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FACTORS AFFECTING 
UNCERTAINTY IN WOMEN 

with High-Risk Pregnancies
ASHLEY D. SCHMUKE, MSN, RNC-OB

Abstract
Objective: To evaluate the state of the 
science on uncertainty in high-risk 
 pregnancy and identify factors that infl u-
ence uncertainty in women diagnosed 
with a high-risk pregnancy.
Data Sources: Primary research articles 
from CINAHL, Ovid, MEDLINE,  Scopus, 
and PsycINFO written in English, without 
date restrictions.
Study Selection: Nineteen articles were 
identifi ed, including 14 qualitative stud-
ies and 5 quantitative studies.
Data Extraction: This integrative review 
was guided by Whittemore and Knafl ’s 
methodology. Studies were graded on 
level and quality of  evidence as per 
Dearholt, Dang, and Sigma Theta Tau 
International.
Data Synthesis: Studies were synthe-
sized by using constant comparative 
methods according to factors infl uenc-
ing, outcomes of, and management of 
uncertainty.
Conclusion: Uncertainty is a prominent 
theme in women experiencing a high-risk 
pregnancy. Uncertainty is infl uenced by 
various personal, pregnancy- related, 
demographic, and healthcare-related 
factors. Findings may offer  insight and 
empathy for healthcare professionals. 
Nurses who understand signifi cance of 
uncertainty in adjusting to two confl icting 
life events have the opportunity to help 
women in their understanding of a high-
risk diagnosis during pregnancy through 
anticipatory guidance. Future research is 
needed to explore factors affecting uncer-
tainty and to understand the experience 
of high-risk pregnancy to develop inter-
ventions aimed at mitigating uncertainty 
in high-risk pregnant women.
Key words: High-risk pregnancy; Integra-
tive review; Uncertainty.
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O ne in four women is diagnosed with or con-
sidered to have a high-risk pregnancy (HRP). 
High-risk pregnancy may be defi ned as “one 
in which a condition exists that jeopardizes the 

health of the mother, her fetus, or both,” (Ricci, 2016, 
p. 648). Although research has focused largely on the 
physiological maternal, fetal, and neonatal outcomes, re-
search on how women process and experience HRP is 
limited. Women with HRP may experience a wide range 
of emotions,  occurring simultaneously on opposite ends 
of the spectrum. Faced with both the threat of illness 
and the joy of pregnancy, women may experience intense 
feelings of uncertainty and loss of control, accompanied 
by anxiety and psychological distress (Giurgescu et al., 
2015;  Höglund & Dykes, 2013).

Uncertainty is inherent in the human experience but is 
even more signifi cant in the context of illness.  Uncertainty 
in illness has been defi ned as “the inability to determine the 
meaning of illness-related events” (Mishel, 1988, p. 225). 
Uncertainty occurs due to inability to assign meaning to 
illness-related events,  assign probability to or predict out-
comes (Mishel, 1988). The experience of uncertainty is 
deeply rooted in the individual’s perception, infl uenced by 
both cognitive and precognitive ways of knowing (Penrod, 
2007). When an event is perceived as uncertain, appraisal 
of risk or threat occurs as the individual considers the event 
in a positive or negative light (Mishel, 1988).

The concept of uncertainty in the context of illness has 
been examined extensively among nurse scholars (Cy-
press, 2016; Mishel, 1988; Penrod, 2007; Zhang, 2017), 
although study of uncertainty in high-risk pregnant wom-
en has been limited. While uncertainty is often unrecog-
nized or misinterpreted by healthcare providers (HCPs) 
during pregnancy, the experience of uncertainty appears 
to be universal. Uncertainty is a common experience dur-
ing pregnancy regardless of risk (Borrelli, Walsh, & Spiby, 
2018; Hui Choi et al., 2012), as the outcome is not ulti-
mately known until after birth. As the clinical focus is 
shifting from patient- to  family-centered care, current ex-
tensions of the concept of uncertainty have encompassed 
both the individual and caregivers (Zhang, 2017).

Uncertainty has been associated with higher levels of 
distress, anxiety (Cypress, 2016), and diminished quality of 
life (Zhang, 2017). Prenatal stress (i.e., stressful conditions 
endured by mothers) has been associated with poor birth 
outcomes including preterm birth and low birthweight 
(Staneva, Bogossian, Pritchard, & Wittkowski, 2015), and 
long-term consequences such as poor neurodevelopmental 
outcomes, insulin resistance, and cardiovascular disease 
(DeSocio, 2018). Given the relationship between lower 
psychological well-being and poor perinatal outcomes, 
more study is needed on prevalence of uncertainty in HRP. 
Factors affecting uncertainty and outcomes of uncertainty 
in HRP must be identifi ed to develop targeted interven-
tions aimed at mitigating uncertainty.

