
Wasan et al.                                                                                        World Journal of Advance Healthcare Research 

www.wjahr.com       │      Volume 9, Issue 4. 2025      │      ISO 9001:2015 Certified Journal      │                 11 

 

 

 

 

 

OUTCOMES OF TEENAGE PREGNANCY IN AL-SADR CITY/ BAGHDAD, IRAQ 2018 
 

1*
Wasan Taha Dawood and 

2
Jawad K. Al- Diwan 

 
1
Ministry of Health, Baghdad, Iraq. 

2
Community Medicine, College of Medicine, Baghdad University. 

 
Received date: 27 January 2025                               Revised date: 16 February 2025                                    Published date: 08 March 2025 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Adolescence is a crucial stage of physical and 

psychological development, encompassing multiple 

transitions such as education, employment, and changing 

living circumstances.
[1]

 Teenage pregnancy is a 

significant public health issue, often occurring in the 

context of poor social support and maternal well-being, 

with increased reproductive risks due to the dual burden 

of growth and reproduction.
[2,3]

 Pregnancy and childbirth 

complications are the leading causes of mortality among 

adolescent girls in developing countries.
[3]

 Poor nutrition 

combined with early childbearing heightens health risks, 

leading to complications such as anemia, pregnancy-

induced hypertension, prolonged or preterm labor, 

cephalo-pelvic disproportion, and maternal morbidity 

and mortality.
[4,5]

 In the Arab world, marriage is closely 

linked to childbearing, often leading to the early 

termination of girls’ education and increasing their 

vulnerability to intimate partner violence.
[6,7]

 Early 

marriage perpetuates cycles of poverty, low education, 

high fertility, and poor health, hindering social and 

economic development.
[8]

 In Iraq, early marriage 

significantly impacts reproductive health, with 

consequences including unplanned pregnancies and 

psychological and social challenges.
[9,10]

 Factors 

contributing to early marriage include poverty, religious 

influence, tribal traditions, civil conflicts, low education, 

gender inequality, and societal pressure.
[11]

 Teenage 

pregnancy has severe social, psychological, and health 

consequences, including stunted growth, depression, 

educational discontinuation, and increased reliance on 

public assistance, negatively affecting community 

health.
[12]

 An estimated 21% of females aged 15-19 in 

Iraq are currently married.
[13]

 Religious leaders 

sometimes promote child marriage without formal 

registration, complicating legal recognition and 

underreporting actual rates.
[14]

 While global adolescent 

marriage rates have declined over the past 30 years, Iraq 

still has one of the highest child marriage rates in the 

Middle East.
[15]

 Adolescent pregnancy remains a 

worldwide issue, with 11% of global births occurring 

among 15–19-year-olds, primarily in low- and middle-

income countries.
[16]

 Recent Iraqi studies show that 

10.4% of deliveries in Baghdad
[17]

 and 30.6% of 

primigravida deliveries in Wasit
[18s]

 involve teenage 

pregnancies. The incidence of child marriage in Iraq has 
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ABSTRACT 

Background: Teenage pregnancy is one of the most important social and public health problem all over the 

world. In Iraq, teenage marriage is culturally, religiously and socially accepted and practiced. It is exacerbated 

after widespread violence. Publication on teenage pregnancy is scarce in Iraq. Objectives: This study aims to 

measure the prevalence of teenage pregnancy and study adverse birth outcomes and complications of teenage 

pregnancy. Methodology: A cross-sectional study was conducted in PHCC in Al-Sadr City. The data was 

collected for the period from 1
st 

of May to 31
th

 of August 2018. A total of 300 women at reproductive age were 

included in the study. Each participant was interviewed. The impact of the independant variable (maternal age) on 

the dependant variables (outcomes, complications and mode of delivery) was investigated. P-value of less than 

0.05 was considered significant. Results: The prevalence of teenage pregnancy was 33.7%. Low educational 

status (p=0.001) and low occupational opportunities (p=0.001) were associated with early teenage marriage.  

