
Clin. Exp. Obstet. Gynecol. 2025; 52(3): 27160
https://doi.org/10.31083/CEOG27160

Copyright: © 2025 The Author(s). Published by IMR Press.
This is an open access article under the CC BY 4.0 license.

Publisher’s Note: IMR Press stays neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Original Research

Relationships between Suicidality and Perceived Social Support in
Pregnant Adolescents—A Prospective Case-Control Study
Yasin Caliskan1,* , Meltem Caliskan2 , Yavuz Meral3 , Abas Hasimoglu1 ,
Tuncay Sandikci4 , Burak Dogangun5 , Muhammed T. Kadak5

1Department of Child and Adolescent Psychiatry, Istanbul Basaksehir Cam and Sakura City Hospital, 34480 Istanbul, Turkey
2Department of Gynecology and Obstetrics, Istanbul Haseki Training and Research Hospital, 34096 Istanbul, Turkey
3Department of Child and Adolescent Psychiatry, Medeniyet University-Faculty of Medicine, 34700 Istanbul, Turkey
4Department of Child and Adolescent Psychiatry, Erenkoy Mental and Nervous Diseases Training and Research Hospital, 34736 Istanbul, Turkey
5Department of Child and Adolescent Psychiatry, Istanbul University-Cerrahpasa Cerrahpasa Faculty of Medicine, 34098 Istanbul, Turkey
*Correspondence: yasin.caliskan1@sbu.edu.tr (Yasin Caliskan)
Academic Editor: Michael H. Dahan
Submitted: 28 October 2024 Revised: 7 February 2025 Accepted: 24 February 2025 Published: 20 March 2025

Abstract

Background: Adolescent pregnancy is a critical issue that affects both mental health and social well-being, increasing the risk of chal-
lenges such as depression, anxiety, and suicidal behaviors. The availability of support systems can play a vital role in mitigating these
risks. However, the relationship between social support and mental health outcomes in pregnant adolescents (PAs) remains underex-
plored in Turkey. This prospective case-control study aims to investigate the relationships between perceived social support, suicidality,
and psychopathology in PAs compared to a healthy non-PAs (NPAs) control group, while identifying key risk factors for suicidality
within the Turkish context. Methods: This study included 50 PAs and 50 NPAs, aged 13–19 years. Data were collected between June
2018 and December 2018 using the Multidimensional Scale of Perceived Social Support (MSPSS), Suicide Probability Scale (SPS), Re-
vised Children’s Anxiety and Depression Scale (RCADS), and the Schedule for Affective Disorders and Schizophrenia for School-Age
Children—Present and Lifetime Version (K-SADS-PL-DSM-5). Results: Suicide attempts were reported by 18% of PAs and 6% of
NPAs (p = 0.065). Suicidal thoughts were noted in 10% of both groups (p = 1.000). Past psychiatric disorders were significantly more
common in PAs compared to NPAs (p = 0.005). A history of physical and sexual trauma was also significantly higher in PAs (p< 0.05).
No significant differences were observed in the total SPS or RCADS scores between the groups (p> 0.05). Stepwise regression analysis
identified depressive symptoms (β = 1.619, p < 0.001), lack of school attendance (β = 19.213, p = 0.010), illicit drug use (β = 13.583,
p = 0.026), and a history of suicide attempts (β = 11.815, p = 0.005) as predictors of suicide probability in PAs. Family support was
identified as a protective factor (β = –2.431, p = 0.009). Conclusions: PAs are at increased risk for suicidality, particularly those with
depressive symptoms, histories of abuse, or delinquent behaviors. Family support emerges as a crucial protective factor. Interventions
focused on mental health, social support, and access to education are essential for mitigating these risks.
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1. Introduction
The World Health Organization (WHO) defines ado-

lescent pregnancy as the pregnancy of women ages 10–19
years [1]. Each year, roughly 21 million girls between the
ages of 15 and 19 years and 2 million girls under the age
of 15 years become pregnant in developing regions [2].
Even though developing countries report 95% of adoles-
cent pregnancies, it is a significant public health concern
for both developing and developed countries [3]. In Turkey,
there are no direct statistics on adolescent pregnancy. How-
ever, the adolescent fertility rate, defined as the number of
births per 1000 women aged 15–19 years, provides an esti-
mate. According to data from the Turkish Statistical Insti-
tute (TUIK), the adolescent fertility rate in Turkey was 17
per 1000 in 2019, which is higher than the European Union
average of 9 per 1000 [4].