The purpose of this review is to provide an overview 
of existing literature on uncertainty in HRP and gain a 
better understanding of the role of and factors affecting 
uncertainty in HRP including: (1) what is known about 

uncertainty in HRP and what factors infl uence uncertain-
ty; (2) the quality of what is known; (3) what should 
healthcare professionals know about uncertainty in HRP; 
and (4) next steps for research and/or practice.

Method
The review method by Whittemore and Knafl  (2005) was 
used to generate an integrated synthesis of existing re-
search on uncertainty in HRP. A computer-assisted 
search without date restrictions to April 2019 was con-
ducted for research publications indexed in English in 
CINAHL, Ovid, MEDLINE, Scopus, and PsycINFO  using 
the search terms high-risk pregnan* or pregnan* compli-
cation* AND uncertain* (See Figure 1 for fl ow diagram of 
article search and selection process). Inclusion criteria 
were primary quantitative or qualitative studies pub-
lished in English on the target population of high-risk 
pregnant women and measured or described presence of 
uncertainty. Articles that included diagnostic or clinical 
uncertainty were excluded.

Final sample included 19 studies with similar method-
ologies. Each study was evaluated based on inclusion of 
both the target population and measurement or descrip-
tion of uncertainty. Although uncertainty was not always 
mentioned explicitly in the title or study purpose, uncer-
tainty was measured in correlation with other concepts in 
quantitative studies. In qualitative studies, uncertainty, 
factors affecting uncertainty, role of uncertainty, or ways 
of coping with uncertainty were inherent in fi ndings and 
discussion sections. Constant comparative methods 
(Whittemore & Knafl , 2005) were used to permit itera-
tive comparisons of fi ndings on presence of and factors 
infl uencing uncertainty.

Results
Description of Included Studies

Studies were conducted from 1994 to 2018. Fourteen of 
the 19 studies used qualitative methodologies guided by 
unspecifi ed qualitative methodologies (n = 7), grounded 
theory (n = 2), or phenomenology (n = 2). Most qualita-
tive studies included a single interview (n = 10) and in-
cluded sample sizes from 7 to 30 participants. Of the 19 
studies, 5 were quantitative, of which 3 were cross- 
sectional. Sample sizes in quantitative studies ranged 
from 20 to 342. Two of the fi ve quantitative studies iden-
tifi ed a theoretical framework: the transactional model of 

Uncertainty exists both in pregnancy and 
in illness separately; however, uncertainty 
associated with a high-risk pregnancy is 
likely exaggerated by an illness with an 

often-unpredictable course.
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certainty was signifi cantly lower at discharge (Clauson, 
1996). Giurgescu et al. (2006) reported overall low levels 
of uncertainty in their sample, although the researchers 
speculated the high level of social support reported in this 
sample may have mitigated uncertainty.

Cevik and Yagmur (2018) used the Intolerance of 
Uncertainty Scale to measure reactions to uncertain sit-
uations in women at risk for pregnancy loss, fi nding a 
signifi cant difference between women at risk for miscar-
riage and those not at risk. Giurgescu et al. (2015) re-
ported in a small pilot study no signifi cant differences 
in levels of uncertainty between low-risk pregnant 
 African American women and African American women 
with preeclampsia.

Researchers used several tools to measure uncertainty in 
HRP: Mishel Uncertainty in Illness Scale (n = 2), Uncer-
tainty Stress Scale-High-Risk Pregnancy Version (n = 1), 
Intolerance of Uncertainty Scale (n = 1), and Parental Per-
ception of Uncertainty-Diagnosis (n = 1). Of key concern is 
that most of the instruments were not designed for use in 
pregnant women (See Table 1 for brief summary and Sup-
plemental Digital Content, http://links.lww.com/MCN/A54, 
for detailed fi ndings).

Findings from qualitative studies indicated uncertainty 
as a frequent situational stressor (Gupton, Heaman, & 

stress and coping and a combination 
of Snyder’s holistic model of the child-
bearing experience and Mishel’s un-
certainty in illness theory.

Most studies were conducted in 
 either the United States (n = 7) or Can-
ada (n = 4). Participants’ ages ranged 
from 18 to 43 years, although not all 
studies reported age ranges for parti-
cipants. Of studies reporting race 
(n =10), the majority, if not all of the 
participants were white with the ex-
ception of Giurgescu, Penckofer, 
Maurer, and Bryant (2006) and Shan-
non and Lee (2008) who included an 
ethnically diverse sample, Sun et al. 
(2008) and Tseng et al. (2008) who 
included only Taiwanese women, and 
Giurgescu et al. (2015) and Patterson 
(1993) who included only African 
American women. Ten of the studies 
reported on educational level. Most 
participants had completed high 
school, and many had at least some 
college. Of 11 studies reporting mari-
tal status, all but one study (Giurgescu 
et al., 2015)  included mainly or all 
married participants.