Inadequate ANC was significantly associated with early teenage pregnancy (p=0.009). PPH, anemia, preterm 

labor, LBW, neonatal mortality, cesaerean delivery and congenital anomalies were associated with early teenage 

pregnancy, (p= 0.008, 0.001, 0.002, 0.001, 0.02 , 0.03, 0.02), respectively. No impact of maternal age on the rate 

of APH, GDM and gestational hypertension, (P= 0.2, 0.7, 0.5), respectively. Conclusion: Maternal and neonatal 

complications are higher during the early teenage years. 

 

KEYWORDS: Outcomes, Teenage, Pregnancy, Al-Sadr City. 
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risen since 2003, yet research on this topic remains 

scarce.
[19]

 This situation underscores the need for further 

study on adolescent pregnancy and marriage in Iraq. the 

aim of study is to study the impact of teenage pregnancy 

on mother and fetal health. 

 

METHOD 

A cross-sectional study was conducted at two randomly 

selected Primary Health Care Centers (PHCCs) from Al-

Sadr Health Sector, one of the nine health sectors in 

Baghdad. The study population included all 

reproductive-age women attending these PHCCs, with 

inclusion criteria requiring participation after delivery. 

Women with chronic diseases such as diabetes mellitus, 

hypertension, bleeding disorders, cardiovascular, or renal 

diseases were excluded. Sampling: The sample size was 

calculated based on a 21% teenage pregnancy rate using 

the standard formula for cross-sectional studies. With a 

5% margin of error and accounting for 15% non-

response rate, the final sample size was 300 women (150 

from each PHCC). Participants were selected randomly 

during routine visits. 

 

Data Collection: Data were collected 4-5 times per week, 

interviewing 4-5 pregnant women per visit. A structured 

questionnaire with validated reliability was used, 

consisting of three parts. 

1. Socio-demographic data: maternal and paternal age, 

education, occupation, and consanguinity. 

2. Medical and obstetric history: antenatal care visits, 

gestational diabetes, hypertensive disorders, antepartum 

hemorrhage, anemia, postpartum hemorrhage, mode and 

place of delivery. 

3. Neonatal outcomes: gestational age, birth weight, 

viability, and congenital anomalies. 

 

Statistical Analysis: Data were analyzed using SPSS 

version 24. Chi-square (χ2) tests were applied to assess 

associations between maternal age and pregnancy 

complications, neonatal outcomes, and delivery mode. 

When required, Yate’s Chi-square correction was 

applied. A p-value ≤ 0.05 was considered statistically 

significant. Ethical Considerations: Approvals were 

obtained from the Scientific Board of Community 

Medicine, Iraqi Ministry of Health, and Al-Rusafa 

Health Directorate. Informed written consent was 

obtained from all participants, ensuring confidentiality 

and anonymity. Time Frame: The study spanned six 

months, with three months for data collection and three 

months for analysis and manuscript preparation. 

 

RESULTS 

Age characteristics of the studied women are shown in 

Table 1. Adolescent mothers were 101 (33.7%). 

Women's age was 23.7 ± 6.4 year and husband's age was 

29.9 ± 6.4 year. The highest percent of women was 43% 

(129 women) at (20-29) years age group, while the less 

one was 11.7% (35 women) at (14-16) years age group. 

 

Table 1: Age characteristics of study sample, Al-Sadr City/ Baghdad, Iraq 2018. 

Age No. % Mean (years) SD (years)± 

Adolescent 
14-16 years 35 11.7 15.1 0.7 

17-19 years 66 22.0 18.2 0.8 

Adult 
20-29 years 129 43.0 23.9 2.8 

30-39 years 70 23.3 32.7 3.7 

Total 300 100.0 23.7 6.4 

Husband's Age No. % Mean (years) ± SD (years) 

Adolescent 
14-16 years 53 11.7 23.8 3.9 

17-19 years 66 22.0 26.2 4.6 

Adult 
20-29 years 921 43.0 30.3 5.1 

30-39 years 07 23.3 35.5 5.9 

Total 577 100.0 29.9 6.4 

 

