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Association Between Perceived Family Functionality and 
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Background:  Teenage pregnancy is a public health concern because of its increasing incidence and its dire consequences. 
Numerous studies document the role of family in initiating sexual activity and teenage pregnancy, but there is a lack of 
studies that assess the effects of families and peers on teenage sexual behavior in the Philippines.
Objective: To determine the association between perceived family functionality as measured by the Family APGAR and 
teenage pregnancy in selected barangays in District 2, Quezon City, Philippines
Methodology: The study enrolled 233 women who are residents of Barangays Commonwealth and Payatas in Quezon 
City. Cases consisted of 133 women aged 18 to 24 years at the time of the interview who have become pregnant in 2011-
2016, while they were 13 to 19 years old, while controls (N=100) were similar but had never been pregnant before age 
20. Consecutive respondents who consented to participate in the study were enrolled and interviewed using the Filipino 
version of the Family APGAR. Respondents were then classified as having functional or dysfunctional families. Odds ratio 
was computed to determine the relationship between family functionality and teenage pregnancy.
Results: Family dysfunction based on the Family APGAR score was significantly associated with increased risk of teenage 
pregnancy with an OR 16.69, 1.93-144 (p=0.010) along with having both parents as caregivers with an OR of 29.69, 2.46-
345, and teenage pregnancy in the mother with an OR of 15.87, 2.006-125.
Conclusion: Perception of dysfunction in the family based on the Family APGAR score, having both parents as caregivers 
and teenage pregnancy in the mother are associated with teenage pregnancy. Future researches should investigate the 
interactions of these factors but targeting family functionality may be key to curbing teenage pregnancies.
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Introduction

	 Teenage pregnancy is a public health concern because 
of its increasing incidence and its dire consequences to 

both the young mother and the baby. From 2000 to 2010, 
the number of live births by teenage mothers rose by an 
alarming 60% with one in ten women aged 15-19 ever been 
pregnant, with 8% already mothers and 2% pregnant with 
their first child.1 Statistics also show that out of the total 
1,784,316 births in 2008, 10.4% (or around 185,000) were 
from mothers under 20 years of age.2 Moreover, teenage 
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pregnancies lead to the highest maternal and infant 
mortality rates, cause increased incidence of pre-term 
delivery, low birth weight babies, as well as anemia and 
pre-eclampsia in the mothers.
	 There are several risk factors that are known to be 
associated with teenage pregnancies, and foremost among 
these is family functionality. The definition of family 
function is “the extent to which a family works as a unit”.3  

In short, when the family works well as a unit, then the 
teenager does not start sexual activity early and possibly 
will avoid teenage pregnancies. Certain characteristics of 
families such as family cohesion, the quality of teen-parent 
relationships, parental supervision, and participation in 
shared activities are protective from early sexual activity.4-11 
On the other hand, risk of teenage pregnancy was 
significantly related to the number of siblings, the size of 
the household, the type of family the teenager is a part of; 
belonging to a family with single parents, divorced parents, 
an employed mother, and members that have a history of 
teenage pregnancy.12-19

	 Family functionality can be measured using various tools 
but one of the most widely used tools in assessing family 
functioning in the clinical setting is the Family APGAR.20   
This is a qualitative test that elicits perception and level of 
satisfaction on the family members’ relationships.21  It has 
also been used in some studies to define the association of 
family functioning and teenage sexual behavior.22

	 Although there are numerous studies documenting 
the role of family in initiating sexual activity and 
teenage pregnancy across the world, there is a dearth 
of studies that assess the effects of families and peers 
on teenage sexual behavior specific to the Philippines,12 
and specifically using the Family APGAR to assess family 
functionality in relation to sexual behaviors and teenage 
pregnancies. There is also a lack of data on the factors that 
affect incidence of teenage pregnancy in the country. It is 
important to understand family functionality in relation 
to teenage pregnancy in order to plan interventions that 
will contribute to the reduction of teenage pregnancy in 
the Philippines by targeting the most basic social unit - 
the family.