Studies included women with a va-
riety of HRP conditions (n = 5) or sin-
gular conditions (n = 14) including risk 
for or preterm labor, fetal conditions, 
advanced maternal age, thrombophil-
ia, pregnancy after fetal loss or risk for 
miscarriage, multiple sclerosis, prenatal depression, pre-
eclampsia, and maternal HIV infection. Gestational age at 
time of data collection ranged from the fi rst trimester to 
39 weeks gestation to 14 months postpartum. Of studies 
reporting on gravidity and parity, most studies included 
more multiparous women (n = 5).

Quality of Included Studies

Studies were graded on level and quality of evidence per 
Dearholt et al. (2012). All studies were level III (nonex-
perimental and qualitative studies). Most studies were of 
good quality (n = 16), providing reasonably consistent 
results, adequately powered given study design, and rec-
ommendations consistent with current scientifi c litera-
ture, one was rated as high quality and two studies were 
of low quality. Studies rated as low quality were graded 
as such due to insuffi cient sample sizes or inconsistent 
results.

Level of Uncertainty

Across studies quantitatively measuring uncertainty, re-
searchers reported, on average, low to moderate levels of 
uncertainty. Although Clauson (1996) reported low to 
moderate uncertainty on admission for most partici-
pants, 23% reported quite high levels of uncertainty. Un-

Figure 1.  Flow Diagram of Article Search and Selection Process
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Table 1. Studies on Uncertainty in High-Risk Pregnancy
Author (Year) Design Sample Size Key Findings

Carolan & Nelson 

(2007)

1, 4 22 Dealing with uncertainty emerged as one of the risk-related themes. Coped 
by seeking out more information or by emotionally distancing themselves 
from the pregnancy.

Cevik & Yagmur 

(2018)

2, 3 342 Higher uncertainty associated with lower psychological well-being and 
increased stress and anxiety.

Clauson (1996) 2, 4 58 Higher uncertainty associated with increased stress, perception of threat, and 
LOS and earlier GA.

Currie & Corn-

sweet Barber 

(2016)

1, 3 12 Pregnancy overshadowed by unpredictability and the need for control. 
Relationship with HCP, disempowerment in the hospital, and the role of 
support was evident.

Giurgescu et al. 

(2015)

2, 3 49 Higher uncertainty associated with increased psychological distress.

No differences in uncertainty between women with HRP and low-risk pregnancy.

Giurgescu et al. 

(2006)

2, 3 105 Higher uncertainty associated with increased avoidance as a coping strategy and 
decreased social support, psychological well-being, and positive interpretation.

Gupton et al. 

(1997)

1, 3 24 Situational stressors included uncertainty and lack of control. Social support 
and coping aided in mediating stress as a result of situational stressors, 
including uncertainty. 

Höglund & Dykes 

(2013)

1, 3 15 Unpredictable symptoms led to uncertainty over when to take symptoms 
seriously. Support from their partners and HCPs aided women in achieving 
balance.

Jones et al. (2005) 1, 4 7 Uncertainty was among the three aspects of emotional turmoil identifi ed.

Lou et al. (2016) 1, 3 16b HRP screening results generate worry and uncertainty. Coped by gathering 
information, social withdrawal or distraction, and focusing on the positive 
versus uncertainty.

Martens & Emed 

(2007)

1, 3 9 Uncertainty over the treatment outcome and labor and birth. Coped by taking 
control of uncertainty through a conclusive diagnosis, information, and 
maintaining perspective.

Moore & Côté-

Arsenault (2018)

1, 4a 19 The metaphor of navigating an uncertain journey emerged as the main 
fi nding. Women dealt with uncertainty through both negative and positive 
emotions.

Patterson (1993) 1, 3 17 Uncertainty over inability to determine the outcome incongruence with 
women’s projections of a typical pregnancy experience. Sought out advice 
from other women.

Price et al. (2007) 1, 3 12 HRP was a challenge with fear, uncertainty, and stress. Spiritual beliefs and 
practices aided women in their search for meaning as they moved through 
the experience of HRP.

Shannon & Lee 

(2008)

2, 4 20 Higher uncertainty associated with lower social support and increased perceived 
stress, interpersonal social confl ict, psychological symptom distress, and 
depressive symptoms.

Smeltzer (1994) 1, 3 15 Uncertainty over an unpredictable illness with incongruence in expectations 
of illness and pregnancy-related symptoms, labor and delivery outcomes, 
breastfeeding, and long- and short-term parenting and lack of information 
from HCPs. Social support was key.