These statistics highlight not only the prevalence of
adolescent pregnancies, but also the magnitude and diver-
sity of the challenges adolescents face during this period.
Adolescent pregnancies are not merely a physical or bio-
logical issue; they represent a complex public health prob-
lem influenced by social, cultural, and economic factors
[5]. From a socio-cultural perspective, structural factors
like poverty, limited educational opportunities, and cultural
norms, including early marriage, are the major contribu-
tors [6]. Alongside these structural elements, individual-
level factors such as lack of knowledge and physical imma-
turity further exacerbate the issue [5]. Adolescents often
lack the necessary knowledge and sense of responsibility
to care for a child, and their physical development is typ-
ically not yet complete for pregnancy and childbirth [7].
Unstable home settings, having one’s first sexual experi-
ence at a young age, sexual abuse, and a lack of knowl-
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edge about or difficulties getting adolescent contraception
[3] can make adolescents more likely to get pregnant [8].
In addition to individual vulnerabilities, societal norms and
expectations play a significant role. The pressure to marry
young and have children at a young age, the lack of edu-
cational and employment opportunities for adolescents, the
value placed on motherhood in some societies, and mar-
riage or childbearing being the best among the few options
available to adolescent girls are just examples of the many
factors that contribute to adolescent pregnancy and births
[3]. In Turkey, marriage is often seen as the societal starting
point for childbearing, and in rural and traditional commu-
nities, early marriage remains common despite legal regu-
lations setting the minimum marriage age at 17 years [9].
These cultural norms further contribute to adolescent preg-
nancies, as early marriages often carry implicit or explicit
expectations of early childbearing. According to United
Nations Children’s Fund (UNICEF) data, in the Republic of
Turkey, 4.8% of girls aged 15–19 years are currently mar-
ried or in a union. Additionally, 14.7% of women aged 20–
24 years were married or in a union before the age of 18
years [10]. Strong familial and cultural ties in Turkey often
influence the experiences of pregnant adolescents, particu-
larly in rural areas [11]. These ties are shaped by traditional
family structures and societal norms, which play a signif-
icant role in shaping adolescent pregnancies. While these
cultural dynamics may provide stability in some contexts,
they also reinforce expectations around early marriage and
childbearing. This highlights the complex interaction be-
tween societal expectations and public health challenges,
emphasizing the need for culturally sensitive interventions
to address adolescent pregnancies.

It’s important to note that adolescent pregnancy has
been linked to a higher risk of a variety of negative perinatal
outcomes, including preterm birth, low birth weight, still-
birth, intrapartum mortality, and miscarriage [12]. In addi-
tion to adverse perinatal outcomes, mental health problems
such as depression, anxiety, childhood trauma, and both
physical and sexual child abuse have been associated with
adolescent pregnancy [13–16]. Females are more likely to
attempt suicide, and being pregnant makes this risk con-
siderably higher [17]. Adolescent pregnancy was shown
to be a significant predictor of suicide and suicide attempts
in a cohort research assessing obstetric, neonatal, and ma-
ternal risks for suicide and suicide attempts in young peo-
ple in Sweden [18]. Some studies have found a consistent
link between adolescent pregnancy and suicidal behavior,
sociocultural factors such as the justification of adolescent
marriage without legal acts, religious beliefs permitting or
prohibiting adolescent marriage and pregnancy, normaliza-
tion of adolescent pregnancy and family support, low fe-
male attendance to school and poverty, all may have an im-
pact on suicidal behavior [19–21]. However, there are a
limited number of studies in Turkey examining the associ-
ation between adolescent pregnancy and suicidal behavior.

Adolescents have different cognitive, communication,
and social skills as compared to adults. This difference af-
fects not onlymothering skills but also providing social sup-
port skills. Young mothers may be more vulnerable to less
social and economic support than adult mothers, because
they have weaker abilities to establish and maintain rela-
tionships with others. Studies of pregnant adolescents have
shown that high levels of social support protect against anx-
iety disorders [22], while low social support is associated
with suicidal behavior [23] while an increase in social sup-
port is associated with a decrease in depressive symptoms.
Most of the previous works evaluating suicide risk in ado-
lescent pregnant women is based on their behaviors (suici-
dal ideation and suicide attempt). Suicidality and its expres-
sions among adolescents are sometimes “hidden”. A study
evaluating why young people do not disclose their suicidal
thoughts to a mental health professional revealed that 39%
of young people did not disclose their suicidal ideation to a
mental health professional despite having access to a men-
tal health professional [24]. This demonstrates that every
year, a significant number of young people at risk of sui-
cide are unable to receive clinical care due to their suicidal
thoughts. This highlights the need for healthcare profes-
sionals to adopt proactive and sensitive approaches when
addressingmental health concerns, including the evaluation
of suicide risk, in adolescent pregnant women.

