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Abstract

Adolescent mental health difficulties represent a significant public health concern. This
study aimed to identify prevalence rates and predictors of suicide ideation, depressive
symptoms, and symptoms of post-traumatic stress disorder (PTSD) among Iraqi adoles-
cents. A cross-sectional quantitative survey design was used. A total of 469 adolescents
aged 12-20 years (M = 16.25) participated across eight high schools in Baghdad. Multiple
regression models were used to examine predictors. Mean depressive (M = 12.99) and
PTSD (M = 30.98) symptom scores were in the ‘moderate’ range, with the majority of par-
ticipants scoring in the ‘moderate” or ‘severe’ range (73.1% and 75.5%, depressive and
PTSD symptoms, respectively). A total of 12.6% of young people scored in the ‘"high risk’
range for suicidal behavior. Females reported higher depressive symptoms and higher
PTSD symptoms. Older age was negatively associated with suicide ideation but positively
associated with PTSD symptoms. Quality of life emerged as the strongest and most con-
sistent predictor across all models. Hopelessness predicted suicide ideation, while PTSD
symptoms predicted depression. In summary, adolescents were experiencing clinically
elevated rates of depressive and PTSD symptoms on average. A significant minority were
also experiencing suicidal thoughts. Interventions that enhance functioning, reduce hope-
lessness, and incorporate trauma-informed approaches may be effective targets for pre-
vention and early intervention.

Keywords: adolescent mental health; suicide ideation; quality of life; psychological
predictors; PTSD; depression; Iraq
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1. Introduction

Mental health conditions represent a substantial share of the global disease burden
among young people [1], with mental health difficulties affecting approximately 10-20%
of children and adolescents. In particular, depression, post-traumatic stress disorder
(PTSD), and suicide ideation represent key contributors to the overall burden of disease
in this population [2]. Most lifetime mental health conditions emerge between the ages of
12 and 24, making this period a crucial point for intervention [3]. Poor mental health dur-
ing this stage is strongly linked to multiple negative outcomes across the lifecourse, in-
cluding lower educational attainment, quality of life, substance abuse, and violence [4].
Despite their significant impact on health and development, adolescent mental health
needs remain largely unmet, particularly in low- and middle-income countries where ser-
vice provision is limited. Recent population-based evidence from 82 countries revealed
that around 14% of adolescents reported suicide ideation and 9% experienced anxiety
symptoms within a 12-month period, with the highest prevalence observed in the African
region [5]. These findings underscore the urgent need for early, culturally sensitive inter-
ventions to address global disparities in adolescent mental health and prevent long-term
effects.

Exposure to traumatic events such as violence, displacement, or conflict is associated
with elevated rates of PTSD, depression, and suicide ideation. Evidence from the UK in-
dicates that nearly one-third of adolescents experience at least one traumatic event by age
18, with those meeting criteria for PTSD showing higher rates of self-harm, suicide at-
tempts, and depression [6]. PTSD symptom severity is also associated with poorer health-
related quality of life, including social, academic, and physical domains, which may rein-
force hopelessness and psychological distress [7,8]. Research in adult populations also
shows that adverse childhood experiences (ACEs), including trauma, have lasting effects
on mental health and psychosocial functioning, including complex PTSD, highlighting the
importance of trauma-informed assessments and interventions for individuals exposed to
early-life stress [9].

Specifically in Iraq, prolonged exposure to war and social instability has significantly
intensified psychological distress among internally displaced populations, with adoles-
cents especially vulnerable due to repeated trauma, instability, and limited access to men-
tal health care [10,11]. The disruption of social structures, repeated displacement, and
traumatic exposure to violence have particularly affected young Iraqgis’ mental health
[12,13], with those residing in camp settings experiencing markedly higher distress than
peers in urban or host community accommodations [11]. The mental health of Iraqi ado-
lescents is further shaped by unique sociocultural and environmental challenges, includ-
ing ongoing conflict, economic hardship, and stigma surrounding psychological disorders,
collectively exacerbating vulnerability to depression, anxiety, and PTSD [9-13]. However,
the overall evidence base is still sparse, and much of what exists focuses only on vulnera-
ble or internally displaced adult populations.