Distribution of women's and husband's educational level 

is shown in Table 2. All women aged (14-16 years) were 

below secondary education. Fifty-eight (87.9%) of 

women aged (17-19 years) were below secondary 

education and 8 (12.1%) had secondary education and 

above. Fifty-two (40.3%) of women aged (20-29 years) 

were below secondary education and 77 (59.7%) of 

women aged (20-29 years) had secondary education and 

above. Thirty-nine (55.7%) of women aged (30-39 years) 

were below secondary education and 31 (44.3%) had 

secondary education and above. Significantly, early 

teenage (14-16 years) women were with lower level of 

education. Regarding husband's educational level: one 

hundred ninety-eight (66%) were below secondary 

education and 102 (34%) had secondary education and 

above. No significant association between age of women 

and husband's educational level. The occupation of 

women, all teenager women were housewives and 109 

(84.5%) of women aged (20-29 years) were housewives 

and 20 (15.5%) of them were employee. Fifty-eight 

(82.9%) of women aged (30-39 years) were housewives 

and 12 (17.1%) of them were employee. unemployment 

was significantly associated with teenage mothers. 

Concerning the husband's occupation: two hundred 

twenty-two (74%) of all husbands were self-employee. 

There was no significant difference in husband's 

occupation between different maternal age groups. 
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Table 2: Educational level and occupation distribution of study sample, Al-Sadr City/ Baghdad, Iraq 2018. 

Age 

Education of women 

Less than secondary education Secondary education and above 

No. % No. % 

14-16 years 35 100.0 0 0.0 

17-19 years 58 87.9 8 12.1 

20-29 years 52 40.3 77 59.7 

30-39 years 39 55.7 31 44.3 

Total 981 61.3 116 38.7 

 

Age 

Education of husband 

Less than secondary education Secondary education and above 

No. % No. % 

14-16 years 21 60.0 14 40.0 

17-19 years 46 69.7 20 30.3 

20-29 years 91 70.5 38 29.5 

30-39 years 40 57.1 30 42.9 

Total 198 66 102 34 

 

Age 

Occupation of women 

Housewife Employee 

No. % No. % 

14-16 years 35 100.0 0 0.0 

17-19 years 66 100.0 0 0.0 

20-29 years 109 84.5 20 15.5 

30-39 years 58 82.9 12 17.1 

Total 268 89.3 32 10.7 

 

Age 

Occupation of husband 

Self-employee Governmental employee 

No. % No. % 

14-16 years 27 77.1 8 22.9 

17-19 years 50 75.8 16 24.2 

20-29 years 97 75.2 32 24.8 

30-39 years 48 68.6 22 31.4 

Total 222 74 78 26 

 
 

Distribution of ANC services is shown in Table 3. Out of 

the total, 199 (66.3%) received adequate ANC. Twenty 

(57.1%) of women aged (14-16 years) and 35 (53%) of 

women aged (17-19 years), received adequate antenatal 

care. Eighty-nine (69%) of women aged (20-29 years) 

and 55 (78.6%) of women aged (30-39 years), received 

adequate antenatal care. Receiving adequate ANC was 

significantly increasing with maternal age, the age 

distribution of GDM. The rate of GDM was 15% (45 

cases). GDM was detected in 6 (17.1%) of women aged 

(14-16 years), 8 (12.1%) of women aged (17-19 years), 

18 (14%) of women aged (20-29 years) and in 13 

(18.6%) of women aged (30-39 years). Maternal age had 

no significant effect on GDM, the age distribution of 

gestational hypertension. The highest rate of gestational 

hypertension is 9 (12.9%) at age (30-39 years). No 

significant association between maternal age and 

gestational hypertension. 

 

Table 3: association between age and study variables.  