	 The aim of this study is to determine the association 
between family functionality as measured by the Family 
APGAR and the occurrence of teenage pregnancy among 
women currently aged 18-24 in selected barangay health 
centers in Barangays Commonwealth and Payatas, District 
2, Quezon City. 
	 The key factors that were found in the review of 
literature to be significantly related to the occurrence of 
adolescent pregnancy were included in the study. It must 
also be noted that although some references would relate 
family functionality with sexual initiation and behavior, 
the occurrence of pregnancy is given primacy in this case 
as it relates to the study’s objectives, and as it is the final 
measure that is determined by family functionality.

Patients and Methods

Study Design

	 A cross-sectional study design was employed to 
investigate the relationship of teenage pregnancy with 
family functionality assessed using the family APGAR. 

Setting

	 The study was conducted on a total of six barangay 
health centers, representing two barangays from District 2, 
Quezon City, namely Brgy. Commonwealth and Brgy. Payatas 
as these were the areas with the highest recorded number 
of teenage pregnancies reported in 2014. These barangay 
health centers include Commonwealth, Doña Nicasia, NGC, 
Payatas A, Payatas B, and Lupang Pangako. 

Study Participants

	 Women were recruited if they met the following 
screening criteria: aged 18-24 years old at the time of the 
study, availed of services in the health centers and able to 
read and write in Filipino. The age requirement was limited 
based on the ability to independently give an informed 
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consent as well as to minimize recall bias. They were 
classified as cases if they got pregnant before the age of 20, 
and controls if they are nulligravid or have gotten pregnant 
at the age of 20 years and above. A total of 235 participants 
were recruited with 233 included in the analysis.

Study Tools and Procedures

	 The study objectives and procedures were explained 
to each of the women who were recruited for participation, 
written informed consent forms were given to each and 
signed prior to any study-related activities. Participants 
were then asked to answer a self-administered 
questionnaire composed of identifying data, the Filipino-
version of the family APGAR for the assessment of family 
functionality, as well as sociodemographic factors which 
were found to affect early pregnancy in teens. These factors 
include educational attainment of the teen, educational 
attainment of the mother and the father, household size, 
family type (i.e. biological, blended or with step parent, 
single parent, etc.), parents’ status (i.e. living together or 
separated), number of siblings, primary caretaker, family 
breadwinner, presence of a family member (mother 
or sister) who became pregnant as an adolescent, and 
household income. The participants were asked to answer 
the family APGAR questionnaire based on their situation 
at the time of their pregnancy or their situation in the past 
5 years. 
	 This tool was adapted from a Filipino-translated 
version available from local family medicine textbooks and 
consists of 5 items with a 3-point Likert scale that ranged 
from 0 (hardly ever) to 2 (almost always). Interpretation 
of the results depends on their total score with 8-10 
defined as “functional” while a score less than 8 defined as 
“dysfunctional”. This tool has been found to be valid with 
similar associations with some variables from the original 
study, with good internal consistency and with no differences 
in the results as the English version when controlled for age, 
sex, marital status, educational attainment, and monthly 
family income.24  Various studies using the adapted Filipino 
Family APGAR also report Cronbach alpha values ranging .80 

to .85, and item-to-total correlations ranging from .50 to 
.65, making it an ideal tool for measuring perceived family 
functionality in the Philippines. (Supportive Hospice & 
Palliative Medicine, n.d.). The socio-demographic questions 
had choices available or are otherwise answerable by yes or 
no.

Data Analysis

	 Data from all evaluable subjects who satisfy the 
inclusion/exclusion criteria were included in the analysis. 
Missing values were not replaced or estimated during 
the statistical analysis of outcome variables. Summary 
statistics were presented in tables and reported as mean 
± SD or median (range) for quantitative characteristics 
and number (%) for qualitative characteristics. Column 
percentages were computed relative to total data excluding 
missing values. Checks for normality assumption and 
homogeneity of sample population was done. T-test or 
Mann Whitney U test was used to compare averages. Chi-
square test or Fisher’s exact test was used to compare 
proportions. Univariate analysis was performed to 
determine independent significant associations of family 
functionality, sociodemographic and other characteristics 
with teenage pregnancy with significant p-value at 
<0.05. Multivariate logistic regression analysis was used 
to determine significant association between family 
functionality considering effects of other factors. Best 
multivariate regression model was determined. Odds-ratios 
(OR) and 95% confidence intervals (CI) were estimated. 
Statistical significance was based on p-values ≤ 0.05 for the 
multivariate analysis. SPSS v20 was used in data processing 
and analysis.

