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Article 
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Abstract: Introduction: Lack of certainty or knowledge in health professions generates uncertainty, affecting 
clinical practice in decision-making (diagnostic or therapeutic), intervention design and therapeutic 
communication. In nursing, the lack of information to predict prognosis and outcome of interventions 
generates uncertainty: recognizing and managing it is essential for individualized, safe, and effective care. 
Objective: to assess uncertainty and the perception of a debriefing within the same shift (“intrathoracic pass”) 
as a proposal for improvement. Method: ad-hoc survey of nursing professionals and Auxiliary Nursing Care 
Technicians (ANC). Variables: age, work experience, PRU scale (Physisicians’ Reactions to Uncertainty) and 
additional question on intrathoracic pass. Results: Sample: 61 nurses and 10 TCAE (90.14 % female, 9.86 % 
male; mean age 35.18, standard deviation SD=13.04). Mean professional experience 11.74 years (SD=12.21); 
56.33% had ≤4 years of experience. Origin: 49.30% Intensive Care Units (ICU), 11.27% Hospitalization, 7.04% 
Emergency, 1.41% Primary Care and 30.99% Other Services. The mean level of uncertainty was 27.99 points 
(max. possible 75; SD=7.50), with stress (mean=25.55, max. possible: 40; SD=5.24) and anxiety (mean=15.80, max. 
possible: 25; SD=3.05) as major manifestations. The association uncertainty-age (r=0.339; p=0.004) and 
uncertainty-experience (r=0.391; p=0.001) correlated negatively (the older and more experienced, the less 
uncertainty), with no significant differences between degrees or services. 91.55% stated that the intra-day pass 
was useful to reduce uncertainty during the working day. Conclusion: Uncertainty is frequent in nursing, and 
implementing the intrashift pass is perceived as a competent strategy. 

Keywords: uncertainty; PRU scale; anxiety; stress; report; nursing communication 
 

Introduction 

Nursing care presents challenges such as uncertainty, that is inherent in life; Merle H. Mishel 
(1988) defined nursing uncertainty as “the inability to determine the meaning of events related to the 
disease”; uncertainty is the cognitive state in which the individual cannot structure an event due to 
lack of signals(1) or is unable to predict accurate results that provoke a series of emotions.(2) These 
difficulties in adapting to the situation and channeling emotions can become negative and affect 
mental health. 

Health professions, especially nursing, present uncertainty due to the complexity of health 
systems, the tasks to be performed and because they are a bridge of contact between users and the 
rest of the system. In nursing, uncertainty can arise during daily practice and decision-making, which 
can lead to burnout and decreased job satisfaction that compromise outcomes and quality of care. 

Uncertainty during clinical practice appears when there is insufficient information to predict the 
prognosis or the outcomes of an intervention. As a precursor of uncertainty there is the absence or 
lack of information that prevents the construction of one’s own references, addressing the problem 
with solutions built by experiences, knowledge, and intuitions, providing security;(3) the feeling of 
little security contributes to worry and anxiety even in contexts recognized as safe.(4) The most 
stressful clinical factors are complexity, importance, variety and variability of interventions, burden 
of care, degree of knowledge and professional experience. 

Disclaimer/Publisher’s Note: The statements, opinions, and data contained in all publications are solely those of the individual author(s) and 
contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to people or property resulting 
from any ideas, methods, instructions, or products referred to in the content.

Preprints (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 29 June 2023                   doi:10.20944/preprints202306.2162.v1

©  2023 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202306.2162.v1
http://creativecommons.org/licenses/by/4.0/


 2 

 

Emotionally, personal experience of uncertainty often is a negative feeling and can influence 
thoughts, feelings, or behaviors(5,6) causing stress, anxiety, exhaustion, fear, worry and even 
avoiding decision making.(7,8) Behaviorally, it can cause interprofessional communication problems 
or with patients, leading to erroneous and harmful diagnoses.(8,9) Cognitively, it can generate from 
excessive worry to avoidant behaviors, as is linked to anxiety (behavioral patterns characterized by 
subjective feelings, cognitions, tension, and physiological activation as a response), constituting a 
state assimilable to fear.(3) Uncertainty and anxiety appear anticipatorily due to ignorance of 
threatening future events. 