Sun et al. (2008) 1, 4 20 Prevailing sense of uncertainty was the core category.

Tseng et al. (2008) 1, 3 12 Future uncertainty was among fi ve of the recurring subthemes. Previous 
negative experiences and HRP conditions beyond depression intensifi ed 
uncertainty.

Weiss et al. (2002) 1, 3 30 Uncertainty emerged as a complex mix of hope, worry, and denial over recognition 
of symptoms and the threat or risk attributed to the cause of the symptoms.

Note. 1, qualitative design; 2, quantitative design; 3, cross-sectional; 4, more than one time point; GA, gestational age; LOS, length of 
stay; HCP, healthcare provider; HRP, high-risk pregnancy.
aReview of pregnancy diaries
bStudy included couples 
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condition itself, treatment, labor and birth, and neona-
tal outcomes (Clauson, 1996; Jones et al., 2005; Mar-
tens & Emed, 2007; Smeltzer, 1994; Sun et al., 2008; 
Tseng et al., 2008). Women who had previously been 
pregnant constantly compared the current pregnancy 
with their previous pregnancy experiences (Martens & 
Emed; Patterson, 1993) and chronic illness experiences 
(Smeltzer, 1994). When these comparisons were incon-
gruent, uncertainty occurred. In women with prenatal 
depression, previous negative experiences tended to in-
tensify their uncertainty surrounding unpredictable preg-
nancy outcomes (Tseng et al., 2008).

Education and knowledge. Women with more educa-
tion experienced lower levels of uncertainty (Clauson, 
1996). Lack of information or knowledge about the con-
dition or pregnancy was related to higher uncertainty 
(Carolan & Nelson, 2007; Lou, et al., 2016; Martens & 
Emed, 2007; Smeltzer, 1994).

Social support. The role of social support in levels of 
and experience of uncertainty was evident across studies 
(n = 10). Women with higher uncertainty reported less 
social support (Giurgescu et al., 2006; Shannon & Lee, 
2008) and a higher incidence of interpersonal social con-
fl ict (Shannon & Lee, 2008). In pregnant women with 
multiple sclerosis, receiving mixed support from family, 
friends, and providers about their pregnancy intensifi ed 
their uncertainty while having an impact on their overall 
well-being (Smeltzer, 1994).

Healthcare team. Healthcare providers either helped 
or hindered the distress about uncertainty in HRP (Cur-
rie & Cornsweet Barber, 2016; Weiss et al., 2002). Wom-
en sought clarifi cation of symptoms or validation in their 
interpretation of symptoms from HCPs (Weiss et al., 
2002). When women felt there was a lack of information 
or a shared defi nition of the condition, it had a negative 
impact on their ability to perceive an accurate risk level 
(Smeltzer, 1994), whereas women who  reported receiving 
a conclusive diagnosis had less uncertainty ( Höglund & 
Dykes, 2013; Martens & Emed, 2007).  Patterson (1993) 

Ashcroft, 1997; Price et al., 2007; 
Smeltzer, 1994) related to having 
a high-risk condition during preg-
nancy that only time can resolve 
(Lou et al., 2016; Patterson, 
1993; Tseng et al., 2008). Uncer-
tainty was often central to the ex-
perience of HRP (Jones et al., 
2005; Moore & Côté-Arsenault, 
2018; Sun et al., 2008; Weiss, 
Saks, & Harris, 2002) and some-
thing that had to be dealt with 
(Carolan & Nelson, 2007; Mar-
tens & Emed, 2007). Uncertainty 
emerged as a complex mix of 
hope, worry, and denial (Lou et 
al. 2016; Moore & Côté-Arse-
nault, 2018; Weiss et al., 2002) 
that for some extended to future 
possibilities (Jones et al., 2005; 
Smeltzer, 1994; Sun et al., 2008; Tseng et al., 2008)

Factors Contributing to Uncertainty

Making sense of the symptoms. Women struggled to cor-
rectly identify the cause of physical symptoms when faced 
with chronic illness during pregnancy. Having pregnancy-
related symptoms on top of their  illness-related symptoms 
lead to uncertainty (Smeltzer, 1994). Women were uncer-
tain over which symptoms required action (Weiss et al., 
2002). Unpredictable contractions perpetuated a lack of 
control and  uncertainty over when to take them seriously 
(Höglund & Dykes, 2013). For some, this led to hypervigi-
lance in monitoring symptoms (Moore & Côté- Arsenault, 
2018). Some high-risk pregnant women struggled with 
lack of symptoms in certain conditions and not being able 
to predict if and when they will occur (Currie & Cornsweet 
Barber, 2016; Martens & Emed, 2007). Unpredictability of 
symptoms and duration of symptoms were among the top 
items that elicited the most uncertainty in high-risk hospi-
talized pregnant women (Clauson, 1996). Some physical 
symptoms, such as fetal movement were perceived as reas-
suring and aided in reducing uncertainty (Moore & Côté-
Arsenault, 2018) (See Figure 2).