Ethical Considerations

	 The study was approved by the Ethics Committee of the 
Ateneo School of Medicine and Public Health. It followed the 
principles of research ethics as defined by the declaration of 
Helsinki including confidentiality, autonomy, justice, and 
beneficence.
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Results

	 A total of 233 participants were included in the 
study with 133 cases and 100 controls. The mean age of 
participants was 21 years ± SD 1.95 with participants 
residing in Barangay Commonwealth (56%) and Payatas 
(42.5%), having lived there an average of 9.5 years,  
± SD 8.39. The following is the distribution of respondents 
according to functionality of their families: 161/233 
(69.10%) were functional, 69/233 (29.61%) were from 
moderately dysfunctional, and 3/233 (1.29%) were from 
severely dysfunctional families. The total percentage of 
respondents who are from dysfunctional families (total 
of moderately and severely dysfunctional groups) is 
30.90%.  Regarding family income, 105/233 (45.06%) of 
the respondents were above the poverty threshold, while 
103/233 (44.21%) were below the threshold.
	 Less than half of the participants had parents who 
graduated from high school at 106/233 (48.18%) for 
mothers and 86/233 (40.38%) for fathers. The greater 
majority had their parents living together (175/233 or 
77.09%) with around 7 household members while they 
were 13-19 years. The primary caretaker was the mother in 
93/233 (35.91%) respondents, followed by both parents at 
74/233 (28.57%). Most participants had at least one sibling, 
with 45/233 (28.48%) having siblings from a stepparent.
	 The percentage of mothers of the respondents who 
also had had previous teenage pregnancy was 102/233 
(43.77%), while teenage pregnancies in the respondents’ 
sister was found among a third of the subjects at 77/233 
(33.05%) The primary wage earner for most was their father 
(127, 54.98%) while the primary decision maker was either 
their mother (80, 34.78%) or their father (77, 33.48%).
	 There were 133 (57.1%) women aged 18 to 24 during 
the interview who had been pregnant and 100 (42.9%) 
who had not been pregnant from 2011 to 2016 while they 
were 13 to 19 years old (p=0.002). Of those who had their 
first pregnancy at 15-17 years old, 22 have been pregnant 
once, 21 have been pregnant twice, 7 have been pregnant 
thrice, 2 have been pregnant four times, and 2 have been 
pregnant five times. Of those who had their first pregnancy 

at 18-19 years old, 36 have been pregnant once, 35 have 
been pregnant twice, 4 have been pregnant thrice, 2 have 
been pregnant four times, and 1 has been pregnant five 
times. Based on family APGAR scores, there were 68.7% 
functional families, 30.0% moderately dysfunctional and 
1.3% severely dysfunctional (p=0.000). Teenage pregnancy 
was more common among functional families (63.2% vs 
36.8%; p=0.046). 
	 Family functionality was significantly associated 
with teenage pregnancy (p=0.046; Table 1). Other 
significant factors, based on univariate results included 
primary caretaker (p=0.021), stepsiblings in the 
household (p=0.020) and teenage pregnancy in sister 
(p=0.023). Teenage pregnancy was more likely to occur in 
dysfunctional families, among families with both parents as 
primary caretaker and those with mothers who had teenage 
pregnancy.
	 Based on the results of multivariate regression analysis, 
the final regression model took into account effects of 
factors associated with teenage pregnancy significant at 
10% level based on univariate results. Results show that 
family functionality based on APGAR score was significantly 
associated with teenage pregnancy. Other factors of 
teenage pregnancy were having both parents are primary 
caretaker and teenage pregnancy in mother (Table 2). 
Teenage pregnancy was more likely to occur among those 
with perception of having dysfunctional families, among 
families with both parents as primary caretaker and those 
with mothers who had teenage pregnancy. 
 

