


[bookmark: _GoBack]The concept of ‘vulnerable’ within healthcare has long been open to interpretation. Universally, there is no set definition of vulnerability within a health and social care context, however, the term ‘vulnerable groups’ is often used to refer to groups of people who are at risk of being socially excluded and marginalised in accessing services (in this case, maternity services). This marginalisation can be due to several interrelated factors, such as unemployment, low income, poor housing, ill health, poverty, low educational attainment, being from an ethnic minority, being very young or very old, substance misuse, disability, suffering domestic violence, or suffering from a mental illness (Larkin, 2009). The National Institute for Health and Care Excellence (NICE) defines health inequalities as the differences between groups of people due to social, geographical, biological or other factors, which have an impact because they result in those who experience them suffering from poorer health and shorter life expectancies (NICE, 2012).

The UK has been notorious in recent years for having higher rates of teenage pregnancy and parenthood than any other European country. However, the number of teenage pregnancies has been steadily declining. Recent statistical data from the Office of National Statistics (ONS) shows that conception rates to women aged under 18 have decreased 10% from 2014 to 2015. This is speculated to be down to the programmes invested in by governments, a better access to contraceptives, and improved sex and relationship education in schools (ONS, 2017). Indeed, conception rates to this age group are 44.7% lower now than in 1969. Teen mothers are shown to have a higher risk of developing complications during pregnancy, as well as being disproportionately likely to have risk factors associated with poor maternal health, leading to them being considered a ‘vulnerable’ group in their own right. Indeed, these issues can be both a cause and effect of teenage parenthood (Marshall and Raynor, 2014).
Historically teenage pregnancy has not always been seen at a problem within society. It was only in the later decades of the twentieth century that successive governments began to perceive it as a significant public health problem. The increasing popularity of cohabitation made unmarried child-bearing more difficult to condemn, along with the extension of the dependence of young people on their families for economic support, rendering teenaged girls falling pregnant problematic (Arai, 2009). This led to a wider awareness of the socioeconomic disadvantage that teenage mothers faced, and consequently, the Labour Party (in power at the time) established a target to reduce teenage pregnancy 50% by 2010 (Social Exclusion Unit, 1999).
Milton Keynes is a relatively young town which recently celebrated its 50th birthday. In 1967 the population was estimated to be around 60,000, with recent figures now estimating the population in 2015 to be over 261,000. Milton Keynes has a younger demographic than the national average, and this is set to increase in years to follow. The general population is also set to increase, due to planned house building coinciding with migration from other parts of the UK (Milton Keynes Council, 2017). While overall levels of deprivation within Milton Keynes are considered to be low, there are certain areas within it that stand out with levels of deprivation being some of the highest in England (Department for Communities and Local Government, 2011). 
This essay will be looking at local and national statistics for teenage pregnancy, focusing on deprivation and health inequalities, as well as comparing national strategies imposed with the purpose of reducing teen pregnancy rates nationally. It will also look at the role of the midwife within these strategies, and how midwifery care has adapted to suit the needs of the women for which it cares for. 
The time when a woman is pregnant offers many frontline healthcare workers the opportunity to promote the health and well-being of those women and their families, however, it is the midwife would could have the most significant impact of all, through regular contact and continuity of care (McNeill, Lynn & Alderdice, 2012). Pregnancy offers a woman the unique opportunity to make lifestyle changes that will have a long-term effect on her health, as well as that of her baby. Indeed, it is because of this that public health is seen as central to the role of the midwife (Crabbe and Hemingway, 2014). 

Midwives have an invaluable role in improving health and social wellbeing for all women, as well as reducing health inequalities for vulnerable groups, such as teenagers. Evidence shows that poor obstetric outcomes for disadvantaged women and babies can have effects throughout life. The impact of aspects such as poor bonding and attachment, along with feeding practice, have also shown to lead to increased levels of violence and obesity, both of which have an obvious impact on society (Midwifery 2020, 2010).
Evidence shows that teenage parents tend to come from disadvantaged backgrounds, and therefore would be more likely to need support in the transition into becoming an adult. Becoming a parent is demanding, and some argue that being a parent and being a teenager are not compatible (Department of Health, 2007). While it is vital that every woman’s care is individualised to suit her needs, it is particularly important that teenage women are offered specialised care, due to the nature of their vulnerability compared to that of older women. Teenagers, by their very nature, are a vulnerable group due to their age and immaturity. In a self-reporting study of 15 year olds, only 6% reported not engaging in any risky behaviours (smoking, drinking, drug use, poor diet, lack of physical activity) at all. Deprivation did not appear to have an impact on the amount of risky behaviour, but it did appear to impact on the type (Mori, 2015). Indeed, this evidence suggests that teenagers living in more deprived areas are more likely to drink alcohol to excess. Indeed, Bellis, Morelo and Tocque et al. (2009) found that alcohol consumption not only coincides with the risk of conception, it also coincides with the risk of sexual assault and regretted sex in teenagers. This could be considered to link to the statistics showing the 33% increase in teenagers presenting for abortion already being in contact with health services for at least one previous pregnancy (birth or abortion) (McDaid, Collier and Platt, 2014). Most of these occurred before 2004, and indeed it could be argued that the figures may well have evened out due to the introduction of the Perinatal Institute Maternity Notes (Perinatal Institute, 2017). Moreover, it is now part of the NICE Postnatal Care Guidelines (2015) that contraception be discussed with women within a week of them giving birth, due to the high chance of them falling pregnant again, and this guideline is reflected in the Local Trust Policy (2015), also. This demonstrates where the midwife has an invaluable role in health promotion, relating to preventing further potentially unwanted teenage pregnancies, or indeed, abortions. Public Health England (2016) recognises that children born to teenage mothers have a 13% higher risk of stillbirth, in addition to poorer health outcomes overall in infancy. This, in turn, coincides with these children being 63% more likely of living in poverty, along with their mothers being 22% more likely to be living in poverty by age 30. Teenage mothers are also significantly more at risk of postnatal depression, which is linked to potentially poor cognitive development in their children. Indeed, from these statistics alone it could be concluded that even if a mother presented at booking without any additional risk factors, she would still be at risk of poor outcomes, as would her child. Additionally, teenage mothers are also more likely to smoke before, during and after their pregnancies than older mothers, a risk factor for a lower birthweight and other additional poor outcomes for babies (Behie and O’Donnell, 2015). With additional risk factors included, it is clear why they are such a vulnerable group. 