Low security feelings produce the appearance of worry and anxiety in contexts recognized as 
safe and/or habitual.(4) Being a dynamic and changing feeling over time, the reactions arising from 
uncertainty can be modified,(3) developed and improved consciously appearing a tolerance to 
uncertainty, understood as “the ability to act without having all the necessary information, nor the 
accuracy of the result, nor the security of the success of our actions”.(10) Uncertainty tolerance is an 
adaptive coping that seeks solutions, new plans and information about the uncertain event, accepting 
itself as another part of the daily routine and in positive force when acting professionally.(3) People 
with low tolerance for uncertainty feel overwhelmed and are unable to adapt, reacting with 
avoidance of the situation or ignoring these feelings of uncertainty;(5,6) these people perceive the 
unexpected as a threat, experiencing stress and avoiding confused impulses.(11) Uncertainty 
tolerance is based on a balance between negative and positive responses: imbalance can trigger 
negative responses,(12) as well as effects and reactions triggering decisions that may harm one’s own 
health and the patient’s health.(13) In health care facilities, uncertainty is associated with a higher 
rate of burnout, frustration, and avoidance of responsibility,(8,11) reflecting a lower perceived quality 
of life, a decrease in professional satisfaction (both in their functions and in professional relationships) 
and a decrease in professional self-care.(3,6) In professionals with good tolerance to uncertainty, 
insecurity manifests a dynamic state of self-evaluation perceived as positive in relation to care and 
safety, providing better care during basic nursing care due to adaptation in the search for solutions.(7) 

The Physicians’ Reactions to Uncertainty (PRU) scale quantifies the tolerance to uncertainty in 
medical professionals, measuring their reactions to uncertainty and its influence on the patient.(14) 
This scale quantifies the capacity to tolerate ambiguity and uncertainty, which have a major impact 
on clinical practice and healthcare.(14) 

In nursing, communication is the main tool to establish a relationship and a bond with the 
patient, his relatives and all the professionals involved.(8,17) This communication is part of daily 
work: listening, talking, and responding to concerns and questions from patients and their 
environment. Correct interactions and the exchange of objective information facilitate the success of 
the intervention.(17) Without an adequate professional-patient transfer, three types of 
comprehension errors can occur: knowledge (distrust of the sender’s knowledge), content (lack or 
lack of training of the sender) or transmission (perception of lack of veracity in the mode of 
transmission of the message).(18) 

Improving collaboration between professionals allows solving problems, developing cohesion, 
informing, and updating information and individually improves awareness of responsibility by 
providing quality care and personal and professional satisfaction. Communication between service 
professionals occurs during the transfer of information between shifts in meetings at the beginning 
of the workday and at the end of it, when sharing updated patient information with the next shift.(19) 
In our environment, the time to share this information is known by different names, such as “shift 
pass”, “shift delivery”, “shift change”, “guard pass” or “patient transfer” and has great importance 
to be able to provide comprehensive nursing care, guarantee continuity of care and safety in care.(20) 
A work shift is characterized by a variety of ideas, beliefs, values, attitudes, and aptitudes: 
establishing constructive collaboration and common collective thinking will benefit the results. The 
objectives of these meetings are the coordination and prioritization of care with critical 
reasoning,(6,21) highlighting the most important attentional aspects, establishing interactions aimed 
at restoring and preserving the health of the people served based on respect and the needs of each 
patient. 
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Written clinical courses support oral communication and reflect important aspects, but they 
usually contain medical terms, acronyms and specific language that can lead to confusion (due to 
similarity with others, the context used or being unknown),(23) hindering nursing care and 
increasing uncertainty.(22) Transferring information directly in these joint meetings allows us to 
know the status and evolution of the patient to update nursing care adapting it to each unmet need. 
Sharing information generates positive feedback by exposing issues and resolving them through 
mutual learning.(19) Information transfer requires time, assertive communication, active listening, 
non-verbal and verbal communication (optimizing objective information, the evolution of each 
patient, modification of treatment and procedures performed).(22) If biopsychosocial information is 
not accurate, timely, complete, and relevant, defects in comprehensive care may occur. Improved 
information transfer improves communication and reduces the omission of critical information.(20) 
Information transfer between professionals is critical, but it has a weakness that is not to have a pre-
established and protocolized structure; its standardization has been proposed as a strategy for the 
efficient use of health system resources and guarantee of reliability.(6) 