Age 

Antenatal care 

Adequate ( ≥ 4 visits) Inadequate ( < 4 visits) 

No. % No. % 

14-16 years 20 57.1 15 42.9 

17-19 years 35 53.0 31 47.0 

20-29 years 89 69.0 40 31.0 

30-39 years 55 78.6 15 21.4 

Total 199 66.3 101 33.7 
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Age 

GDM 

Yes No 

No. % No. % 

14-16 years 6 17.1 29 82.9 

17-19 years 8 12.1 58 87.9 

20-29 years 18 14.0 111 86.0 

30-39 years 13 18.6 57 81.4 

Total 45 15 255 85 

 

Age 

Gestational hypertension 

Yes No 

No. % No. % 

14-16 years 4 11.4 31 88.6 

17-19 years 4 6.1 62 93.9 

20-29 years 11 8.5 118 91.5 

30-39 years 9 12.9 61 87.1 

Total 28 9.3 272 90.7 

 
 

The age distribution of APH is shown in Table 4. APH 

was seen in 7 (13%) of women aged (14-16 years), 4 

(8.5%) of women aged (17-19 years), 8 (5.3%) of 

women aged (20-29 years) and in 6 (12.2%) of women 

aged (30-39 years). There was no significant association 

between maternal age and APH, Anemia was detected in 

155 women (51.7%). Forty-three (79.6%) of women 

aged (14-16 years), thirty-three (70.2%) of women aged 

(17-19 years), fifty-eight (38.7%) of women aged (20-

29) years and twenty-one (42.9%) of women aged (30-39 

years) had anemia. Significantly, early teenage (14-16 

years) women associated with higher rates of anemia, 

Age distribution of PPH is shown in Table 9. PPH was 

found in eighteen (33.3%) of women aged (14-16 years), 

in eighteen (38.3%) of women aged (17-19 years), in 

twenty-six (17.3%) of women aged (20-29 years) and in 

10 (20.4%) of women aged (30-39 years). Significantly, 

PPH was more prevalent in teenage mothers. 

 

Table 4: association between age and study variables. 

Age 

History of APH 

Yes No 

No. % No. % 

14-16 years 7 13.0 47 87.0 

17-19 years 4 8.5 43 91.5 

20-29 years 8 5.3 142 94.7 

30-39 years 6 12.2 43 87.8 

Total 25 8.3 275 91.7 

 

Age 

Anemia 

Yes No 

No. % No. % 

14-16 years 43 79.6 11 20.4 

17-19 years 33 70.2 14 29.8 

20-29 years 58 38.7 92 61.3 

30-39 years 21 42.9 28 57.1 

Total 155 51.7 145 48.3 

 

Age 

History of PPH 

Yes No 

No. % No. % 

14-16 years 18 33.3 36 66.7 

17-19 years 18 38.3 29 61.7 

20-29 years 26 17.3 124 82.7 

30-39 years 10 20.4 39 79.6 

Total 72 24 228 76 
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Age distribution of mode of delivery and delivery place 

is shown in Table 5. Two hundred and eleven (70.3%) of 

studied women delivered by normal delivery. It also 

shows that out of the total women aged (14-16 years), 

(17-19 years), (20-29 years) and (30-39 years) delivered 

by normal delivery 21 (60%), 54 (81.8%), 93 (72.1%) 

and 43 (61.4%), respectively. Early teenage (14-16 

years) mothers had significantly higher rates of cesarean 

section, out of the total women aged (14-16 years), (17-

19 years), (20-29 years) and (30-39 years) delivered at 

home 27 (50%), 20 (42.6%), 33 (22%) and 11 (22.4%), 

respectively. The early teenage women were 

significantly with higher rate of home deliveries. the 

distribution of preterm labor with maternal age. Preterm 

labor was seen in 12 (34.3%) of mothers aged (14-16 

years), 12 (18.2%) of mothers aged (17-19 years), 13 

(10.1%) of mothers aged (20-29 years) and 7 (10%) of 

mothers aged (30-39 years). Preterm labor was 

significantly associated with early teenager (14-16 years) 

women, Twenty-eight (80%) and 50 (75.8%) of babies 

for early and late teenage mothers delivered babies with 

LBW, respectively. Eighteen (14%) of mothers aged (20-

29 years) and ten (14.3%) of women aged (30-39 years) 

delivered babies with LBW. Teenage women 

significantly had higher rate of LBW. 