Familiarity and congruence in events. Lack of famil-
iarity with the HRP experience was evident as women 
were thrust into medicalized care (Currie & Cornsweet 
Barber, 2016) and to some, a foreign world (Price et al., 
2007). A positive relationship was noted between levels 
of uncertainty and length of stay in hospitalized high-risk 
pregnant women (Clauson, 1996). In women at risk for 
preterm labor, early detection of contractions was more 
diffi cult in primigravida women as they had no familiar-
ity with pregnancy-related symptoms (Patterson, 1993). 
Women in Weiss et al.’s (2002) study actively sought 
ways to make their experiences with preterm labor famil-
iar by comparing knowledge from previous experiences 
and experiences of others.

Receiving an HRP diagnosis was often perceived as 
an unanticipated event. Uncertainty surrounded the 

Figure 2.  Uncertainty in High-Risk Pregnancy

UNCERTAINTY IN HIGH RISH PREGNANCY
Social support

St
re

ss
 o

r d
is

tr
es

s

U
np

re
di

ct
ab

ili
ty

Relationship with
health care providersM

ak
in

g
se

ns
e 

of
 th

e
sy

m
p

to
m

s

Fear

Anxiety Depression

Gestational age

Gathering information

Lack of control

Perception of threat

Ev
en

t c
on

gr
ue

nc
ePositive coping strategies

Negative coping strategies

Religion or spirituality

Lack of information

Psychological well-being
Lower education level

Length of stay

Conclusive diagnosis

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.



322 volume 44  |  number 6 November/December 2019

whereas others used social engagement as distraction (Lou 
et al., 2016). Social support aided in regaining a sense of 
balance (Höglund & Dykes, 2013) and mediated women’s 
stress (Gupton et al., 1997). Sharing stories with others 
(Patterson, 1993) and engaging with the healthcare system 
were also helpful in mitigating uncertainty (Martens & 
Emed, 2007; Weiss et al., 2002).

Women dealt with uncertainty by seeking more in-
formation (Carolan & Nelson, 2007; Lou et al., 2016; 
Martens & Emed, 2007; Patterson, 1993; Weiss et al., 
2002) and attempting to maintain perspective (Martens 
& Emed). Positive coping strategies were used to miti-
gate situational stressors such as uncertainty (Gupton 
et al., 1997). Spirituality and prayer helped women in 
search for meaning in HRP (Price et al., 2007). Lower 
uncertainty was related to more positive feelings (Price et 
al.) and positive emotions such as anticipation, excite-
ment, confi dence, and happiness were a focus in women 
with a previous fetal loss (Moore & Côté-Arsenault, 
2018). Other women coped with uncertainty by embrac-
ing negative emotions such as anxiety and fear (Moore 
& Côté-Arsenault, 2018) or by emotionally distancing 
themselves from the pregnancy (Carolan & Nelson, 
2007). Women with higher levels of uncertainty were 
more likely to report less positive interpretation and 
more avoidant coping strategies (Giurgescu et al., 2006) 
such as distraction (Lou et al., 2016).

Discussion
Uncertainty exists both in pregnancy and in illness; howev-
er, the uncertainty associated with a pregnancy compound-
ed by illness is likely exaggerated. An outcome unknown 
until birth in many cases; lack of support from family, 
friends, and HCPs; and insuffi cient knowledge were all 
factors that infl uenced not only high-risk women’s inter-
pretation of illness-related events, but overall uncertainty 
surrounding their pregnancies. Similar results have been 
reported in women with low-risk pregnancies (Hui Choi 
et al., 2012). Findings suggest that uncertainty is a regu-
lar occurrence in women facing HRP and that  uncertainty 
is either heightened or diminished by various personal, 
pregnancy-related, demographic, and healthcare-related 
factors.

reported that black women’s HCPs were the last consult-
ed when attempting to make sense of symptoms and risk; 
this fi nding may be attributed to racial differences in en-
gagement with the healthcare system.

Other factors affecting uncertainty. Certain demo-
graphic, illness-related, and psychosocial factors have 
been linked to uncertainty in high-risk pregnant women. 
Clauson (1996) found no differences in uncertainty levels 
based on parity, but earlier gestational age was associated 
with higher levels of uncertainty. This fi nding, however, 
was not replicated by Giurgescu et al. (2006), although 
the mean gestational age was greater in the latter study.