Key predictors of PTSD, depression, and suicide ideation include demographic fac-
tors such as age, sex and socioeconomic background, prior psychological disorders, and
post-trauma variables, including perceived life threat, thought suppression, and aspects
of the recovery environment [14]. Additional psychological and social determinants in-
clude hopelessness, low quality of life, low suicide literacy, and exposure to childhood
trauma or ACEs such as abuse, bullying, parental loss, and violence [15-18]. Each addi-
tional ACE increases the likelihood of suicide ideation and attempts by 23 to 24 percent,
even after accounting for later traumatic exposures [17]. Despite this evidence, most re-
search in Iraq has focused on adults or clinical samples, leaving gaps in understanding
the prevalence and predictors of mental health outcomes in adolescents. Thus, popula-
tion-based studies are needed to gain a clearer picture of the difficulties affecting Iraqi
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youth, in order to enable effective identification of at-risk individuals and guide subse-
quent early intervention and prevention strategies [14].

The Current Study

Given the high prevalence of mental health difficulties among adolescents in conflict-
affected settings, and the unique sociocultural challenges in Iraq, there is a critical need
for population-based studies to identify the prevalence and predictors of youth mental
health difficulties in the wider community. Understanding the impact of childhood
trauma, social stressors, and demographic factors is essential for early identification, in-
tervention, and prevention. Building on previous research [13], the present study extends
existing findings by including both male and female adolescents and examining PTSD
symptoms alongside depression, suicidal ideation, quality of life, hopelessness, and sui-
cide literacy, thereby providing a more comprehensive assessment of adolescent mental
health vulnerability. By integrating multiple mental health indicators and demographic
characteristics, this study aims to identify factors associated with psychological distress,
suicidal ideation, and PTSD symptoms among adolescents in Baghdad. The findings are
expected to inform culturally tailored prevention and intervention strategies and provide
guidance for policy, clinical practice, and suicide risk reduction in high-trauma environ-
ments.

2. Methods
2.1. Study Design

This study employed a cross-sectional quantitative survey design to examine preva-
lence rates and predictors of suicide ideation, depression, and PTSD among Iraqi second-
ary school students in Baghdad. All procedures were approved by Imam Ja’afar Al-Sadiq
University, College of Arts Ethical Approval Committee Ethical Approval Committee on
4 November 2024 (Ref: 2024-05).

2.2. Participants and Recruitment

Recruitment took place between January and March 2025. Schools were selected us-
ing a stratified random sampling procedure. Secondary schools were first stratified geo-
graphically into the Karkh and Rusafa sides of Baghdad. Within each geographical stra-
tum, schools were further stratified by sex into male and female schools, resulting in four
strata: Karkh-male, Karkh-female, Rusafa-male, and Rusafa-female. Two schools were
randomly selected from each stratum, resulting in eight participating schools.

In Iraq, secondary schools comprise two educational stages: the intermediate stage,
which includes Grades 1-3 following primary education, and the preparatory stage,
which includes Grades 4-6, precedes university education. Secondary schools are single-
sex schools, enrolling either male or female students. To ensure representation across the
adolescent age range, one class from the intermediate stage and one class from the pre-
paratory stage were selected in each school. Due to practical constraints during data col-
lection, classes could not be randomly selected and were identified in coordination with
the school administration.

Recruitment was conducted in two stages. During the first school visit, members of
the research team and school staff entered the selected classroom and explained the pur-
pose of the study, its objectives, and the research team responsible for conducting it. Stu-
dents were then provided with parental/carer information sheets and consent forms, and
asked to take them home for consideration and signature (this occurred regardless of age
due to the study setting). During a subsequent visit, students whose parents/carers had
provided consent and who themselves were willing to participate were invited to move
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to a room designated by the school for data collection. To maintain participant privacy,
female data collectors were assigned to female schools. Student assent was obtained be-
fore questionnaire completion. Participation was voluntary, and students were informed
that they could decline participation or withdraw at any point without negative conse-
quences. All students in the selected classes were eligible to participate.

Approximately 30% of initially approached students did not proceed to question-
naire completion because parental consent was not obtained, consent forms were not re-
turned, or the student was absent on the day of data collection. After excluding incomplete
questionnaires, a total of 469 adolescents from eight secondary schools in Baghdad were
included in the study.