Discussion

	 The results show that perceived family dysfunction 
as measured by the Family APGAR is associated with 
teenage pregnancy. This finding is consistent with the 
literature, where family functionality has been found to 
be instrumental in teenage sexual behavior, particularly 
in sexual initiation, contraceptive use, and pregnancy.12 
Certain aspects of family functionality, such as parent/
child closeness and parental regulation, were identified to 
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Table  1.    Results of univariate analyses, N= 233, Quezon City, Philippines 
 
Characteristic										          Teenage Pregnancy				    p-value			   Odds-Ratio
												                  Yes			      No								        (95% CI)		
												               N=133			   N=100		
				  
Family functionality (Family APGAR), n (%)				 
	 Dysfunctional 									         49 (36.8%)			   24 (24%)			   0.046*			   1.847
	 Functional									         84 (63.2%)			   76 (76%)							       (1.036,3.294)

Age at first pregnancy, mean ± SD						      17.6 ± 1.2			   21.2 ± 1.1			   0.000*			   **

Student during the last 5 years, n (%)				  
	 Yes										          80 (60.2%)			   60 (63.8%)			   0.583				   0.855
	 No											          53 (39.8%)			   34 (36.2%)							       (0.496,1.476)

Number of pregnancies, n (%)				  
	      1										          57 (42.9%)			   65 (82.3%)			   0.000*			   0.162
	 > 1										          76 (57.1%)			   14 (17.7%)							       (0.083,0.316)

Monthly income, n (%)				  
	 Equal/ below poverty threshold**					     64 (54.2%)			   41 (45.6%)			   0.263				   1.416
	 Above poverty threshold							       54 (45.8%)			   49 (54.4%)							       (0.817,2.457)

Household size, median (IQR)							        7.7 ± 16.0			   7.1 ± 3.4			   0.206				   **

Household size, n (%)				  
	      2 - 5										          39 (29.5%)			   31 (31.3%)			   0.775				   0.920
	 > 5										          93 (70.5%)			   68 (68.7%)							       (0.522,1.620)

Primary caretaker, n (%)				 
	 Father										          17 (13.0%)			     5 (5.1%)			   0.021*			   **
	 Mother										          45 (34.4%)			   48 (49.0%)		
	 Both parents									         39 (29.8%)			   34 (34.7%)		
	 Stepmother									           -				      -		
	 With or only stepfather							         1 (0.8%)			     -		
	 Others 										          29 (22.1%)			   11 (11.2%)		

Educational attainment of mother, n (%)				  
	 None/Primary									         52 (42.3%)			   35 (36.8%)			   0.473				   **
	 Secondary									         60 (48.8%)			   47 (49.5%)		
	 Post-secondary								        11 (8.9%)			   13 (13.7%)		

Educational attainment of father, n (%)				  
	 None/Primary									         50 (41.7%)			   40 (43.5%)			   0.678				   **
	 Secondary									         52 (43.3%)			   35 (38.0%)		
	 Post-secondary								        18 (15.0%)			   17 (18.5%)		

Stepsiblings in the household, n (%)				  
	 Yes										          33 (35.9%)			   12 (18.2%)			   0.020*			   2.517
	 No											          59 (64.1%)			   54 (81.8%)							       (1.181,5.365)

continued next page
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Characteristic										          Teenage Pregnancy				    p-value			   Odds-Ratio
												                  Yes			      No								        (95% CI)		
												               N=133			   N=100		

Number of siblings in the household, mean ± SD				    5.1 ± 2.6			   4.7 ± 2.6			   0.282				   **

Living arrangement of parents, n (%)				 
	 Living together								        95 (74.2%)			   77 (79.4%)			   0.429				   0.748
	 Separated									         33 (25.8%)			   20 (20.6%)							       (0.398,1.406)

Primary wage earner, n (%)				  
	 Father										          75 (56.8%)			   51 (52.6%)			   0.359				   **
	 Mother										          18 (13.6%)			   20 (20.6%)		
	 Both parents									         20 (15.2%)			   17 (17.5%)		
	 Others 										          19 (14.4%)			     9 (9.3%)		

Woman is the wage earner in the household, n (%)				  
	 Yes										          53 (40.2%)			   43 (44.3%)			   0.588				   0.843
	 No											          79 (59.8%)			   54 (55.7%)							       (0.496,1.432)

Woman is primary decision-maker in the household, n (%)				  
	 Yes										          87 (66.4%)			   60 (61.9%)			   0.488				   1.219
	 No											          44 (33.6%)			   37 (38.1%)							       (0.706,2.107)