Adolescent pregnancies remain a significant public
health issue in Turkey, with notable cultural and regional
factors influencing their prevalence. Despite the increasing
recognition of the mental health challenges faced by preg-
nant adolescents, there is a lack of studies specifically eval-
uating suicidality in this population within the Turkish con-
text. This study aimed to examine the perceived social sup-
port, suicidality (suicidal behavior and suicide probability),
and psychopathology of pregnant adolescent women by
comparing them with a healthy non-pregnant control group
and assessing risk factors for suicidality in pregnant ado-
lescents. By incorporating a sociocultural perspective, this
study also explores how cultural norms and societal struc-
tures influence the experiences of pregnant adolescents. We
hypothesized that pregnant adolescents will have a higher
rate of suicidal behavior and a lower level of perceived so-
cial support compared to non-pregnant adolescents.

2. Materials and Methods
2.1 Participants and Procedure

This prospective case-control study included 50 preg-
nant adolescents (PAs) and 50 non-pregnant adolescents
(NPAs), aged 13–19 years, who attended the Child and
Adolescent Psychiatry Outpatient Service at the Istanbul
University-Cerrahpasa Hospital. The clinic is part of a pub-
lic university hospital in Istanbul, Turkey, and provides
services to children and families from various socioeco-
nomic backgrounds, including those who refer themselves
or are referred by other professionals. The study was con-
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ducted in accordance with the Declaration of Helsinki and
was approved by the Human Ethics Committee of Istan-
bul University-Cerrahpasa Cerrahpasa Faculty of Medicine
(Registry No.: 3972, date: June 2018). The sample size
was determined through an a priori power analysis using
the G*Power software (version 3.1.9.2, Heinrich-Heine-
Universität Düsseldorf, Düsseldorf, Germany). The anal-
ysis was based on a one-tailed t-test to compare the means
of two independent groups. The following parameters were
used: a medium to large effect size (Cohen’s d = 0.7), a sig-
nificance level (α = 0.05), a power (1–β = 0.95), and an
allocation ratio of 1:1 between the groups. Based on these
parameters, the required sample size was calculated as 45
participants per group, resulting in a total sample size of
90 participants. To account for potential dropouts, an addi-
tional 10% was added, yielding a final target sample size of
approximately 100 participants.

To be included in the case group, participants had to
be aged 13 to 19 years, currently pregnant and receiving
follow-up services at the clinic or first-time applicants dur-
ing the study period. The control group consisted of females
aged 13 to 19 years who were not pregnant, had never been
pregnant before, and had no previous psychiatric consulta-
tions. These participants were volunteers who responded to
a hospital announcement. For both groups, individuals with
conditions impairing cognitive functions—such as intellec-
tual disabilities, autism spectrum disorder, head trauma,
or neurological diseases—that could prevent completion of
the questionnairewere excluded. The PAs group reflects the
regular patient population of the clinic, including individu-
als who were either receiving follow-up care or visiting the
clinic for the first time during the study period. In contrast,
the NPAs group was made up of volunteers who responded
to a hospital announcement, forming a convenience sample.

The study data were collected between June 2018 and
December 2018. Through face-to-face consultations, both
participants and their legal guardians received detailed in-
formation regarding the study’s objectives, procedures, po-
tential benefits, and associated risks. Adolescents aged 13–
17 years gave their written assent along with both written
and verbal consent from their guardians, while participants
aged 18–19 years provided both written and verbal consent
independently. Following the provision of consent, data
collection proceeded through standardized face-to-face in-
terviews conducted in private consultation rooms. The as-
sessment protocol included self-report questionnaires ad-
ministered under researcher supervision and a comprehen-
sive psychiatric evaluation using the Schedule for Affective
Disorders and Schizophrenia for School-Age Children—
Present and Lifetime Version, DSM-5 (K-SADS-PL-DSM-
5), conducted by a certified child and adolescent psychia-
trist. This structured approach ensured standardized assess-
ment conditions while maintaining data quality and partic-
ipant comfort throughout the evaluation process.

2.2 Measurements
2.2.1 Multidimensional Scale of Perceived Social Support
(MSPSS)

MSPSS is a self-assessment scale consisting of 12
items that measure support in the areas of family, friends,
and significant others [25]. Each item is rated on a 7-point
Likert scale ranging from 1 (“Very Strongly Disagree”) to
7 (“Very Strongly Agree”). The scale is divided into three
subscales: family, friends, and significant others, each con-
sisting of four items. Subscale scores are calculated by sum-
ming the scores for the relevant items and dividing by four.
The total score is obtained by summing all 12 items and
dividing by 12. Higher scores indicate greater perceived
social support. A study of its validity and reliability in a
clinical sample in Turkey was conducted in 1997 by Çakır
et al. [26]. In Çakır’s study [26], the reliability analy-
sis showed that the Cronbach’s Alpha Coefficient for the
subscales ranged between 0.87 and 0.95, while the whole
scale had a Cronbach’s Alpha Coefficient of 0.96 for the
frequency section and 0.95 for the importance section.