Uncertainty was increased in women who had more se-
vere disease (Price et al., 2007). Women with chronic, pro-
gressive illnesses, such as multiple sclerosis experienced 
uncertainty not only related to the pregnancy, but to future 
parenting concerns related to progression of their disease 
(Smeltzer, 1994). Uncertainty was closely tied to appraisal 
of maternal and fetal risk (Weiss et al., 2002) and increased 
in women who perceived higher levels of stress and threat 
(Clauson 1996; Price et al.; Shannon & Lee, 2008).

Outcomes Associated with Uncertainty

Research on outcomes of uncertainty has been largely 
limited to psychological outcomes. Higher uncertainty 
was associated with higher levels of psychological dis-
tress (Giurgescu et al., 2015) and lower psychological 
well-being (Cevik & Yagmur, 2018; Giurgescu et al., 
2006). Higher incidence of psychological symptom dis-
tress and depressive symptoms was also noted in women 
with more uncertainty (Shannon & Lee, 2008). Only 
one study reported the relationship between uncertainty 
and birth outcomes. There were no differences in level 
of uncertainty between full-term and preterm births 
( Giurgescu et al., 2015).

Coping with Uncertainty

High-risk pregnant women coped with uncertainty in a 
 variety of ways. In addition to affecting the level of and 
experience of uncertainty, social support also played a role 
in coping with uncertainty. Some women attended to the 
uncertain situation ahead by withdrawing socially with 
their partners as they came to their own understanding, 
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Certain pregnancy-related complications may 
invoke less or more uncertainty depending on 
severity of disease or intensity and frequency 
of symptoms.

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.



November/December 2019 MCN 323

risk pregnant women. Although it is likely that uncer-
tainty will exist to some degree throughout pregnancy 
until the outcome is known, nurses and other health-
care professionals may be able to mitigate uncertainty 
in high-risk pregnant women based on fi ndings. At the 
bare minimum, qualitative fi ndings may offer insight 
and empathy (Kearney, 2001) to the experience of HRP. 
Nurses who understand the signifi cance of uncertainty 
in adjusting to two confl icting life events can help wom-
en in their understanding of a high-risk diagnosis during 
pregnancy through anticipatory guidance. Healthcare 
professionals can offer anticipatory guidance (Kear-
ney) to women facing uncertainty by sharing how other 
women in similar situations have described uncertainty. 
Nurses may be able to share how other women have 
coped with their uncertainty in HRP. ✜
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Çevik, S., & Yağmur, Y. (2018). Impact of intolerance of uncertainty on 
psychological well-being in pregnant women with or without mis-
carriage risk. Perspectives in Psychiatric Care, 54(3), 436–440.

Clauson, M. I. (1996). Uncertainty and stress in women hospitalized with 
high-risk pregnancy. Clinical Nursing Research, 5(3), 309–325. https://
dx.doi.org/10.1177/105477389600500306

Currie, J., & Cornsweet Barber, C. (2016). Pregnancy gone wrong: Wom-
en’s experiences of care in relation to coping with a medical compli-
cation in pregnancy. New Zealand College of Midwives Journal, 
(52), 35–40. doi:10.12784/nzcomjnl52.2016.5.35-40

Cypress, B. S. (2016). Understanding uncertainty among critically ill 
patients in the intensive care unit using Mishel’s theory of uncer-
tainty of illness. Dimensions of Critical Care Nursing, 35(1), 42–49. 
https://doi.org/10.1097/DCC.0000000000000152

Dearholt, S., Dang, D., & Sigma Theta Tau International. (2012). Johns 
Hopkins nursing evidence-based practice: Models and guidelines. Re-
trieved from https://libguides.ohsu.edu/ld.php?content_id=16277844

DeSocio, J. E. (2018). Epigenetics, maternal prenatal psychosocial 
stress, and infant mental health. Archives of Psychiatric Nursing, 
32(6), 901–906. https://doi.org/10.1016/j.apnu.2018.09.001

Giurgescu, C., Penckofer, S., Maurer, M. C., & Bryant, F. B. (2006). Impact 
of uncertainty, social support, and prenatal coping on the psycho-
logical well-being of high-risk pregnant women. Nursing Research, 
55(5), 356–365. doi:10.1097/00006199-200609000-00008

Giurgescu, C., Sanguanklin, N., Engeland, C. G., White-Traut, R. C., 
Park, C., Mathews, H. L., & Janusek, L. W. (2015). Relationships 

Results suggest this body of knowledge is clearly in 
the descriptive phase. All studies were level III evidence 
and mainly good-quality studies (Dearholt et al., 2012). 
Most studies were cross-sectional and correlational, 
only offering data at a single point in time. This type of 
design does not allow for examination of how uncer-
tainty and uncertainty factors may have varied over 
time. No studies were found on uncertainty manage-
ment intervention for women with HRP. Uncertainty 
management interventions have been successful in other 
nonpregnant populations, including HIV (Brashers, Bas-
inger, Rintamaki, Caughlin, & Para, 2017) and diabetes 
(Amoako, Skelly, & Rossen, 2008), both of which have 
an impact on pregnant women.