2.3. Measures

Participants provided demographic and psychological data through a structured sur-
vey. Demographic information included age, sex, and existing mental health conditions.
Sex was coded as male or female. For mental health and neurodivergent conditions, par-
ticipants were presented with a list of 12 possible diagnoses, and were asked to select
anywhere they had received a diagnosis. Participants could select all that applied, and
there was also the option to select “unsure/no diagnosis”. This was treated as a categorical
variable for the purposes of the analysis.

Depressive symptoms were assessed using the Patient Health Questionnaire—9
[PHQ-9; [19]]. This 9-item measure assesses the frequency of depressive symptoms over
the previous two weeks on a four-point scale (0 = Not at all to 3 = Nearly every day). PHQ-
9 scores can range from 0 to 27, with higher scores indicating more severe depressive
symptoms. Higher scores reflect greater depression severity, and severity classifications
were also coded based on pre-existing clinical cut-offs (e.g., minimal, mild, moderate,
moderately severe, severe) [19].

Suicide ideation was measured using the Suicide ideation Attributes Scale [SIDAS;
[20]]. The SIDAS is a self-report measure designed to screen individuals in the community
for presence of suicidal thoughts in the past month and assess the severity of these
thoughts. It comprises five items, each assessing an attribute of suicidal thoughts: fre-
quency, controllability, distress, closeness to attempt, and impact on daily functioning.
Responses are measured on a 10-point scale. SIDAS scores were calculated using a total
score approach (sum of the five items, with Item 2 reverse-scored). SIDAS scores have a
possible range of 0 to 50, with higher scores indicating greater suicide ideation. Young
people scoring equal to or above 21 are considered to be at high-risk for suicide ideation.

Post-traumatic stress symptoms were assessed with the Child PTSD Symptom Scale
[CPSS-5; [21,22]]. CPSS consists of 27 items across five subscales, four mapped to DSM-5
criteria (intrusion, avoidance, changes in cognition and mood, and increased arousal and
reactivity) and one focusing on functioning. Items are rated on a five-point scale of fre-
quency and severity from 0 (not at all) to 4 (6 or more times a week/severe). The seven
functioning items are rated on yes/no. Scores represent total symptom severity, ranging
from 0 to 80, with higher values reflecting more severe post-traumatic stress, and severity
classifications were also coded based on pre-existing cut-offs (e.g., minimal, mild, moder-
ate, severe, very severe). A score of 31 or above indicates a probable PTSD diagnosis
[21,23].

Quality of life was assessed using the Child Health Utility 9D [CHU9D; [24]], a nine-
item measure, with five response levels per item, capturing health-related quality of life
across domains such as worry, sadness, tiredness, and daily functioning. CHU9D total
scores can range from 9 to 45 (unweighted item sum), with higher scores indicating poorer
health-related quality of life.
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Knowledge about suicide was assessed using an adapted version of the Literacy of
Suicide Scale-short form [LOSS; [25,26]]. This contains 12 statements rated on a
“true/false/don’t know” scale. Three items were excluded (items 1, 3, 10) and three items
were updated (items 6, 7, 12) for this study as they were either deemed inappropriate for
use with a school-aged population by the study team (e.g., references to the link between
alcoholism and suicide) or used terminology that was considered stigmatizing/potentially
harmful (e.g., “psychotic”). The revised items were changed to “You don’t have to be a
professional to help someone who is suicidal”, “Most people who die by suicide are
younger than 30”, and “Media coverage of suicide will influence other people to attempt
suicide”. The correct response for items 4, 5, 7, 8, and 10 is “false” while items 2, 6, 9, 11,
and 12 are correctly answered “true”. The number of correct responses is summed up to
provide a total literacy score, where higher scores indicate greater suicide literacy.

Hopelessness was evaluated using the Brief Hopelessness Scale [BHS-Pos; [27]]. This
is a two-item positively worded measure of hopelessness. Respondents indicate agree-
ment on a five-point scale from “absolutely agree” (1) to “absolutely disagree” (5) (total
range = 2-10), with higher scores indicating higher hopelessness.

2.4. Safequarding

Safeguarding procedures were established in collaboration with the school prior to
data collection to ensure appropriate support for participants. As all survey data, includ-
ing SIDAS responses, were collected anonymously, individual students could not be iden-
tified or followed up in cases of elevated scores. A risk protocol was therefore imple-
mented at the institutional level, whereby students were informed of available support
and encouraged to seek help if completing the survey caused distress or raised personal
concerns. A qualified school counsellor was on site throughout the study period, and any
student who independently disclosed immediate or direct risk to school staff was man-
aged according to the school’s existing safeguarding procedures.

