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ABSTRACT
Background: We conducted a scoping review to exam-
ine the literature regarding pregnancy-related morbidities
among birthing individuals and infants experiencing housing
instability (HI). Methods: Articles were identified through
electronic database searches, using numerous search
terms related to pregnancy and housing. US studies pub-
lished in English between 1991 and 2019 were included.
Peer-reviewed qualitative and quantitative articles were
synthesized and critically appraised by 2 reviewers using
quality appraisal tools from the Joanna Briggs Institute.
Results: Inconsistent definitions for HI weakened the rigor
of aggregate findings, and birthing individual outcomes
were underreported compared with infant outcomes (n =
9 095 499 women, 11 articles). Many studies reported men-
tal health-related outcomes among birthing individuals with
HI. Discussion: Study sampling approaches and lack of a
standard definition of HI limit review findings, but examin-
ing this relationship is critical to understanding the effect
of social determinants on birthing individual health. Future
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research should address the nescience regarding birthing
individual outcomes in this population. Policy-level advocacy
addressing social determinants must also refine policy im-
pacting community-based prenatal programs and services
for the birthing individual with HI.
Key Words: childbearing, homelessness, housing instability,
maternal health, pregnancy

Highlights

In the United States:
• Birthing individual health is an essential but

understudied factor among those experienc-
ing housing instability.

• Research on housing instability and preg-
nancy outcomes in the United States over-
whelmingly reports the newborn infant’s
health and well-being and underexplores
birthing individual health and well-being.

• There are discrepancies in how housing insta-
bility is defined, potentially limiting research
and intervention development for birthing in-
dividuals experiencing housing instability.

I
n 2020, over half a million people reported ex-
periencing some form of housing instability (HI),
with a steady rise in this number over the last 4

years.1 Just under 3 in 10 individuals were cisgender
women (29%), and 1% of individuals were transgender
or gender nonconforming.1 In contrast, 6 in 10 people
experiencing HI in families with children were women
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(60%), and less than 1% of this group identified as
transgender.1 People identifying as Black or African
American were overrepresented, accounting for 39% of
all people experiencing HI and 53% of people experi-
encing HI as members of families with children but are
12% of the US population. In contrast, 48% of all people
experiencing HI were White compared with 74% of the
US population.

Extensively documented is the relationship between
HI and poor health outcomes, with people experienc-
ing HI more severely impacted by social determinants
of health than similar housed peers.2–5 There is in-
creased all-cause mortality and morbidity related to
chronic health conditions, mental illness, substance use,
and risky health behaviors.2–5 Recent literature reports
birthing individuals with HI experienced preterm la-
bor and higher delivery-associated costs than housed
individuals.6 Still, limited data exist regarding the im-
pact of HI on birthing individual outcomes in the United
States. Understanding the relationship and influence of
HI during pregnancy is critical in guiding current efforts
to decrease pregnancy morbidity (PM) and subsequent
mortality in the United States.

HI, in general, is associated with increased psychoso-
cial and physiological stress,3,4,7 worsened chronic
medical conditions, development of new health chal-
lenges, and overall poorer health outcomes.8–12 Job loss
worsens the association between HI and poor health.3

Additionally, shelter or street living increases the risk
of exposure to infectious diseases and violence of
all types.13 Chronic illness recurs in this population
with increased asthma, anemia, chronic bronchitis, hy-
pertension, and ulcers.14 Barriers to healthcare access
exacerbate chronic illness, leading to worsened health
outcomes.3,4,7

HI among people of reproductive age is a grow-
ing public health concern in the United States.15–18

People experiencing HI are often reproductive age, be-
tween 16 and 49 years old,19–21 and may have a higher
pregnancy prevalence than those living in low-income
housing.19 Of great concern is the risk of PM (ie, ma-
ternal morbidity)* among those unstably housed.14,19–22

Pregnancy morbidity refers to physical and mental ill-
ness or disability directly related to pregnancy and
childbirth and harms the birthing individual’s well-being
and functioning.23,24 Such morbidities can range from
mild and annoying discomforts such as acid reflux and