“Shift passing” between shifts is widespread; in Intensive Care Units (ICUs), due to their 
specificity and complexity of tasks, this intraprofessional communication is also conducted between 
members of the same shift (“intrashift pass”), not only between correlative shifts (“shift pass”).(24–
26) The care activity in the ICU is marked by uncertainty and the communication of the nursing team 
can condition the care results: omission of information could seriously harm hospitalized people’s 
health, particularly in clinically unstable patients.(6,25) To implement the intrashift pass can allow to 
avoid uncertainty and disparity of points of view or interests among professionals,(27) using a 
participatory communication model and favoring involvement towards common objectives. The 
decentralization and the low hierarchy inside them favor the contribution and involvement of the 
team in objectives, plans and achievements contributing to greater satisfaction and personal 
independence when feeling the support of the group. The intrashift pass provides the team with 
knowledge of patients (diagnosis, treatment, needs and interventions) quickly and thoroughly, 
facilitating open discussion of each situation to coordinate interventions and providing a broad and 
general vision of the service.(19) 

In nursing, work performance can increase, and uncertainty can be reduced, helping to meet 
psychological needs, strengthening work designs, and promoting participation through effective 
intraprofessional communication that solves routine tasks with concrete and immediate results.(5,24) 

The objective of this study is to investigate the degree of uncertainty in the nursing services of 
our environment and to evaluate the perception of the implementation of an intrashift pass as a 
proposal for improvement. 

Material and Methods 

Ad-hoc survey distributed through social networks for nursing care professionals and Auxiliary 
Nursing Care Technicians (ANC). Variables: sex, age, qualification, service or unit, work experience, 
PRU scale (Physicians’ Reactions to Uncertainty) and additional question on the perception of the 
intrathoracic pass as a tool to improve uncertainty. 

The sample included in the study was selected by convenience sampling, with anonymous and 
voluntary participation in the survey, and informed consent obtained through acceptance of the 
terms and conditions of the survey itself. “This study was approved by the scientific review 
commision of Escuelas Universitarias Gimbernat (attached to the Universitat Autonoma de 
Barcelona) in January 15th 2023, with the identification code #23001NC.” 

PRU scale: 15 items, two dimensions with two categories, respectively: 1-Stress from uncertainty 
(subcategories Anxiety due to Uncertainty, 5 items, and Concern About Bad Outcomes, 3 items); 2-
Reluctance to Disclose Uncertainty and Mistakes (subcategories Reluctance to Disclose Uncertainty 
to Patients, 5 items, and Reluctance to Disclose Mistakes to Physicians, 2 items).(11) Each item scored 
on a 5-point Likert scale [Strongly disagree (1 point), Disagree (2 points), Neither agree nor disagree 
(3 points), Agree (4 points), Strongly agree (5 points)]. The result of each subcategory is obtained from 
the sum of its items (items 4, 9, 10 and 12 score inversely). The maximum score is set at 90 points 
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when using the Likert scale based on 6 points for each item, or 75 points (responses scored from 1 to 
5), simplifying and clarifying the answers. The results in literature use to reflect higher scores in 
physicians with greater concern about poor care outcomes and greater reluctance to disclose 
uncertainty, among younger and less experienced professionals.(16) Responses with multiple options 
selected were excluded and considered invalid responses. 

Statistical analysis was performed using MicrosoftTM Excel® and IBMTM SPSS v.27 software. A 
descriptive analysis of the variables (age, sex, qualification, service, experience, shift pass between 
shifts and intrashift, PRU scale) and inferential variables was carried out using parametric tests: 
Pearson correlation (relationship between uncertainty and years of professional experience and 
relationship between uncertainty and age), t-distribution (uncertainty by professional groups) and 
ANOVA (differences in uncertainty between different care services). Statistical significance was 
considered with a p-value=0.05, and 95% confidence intervals. 

Results 

The sample was collected during the first quarter of 2023 through communication networks 
between professionals. The final sample included a total of 71 participants (61 nurses, 85.9% and 10 
TCAEs, 14.1%, Figure 1) from health centers in our region. 90.1% were women and 9.9% were men 
(age: mean=35.18 years, minimum=20, maximum=61, standard deviation SD=13.04) (Figure 2a). The 
average professional experience was 11.74 years (SD=12.21) and most (43.7%) had less than four years 
of professional experience (Figure 2b). The most represented services and units were ICU (49.3%), 
Hospitalization (11.3%), Emergency (7.0%), Primary Care (1.41%) and other services (31.0%) (Figure 
3). 84.5% of the participants performed reunions between shifts in their services, while 63.4% also 
performed reunions in the same shift (intrashift) mostly belonging to ICU services. 

 
Figure 1. Profession of participants. 
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a)  

 

b) 

Figure 2. Scatter plots of: a) Age; b) Years of experience. 

 
Figure 3. Origin services of the participants. 
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The average level of uncertainty (total PRU scale) gave a mean of 27.99 points (37.32% of the 
maximum score, SD=7.5), with no significant differences between genders (women=28.3, SD=7.61; 
men=25.3, SD=5.44; p=0.347), between professions (Nursing=27.9, SD= 7.54; CAE=28.2, SD= 7.61; p= 
0.743) or between services or care units. 