2.5. Material Development

As the measures were originally developed in English, these were translated into Ar-
abic by the research team in Iraq prior to the study beginning. A pilot was conducted to
test the translation of the survey on a small group similar to the target population. The
survey was then distributed within schools. See Box 1 in Alatrany et al. [13] for more in-
formation on the translation process.

2.6. Statistical Analyses

All statistical analyses were conducted in R ((R Core Team26) and RStudio 2024.12.0
“Kousa Dogwood” Release on a Windows platform). The dataset was shared in raw form
with the UK team; it was subsequently scored and cleaned to address missing or incon-
sistent responses before proceeding with analysis.

Continuous variables were examined for normality, and descriptive statistics were
calculated for all outcome measures, including suicide ideation, depressive symptoms
(PHQ-9), PTSD symptoms (CPSS), quality of life (CHU9D), hopelessness, and suicide lit-
eracy. Gender differences in continuous variables were assessed using Welch’s two-sam-
ple t-tests, and associations between gender and categorical variables (diagnosis) were
evaluated using Pearson’s chi-square tests. Effect sizes and 95% confidence intervals were
reported for all comparisons.

Three multiple linear regression models were estimated to examine predictors of
mental health outcomes. Model 1 predicted suicide ideation (SIDAS), Model 2 predicted
depressive symptoms (PHQ-9), and Model 3 predicted PTSD symptoms (CPSS). Predic-
tors included age, sex, self-reported mental health condition, hopelessness, quality of life,
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suicide literacy, and, where appropriate, comorbid symptoms (e.g., PHQ-9 and SIDAS in
the PTSD model). Regression assumptions were assessed via Shapiro-Wilk tests for nor-
mality and Studentized Breusch—-Pagan tests for heteroscedasticity. Standardized (3) and
unstandardized (B) coefficients, p-values, and overall model fit indices (R?, adjusted R?, F-
statistics) were reported. Models with significant heteroscedasticity were interpreted cau-
tiously, and robust standard errors were used. Tukey post-hoc analyses examined symp-
tom severity across gender and diagnostic groups. We did not conduct Bonferroni correc-
tions for multiple comparisons based on recommendations from Armstrong [28] and
Rothman [29] that corrections for multiple comparisons in exploratory studies are not re-
quired, due to the increased likelihood of Type 2 errors. Effect sizes and confidence inter-
vals are therefore presented to aid interpretation. Significance was set at a = 0.05, two-
tailed.

3. Results
3.1. Demographic Characteristics

The sample consisted of 469 adolescents, with a mean age of 16.25 years (range: 12—
20). While most participants were aged 18 or under, a small minority (n = 45) were aged
19-20 if they had repeated Grades in school. The sample included 200 females (42.6%) and
269 males (57.4%). Regarding diagnostic categories (Table 1), 21.75% of participants were
diagnosed with depression, while 31.34% were unsure of their diagnosis. Other diagnoses
included anxiety (14.29%), OCD (5.54%), anorexia nervosa (4.26%), psychotic disorders
(3.41%), PTSD (3.41%), autism spectrum disorder (3.41%), personality disorders (3.41%),
ADHD (3.20%), bipolar disorder (3.20%), and substance use disorder (2.77%). Please note,
participants could select multiple diagnostic categories.

Table 1. Number and percentage of participants reporting a mental health/neurodivergent condi-

tion.
Diagnosis Categories n %

Depression 102 21.75
Unsure/no diagnosis 147 31.34
Bipolar Disorder 15 3.20
Psychotic Disorder 16 3.41
Anorexia Nervosa 20 4.26
PTSD 16 3.41