 

Table 5: association between age and study variables. 

Age 

Mode of delivery 

Normal Delivery Cesarean Section 

No. % No. % 

14-16 years 21 60.0 14 40.0 

17-19 years 54 81.8 12 18.2 

20-29 years 93 72.1 36 27.9 

30-39 years 43 61.4 27 38.6 

Total 211 70.3 89 29.7 

 

Age 

Place of delivery 

Home Hospital 

No. % No. % 

14-16 years 27 50.0 27 50.0 

17-19 years 20 42.6 27 57.4 

20-29 years 33 22.0 117 78.0 

30-39 years 11 22.4 38 77.6 

Total 91 30.3 209 69.7 

 

Age 

Preterm labor 

Yes No 

No. % No. % 

14-16 years 12 34.3 23 65.7 

17-19 years 12 18.2 54 81.8 

20-29 years 13 10.1 116 89.9 

30-39 years 7 10.0 63 90.0 

Total 44 14.7 256 85.3 

 

Age 

Birth weight 

Normal LBW 

No. % No. % 

14-16 years 7 20.0 28 80.0 

17-19 years 16 24.2 50 75.8 

20-29 years 111 86.0 18 14.0 

30-39 years 60 85.7 10 14.3 

Total 194 64.7 106 35.3 

 
 

Age distribution of birth outcome is shown in Table 6. It 

also shown that two hundred eighty-five babies delivered 

live. Forty- seven (87%) of women aged (14-16 years) 

and forty- five (95.7%) of women aged (17-19 years) 

delivered live babies. One hundred forty- seven of 

women aged (20-29 years) and forty-six (93.9%) of 
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women aged (30-39 years) delivered live babies. A 

significant association in live birth with adult mothers. 

Distribution of congenital anomaly with maternal age is 

shown in Table 14. Congenital anomaly was seen in 6 

(17.1%) and in 9 (13.6%) of babies of mothers aged (14-

16 years) and (17-19 years), respectively. Congenital 

anomaly was significantly associated with early teenage 

mothers. The impact of ANC services on mode of 

delivery and vital status of neonate is shown in Table 8. 

Out of those got adequate ANC, 149 (74.9%) delivered 

by normal delivery and out of those got inadequate ANC, 

62 (61.4%) delivered by normal delivery. Receiving 

adequate ANC was significantly associated with normal 

delivery. One hundred ninety-six (98.5%) of those 

received adequate ANC gave up live birth and 89 

(88.1%) of those received inadequate ANC gave up live 

birth. A significant association in live birth as outcome 

with ANC services. 

 

Table 6: association between age and study variables. 

Age 

Birth outcome 

Live Dead 

No. % No. % 

14-16 years 47 87.0 7 13.0 

17-19 years 45 95.7 2 4.3 

20-29 years 147 98.0 3 2.0 

30-39 years 46 93.9 3 6.1 

Total 285 95 15 5 

 

Age 

Congenital anomaly 

Congenital anomaly No anomaly 

No. % No. % 

14-16 years 6 17.1 29 82.9 

17-19 years 9 13.6 57 86.4 

20-29 years 5 3.9 124 96.1 

30-39 years 5 7.1 65 92.9 

Total 25 8.3 275 91.7 

 

Antenatal care 

Mode of delivery 

Normal Delivery Cesarean Section 

No. % No. % 

Adequate ( ≥ 4 visits) 149 74.9 50 25.1 

Inadequate ( < 4visits) 62 61.4 39 38.6 

 

Antenatal care 

Vital status of neonate 

Live Dead 

No. % No. % 

Adequate ( ≥ 4 visits) 196 98.5 3 1.5 

Inadequate ( < 4 visits) 89 88.1 12 11.9 

Total 285 95 15 5 

 , p = 0.001 

 

DISCUSSION 

This study found that 33.7% of mothers were teenagers, 

lower than the 39.8% reported in Iraq
[20]

, likely due to 

differences in sampling, study design, and social factors. 