Teenage pregnancy in mother, n (%)				  
	 Yes										          63 (48.1%)			   34 (35.1%)			   0.058				   1.717
	 No											          68 (51.9%)			   63 (64.9%)							       (1.001,2.945)

Teenage pregnancy in sister, n (%)				  
	 Yes										          50 (38.5%)			   24 (24.2%)			   0.023*			   1.953
	 No											          80 (61.5%)			   75 (75.8%)							       (1.094,3.488)

Duration of residence in current address, median (IQR)			     6 (17)			     6 (18)			   0.736				   **

Duration of residence in current address,   n (%)				  
	 ≤ 6 years									         58 (53.7%)			   45 (54.2%)			   0.944				   0.980
	 > 6 years									         50 (46.3%)			   38 (45.8%)							       (0.552,1.739)

SD: standard deviation, IQR: interquartile range. Data presented as mean ± SD for normally distributed continuous variables and median (IQR) for variables with skewed 
         distribution or n (%) for qualitative variables. 
*      Significant at 5% level
**    No statistic computed. Not applicable.
***  Approximately PhP8,000.00 to PhP9,000.00 estimate of average monthly income based on 2014 National Statistical Coordination Board Poverty threshold equivalent 
	   to PhP8,778.00 monthly income for a family of five.
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Table 2.   Multivariate analyses of  various factors and  teenage pregnancy, N-233, Quezon City, Philippines.

									         p-value				    Odds-Ratio				    95% CI

Family functionality			 
	 Dysfunctional						      0.010*				    16.689				    (1.933,144.081)
	 Functional (Reference)			 

Primary caretaker			 
	 Both parents						      0.008*				    29.694				    (2.460,345.311)
	 Others (Reference)			 

Teenage pregnancy in mother			 
	 Yes							       0.009*				    15.871				    (2.006,125.554)
	 No (Reference)			

* Significant at 5% level

decrease the risk of teenage pregnancy.9 Other studies have 
also demonstrated a protective effect of positive family 
dynamics in reducing risk factors related to pregnancy, 
particularly in delaying initiation of sexual activity among 
teenagers.4,5,11,22,23,25 Woodward, Fergusson and Horwood 
in 2001 offered some theories on the increased risk of 
pregnancy among teenagers from dysfunctional families. 
Teenagers from disrupted families can more likely become 
pregnant because of exposure to early romantic behaviors 
between parents, less effective monitoring of adolescent 
behavior, and the desire to hasten exit of the adolescent 
from the family.
	 The study also reveals there is significant association 
with having both parents as caretakers and teenage 
pregnancy, contradicting numerous studies from different 
countries regarding the role of the parent in the risk of 
teenage pregnancy. Studies from New Zealand,26 United 
States,28 Turkey,29 and Malaysia30  all show the risk of 
teenage pregnancy being increased when the teenager 
comes from a family with a single parent. A case-control 
study in the Philippines31, found that teenagers were more 
likely to become pregnant if their parents were separated as 
compared to living together. An exception in the literature 
is a study done in Mexico17 that showed the highest cases 

of adolescent pregnancies among households with both 
biological parents, and living with a non-intact family as 
a protective factor against adolescent pregnancy. They 
attribute these findings to effective parental monitoring 
and communication, and compliance of the adolescent to 
the household rules despite only one parent as household 
head. 
	 Despite both parents being caretakers of the 
teenager and being present for the teenager’s 
upbringing, the dynamics between the parent and the 
child may put a teenager at risk for risky behaviors. 
Having more parental supervision and rules have 
been related to less likelihood of initiation of sex8 and 
pregnancy in adolescence.9,32 Parent/child closeness 
or connectedness was also found to decrease the risk 
of adolescent pregnancy.9 Family attitudes may play a 
role, as a Turkish study found that a family’s attitude 
towards adolescent marriage29 and teen intercourse9  is 
associated with teenage pregnancy.
        	History of teenage pregnancy in the family and 
occurrence of teenage pregnancy in an adolescent were also 
found to be associated. This is partly because mothers and 
older siblings are perceived as the family’s primary source 
of influence and because they share the same context.33 
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There are studies suggesting that having both a sister 
and a mother with a history of teenage pregnancy greatly 
increases the risk for being a teenage mother.18 Another 
study even suggested that it is the sister’s pregnancy that 
greater influences the risk for teenage pregnancy compared 
to the mother having a child before the age of 19.18,33  In line 
with this, the study found that teens with mothers who had 
experienced teenage pregnancy are 15.87 times more likely 
to get pregnant early when considering all other variables. 
Although it was also noted that having a sister that has 
experienced teenage pregnancy has a greater influence 
on teenage pregnancy (1.95 times more likely) compared 
to the teen’s mother having a child in her teens as well 
(1.71 times more likely), this finding was only seen when 
considering these variables independently.
        	The influence of the mother’s early pregnancy on 
increasing the risk of her child also experiencing teenage 
pregnancy is said to be due to the environment that the 
situation fostered.34  The components of this setting include 
the indirect effects of the family’s socioeconomic condition 
(i.e. low opportunity and low level aspiration), the mother’s 
role-modeling, and the values transmitted from the 
previous generation.34  The teenagers may also develop a 
preference for early pregnancy and engage in unprotected 
sex early in their lives as a result of low maternal monitoring 
and control. The results of this study therefore highlight the 
occurrence of intergenerational teenage pregnancy and 
that the control of which requires interventions geared for 
both the teens and their mothers.
 