Anxiety 67 14.29

Any Personality Disorder 16 3.41
ADHD 15 3.20

Autism 16 3.41

OCD 26 5.54
Substance Use Disorder 13 2.77

Regarding psychological measures (Table 2), PHQ scores ranged from 3 to 27, with a
mean of 12.99 (SD = 5), indicating moderate depressive symptoms in the sample on aver-
age. In terms of severity, the majority (73.1%) were experiencing clinically significant
symptoms, with 160 participants (34.1%) falling in the moderate range, 138 (29.4%) in the
moderately severe range, and 45 (9.6%) in the severe range. Conversely, 104 (22.2%) par-
ticipants were in the mild range, and 22 (4.7%) reported none or minimal symptoms. The
mean PTSD score was 30.98 (SD = 15), corresponding to symptoms on the boundary of a
probable PTSD diagnosis (score of 31 or above). A total of 51.8% (n = 243; 95% CI [47.3%,
56.3%]) of participants scored above the boundary for a probable PTSD diagnosis.
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Symptom severity categorization showed the majority (75.5%) were experiencing moder-
ate to severe levels of symptoms, with 233 participants (49.7%) in the moderate range, 107
(22.8%) in the severe range, and 14 (3.0%) in the very severe range. Conversely, 71 (15.1%)
scored in the mild range, and 44 (9.4%) in the minimal range. Overall, 12.6% of young
people (1 =59) scored at or above the SIDAS at-risk threshold (=21; 95% CI [9.6%, 15.6%]).
Table 3 shows the inter-correlations for all measures.

Table 2. Mean scores, standard deviation (SD), and ranges for psychological measures.

Psychological Measures Mean (SD) Possible Range Observed Range
Depression (PHQ-9) 12.99 (5.1) 0-27 3-27
Suicide Ideation (SIDAS) 9.90 (9) 0-50 0-40
PTSD Symptoms (CPSS-PTSD) 30.98 (15) 0-80 0-80
Quality of Life (CHU9D) 20.49 (7.2) 9-45 9-43
Suicide Literacy (LOSS) 4.67 (1.7) 0-9 0-9
Hopelessness (BHS-Pos) 3.74 (2) 2-10 2-10

Table 3. Inter-correlations for psychological measures.

Variable 1 2 3 4 5 6
1. PHQ-9 —

2. SIDAS 0.280 **

3.CHU9D 0.414*  0.334** —

4.1L.0SS 0.108 * -0.122*  -0.105* —

5. CPSS 0.327 **  0.237** 0.493 ** -0.113 % —

6. Hop_Pos 0.111* 0.238 ** 0.234 ** 0.049 0.114* —

*p <0.05;* p<0.01.

3.2. Gender Differences

Welch's t-tests indicated that females reported higher depressive symptoms (f = 3.75,
p <0.001, d = 0.35) and higher PTSD symptoms (t = 2.56, p = 0.011, d = 0.24) than males.
There were no significant gender differences in suicide ideation (¢t = 0.49, p = 0.63), hope-
lessness (t = 0.66, p = 0.51), or quality of life (t = 1.70, p = 0.089). Males scored higher on
suicide literacy than females (t = -3.84, p < 0.001).

Pearson’s chi-square test revealed a significant association between gender and type
of mental health disorder (x2(11) =20.53, p = 0.039, Cramer’s V = 0.21). Standardized resid-
uals indicated that depression was more common among females, while males were more
likely to report being “unsure” of their diagnosis. Other disorders (e.g., anxiety, ADHD,
OCD) did not show significant gender differences.

3.3. Disorder-Based Analyses

A one-way ANOVA indicated significant differences in PTSD symptom severity
across diagnostic groups, F(11, 457) =2.88, p = 0.001. Post-hoc Tukey comparisons showed
that adolescents with personality disorders reported higher PTSD symptoms than those
who were unsure of their diagnosis (p = 0.023). No other pairwise differences reached sta-
tistical significance.

3.4. Predictors of Suicide Ideation, Depression, and PTSD Symptoms

Model 1 examined predictors of suicidal ideation. The overall model was statistically
significant, F(17, 451) = 6.46, p < 0.001, explaining approximately 19.6% of the variance in
SIDAS scores (adjusted R? = 0.17). Higher hopelessness (B = 0.68, 3 = 0.16, p < 0.001) and
lower quality of life (B = 0.28, p = 0.23, p < 0.001) were significant predictors of higher
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suicidal ideation. Younger age was also associated with higher suicidal ideation (B =-0.45,
[3=-0.10, p=0.023). Sex, suicide literacy, PTSD symptoms, and self-reported mental health
disorder categories were not significant predictors (p > 0.05).