*Acknowledging that birthing individuals can include cisgender
women, transgender men, and gender diverse people assigned
female at birth, this article uses gender neutral language, such as
the term “birthing individual” in place of “maternal,” “mother,” or
“woman” where appropriate.

morning sickness to severe, sometimes life-threatening
cardiovascular conditions, preexisting medical condi-
tions leading to illness, infection, hemorrhage, and
cardiomyopathy.25,26 The physical, financial, and emo-
tional burden associated with PM negatively impacts
birthing individuals and infants.27 These morbidities are
frequently related to pregnancy-related deaths in the
United States. These deaths steadily increased from 7.2
deaths per 100 000 live births in 1987 to 18.0 deaths per
100 000 live births in 2014,28,29 with non-Hispanic Black
women having 3.4 times higher mortality ratio than non-
Hispanic White women.26,30

While the reported increase in PM and mortality is
partially due to increased surveillance,31 it is hypothe-
sized that this finding is also plausibly associated with
HI. These troubling statistics underscore the need to un-
derstand better the drivers of the relationship between
HI and pregnancy morbidities, thus guiding the focus
of this scoping review.

PURPOSE
This scoping review aims to identify, synthesize, and
critically appraise the literature regarding pregnancy-
related morbidities among birthing individuals and
infants experiencing HI. The findings and recommen-
dations from this review will guide (A) future research
aimed at improving perinatal outcomes for birthing in-
dividuals, (B) future intervention development, and (C)
policy-level approaches to mitigate disparities among
birthing individuals experiencing HI.

METHODS

Pertinent terminology

The exposure variable of interest is HI. HI encompasses
a spectrum of situations in which one is without a per-
manent place to live and includes individuals who are
couch surfing or living double up, sheltered, and un-
sheltered individuals, as well as incarcerated people
without housing. The outcome variable is pregnancy
outcome. Pregnancy and birth outcomes are used in-
terchangeably in the literature (ie, outcomes resulting
from a fertilization event and include live birth [full or
preterm], stillbirth, spontaneous abortion, and induced
abortion).32 For this review, pregnancy outcome is used
as an umbrella term to include 2 domains: (1) birthing
individual outcomes and (2) neonatal/infant outcomes.
Pregnancy morbidity (also known as maternal mor-
bidity) is the pregnancy-related illness and subsequent
adverse outcome for birthing individuals, which may or
may not affect the infant at birth.28
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Figure 1. PRISMA flow diagram. From Moher et al.33 This figure is available in color online
(www.jpnnjournal.com).

Search strategy and selection of articles

The first author developed and executed the search
strategy with guidance from the academic information
specialist. Eligibility criteria included relevant quali-
tative or quantitative research studies that explored
relationships between HI during pregnancy and preg-
nancy outcomes. Since published literature is limited
in this area, the research team searched for any
English-written, peer-reviewed between 1991 and 2019.
Non-US-based studies were excluded due to differ-
ences in political and social welfare systems related
to housing and healthcare for birthing individuals in
those countries. Also excluded were studies that mea-
sured pregnancy outcomes among low-income people
without directly identifying HI. Although people with
unstable housing often have low incomes, studies
including low income as a predictor of adverse preg-
nancy outcomes do not focus on the direct impact of

poor housing on this outcome. Articles were identi-
fied through electronic searches of databases, including
CINAHL, PubMed, Web of Science, Scopus, Embase, and
Psych-INFO using numerous terms related to the fol-
lowing broad categories: housing (eg, unstable housing,
HI, and homeless*), pregnancy (eg, pregnant*, prenatal,
mother, birthing, and childbearing), and outcomes (eg,
maternal outcomes, infant outcomes, birth outcomes,
and pregnancy outcomes). The research team set in-
tentions to cast a wide net to see what morbidities
exist among the population. Two reviewers imported
for screening 371 references and removed 173 dupli-
cates, leaving 198 studies to screen for title and abstract,
as noted in Figure 1.33

The reviewers identified 50 articles for full-text re-
view, of which 11 articles met inclusion criteria. Next,
the reviewers evaluated article quality appraisal using
4 critical appraisal tools that independently evaluate
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the rigor of qualitative, cross-sectional quantitative, ran-
domized control trials, and longitudinal research from
the Joanna Briggs Institute.34 Quality appraisal scores
are included in Table 1, denoting whether the studies
adhered to traditional methods to reduce the risk of bias
(higher scores indicate higher quality articles with less
risk of bias). Quality appraisal scores may not be as in-
formative as the detailed quality appraisal analysis; thus,
the research team completed a detailed quality appraisal
for each article. Two reviewers appraised each paper in-
dependently, and all discrepancies were discussed and
resolved.