Few studies included a diverse sample, and uncertainty 
was not examined by specifi c pregnancy-related condi-
tions in studies that included more than one high-risk 
condition. Some pregnancy-related complications may 
invoke less or more uncertainty depending on the severity 
of disease or intensity and frequency of symptoms that 
may partially explain variations in uncertainty levels. 
Most studies were subject to sampling bias related to de-
mographic characteristics, namely race, educational lev-
el, marital status, pregnancy-related illness, or single site 
or city location limiting the external validity of fi ndings.

High-quality descriptive studies examining uncer-
tainty in HRP with larger and more demographically 
and geographically diverse samples are needed to fur-
ther explore factors infl uencing uncertainty in high-risk 
pregnant women. Identifi cation of factors that are as-
sociated with higher uncertainty will allow for develop-
ment of more targeted and tailored interventions.

Clinical Implications
Occurrence of uncertainty is well documented in HRPs; 
however, degree of uncertainty experienced by high-risk 
pregnant women and the factors that infl uence uncer-
tainty are less clear, especially when compared with low-

Suggested Clinical Nursing Implications

•  Uncertainty associated with high-risk pregnancy is likely 
exaggerated by an illness with an often-unpredictable 
course. The outcome remains unknown until after birth.

•  Some pregnancy-related complications may invoke less 
or more uncertainty depending on the severity of disease 
or the woman’s appraisal of risk or threat surrounding 
the condition. The intensity, frequency, incongruence, or 
unpredictability of symptoms may intensify uncertainty.

•  Nurses must explore and seek to understand the 
individual concerns and factors contributing to uncer-
tainty in women’s experiences of high-risk pregnancy.

•  Understanding individual concerns and factors contribut-
ing to uncertainty allows nurses to offer clinical and 
emotional support and tailored coping strategies helpful 
in reducing uncertainty during high-risk pregnancy.

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.



324 volume 44  |  number 6 November/December 2019

Penrod, J. (2007). Living with uncertainty: Concept advancement. Jour-
nal of Advanced Nursing, 57(6), 658–667. https://doi.org/10.1111/
j.1365-2648.2006.04008.x

Price, S., Lake, M., Breen, G., Carson, G., Quinn, C., & O’Connor, T. 
(2007). The spiritual experience of high-risk pregnancy. Journal of 
Obstetric, Gynecologic, & Neonatal Nursing, 36(1), 63–70. 
doi:10.1111/j.1552-6909.2006.00110.x

Ricci, S. S. (2016). Essentials of maternity, newborn, and women’s 
health nursing (4th ed). Philadelphia, PA: Lippincott Williams & 
Wilkins.

Shannon, M., & Lee, K. A. (2008). HIV-infected mothers’ perceptions of 
uncertainty, stress, depression and social support during HIV viral 
testing of their infants. Archives of Women’s Mental Health, 11(4), 
259–267. doi:10.1007/s00737-008-0023-8

Smeltzer, S. C. (1994). The concerns of pregnant women with multiple 
sclerosis. Qualitative Health Research, 4(4), 480–502. doi:10.1177/
104973239400400409

Staneva, A., Bogossian, F., Pritchard, M., & Wittkowski, A. (2015). The 
effects of maternal depression, anxiety, and perceived stress during 
pregnancy on preterm birth: A systematic review. Women and Birth, 
28(3), 179–193. https://doi.org/10.1016/j.wombi.2015.02.003

Sun, J.-C., Hsia, P.-H., & Sheu, S.-J. (2008). Women of advanced maternal 
age undergoing amniocentesis: a period of uncertainty. Journal of 
Clinical Nursing, 17, 2829-2937. 

Tseng Y, Hsu C, Liu Y, & Chen C. (2008). The experiences of prenatal de-
pression among Taiwanese women. Journal of Advanced Nursing, 
64(5), 495–503.

Weiss, M. E., Saks, N. P., & Harris, S. (2002). Resolving the uncertainty of 
preterm symptoms: Women’s experiences with the onset of preterm 
labor. Journal of Obstetric, Gynecologic, and Neonatal Nursing, 31(1), 
66–76.

