may feel they wish to discuss termination or may be considering having the baby adopted.  A midwife may need to make referrals according to the needs of the women.  This provides women centred care and allows the young mother to make informed choices about her own care (NMC, 2015).  Public Health England (2017) state that 46.9% of pregnancies in the under 18 age group end in abortion.  Northamptonshire county council provides a webpage titled, ‘Young Northants’, it provides information on support groups in the local area (Young Northants, 2017).  'Time2Talk' is located in Towcester and Daventry; they offer counselling and support services for pregnant and young people (Young Northants, 2017). They can discuss with young parents how they feel about their pregnancy.  It is a useful service to access.  Another charity called, ‘Brook’ is a service located in Milton Keynes for young people.  It began as a support service to educate and empower teenagers to make their own decisions about their sexual health and wellbeing.  They offer weekly class sessions for young parents and their children to offer support and advice with parenting skills.  The service is free and can support parents to ensure that they do not become socially excluded and deprived (Brook, 2017).  
In the post natal period NICE (2017) pathway recommends that midwives are providing regular visits to women under 18.  They recommend that midwives are discussing how to prevent unwanted pregnancies and how they can get tested for sexually transmitted infections.  NICE (2017) state that midwives should cover all methods of contraception advice, and discuss how they can get access to emergency contraception should they need it.  It also states that information should be provided as to referral to appropriate agencies and what services they can access to support a return to education and to get work. 
Beyond 2010 the teenage pregnancy strategy has been shown to have reduced instances of teenage pregnancies.  There has been a 13.3% decrease in conceptions under 18 years and a 25% decrease in the amount of births in the under 18’s (department of Health, 2012).  It has shown that better knowledge and education is responsible for this decrease.  For those teenagers who are choosing to continue with the pregnancy it is still clear that midwives and health professionals need to work together to prevent poor child outcomes in the future.  The government recommend that midwives are providing tailored maternity services which are suited to young parents (PHE, 2017).  They may be under the care of a specialist midwife who should provide holistic care where the young family can make informed decisions (Kirkham M, 2010).  They have introduced a family nurse partnership to support young families in the first two years after having a child.  The nurse would visit the family at home and would provide guidance and advise to support the family to have a good child outcome.  (Olds, 2002)
The government’s teenage pregnancy strategy has been shown to reduce instances of teenage pregnancy in that an overall reduction was seen.  However it still remains an area of debate and policy.  The public health outcome framework 2013-2016 outlines the necessity for further reductions in teenage pregnancy (DH, 2013).  The evidence shows that midwives need to have a women centred approach to the care of pregnant teenagers and must work in partnership with them to enable them to build in confidence and trust  (Calvert 2002;Kirkham 2010).  Midwives need to be aware of discrimination and stereotyping that may occur.  Kirkham and Stapleton (2004) identified that midwives may have certain stereotypes surrounding women.  This may result in young mothers not getting the care they want or deserve.  A midwife should produce well documented notes to show that the woman has been provided with women centred and personalised holistic care.  This is in accordance with the NMC code (2015).   A midwife may also encounter times when they must remember to be confidential at all times.  Teenage parents may present at appointments with a parent or family member.  It is important to remember that the parent should not be told any confidential information without the permission of the woman.  This is in accordance with the NMC code 2015.  The midwife plays an important role in caring for teenage parents and can help to educate women on how they can look after their health and wellbeing.  Midwifery care can improve health and lifestyle and can enable teenage parents to have a successful pregnancy and enter parenthood with appropriate support.  A midwife plays a fundamental part in breaking the cycle of socio economic deprivation and therefore reduces instances of children growing up with reduced health and social needs. 
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