RESULTS

Description of the studies

With 11 studies, 1 was qualitative and 11 were quan-
titative. Among the 10 quantitative articles, 6 were
secondary data analyses of original data.9,35–39 Three of
these used cross-sectional data,36–38 1 used longitudi-
nal data from a prospective cohort,9 1 used previously
collected retrospective cohort data,39 and another used
case-control.35 Of the remaining 4 quantitative stud-
ies, 3 were cross-sectional2,40,41 and 1 was a cluster
randomized controlled trial.42 The 1 qualitative study
included was a 3-year ethnographic study of 15 home-
less women.21 Aggregate data extraction revealed across
the studies there were 9 095 499 women (weighted sam-
pling included), with an age range of 15 to 44 (mean
= 24.3 years old).2,9,21,35–39,40–42 Five of the 11 studies
had samples drawn from national databases.2,9,36–38 The
other studies used samples drawn from New York,42

Los Angeles,40 Massachusetts,35 and North Carolina.39

Women of African descent (African, African American),
Hispanic/Latina, and non-Hispanic White cisgender
women (n = 8 220 262) mainly comprised collective
sample demographics across the included articles. The
remaining participants identified as other or as un-
known (n = 875 237). Two articles failed to report
aggregated race and ethnicity data.21,39 None of the arti-
cles used the 2-step method to identify sex assignment
at birth and gender identity, nor did they explicitly in-
clude or sample gender expansive people. Thus, the
samples from the included studies are assumed to be
cisgender women (ie, women who were assigned fe-
male at birth), which the authors refer to as “women”
going forward.43,44

Conceptualization and operationalization of HI

The review articles revealed inconsistencies in the
conceptualization and operationalization of HI. Merrill
and colleagues37 conducted a series of secondary data

analyses using the Pregnancy Risk Assessment Monitor-
ing System (PRAMS) database—ongoing state-specific
surveillance that collects information on birthing in-
dividual peripartum health practices and outcomes in
31 states.45 In the PRAMS survey, HI was defined as
homelessness. The Merrill and colleague studies37 op-
erationalized homelessness as a dichotomous variable
based on a participant’s response to the question, “Were
you homeless in the 12 months before delivery?”45 Thus,
the definition of homelessness in those studies was
left to the participants’ interpretation.38 While this cap-
tured women who may have been homeless during that
time, this measure may have inadvertently and inac-
curately excluded people who believed themselves to
be housed even if they were living in some form of
temporary shelter, doubled up, or couch surfing. While
study investigators used stratification and oversampling
of underrepresented participants to decrease threats to
validity caused by internal selection, this stratification
process was not used throughout individual states,46

thus increasing the risk of bias. Lastly, the PRAMS survey
only sends surveys to “females” with an address, affect-
ing the selection of participants by leaving out people
who may be currently homeless and people who have
had sex or gender designation changed on legal doc-
umentation. This survey selection underestimates the
number of people who should be included in the
sample.

Cutts et al2 offered a more comprehensive con-
ceptualization of HI as homelessness, which included
living in a shelter, motel, transitional housing, or no
steady place to sleep at night. The researchers op-
erationalized homelessness as a dichotomous variable
based on participant responses to the question “Were
you ever homeless or did you live in a shelter when
you were pregnant with this child” and “Since your
child was born, has s/he ever been homeless or lived
in a shelter?”2 Stein and colleagues41 also offered a
comprehensive conceptualization of HI by describing
homelessness as spending any of the past 30 nights
in homeless-related housing. Homeless-related housing
included (a) in a mission, homeless shelter, or transi-
tional shelter, a hotel paid for by a voucher, a church
or chapel, an all-night theater or other indoor public
places, an abandoned building, a vehicle, the street or
other outdoor public place or (b) in a rehabilitation pro-
gram for homeless people and also stayed in one of the
settings mentioned in (a) during any of the 30 nights
before entering the program.41 This conceptualization
provides a clearer understanding of the meaning of HI,
but just as the studies from Richards and colleagues,38