2.2.2 Suicide Probability Scale (SPS)
SPS is a 4-point Likert-type scale with 36 items devel-

oped by Cull and Gill (1982) [27]. Higher SPS scores indi-
cate higher probabilities of suicide. A study of its validity
and reliability in a clinical sample in Turkey was conducted
in 2009 by Atlı et al. [28]. It was identified that the in-
ternal consistency coefficient for the total score of the scale
was 0.87, the test-retest reliability was 0.98, and the validity
compared with similar scales was 0.84, demonstrating the
scale’s strong psychometric properties in the Turkish con-
text [28].

2.2.3 Revised Children’s Anxiety and Depression Scale
(RCADS)

RCADS is a 47-item scale that evaluates anxiety
and depressive disorder symptoms [29]. It has 5 sub-
dimensions. There are 7 items addressing separation anxi-
ety disorder, 9 items addressing social phobia, 6 items ad-
dressing generalized anxiety disorder, 6 items addressing
obsessive-compulsive disorder, 9 items addressing panic
disorder and 10 items addressing major depression. Ques-
tions are scored using 4 points (0 = never, 1 = sometimes,
2 = often, 3 = always). A study of its validity and re-
liability in a clinical sample in Turkey was conducted in
2017 by Gormez et al. [30]. Inter-scale reliability was
strong/excellent, with a Cronbach’s α of 0.95 and coeffi-
cients for the RCADS subscales ranging from 0.75 to 0.86,
demonstrating good internal consistency [30].

2.3 K-SADS-PL-DSM-5
The K-SADS-PL-DSM-5 is a semi-structured diag-

nostic interview form used to determine the past and current
psychopathologies of children and adolescents [31]. In the
first part of the form, which consists of 3 parts, general in-
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formation such as the child’s demographic characteristics,
general health status, previous psychiatric applications, and
treatments, if any, family and peer relations, school status,
and other education-related information are evaluated. The
second part includes screening questions and evaluation cri-
teria in which specific psychiatric symptoms are evaluated.
If positive symptoms are detected in the screening inter-
view, individuals respond to an additional symptom list to
evaluate the psychopathology in more detail. A study of the
validity and reliability of the K-SADS-PL-DSM-5 was car-
ried out by Ünal et al. [32]. In our study, the second part
of the K-SADS-PL-DSM-5 was used to screen for past and
current psychiatric disorders.

In our study, the presence of current suicidal ideation
was evaluated with the subsection “Suicidal Ideas” in the
screening interview. If the threshold criteria were met, it
was accepted as the presence of suicidal ideation in indi-
viduals.

2.4 Statistical Analysis
Data were analyzed using IBM SPSS Statistics for

Windows, version 22.0 (IBM Corp., Armonk, NY, USA).
Descriptive statistics were presented as numbers, percent-
ages, medians, minimum and maximum values. Normal-
ity and homogeneity were assessed using the Kolmogorov-
Smirnov and Shapiro-Wilk tests, and histogram graphs
were plotted. It was determined that the data did not show
a normal distribution. A Chi-squared test was used to com-
pare categorical (countable) data, and the Mann-Whitney
U test was used to compare the means of the groups since
the data series did not follow a normal distribution. Nor-
mality for SPS was also assessed via skewness and kurtosis
between –1.5 and +1.5 [33]. A stepwise regression analy-
sis was conducted to identify predictors of suicide proba-
bility (SPS scores) among pregnant adolescents. A p-value
< 0.05 was considered statistically significant.

3. Results
The socio-demographic and clinical characteristics of

the adolescents are presented in Table 1. There was no sig-
nificant age difference between the PAs and NPAs groups
(Z = –1.718, p = 0.086). School attendance and educational
status were significantly higher in the NPAs group (p <

0.001), with 100%ofNPAs continuing their education com-
pared to only 4% of PAs. Smoking was significantly more
common in the pregnant group (32% vs. 2%, p < 0.001),
while no significant differences were found in alcohol or
illicit drug use (p > 0.05). A history of physical or sexual
abuse was reported by 24% of the PAs, compared to none in
the NPAs (p< 0.001). Physical abuse was reported by 22%
(p < 0.001), and sexual abuse by 12% (p = 0.035) of the
pregnant group. Additionally, involvement in crime (10%
vs. 0%, p = 0.066) and running away from home (26% vs.
0%, p < 0.001) were more common in the pregnant group.
It was determined that 58% (n = 29) of adolescent pregnan-

cies were unplanned, and 32% of pregnant adolescents (n =
16) did not want to carry on the pregnancy.