Diagnostic tests indicated violations of model assumptions. Residuals deviated from
normality (Shapiro-Wilk W =0.96, p <0.001), and evidence of heteroscedasticity was ob-
served (Breusch-Pagan BP = 56.60, p < 0.001), suggesting that the estimated standard er-
rors should be interpreted with caution.

Model 2 examined predictors of depressive symptoms. The model explained 25% of
variance (adjusted R? = 0.222), F(17, 451) = 8.87, p < 0.001. Significant predictors were fe-
male sex (B=1.11, 3=0.11, p = 0.012), self-reported anxiety disorder (B=2.41,3=0.17, p=
0.037), being unsure of diagnosis (B = 2.60, 3 = 0.24, p = 0.017), poorer quality of life
(CHU9D; B = 0.23, $ = 0.32, p < 0.001), and higher PTSD symptoms (CPSS; B = 0.036, 3 =
0.11, p=0.030). Age, ADHD, depression, and hopelessness were not significant predictors.
Residuals were approximately homoscedastic (BP =19.62, p =0.29), although slightly non-
normal (Shapiro-Wilk W = 0.988, p < 0.0001).

Model 3 examined predictors of PTSD symptoms. The model explained 31% of vari-
ance (adjusted R2=0.282), F(18, 450) =11.22, p <0.001. Significant predictors included older
age (B =1.09, p = 0.14, p <001), lower quality of life (B = 0.83, p = 0.40, p < 0.001), and
increased suicide ideation (B = 0.13, 3 = 0.09, p = 0.050). Depression, hopelessness, and
suicide literacy were not significant predictors. Most self-reported disorder categories did
not significantly predict PTSD symptoms after accounting for age, quality of life, and su-
icide ideation.

4. Discussion

This study examined the prevalence and predictors of suicide ideation, depressive
symptoms, and PTSD severity among adolescents in Baghdad, considering demographic
variables, mental health diagnoses, psychological factors, and quality of life. Findings in-
dicated that the majority of adolescents in the sample were experiencing clinically signif-
icant levels of difficulties, with three-quarters scoring in the ‘moderate’ or ‘severe’ range
for both depressive and PTSD symptoms. A total of 12% of young people also scored in
the at-risk range for suicide ideation. One-fifth reported a diagnosis of depression, 14.3%
reported a diagnosis of anxiety, and 3.4% reported a PTSD diagnosis.

Across all three models, quality of life consistently emerged as the strongest and most
robust predictor of mental health outcomes, highlighting the critical role of overall func-
tioning and wellbeing in adolescents, a pattern that has been widely documented in youth
mental health research [24,30]. Hopelessness was a significant predictor of suicide idea-
tion but did not independently predict depressive symptoms or PTSD severity, suggest-
ing its specific relevance to suicidal risk. This finding aligns with cognitive and interper-
sonal models of suicide, which conceptualise hopelessness as a proximal driver of suicide
ideation through negative future expectancies [13,27]. In addition, although PTSD symp-
toms were associated with depressive symptoms, they did not independently predict su-
icidal ideation when other psychological factors were included in the model.

Age and sex showed outcome-specific associations that are consistent with develop-
mental and gender-based differences reported in previous research. Younger adolescents
reported higher suicidal ideation, whereas older adolescents exhibited higher PTSD
symptom severity. This pattern may suggest that the manifestation of psychological risk
differs across stages of adolescence [14,31]. However, the cross-sectional design precludes
conclusions regarding developmental progression or cumulative trauma exposure. Con-
sequently, the higher PTSD symptoms observed among older adolescents should be in-
terpreted as age-group differences rather than evidence of age-related increases in symp-
tom burden. Longitudinal research is needed to determine whether PTSD symptoms
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change over time or reflect differences in trauma exposure across age groups. Recent re-
search has shown that suicidal ideation tends to peak during adolescence and decline into
young adulthood [32]; however, less is known about how PTSD symptoms may co-occur
with or diverge from these developmental patterns.