the outcome response is dichotomous, making it diffi-
cult to parse out differences in outcomes across the HI
spectrum.36,37,41
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Rather than offering a detailed conceptualization for
HI/homelessness, Pennbridge et al40 identified eligible
unstably housed study participants as pregnant ado-
lescents who use pregnancy services at local high-risk
clinics living with or not living with family. The Clark
et al35 study used HI and homelessness interchangeably
and defined homelessness as being without housing
due to specific causes, such as fire, flood, domestic vio-
lence, no-fault eviction, or substantial health and safety
risk for a child. Generally, operationalization and con-
ceptualization of HI varied widely among the included
studies. Additionally, variation in periods of HI was in-
consistent, ranging from 30 days to 1 year.

Pregnancy outcomes

Collecting data in real time from birthing individuals
experiencing HI is limited by concerns of partici-
pant vulnerability in conducting research studies and
the challenge of feasibly obtaining large enough sam-
ple sizes. This challenge leads researchers to rely on
previously collected national healthcare or health statis-
tics data.48 As a result, many included studies relied
on predictive modeling using large datasets to infer
outcomes.2,9,36–39,41,42 From the 11 studies reviewed, 4
reported birthing individual outcomes, 9,21,35,40 and the
remaining 7 reported infant health outcomes. Findings
will be described in those 2 domains as previously de-
fined under the umbrella of pregnancy outcomes.

Birthing individual outcomes

The 4 studies (1 qualitative and 3 quantitative stud-
ies) reporting birthing individual outcomes emphasized
behavioral health conditions such as smoking, sub-
stance use, and mental health while unstably housed
and pregnant.9,21,35,40 In the ethnographic study, 15
women reported that normal physiological changes
of pregnancy often became pathological, signs of po-
tential complications went unnoticed or unattended,
and the woman’s environment exacerbated minor
discomforts of pregnancy.21 Participants reported chal-
lenges in maintaining good vaginal health, managing
morning sickness (which ultimately resulted in dehy-
dration), dealing with the effects of substance abuse in
pregnancy, including undernourishment and frequent
urinary tract infections during pregnancy.21

The Pennbridge et al40 study attempted to elucidate
the risk profile of homeless pregnant adolescents by an-
alyzing primary healthcare data collected during visits
to a high-risk youth clinic in Los Angeles. This small (n
= 55 homeless vs 85 housed), comparative descriptive
study provided early data on what birthing individual
health issues pregnant youth face and examined ma-
jor mental illness (ie, schizophrenia, suicidal ideation),

substance use disorder, and severe medical problems
such as hepatitis, anemia, and seizures.40 They found
homeless pregnant youth were younger (46% <16), 41%
White, and twice as likely to have a major mental ill-
ness than housed pregnant youth.40 Sexually transmitted
infections were also diagnosed in almost half of the
homeless pregnant adolescents compared with less than
one-quarter of those who were housed (46% and 16.5%,
respectively).40

The longitudinal Fragile Families and Child Wellbe-
ing Study examined differences in self-reported birthing
individual health outcomes and health behaviors for
mothers who lived in doubled-up settings (temporarily
staying with family/friends), low-income housing set-
tings, and those who were homeless.9 One valuable
aspect of this study was its examination of the influence
of the birthing individuals’ housing status on personal
health over time.9 Birthing individual health outcomes
and health behaviors were analyzed together using
generalized estimating equation models.9 Researchers
found the adjusted odds of depression and drug or al-
cohol problems were 2 times higher among homeless
pregnant participants than those in low-income hous-
ing settings (adjusted odds ratio [aOR] = 2.05, P < .001;
2.37, P < .05).9 Pregnant participants in doubled-up
settings had 55% higher odds of depression and 86%
higher odds of having a drug or alcohol problem than
those in low-income housing settings (aOR = 1.55, P <