A history of suicide attempts was found in 18% (n =
9) of the PAs group and 6% (n = 3) of the NPAs group (p =
0.065). The presence of suicidal ideation was found in 10%
(n = 5) of the PAs group and 10% (n = 5) of the NPAs group
(p = 1.000).

Semi-structured evaluation with the K-SADS-PL-
DSM-5 showed that the presence of current psychiatric dis-
order was 10% (n = 5) in the PAs group (major depressive
disorder, n = 4; panic disorder, n = 1) and 2% (n = 1) in
the NPAs group (generalized anxiety disorder, n = 1) (p =
0.204). The presence of any past psychiatric disorder diag-
noses was higher in the PAs group than in the NPAs group
(p = 0.005). In the pregnant adolescent group, 18% (n =
9) indicated past psychiatric disorders, and 4 of these in-
dividuals had comorbid mental illnesses (major depressive
disorder, n = 6; bipolar disorder, n = 1; conduct disorder, n
= 3; tobacco use, n = 1; substance use, n = 1; generalized
anxiety disorder, n = 1). The findings are summarized in
Table 2.

As shown in Table 3, the mean maternal ages (Z = –
2.762, p = 0.006) and paternal ages (Z = –2.976, p = 0.003)
were significantly higher in the pregnant group compared
to the non-pregnant group. No significant differences were
observed in familial status, education level, or familial in-
come between the groups (p > 0.05).

The RCADS, MSPSS, and SPS scores for both groups
are summarized in Table 4. No significant differences were
observed in total RCADS (Z = –0.914, p = 0.361) or SPS
scores (Z = –0.341, p = 0.733) between the groups. How-
ever, MSPSS significant other subscale scores were higher
in the pregnant group compared to the non-pregnant group
(p < 0.05).

Stepwise regression analysis identified significant
predictors of suicide probability in the PAs group, account-
ing for 78% of the variance (adjusted R2 = 0.78) (Table 5).
RCADS major depressive disorder subscale (β = 1.619, p
< 0.001), MSPSS family subscale (β = –2.431, p = 0.009),
suicide attempt status (β = 11.815, p = 0.005), lack of school
attendance (β = 19.213, p = 0.010), and illicit drug use (β
= 13.583, p = 0.026) were significant predictors.

4. Discussion
The present study aimed to evaluate perceived social

support, suicidality (suicidal behavior and suicide probabil-
ity), and psychopathology among PAs by comparing them
with a healthy, non-pregnant control group. Additionally,
the study sought to identify risk factors for suicidality in
PAs. We hypothesized that PAs would exhibit higher rates
of suicidal behavior and lower levels of perceived social
support compared to their non-pregnant counterparts. Our
findings partially supported this hypothesis. While no sig-
nificant differences were observed in perceived social sup-
port or suicidal behaviours between the groups, regression
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Table 1. Socio-demographic and clinical characteristics among pregnant adolescents and non-pregnant adolescents.
Pregnant adolescents Non-pregnant adolescents

χ2/Z p-value
n = 50 n = 50

Age, median (min; max), years 17 (16; 19) 17 (16; 18) –1.718 0.086*
Marriage status 51.515 <0.001**

Single, n (%) 16 (32.0) 50 (100.0)
Married, n (%) 34 (68.0) 0 (0.0)

School attendance n (%) 2 (4.0) 50 (100.0) 92.308 <0.001**
Educational level 26.582 <0.001**

Primary school 15 (30.0) 0 (0.0)
Middle school 29 (58.0) 50 (100.0)
High school 6 (12.0) 0 (0.0)

Cigarette smoking, n (%) 15.946 <0.001**
Yes 16 (32.0) 1 (2.0)
No 34 (68.0) 49 (98.0)

Alcohol use, n (%) 0.842 0.362**
Yes 4 (8.0) 1 (2.0)
No 46 (92.0) 49 (98.0)

Illicit drugs use, n (%) 1.375 0.242**
Yes 3 (6.0) 0 (0.0)
No 47 (94.0) 50 (100.0)

History of abuse
Physical, n (%) 12.360 <0.001**

Yes 11 (22.0) 0 (0.0)
No 39 (78.0) 50 (100.0)

Sexual, n (%) 4.432 0.035**
Yes 6 (12.0) 0 (0.0)
No 44 (88.0) 50 (100.0)

Any physical or sexual, n (%) 13.636 <0.001**
Yes 12 (24.0) 0 (0.0)
No 38 (76.0) 50 (100.0)

History of being involved crime, n (%) 3.368 0.066**
Yes 5 (10.0) 0 (0.0)
No 45 (90.0) 50 (100.0)

History of running away, n (%) 14.943 <0.001**
Yes 13 (26.0) 0 (0.0)
No 37 (74.0) 50 (100.0)

Suicide attempted, n (%) 3.409 0.065**
Yes 9 (18.0) 3 (6.0)
No 41 (82.0) 47 (94.0)

Suicide thinking, now, n (%) 0.000 1.000**
Yes 5 (10.0) 5 (10.0)
No 45 (95.0) 45 (95.0)

Unplanned pregnancy, n (%) 29 (58) -
Unwanted pregnancy n (%) 16 (32) -
**Chi-squared test; *Mann-Whitney U test; significance p < 0.05.

analysis revealed significant predictors of suicide probabil-
ity among pregnant adolescents. These included depressive
symptoms, history of suicide attempts, lack of school at-
tendance, and illicit drug use as positive predictors, while
family support emerged as a significant negative predictor.