Teenage mothers had significantly lower education 

levels (p=0.001), consistent with previous findings in 

Iraq (p=0.0001)
[12]

 and other developing countries.
[21]

 No 

significant association was found between husband's 

education and maternal age (p=0.2), differing from other 

international studies.
[22]

 Additionally, all teenage mothers 

were housewives (p=0.001), reflecting limited job 

opportunities due to low education, similar to trends in 

developing countries.
[21]

 Antenatal care (ANC) was 

inadequate among teenage mothers (p=0.009), aligning 

with studies in Baghdad and Samarra,
[23]

 possibly due to 

restrictions on movement in extended families. The 

gestational diabetes mellitus (GDM) rate was 15%, 

higher than 4.2% in Baghdad
[24]

, but maternal age was 

not significantly associated with GDM (p=0.7), 

consistent with findings in Iraq and Yemen.
[25]

 No 

significant relationship was observed between maternal 

age and gestational hypertension (p=0.5), in contrast to 

recent Iraqi studies.
[25]

 The antepartum hemorrhage 

(APH) rate was 8.3%, higher than in some countries
[27]

 

but lower than in adjacent countries.
[28]

 APH was not 

significantly affected by maternal age (p=0.2).
[29]

 

Anemia prevalence was 51.7%, slightly lower than the 

55.5% reported in Iraq.
[30]

 Anemia was more common in 

younger teenagers (p=0.001), consistent with previous 

studies
[30]

, likely due to increased nutritional needs and 
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poverty. Postpartum hemorrhage (PPH) was 24%, higher 

than rates in other countries
[31]

, attributed to healthcare 

system delays. PPH was significantly higher in teenage 

mothers, as also reported in Sulaimania,
[32]

 due to uterine 

overstretching. The C-section rate was 29.7%, lower than 

in neighboring countries
[33]

 but significantly higher in 

teenage mothers (p=0.03), differing from previous Iraqi 

reports.
[17]

 Home delivery was 30.3%, lower than the 

53% in other countries
[34]

, but significantly higher in 

teenage mothers (p=0.001)
[35]

, reflecting traditional 

practices and limited healthcare access. Preterm labor 

was 14.7%, lower than 18% reported in Iraq
[36]

, but 

significantly associated with teenage pregnancy 

(p=0.002)
[37]

, due to maternal malnutrition and low 

socioeconomic status, consistent with findings in other 

countries.
[38]

 **Low birth weight (LBW) was 

significantly linked to teenage mothers (p=0.001), 

similar to reports in Baghdad.
[26]

 The neonatal mortality 

rate was 5%, much lower than 33.8% in 1990 

Baghdad
[39]

, but still significantly associated with 

teenage mothers (p=0.02)
[23]

, aligning with global 

studies.
[40]

 The congenital anomaly rate was 8.3%, 

similar to 8.4% in Fallujah
[41]

 but higher than 4.8% in 

Baghdad.
[42]

 Teenage pregnancy was significantly 

associated with congenital anomalies (p=0.02), unlike 

studies in Erbil
[43]

 and Egypt.
[44]

 Adequate ANC was 

significantly associated with normal delivery (p=0.02) 

and live births (p=0.001), supporting studies in 

Duhok
[45]

, Erbil
[46]

, and third-world countries.
[47]

 ANC 

plays a crucial role in identifying high-risk pregnancies 

and reducing stillbirths. 

 

CONCLUSION 

The prevalence of teenage pregnancy is 33.7%. Low 

educational level and unemployment are associated with 

early teenage marriage. Adverse maternal, fetal and 

neonatal complications are prominent in early teenage 

pregnancy. Postpartum hemorrhage, cesarean section and 

anemia are prevalent adverse pregnancy outcomes 

among early teenage mothers. Preterm labor, LBW, 

neonatal death and congenital anomaly are prominent 

fetal outcomes in early teenage women. Inadequate ANC 

visits is associated with early teenage pregnancy. 
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