.001; 1.86, P < .05).9

One study examined the influence of social deter-
minants of health by linking Massachusetts emergency
shelter data with Medicaid claims records.35 Researchers
matched 9124 cisgender women on age, risk score,
and eligibility category with 8757 peers who were
pregnant simultaneously but not receiving emergency
shelter assistance to determine behavioral health and
pregnancy-related conditions.35 Participants using the
shelters had significantly higher rates of substance use
disorder and mental health disorder in the year be-
fore conception.35 The adjusted odds of having specific
pregnancy-related morbidities were also higher for the
shelter group.35 Specific complications (adjusting for
age, year of pregnancy, non-White race, unknown race,
region, all substance use disorders, anxiety, and depres-
sion) were significantly higher (P < .001) in pregnant
participants with unstable housing (sheltered vs un-
sheltered) included (with 95% confidence interval [CI]):
(1) hypertension complicating pregnancy aOR 1.5 (1.3-
1.6); (2) prolonged pregnancy aOR 1.7 (1.6-1.9); (3)
deficiency and other anemia aOR 1.3 (1.2-1.4); poly-
hydramnios and other problems of the amniotic cavity
aOR 1.7 (1.6-1.9); (4) obstetric-related trauma to per-
ineum and vulva aOR 1.6 (1.4-1.7); (5) nausea and
vomiting aOR 1.3 (1.2-1.4); (6) hemorrhage during
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pregnancy, abruption, or placenta previa aOR 1.9
(1.7-2.0); and (7) other complications of birth affect-
ing management of the birthing individual aOR 2.6
(2.4-2.8).35 One article measured infant and birthing in-
dividual outcomes, which we review next.37

Infant outcomes

The remaining 7 studies measured infant health out-
comes based on birthing individual HI and included
specific outcomes such as preterm labor, preterm birth
(PTB), low birth weight (LBW), breastfeeding dura-
tion, extended hospital stay, and neonatal intensive care
unit admissions, with one of these studies examining
both infant and birthing individual outcomes.2,36–39,41,42

In these studies, the authors provide solid evidence of
how birthing individual behavior and HI increased the
risk of poor infant outcomes. Cutts and colleagues2 re-
ported a significantly higher odds of LBW association
with prenatal homelessness than housed birthing indi-
viduals (aOR 1.43, 95% CI 1.14-1.80, P < .01) but noted
that other factors might be responsible for these ges-
tational effects not measured in the study. They also
acknowledged important study limitations such as ret-
rospective, self-reported birth weights, increasing the
potential risk of recall bias, and noted the variation in
housing quality/status may impact results as well. Like
Cutts and colleagues,2 Merrill and colleagues37 reported
LBW among unstably housed birthing individuals and
PTB. However, they also reported birthing individual
adverse outcomes, including vaginal bleeding, nau-
sea, and kidney/bladder infection.37 In contrast to the
LBW finding among unhoused birthing individuals,
Richards and colleagues38 examined maternal health be-
haviors and subsequent infant outcomes among those
using Women, Infants, and Children (WIC). Researchers
found that unstably housed birthing individuals who
used WIC had longer gestational periods, higher birth
weights, breastfed their children, and practiced safe
infant sleeping—suggesting that WIC access during
pregnancy is associated with positive birthing individ-
ual health behaviors, leading to better neonatal/infant
outcomes.

A retrospective cohort analysis of Medicaid claims
data in the Pregnancy Medical Home program in
North Carolina found that an unsafe living environ-
ment, measured as homelessness or unstable housing,
was a risk factor for PTB.39 While that study exam-
ined birthing individual health conditions in pregnancy
such as hypertension, asthma, and diabetes, they were
only measured in this study as a predictor of poor
infant health outcomes, not as a primary outcome
themselves.39 All of these studies were similar in find-
ings of a greater likelihood of having poor infant

outcomes and found worse outcomes among African
American/Black birthing individuals when compared
with Whites.36,41