Other Factors

	 Other factors that were associated with teenage 
pregnancy but did not reach significance were a monthly 
income below the poverty threshold and having a female 
primary decision-maker in the household, being a student 
during teenage years, having parents who are living 
together, and having a woman as the primary wage earner 
in the household. Previous studies have also reported 
conflicting data on the role of these factors in teenage 
pregnancy.

Significance for Public Health

	 Existing local policies on adolescent health are focused 
on sex education and family planning service provision. 
However, this research suggests that national health 
strategies geared towards reducing teenage pregnancy 
should also include family counseling as a core component. 
Furthermore, the data suggest  that a screening mechanism 
be put in place in order to identify at-risk teenagers, 
including those from dysfunctional families, in order to 
prevent cases of teenage pregnancy. Further studies need 
to be conducted on interventions for teenage pregnancy 
that can target families, family dynamics, and family 
functionality.

Limitations

	 The chosen population consisted of women aged 18-
24 who were previously pregnant during their adolescent 
years, and not currently pregnant teenagers. They were 
asked to answer questions on family functionality based on 
their situation during the time of pregnancy possibly leading 
to recall bias. The selection of these participants was done 
through convenience sampling, and the absence of random 
selection may have resulted in selection bias, negatively 
affecting the study’s internal validity. The inclusion of 18 
and 19 year old women who were nulligravid at the time 
of the study may also lead to information bias because of 
the operational definition of teenage pregnancy. Lastly, the 
wide confidence intervals of the odds ratio indicates lack of 
precision or a relatively small sample size. The sample size 
can still be increased in future studies to validate the results 
of this study.
	 The collection of data included answering the Family 
APGAR and the administration of a survey that were done in 
crowded health centers. The location of the interview may 
have influenced the occurrence of social acceptability bias in 
answering the survey. In addition, the busy setting may have 
impeded the clear understanding of the instructions of the 
survey. There are also limitations of the family APGAR itself, 
including being restricted to what the respondent is willing 
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to disclose, and measuring the respondent’s perception of 
and satisfaction with their family functionality.21

	 In the data analysis, it was noted that there were no 
controls and only three cases in the severely dysfunctional 
family functionality population. Furthermore, respondents 
living in the same households, which may have different 
perceptions for their family’s functionality, were 
unaccounted for in the analysis.

Conclusion

	 Family dysfunction based on the Family APGAR score, 
having both parents as caregivers and teenage pregnancy 
in the mother are associated with greater odds of teenage 
pregnancy. The results reflect the importance of conducting 
family counseling and screening, with particular interest 
in family functionality, to identify teenagers at risk. The 
lack of studies regarding teenage pregnancy and family 
functionality in the Philippine setting compel further 
research to be conducted.
	 For future researches, it is recommended to extend the 
scope of the study and increase the sample size. Attention 
and further investigation should be given to family 
dynamics and functionality, the role of biological parents, 
primary caretaker/s and their employment status and 
dynamics with the teens, and the family history of teenage 
pregnancy. Other tools to measure family functionality 
may also be considered for use. It is also favorable to have 
currently pregnant teenagers as respondents.
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