Our findings showed no statistically significant differ-
ence in suicidal behavior and suicide probability between

PAs and NPAs groups. However, the regression analysis
revealed that a history of suicide attempts significantly in-
creased the probability of suicide among PAs. This aligns
partially with a Bangladeshi study, which found that 6.5%
of PAs reported suicide attempts, a higher prevalence than
their non-pregnant peers [19]. Similarly, Brazilian research
identified that 20% of PAs had previous suicide attempts
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Table 2. Psychiatric disorders in pregnant adolescents and non-pregnant adolescents.
K-SADS-PL-DSM-5 Pregnant adolescents Non-pregnant adolescents χ2 p-value

Current psychiatric disorders (n, %) 5 (10%) 1 (2%) 1.596 0.204**
- Major depressive disorder (n = 4) - Generalized anxiety disorder (n = 1)
- Panic disorder (n = 1)

Past psychiatric disorders (n, %) 9 (18%) 0 (0%) 7.814 0.005**
- Major depressive disorder (n = 6)
- Bipolar disorder (n = 1)
- Conduct disorder (n = 3)
- Tobacco use (n = 1)
- Substance use (n = 1)
- Generalized anxiety disorder (n = 1)

** Chi-squared test. K-SADS-PL-DSM-5, Schedule for Affective Disorders and Schizophrenia for School-Age Children—Present
and Lifetime Version, DSM-5.

Table 3. Sociodemographic and clinical characteristics of families of pregnant and non-pregnant adolescents.
Pregnant adolescents Non-pregnant adolescents

χ2/Z p-value
n = 50 n = 50

Mother age, median (min; max), years 44.5 (34; 64) 40 (33; 60) –2.762 0.006*
Father age, median (min; max) 48 (36; 64) 44.5 (36; 62) –2.976 0.003*
Mother educational level 0.071 0.790**

<high school, n (%) 42 (84.0) 41 (82.0)
≥high school, n (%) 8 (16.0) 9 (18.0)

Father educational level 0.694 0.405**
<high school, n (%) 34 (68.0) 30 (60.0)
≥high school, n (%) 16 (32.0) 20 (40.0)

Family status 3.748 0.154**
Together, n (%) 37 (74.0) 44 (88.0)
Divorced, n (%) 9 (18.0) 3 (6.0)
Parental loss (father), n (%) 4 (8.0) 3 (6.0)

Family income 0.480 0.488**
≤Minimum wage, n (%) 11 (22.0) 14 (28.0)
>Minimum wage, n (%) 39 (78.0) 36 (72.0)

Family history of mental health problem, n (%) 0.102 0.749**
Yes 5 (10.0) 6 (12.0)
No 45 (90.0) 44 (88.0)

Family cigarette smoking, n (%) 2.458 0.112**
Yes 6 (12.0) 1 (2.0)
No 44 (88.0) 49 (98.0)

Family alcohol use, n (%) 0.044 0.834**
Yes 33 (66.0) 32 (64.0)
No 17 (34.0) 18 (36.0)

Family illicit drugs use, n (%) 0.260 0.617**
Yes 3 (6.0) 1 (2.0)
No 47 (94.0) 49 (98.0)

* Mann-Whitney U test; ** Chi-squared test; significance p < 0.05.

[23]. In Turkey, limited data exist; however, a study com-
paring PAs aged 13–19 years to pregnant women over 20
years old found no significant differences in suicide at-
tempts or ideation. Despite this, the same study revealed
that 10.5% of pregnant adolescents had attempted suicide
and 21% reported suicidal thoughts [34]. While our find-

ings did not show a statistically significant difference in
suicide attempts between PAs and NPAs, the higher preva-
lence of such attempts in the pregnant group supports the
need for further investigation. The lack of significant dif-
ferences in our study may stem from cultural and systemic
factors, such as mandatory reporting of adolescent pregnan-
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Table 4. Comparison of RCADS, MSPSS, SPS between pregnant adolescent and non-pregnant adolescent.
Pregnant adolescents Non-pregnant adolescents