DISCUSSION
From this review, 4 key findings emerge: (1) there is
an inconsistency in the terminology used to define
homelessness and HI in research; (2) among the lim-
ited knowledge regarding birthing individual outcomes,
mental health has been the focus; and (3) pregnancy
outcomes affecting the infant based on birthing indi-
vidual HI included specific outcomes such as preterm
labor, PTB, LBW, and breastfeeding duration. These ar-
ticles revealed considerable variation in the definition
of homelessness versus HI across studies. In addition
to inconsistency in defining HI, the descriptions were
not comprehensive, overlooking the variation in HI;
survey response data were dichotomized (eg, yes, or
no), leading to a diminished understanding of complex
HI.2,9,21,35–39,40–42 These differences continue to present
a challenge when estimating the extent of HI among
birthing individual and translating research findings into
practice. Although rendering such generalizability is a
challenge, standardizing this definition is essential in
quantitative research to increase the validity and reliabil-
ity of results across studies. Conducting more qualitative
research is needed to understand better what unstable
housing means to those who experience it. These stud-
ies are imperative, as the narrative of HI continues to
evolve.

Extant literature has examined the relationship be-
tween HI and mental health across communities. The
incidence and prevalence of diagnosed psychoses, per-
sonality disorders, and other severe mental illnesses is
a well-documented health disparity that has persisted
as a significant public health problem.47 Deinstitution-
alization of mental health facilities, increases in drug
and alcohol access, and a lack of appropriate clini-
cal services have further fueled this relationship. Those
without necessary care have found themselves expe-
riencing some degree of HI.12,48 Depression, one of
the most well-understood mental health disorders, can
significantly interfere with obtaining housing and ser-
vices that families need. Its prevention and treatment
must be part of any effective solution to HI.47 Park
and colleagues9 reported that women using the shelter
had significantly higher rates of substance use disor-
der and mental health disorders during pregnancy than
those not using the shelter. Although mental health
services are imperative, nurses and other health profes-
sionals must provide holistic person-centered care for
all birthing individuals regardless of housing status. One
possible approach to addressing this issue is building
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and strengthening programs and resources frequented
by pregnant unstably housed people with integrated
healthcare and social service access.

Many of the studies in this review exclusively focus
on infant health outcomes among birthing individu-
als experiencing HI; however, pregnancy involves both
the birthing individual and the infant. Understanding
the impact of any degree of HI is critical to improv-
ing perinatal outcomes and is an ethically necessary
step toward improving the long-term care and health
of the birthing individual. The growing segment of
reproductive-aged people with HI warrants the expan-
sion of research to find more effective ways to identify
and care for this vulnerable population. Efforts of re-
searchers in the Clark and colleagues study35 appear
to be the beginning of research in the United States,
leading to an understanding of the impact of HI on
pregnancy-related health outcomes. Additionally, the
studies’ consistent findings of racial/ethnic disparities in
birthing individual and infant outcomes among those
experiencing HI continue to appear in research and
practice today.22,30,49,50 These results further support the
need to increase efforts in research and practice that
penetrate longstanding institutional practices and poli-
cies negatively impacting the health and well-being of
African American birthing individuals.22,49 Acknowledg-
ing and eliminating systemic racism in healthcare must
be part of the solution to decreasing birthing individual
and infant morbidity and mortality in the United States.

Implications for clinicians and future research

Findings from this review reveal the need to increase
nurse/clinician knowledge and support about HI dur-
ing pregnancy and provide appropriate referrals for
birthing individuals experiencing HI. Nursing profes-
sionals and others providing care to birthing individuals
must ask clients during intake and subsequent visits
about housing status and explore the role that exter-
nal issues such as violence may impact housing. Nurses
and other providers must inquire about the barriers
to accessing consistent prenatal care and offer solid
strategies that address these barriers. Also, there is the
need to be sensitive, nonjudgmental, and supportive in
clinical approaches and responses and consider the so-
cial determinants impacting health, client knowledge,
and access in rendering nursing care. Azarmehr and
colleagues51 published a cogent article listing strategies
and examples of upstream solutions needed to support
individuals at the intersection of HI and pregnancy suc-
cessfully. These strategies include the need for effective
communication, comprehensive and appropriate prena-
tal screenings and assessments, and an increase in the
availability of wraparound services.51