When analyzing separately each dimension of the PRU scale (Table 1), results showed that 
Stress-generated uncertainty obtained a higher score (mean=25.55, 64% of the maximum score; 
SD=5.24), above the Reluctance to reveal errors and uncertainty (mean=20.07, 57.34% of the maximum 
score). Analyzing each of the subcategories, the highest score was in Concern for poor results with 
an average of 9.75 points (65% of the maximum score, SD = 2.71), followed by Uncertainty anxiety 
that showed an average score of 15.8 points (63.2% of the maximum, SD = 3.05), followed by Reveal 
uncertainty to patients with an average of 15.46 points (61.84% of the maximum, SD=2.27) and 
Reluctance to disclose errors to physicians with 4.61 points mean (46.1% of the maximum, SD=1.78) 
(Table 2). 

Table 1. General results of the PRU scale. 

Descriptive Statistics 
 N Minimum Maximum Mean Std. Deviation 

Uncertainty anxiety 71 8 21 15,80 3,045 
Concern about poor results 71 4 15 9,75 2,708 

Stress generated by uncertainty 71 12 34 25,55 5,239 
Reluctance to reveal uncertainty to the patient 71 10 20 15,46 2,267 

Reluctance to disclose errors to doctors 71 2 10 4,61 1,785 
Reluctance to disclose uncertainty and errors 71 13 29 20,07 2,944 

Total 71 5 43 27,99 7,500 
Valid N (listwise) 71     

Table 2. PRU scale score by professional groups. 

 Profession N Mean Std. Deviation Std. Error Mean 

Uncertainty anxiety 
Nursing 61 16,08 3,018 ,386 
TCAE 10 14,10 2,767 ,875 

Concern about poor results 
Nursing 61 9,72 2,739 ,351 
TCAE 10 9,90 2,644 ,836 

Stress generated by uncertainty 
Nursing 61 25,80 5,329 ,682 
TCAE 10 24,00 4,595 1,453 

Reluctance to disclose uncertainty to 
the patient 

Nursing 61 15,36 2,353 ,301 
TCAE 10 16,10 1,595 ,504 

Reluctance to disclose errors to doctors 
Nursing 61 4,48 1,410 ,180 
TCAE 10 5,40 3,273 1,035 

Reluctance to disclose uncertainty and 
errors 

Nursing 61 19,84 2,602 ,333 
TCAE 10 21,50 4,428 1,400 

Total 
Nursing 61 27,95 7,544 ,966 
TCAE 10 28,20 7,613 2,407 

The PRU scale scores showed a statistically significant negative correlation between uncertainty 
and age (r= -0.339; p=0.004) (Figure 5), as well as between uncertainty and experience (r=-0.391; 
p=0.001) (Figure 6), showing that the older participants and the most experienced reflected less 
uncertainty: the younger and more inexperienced are more at risk of suffering negative 
manifestations (stress and anxiety) due to uncertainty. 

91.6% answered affirmatively to the question about whether the intrashift pass would improve 
the perceived uncertainty during the work shift (39.4% agreed, 52.1% strongly agreed (Figure 4); Only 
1.41% strongly disagreed with the establishment of the intrashift pass as a tool for reducing 
uncertainty (Table 3). 
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Figure 4. Graph of the perception that the implementation of an intrashift pass would positively 
influence professional uncertainty. 

 
Figure 5. Correlation between professional experience (years of experience) and uncertainty (PRU score). 
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Figure 6. Correlation between age (years) and uncertainty (PRU score). 

Table 3. Score on the perception of the implementation of the intrashift pass as a tool to reduce 
uncertainty. 

Do you think that the implementation of the report pass between the same shift would 

improve your uncertainty and your safety during the working day? 

 Frequency Percent 
Valid 

Percent 

Cumulative 

Percent 

Valid 

Strongly disagree 1 1,4 1,4 1,4 
In disagreement 3 4,1 4,2 5,6 

Neither agree nor disagree 2 2,7 2,8 8,5 
I agreed 28 38,4 39,4 47,9 

Totally agree 37 50,7 52,1 100,0 
Total 71 97,3 100,0  

NA  2 2,7   
Total 73 100,0   

Limitations 

This study possibilities of generalization may be limited by the sample size and by the hospital 
origin of the participants, as well as their small territorial diffusion. Most respondents are women, 
agreeing with the reality of the nursing profession, but it prevents comparison by gender due to the 
low representation of men in the sample. 