Males demonstrated higher suicide literacy, whereas females reported higher de-
pressive and PTSD symptoms, reflecting documented sex differences in symptom expres-
sion, help-seeking, and trauma responses during adolescence [5,31]. Furthermore, while
the diagnostic categories were not significantly associated with suicidal ideation in the
multivariable models, several diagnostic groups were small, limiting statistical power to
detect associations. Therefore, these findings should not be interpreted as indicating that
diagnostic information is less important than symptom severity or quality-of-life
measures. Rather, the present results suggest that quality of life and hopelessness showed
significant associations with suicidal ideation within this sample. Nevertheless, adoles-
cents with personality disorders reported elevated PTSD symptoms, consistent with re-
search linking personality disorders to heightened trauma sensitivity and emotional
dysregulation [10]. Overall, these findings underscore the complexity of adolescent men-
tal health in Baghdad.

4.1. Clinical Implications and Recommendations

Interventions for adolescent mental health in Baghdad need to prioritise enhancing
quality of life by supporting social, academic, and family functioning, which may buffer
against depression, PTSD, and suicide ideation [5]. Efforts to reduce hopelessness through
early cognitive-behavioural strategies focused on hope and problem-solving could further
mitigate suicide risk [2]. Screening and intervention approaches should be sensitive to
gender and age differences, recognising that males and females may present differently
and younger adolescents may be at higher risk for suicide ideation [13]. Improving diag-
nostic awareness through psychoeducation and accessible assessment may increase en-
gagement and adherence to treatment, particularly for adolescents uncertain about their
mental health status. Trauma-informed care should be integrated for those presenting
with depression or suicidality, given the observed comorbidity with PTSD symptoms. Fi-
nally, a multifactorial approach is recommended, considering the modest variance ex-
plained by individual predictors, to address the complex interplay of psychosocial, envi-
ronmental, and psychological factors influencing adolescent mental health [4].

4.2. Limitations and Future Directions

Some limitations should be considered when interpreting these findings. First, the
study relied on self-reported measures, which may be subject to reporting biases, partic-
ularly regarding sensitive topics such as suicide ideation and mental health diagnoses.
Furthermore, mental health diagnostic criteria tend to originate in the West and are based
on the English language, and so may not be transferable here. The cross-sectional design
precludes causal inferences, limiting conclusions about the directionality of associations
between predictors and mental health outcomes. All participants were also from Baghdad;
experiences for participants living in rural areas may be different. Sample sizes for some
diagnostic subgroups were small, which may have contributed to counterintuitive find-
ings. Additionally, residuals in the suicide ideation model were non-normal and hetero-
scedastic, suggesting that standard errors for some predictors may be biased.

Although schools were selected using stratified random sampling, classes within
schools could not be randomly selected because of practical constraints during data col-
lection. In addition, exact numbers of students approached, parental consent forms re-
turned, and students not participating were not systematically recorded. Consequently, a
precise participation or response rate could not be calculated. Factors such as selection
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and non-response bias may have been issues and should be considered when interpreting
the generalisability of the findings. Finally, the study only included a relatively small
number of schools with students from a limited number of classes. School- and class-level
data were not collected, and so potential clustering could not be accounted for in analyses.
This means there is some uncertainty around the results, and any group comparisons are
exploratory.

Future research should consider longitudinal designs to examine temporal and
causal relationships between quality of life, hopelessness, trauma, and mental health out-
comes. Larger, more balanced samples across diagnostic categories would improve the
reliability of subgroup comparisons. Integrating objective measures of mental health and
functioning, alongside self-report, could reduce potential bias. Research could also ex-
plore mechanistic pathways, such as how quality of life mediates the effects of trauma and
hopelessness on depression and suicide ideation, to inform targeted interventions. Finally,
examining the impact of socioeconomic, cultural, and family factors may provide a more
comprehensive understanding of adolescent mental health risk and resilience.

5. Conclusions

This study highlights the central importance of quality of life, psychological risk fac-
tors, and trauma-related symptoms in shaping suicide ideation, depression, and PTSD
among adolescents in Baghdad, Iraq. These findings point toward the value of interven-
tions that prioritize overall wellbeing, strengthen coping and hope, and integrate trauma-
informed care across services. Addressing diagnostic uncertainty through psychoeduca-
tion and accessible assessment may also support earlier engagement and treatment effec-
tiveness. Overall, the study highlights the complex interplay of psychosocial factors in
adolescent mental health and suggests that prevention and early intervention efforts
should adopt a holistic, multi-dimensional framework focused on functioning, trauma,
and psychological risk, in addition to diagnostic labels in isolation.
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