χ2/Z p-value
n = 50 n = 50

RCADS, total score median (min; max) 43.5 (0; 141) 49.0 (8; 141) –0.914 0.361*
SPS, total score median (min; max) 67.5 (40; 114) 69.5 (43; 130) –0.341 0.733*
MSPSS

MSPSS family, n (%) 2.129 0.345**
Poor 6 (12.0) 9 (18.0)
Moderate 11 (22.0) 6 (12.0)
Good 33 (66.0) 35 (70.0)

MSPSS significant other, n (%) 6.301 0.043**
Poor 8 (16.0) 19 (38.0)
Moderate 13 (26.0) 11 (22.0)
Good 29 (58.0) 20 (40.0)

MSPSS friends, n (%) 2.397 0.302**
Poor 11 (22.0) 14 (28.0)
Moderate 18 (36.0) 11 (22.0)
Good 21 (42.0) 25 (50.0)

MSPSS total, n (%) 1.810 0.405**
Poor 4 (8.0) 7 (14.0)
Moderate 20 (40.0) 23 (46.0)
Good 26 (52.0) 20 (40.0)

*Mann-Whitney U test; **Chi-squared test; RCADS, Revised Child Anxiety and Depression scales; MSPSS, Mul-
tidimensional Scale of Perceived Social Support Scale; SPS, Suicide Probability Scale.

Table 5. Stepwise regression analysis to investigate the significant relationships between the variables of interest and the SPS in
the patient group.

Dependent SPS Adjusted R square β SE t p-value

Step 1
0.642

RCADS major depressive disorder 1.905 0.206 9.264 <0.001
Step 2

0.704RCADS major depressive disorder 1.905 0.206 9.264 <0.001
MSPSS family subscale –3.189 0.964 –3.308 0.02

Step 3

0.732
RCADS major depressive disorder 1.768 0.203 8.695 <0.001
MSPSS family subscale –2.479 0.961 –2.580 0.013
Suicide attempt 10.626 4.333 2.452 0.018

Step 4

0.759
RCADS major depressive disorder 1.683 0.196 8.952 <0.001
MSPSS family subscale –2.731 0.917 –2.978 0.005
Suicide attempt status 11.709 4.134 2.832 0.007
School attedence status 18.333 7.417 2.472 0.017

Step 5

0.780

RCADS major depressive disorder 1.619 0.189 8.952 <0.001
MSPSS family Subscale –2.431 0.886 –2.744 0.009
Suicide attempt status 11.815 3.949 2.992 0.005
School attendance status 19.213 7.095 2.708 0.010
Illicit drug use 13.583 5.891 2.306 0.026

RCADS, Revised Child Anxiety and Depression scales; MSPSS, Multidimensional Scale of Perceived
Social Support Scale; SPS, Suicide Probability Scale; β, unstandardized beta coefficients; SE, unstan-
dardized coefficients standard error; t, t-statistic.

cies in Turkey, which could discourage adolescents from
seeking help. Additionally, the small sample size in our

study may have limited statistical power. These findings
highlight the importance of considering sociocultural and
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systemic factors when addressing suicidal behaviors among
pregnant adolescents in Turkey. Culturally sensitive mental
health interventions are crucial for addressing these unique
challenges. Healthcare providers may consider integrating
routine mental health screenings into prenatal care, while
policymakers could explore strategies to reduce systemic
barriers, such as the fear of mandatory reporting.

Our study revealed moderate to high levels of per-
ceived social support among PAs, with significantly higher
scores on the “significant other” subscale in this group. This
finding aligns with Freitas et al. [23], who demonstrated
that partner cohabitation plays a critical role in bolstering
social support among PAs. Similarly, a Brazilian study re-
vealed that PAs who did not live with their partners reported
significantly lower levels of emotional and relational sup-
port [22]. Furthermore, family support emerged as a signif-
icant negative predictor of suicide probability in our study.
This finding resonates with broader evidence linking fam-
ily support to reduced risks of depression and suicidality in
adolescents [35,36]. The elevated social support observed
in our pregnant adolescent group likely reflects the high
prevalence of marriage, which often provides emotional
and financial stability. Early marriage, culturally accepted
and even encouraged in some communities in Turkey, may
further explain these findings [37]. While these cultural
norms appear to enhance social support for pregnant adoles-
cents, they may simultaneously mask underlying vulnera-
bilities, such as reduced autonomy or increased dependence
on familial and spousal support. Our findings align with in-
ternational evidence regarding the protective role of family
and partner support in adolescent mental health but high-
light unique sociocultural factors that shape these dynam-
ics in the Turkish context. For instance, the intersection of
early marriage, family cohesion, and societal expectations
may explain why social support remains elevated in our PAs
sample compared to findings from other regions.