Review findings confirm a paucity of literature ad-
dressing the health of birthing individuals with HI
and subsequent pregnancy outcomes. US research on
pregnancy-related outcomes has mainly focused on the
health of infants born to cisgender women with HI.
However, future research for birthing individuals expe-
riencing HI will expand the current understanding of
associated pregnancy-related outcomes. Improvement
in result validity occurs with standardization in how re-
searchers define HI in the field. Also needed is a shift
in the current narrative of those experiencing HI, attain-
able by first listening to participants’ voices in qualitative
research to deepen understanding of the impact of HI
on birthing individuals’ health and well-being. Although
mental health and substance use are common occur-
rences among birthing individuals experiencing HI, this
is not the full extent of adverse pregnancy outcomes.
Research agendas should include other relevant aspects
of poor health in this population, including the effects
of social determinants and racism on pregnancy-related
morbidities and the long-term health of those morbidi-
ties following pregnancy. Moreover, transgender and
gender diverse people experience higher HI rates than
cisgender people and should be included in future re-
search efforts examining the intersection of HI and PM.52

Policy-level advocacy addressing social determi-
nants of health within the healthcare delivery system
has gained momentum. Still, more policy changes
are needed to improve the response to perinatal
care for support of birthing individuals with HI.5,53

This includes taking a holistic approach to providing
services and building community-based partnerships.
Providing additional funds that support and incen-
tivize community-based health programs and increasing
partnerships with housing-related services and orga-
nizations are ways that Medicaid programs promote
policy change.5 Moreover, equitable housing opportuni-
ties, increased federal housing assistance, and housing
affordability are critical in mitigating the challenges fac-
ing birthing individuals with HI.5,53,54

Limitations

While this is a novel review addressing pregnancy
outcomes among birthing individuals experiencing HI,
there are some limitations related to the articles se-
lected as well as the review itself. The attempt to capture
all the research examining this relationship likely over-
looked studies due to ambiguous definitions of HI. This
variation in the description of HI limits researchers’ abil-
ity to generalize study findings to the full spectrum of
the unstably housed target population. Additionally, re-
sults from the reviewed studies may be compromised
by either small sample sizes reducing generalizability21
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or secondary analysis of larger samples using incom-
plete measures of HI leading to an increase in potential
confounding.9,35–39 Participants were selected based on
previously collected data from records or those living in
shelters using convenience sampling methods.21,39,40–42

Although sampling methods are relevant, given the dif-
ficulty in accessing large numbers of unstably housed
birthing individuals, sampling bias in the reviewed ar-
ticles decreases the ability to generalize findings to the
target population and fails to include gender expansive
people. For the studies examining birthing individual
health outcomes, self-report was the standard data col-
lection method in many studies, increasing bias and
error. However, literature has shown that the data col-
lected from unstably housed people are no less likely
to be accurate than housed people.55–57

Pregnancy-related research in the United States does
not often accurately identify sex assigned at birth and
gender identity of the birthing individual, which limits
the interpretability of findings and analysis discussed
in this review. Sampling approaches and research lan-
guage also should be updated and standardized to be
more gender inclusive to address these demographic
inaccuracies.58 Overall, this review offers a lens of preg-
nancy outcomes that have yet to be appraised and
raises the awareness of the need to expand the research
to examine birthing individual health outcomes in this
population.

CONCLUSION
Health professionals and researchers can use the knowl-
edge gained in this scoping review to help standardize
definitions of HI and further guide the development of
effective and relevant health interventions. This review
supports the need to expand research to elucidate the
role of HI as a social determinant in birthing individual
health and explore how gender diversity and sys-
tematic racism further impact pregnancy-related health
outcomes. The persistently high pregnancy-related mor-
tality rates in the United States reinforce the need to
provide nursing-appropriate nursing care and advocate
for policy change that promotes improved long-term
health of unstably housed birthing individuals.
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Registered Nursing, Provider Number CEP 11749 for 2.5 contact hours.
Lippincott Professional Development is also an approved provider of
continuing nursing education by the District of Columbia, Georgia,
West Virginia, New Mexico, South Carolina, and Florida, CE Broker
#50-1223. Your certificate is valid in all states.

Payment: The registration fee for this test is $24.95.

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

130 www.jpnnjournal.com April/June 2022

http://www.sciencedirect.com/science/article/pii/S0895435697003041
http://www.jpnnjournal.com
http://www.NursingCenter.com/CE/JPNN
www.NursingCenter.com/ce