Whittemore, R., & Knafl , K. (2005). The integrative review: Updated 
methodology. Journal of Advanced Nursing, 52(5), 546–553. 
doi:10.1111/j.1365-2648.2005.03621.x

Zhang, Y. (2017). Uncertainty in illness: Theory review, application, and 
extension. Oncology Nursing Forum, 44(6), 645–649. https://doi.
org/10.1188/17.ONF.645-649

among psychosocial factors, biomarkers, preeclampsia, and pre-
term birth in African American women: A pilot. Applied Nursing 
Research, 28(1), e1–e6. doi:10.1016/j.apnr.2014.09.002

Gupton, A., Heaman, M., & Ashcroft, T. (1997). Bed rest from the perspec-
tive of the high-risk pregnant woman. Journal of Obstetric, Gyneco-
logic, & Neonatal Nursing, 26(4), 423–430. doi:10.1111/j.1552-6909.1997.
tb02724.x

Höglund, E., & Dykes, A. K. (2013). Living with uncertainty: A Swedish 
qualitative interview study of women at home on sick leave due to 
premature labour. Midwifery, 29(5), 468–473. doi:10.1016/j.midw.
2012.03.003

Hui Choi, W. H., Lee, G. L., Chan, C. H., Cheung, R. Y., Lee, I. L., & 
Chan, C. L. (2012). The relationships of social support, uncertainty, 
self- effi cacy, and commitment to prenatal psychosocial adaptation. 
Journal of Advanced Nursing, 68(12), 2633–2645. doi:10.1111/j.1365-
2648.2012.05962.x

Jones, S., Statham, H., & Solomou, W. (2005). When expectant moth-
ers know their baby has a fetal abnormality: exploring a crisis of 
motherhood through qualitative data-mining. Journal of Social 
Work Research and Evaluation, 6(2), 195–206.

Kearney, M. H. (2001). Levels and applications of qualitative research 
evidence. Research in Nursing and Health, 24(2), 145–153.

Lou, S., Nielsen, C. P., Hvidman, L., Petersen, O. B., & Risør, M. B. (2016). 
Coping with worry while waiting for diagnostic results: a qualitative 
study of the experiences of pregnant couples following a high-risk 
prenatal screening result. BMC Pregnancy & Childbirth, 16, 321

Martens, T. Z., & Emed, J. D. (2007). The experiences and challenges of 
pregnant women coping with thrombophilia. Journal of Obstetric, 
Gynecologic, and Neonatal Nursing, 36(1), 55–62. https://dx.doi.
org/10.1111/j.1552-6909.2006.00113.x

Mishel, M. H. (1988). Uncertainty in illness. Image—The Journal of 
Nursing Scholarship, 20(4), 225–232.

Moore, S. E., & Côté-Arsenault, D. (2018). Navigating an uncertain jour-
ney of pregnancy after perinatal loss. Illness, Crisis & Loss, 26(1), 
58–74. https://doi.org/10.1177/1054137317740802

Patterson, K. A. (1993). Experience of risk for pregnant black women. 
Journal of Perinatology, 13(4), 279–284.

Instructions for Taking the CE Test Online
Factors Affecting Uncertainty in Women with High-Risk Pregnancies

• Read the article. The test for this CE activity can be 
taken online at www.nursingcenter.com/ce/MCN. 
Tests can no longer be mailed or faxed.

• You will need to create a free login to your personal 
CE Planner account before taking online tests. Your 
planner will keep track of all your Lippincott Profes-
sional Development (LPD) online CE activities for you.

• There is only one correct answer for each question. A 
passing score for this test is 13 correct answers. If you 
pass, you can print your certifi cate of earned contact 
hours and the answer key. If you fail, you have the 
 option of taking the test again at no additional cost.

• For questions, contact LPD: 1-800-787-8985.
Registration Deadline: September 3, 2021.
Disclosure Statement:
The authors and planners have disclosed no potential 
confl icts of interest, fi nancial or otherwise.

Provider Accreditation:
LPD will award 1.5 contact hours for this continuing 
nursing education activity.
LPD is accredited as a  provider of continuing nursing 
education by the  American Nurses Credentialing 
Centerʼs Commission on Accreditation.
This activity is also provider approved by the California 
Board of Registered Nursing, Provider Number CEP 
11749 for 1.5 contact hours. LPD is also an approved 
provider of continuing nursing education by the District of 
Columbia, Georgia, and Florida CE Broker #50-1223.
Payment:
• The registration fee for this test is $17.95.

For additional continuing nursing education activities related to 
maternal child nursing, go to nursingcenter.com/ce.

Copyright © 2019 Wolters Kluwer Health, Inc. All rights reserved.


	20191100.0-00003.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (Apple RGB)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
    /Symbol
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Use these settings to create PDF's if you are not downloading low Res ads from AdSpring.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