Child maltreatment, including both physical and sex-
ual abuse, has been consistently associated with adolescent
pregnancy. A meta-analysis by Madigan et al. [38] demon-
strated that both forms of abuse are significant risk factors
for adolescent pregnancy. Our study supports this associ-
ation, revealing that 24% of pregnant adolescents reported
experiencing either physical or sexual abuse, compared to
none in the non-pregnant group. These findings suggest
that addressing child maltreatment could play a critical role
in reducing adolescent pregnancies. Moreover, the psy-
chological impacts of abuse, such as depressive symptoms,
may further predispose adolescents to risky sexual behav-
iors and early pregnancy.

Our study revealed that the history of running away
was significantly higher among PAs compared to their non-
pregnant counterparts. These findings are consistent with
prior research linking risky behaviors and unstable family
dynamics to early pregnancies. For instance, studies have
highlighted that adolescents with histories of running away

or engaging in delinquent behavior often face greater chal-
lenges in establishing stable social and family relationships,
which can increase their vulnerability to early pregnancies
and related complications [39–41].

In our study, past psychiatric diagnoses were signifi-
cantly more prevalent among PAs, although no differences
were observed in current psychiatric disorders between the
groups. This finding aligns with Abdul Rahim et al. (2024)
[42], who emphasized the heightened vulnerability of PAs
to mental health challenges, particularly depression. More-
over, our study emerged as a significant determinant of sui-
cide probability, highlighting the critical role of depressive
symptoms in this population. Targeted mental health inter-
ventions addressing depressive symptoms may reduce sui-
cidality and improve outcomes for PAs.

Tobacco use was significantly higher in the PAs group
compared to the non-pregnant group in our study. This find-
ing aligns with previous research showing higher smoking
rates among PAs and its association with adverse pregnancy
outcomes, such as low birth weight infants and stillbirths
[43]. Addressing smoking behavior in this population is
critical for improving maternal and neonatal outcomes.

Similarly, illicit substance use emerged as a significant
predictor of suicide probability among PAs in our study.
This finding is consistent with evidence suggesting that sub-
stance use not only exacerbates mental health challenges
but also increases the likelihood of self-harming behaviors
[44]. Interventions targeting substance use in PAs could
mitigate these risks while improving overall mental health
and pregnancy outcomes.

Furthermore, our findings underscore the critical role
of education, as school dropout was significantly associated
with suicide probability in PAs. A previous study has estab-
lished a bidirectional relationship between adolescent preg-
nancy and school dropout, with each serving as both a cause
and a consequence of the other [45]. Recent evidence high-
lights the broader implications of school dropout, empha-
sizing its impact not only on mental health but also on long-
term social and economic stability [46]. This underscores
the importance of addressing structural and social barriers
that impede PAs from continuing their education. Ensur-
ing access to educational opportunities can mitigate men-
tal health risks, enhance social mobility, and contribute to
long-term socioeconomic stability for this vulnerable pop-
ulation.

The present study’s findings should be interpreted
within the context of its limitations. Its case-control design
precludes the establishment of causal relationships among
suicidality, social support and adolescent pregnancies, and
these limitations of this study should be consideredwhen in-
terpreting its findings. The study’s case-control design does
not allow for the establishment of causal relationships be-
tween mental health, social support, and suicidality in preg-
nant adolescents. Self-reported measures for sensitive top-
ics may introduce recall and social desirability biases. The
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study’s relatively small sample size and focus on a specific
region, Istanbul, may limit the generalizability of the re-
sults to other cultural contexts. Additionally, self-reported
substance use and abuse history may be subject to recall
bias, and the lack of comprehensive clinical assessments
formental disorders could reduce diagnostic precision. Fur-
thermore, unexplored factors such as cultural norms and re-
ligious beliefs may shape the complex associations studied.
In conclusion, while this study provides insight into the re-
lationships between mental health, social support, and sui-
cidality, it is important to approach the findings with cau-
tion and to conduct further research using larger and more
diverse samples with more robust designs.

5. Conclusions
This study highlights the intricate relationship be-

tween mental health, social support, and suicidality among
pregnant adolescents. Depressive symptoms, school
dropout, substance use, and a history of suicide attempts
emerged as significant risk factors for suicidality, whereas
family support proved to be a critical protective factor.
These findings underscore the urgent need for targeted
mental health interventions that incorporate family-focused
strategies and school-based programs to reduce dropout
rates and enhance emotional resilience. Furthermore, cul-
turally sensitive, community-based initiatives leveraging
familial networks, along with public awareness campaigns
addressing the risks of early marriage and adolescent preg-
nancy, are essential for fostering a supportive societal en-
vironment. Future research should employ longitudinal de-
signs to further explore these dynamics and develop com-
prehensive, context-specific strategies to address the unique
challenges faced by pregnant adolescents.
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