Midwifery care for teenagers in the Milton Keynes area is designed around the ‘Every Child Matters’ outcomes, centred around staying safe, being healthy, enjoying and achieving, making a positive contribution, and achieving economic wellbeing (Department for Education and Skills, 2004). This identifies that these women are, at least in the eyes of the law, still children, and therefore require specialised care, specifically, being referred to a midwife who specialises in caring for teenage mothers (Local Trust, 2016). Recent statistics state that a disproportionate number of teenagers who fall pregnant in Milton Keynes (43%) come from the most deprived areas (Scott, 2015). This supports the theory that social deprivation can be seen as a cause of, as well as a result of, teenage pregnancy. A common problem presented to midwives looking after teenage mothers from deprived backgrounds or areas is that they can find it difficult to attend appointments, due to problems with travel arrangements, or needing to attend school (antenatal appointments tend to fall within school times). The midwife, as an autonomous practitioner, could potentially arrange to carry out the routine antenatal appointments at home, meaning a higher engagement rate and less appointments wasted with non-attendance. Indeed, it is the responsibility of the midwife to work with and refer to other agencies that may be relevant to providing the appropriate care needed by the woman (NICE, 2010). At booking, a confidential communique will be created due to the woman’s age. This allows confidential information to be shared with (and updated by) other relevant healthcare professionals whilst maintaining confidentiality, allowing them to remain informed and therefore provide for intensive care (Local Trust, 2014, Nursing and Midwifery Council, 2015). As well as being cared for by a specialist case loading midwife and seeing a consultant, the women will also be referred to the Family Nurse Partnership (FNP), who work alongside the midwife during the duration of the woman’s care during pregnancy, as well as in the postnatal period. The FNP is a voluntary programme for nulliparous women aged 19 or under, where specially trained nurses visit the women regularly from early pregnancy until their child is two years old. Evidence suggests that this programme encourages positive outcomes in the long and short term health and well-being of the mothers and their children, and is also centred around the ‘Every Child Matters’ outcomes (Family Nurse Partnership, 2015). If during a routine appointment a woman were to disclose that she was having financial hardship and was struggling to buy baby essentials, midwives in Milton Keynes have the option of referring her to Baby Basics, a charity that provides those in need with things like baby clothes, essentials and other sundries. Indeed, it is likely that teenage parents will have little to no income, and services such as Baby Basics can be invaluable (Baby Basics, 2017). It has been suggested that by being provided with adequate and relevant support, such as the FNP or Baby Basics, teenaged girls (and their partners) can become successful and effective parents, and potentially can break the cycle of health inequality and social deprivation that may have played a part in them ending up in said situation in the first place. 
Teen pregnancy will likely remain a contentious subject for years to come. While the evidence supports the theory that initiatives put in place to reduce overall levels have worked, there is still the resounding correlation between deprivation, health inequalities and teen pregnancy. Teenagers are vulnerable initially due to immaturity and their age, but also due to other factors that coincide with this, such as educational attainment, drinking, smoking, and mental health issues. Having a baby at such a young age imposes risks not only to the welfare on the mother, but also that of her child. Obstetric outcomes are shown to be poorer for teenagers than that of older women, and evidence shows that there is a cause and effect pattern linked to these risks and outcomes. The midwife has a profound role in not only providing physical healthcare to the women they look after, but also to help to educate them, support them, and help them seek assistance from other agencies such as social services or voluntary organisations such as FNP and Baby Basics. Woman-centred care and autonomous, compassionate practice are essential in providing care that will help to break the cause and effect cycle that deprivation and health inequalities have on teen pregnancy. 
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