The tool used as a variable (PRU scale) is a validated scale created for physicians and residents, 
so it contains some very specific item in this field, which could generate that some question was 
inappropriate for nursing; however, in the absence of a specific validated scale on nursing 
uncertainty, the questions were considered sufficiently appropriate for the type of participants. 

Discussion 

Although the sample was limited in number and origin, the results of the study can be 
interesting because participants belonged to both public and private health organizations and 
subsidized centers, obtaining information on different work methodologies, working conditions and 
schedules. The fact that no significant differences were detected between genders and units of origin 
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supports the idea that the results are uniformly shared among the participating services. 85.9% of the 
participants were women, in line with the greater female participation of the nursing profession. The 
average professional experience was 11.74% years, highlighting the greater participation of younger 
professionals by participating to a greater degree in professional dissemination networks through the 
Internet (43.70% of participants had less than four years of professional experience 63.40% of the 
participants already performed the “intraturn pass” in their jobs; probably it is because ICU was the 
most represented service (49.3%), since in this service an additional pass to the “shift pass” (between 
consecutive shifts) is conceived as of greater importance due to the complexity of the actions in this 
care area. Our results found no significant differences between different care services, as did the 
background of an Italian study (28) that found no significant differences in the manifestation of 
uncertainty between medical specialties. 

Uncertainty is generated in all nursing professionals during their daily practice, evidencing in 
our sample intermediate levels of uncertainty (mean=27.99 out of a maximum of 75 points, SD=7.50, 
representing 37.32% of the maximum score), with no statistically significant differences between ages, 
qualifications, or services of origin. In other studies carried out on medical graduates, evidence shows 
that uncertainty tends to be perceived in a higher proportion in women;(29) although our sample 
included a limited number of men and therefore statistical significance is not sufficient, this trend of 
higher scores on the PRU scale in women (28.3 points) than in men (25.3 points) seems to be 
confirmed. 

Moderate negative correlations with statistical significance between uncertainty, age and 
experience are compatible with the available evidence in this regard and are also consistent with 
clinical experience. The literature shows that younger and inexperienced professionals manifest 
greater stress and anxiety derived from a lower tolerance for uncertainty.(9,30) 

In physicians and residents, the most affected item is the reluctance to disclose errors to 
others.(11) The results of our study analyzed by subscales and dimensions show, however, a greater 
concern and anxiety about care outcomes than about the reluctance to report errors, what can be 
interpreted as very beneficial for the people served because there is no tendency to minimize errors 
and “protect themselves”, which could be detrimental to patients and their health status. 

Addressing issues such as anxiety and stress can improve personal and professional satisfaction, 
providing more satisfying nurse-patient care with quality care. There are no standardized references 
on specific strategies or tools, but the importance of improving communication to mitigate 
uncertainty is highlighted,(8) proposing as immediate implementation the creation of a 
communication space at the beginning of the workday to share uncertainty among professionals and 
face uncertainty in a productive and satisfactory way, implementing the intrashift pass to support 
the transmission of information and incorporate it to the existing written record. Promoting the 
culture of error (not penalizing the communication of errors) in the workplace can enhance individual 
and collective confidence(13) and can be a constructive attitude. 

Uncertainty is a common phenomenon in nursing, regardless of the service or unit, affecting all 
its members. Sharing doubts, questions, and expectations among professionals on the same shift 
reinforces the perception of uncertainty and generates positive constructive collaboration at work, 
being important for the group and for the care results. The “intrashift pass” is perceived as a useful 
strategy to reduce uncertainty and improve well-being in nursing. 

The results of this study, despite their limitations, offer new lines of research on the causes and 
situations of greater uncertainty to create validated quantification tools and strategies for detection, 
recognition, and management of uncertainty, partially alleviating the scarcity of data on uncertainty 
in nursing. Tools and methods that help meet the psychological needs of professionals will combat 
the low tolerance for uncertainty in contexts of change, offering lines of research to address, improve 
or solve uncertainty. 

The greatest strength of this study is its descriptive nature of the current situation of the nursing 
profession, collecting the perception and analyzing the results on concerns or needs of its workers, 
improving the understanding of the phenomenon of uncertainty in nursing. Emphasizing 
professional communication as a starting point for the investigation of the concept, addressing 
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uncertainty from methods of the discipline, facilitating intervention from the relationship established 
between its workers. 

Therefore, their results also open a new path towards novel studies that provide specific tools 
or methods to mitigate uncertainty and reduce the symptoms caused in professionals. 
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