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Abstract 

Aim: The aim of this concept synthesis was to add clarity to the concept of vulnerability with 

application to the Emergency Department (ED) by critiquing, analysing and amalgamating 

published concept analyses.  

Background: The concept of vulnerability has been used widely, however it has various 

meanings. A clearer understanding of vulnerability and application to the ED may help 

healthcare professionals provide high quality care responsive to the needs of vulnerable 

individuals.   

Method: Nine concept analyses of vulnerability were retrieved using Medline, CINAHL, and 

PsycINFO databases. After extracting data on each analysis, Walker and Avant’s concept 

synthesis method was used to structure this synthesis, with a thematic synthesis approach 

used in the analysis.   

Findings: Four themes associated with vulnerability emerged from the synthesis. The first 

theme, vulnerability as a journey, reflected elements within an individual’s life that 

perpetuate and exacerbate vulnerability. The second theme, vulnerability as susceptibility and 

risk, highlighted intrinsic and extrinsic elements that contribute to a state of risk. The third 

theme, positive and negative repercussions, emphasised lessons that can be learned from 

experience, with the fourth theme of a shared understanding indicating the importance of 

understanding the concept of vulnerability for patient care. 

Conclusion: Findings from this synthesis highlight the multiple elements associated with a 

vulnerable state, evident in the context of the ED. With multiple ED-specific elements 

contributing to vulnerability, clarity of the term is important to inform ED-specific 

interventions designed to meet the needs of vulnerable populations. 
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Introduction 

The Emergency Department (ED) is a critical component of the healthcare system. ED 

presentation rates across the world vary in number, often representing considerable 

proportions of the population. In England there were 23.9 million ED presentations in 2017-

18 (Torjesen, 2018), an increase of 4.8 million since 2007-2008. This is a sizeable number 

when considering the country’s population of 66 million in 2018 (Office for National Office 

for National Statistics, 2019). The United States (US) had 139 million ED visits in 2017 

(CDC, 2020b), again considerable with a population of 323 million (U.S. Census Bureau, 

2019). Similar trends are evident in Australia where in 2016-2017, 7.8 million patient 

presentations were made to Australian ED’s, against a population backdrop of around 24 

million (Australian Bureau of Statistics, 2019). As population growth alongside ED 

presentation numbers continue to increase internationally, the demand for timely and efficient 

healthcare is amplified. 

The ED functions as a vital interface between hospital and pre-hospital emergency services 

such as police and ambulance (Christ et al., 2010). Whist some individuals who present to the 

ED are considered vulnerable and in need of specialised care (Brownlie, 2017), the ability to 

identify these patients is important to ensure high quality patient care, and efficient and 

effective ED services are tailored accordingly. As an initial step to understand vulnerability in 

the ED context, a concept synthesis was undertaken. 

Vulnerability in healthcare 

Vulnerability is a frequently used term in health, yet it remains a concept that has multiple 

definitions. This is due to the numerous meanings attributed to vulnerability, complicated by 

the context in which it is used. Whilst providing broad interpretations create a holistic 

approach to the concept, they inadvertently prevent the development of specific strategies, 

exacerbating current issues of vulnerability and resulting in reactive rather than proactive 

measures (Enang et al., 2019). For example, one definition of vulnerability reflects a 

condition and process, whereby the underlying condition, the exposure to risks or shocks 

impacting on wellbeing, and the individual’s ability to cope with the outcomes, determine the 

level of vulnerability (Zarowsky et al., 2013). Other definitions identify causative agents (e.g. 

toxic agents, microbes) that can cause a heightened level of susceptibility to harm (Tomm-

Bonde, 2012). Further definitions link vulnerability to the inevitable result of aging (Bozzaro 

et al., 2018).   
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Within health, the concept of vulnerability has been useful for developing an understanding 

of the patient to which care can be tailored (Heaslip & Ryden, 2013). For example, it has 

been linked to being ‘exposed’ or ‘at risk’ of harm (Aven, 2011; Heaslip & Ryden, 2013). 

Vulnerability is generally associated with particular disadvantaged groups and the presence 

of precursors such as intrinsic factors (i.e. the capacity to consent) or extrinsic factors (i.e. 

socioeconomic position) (Bracken-Roche et al., 2017; Clark & Preto, 2018).  Despite the 

multiple context-dependent interpretations, vulnerability holds significance for nursing in 

understanding and responding to the needs of potentially vulnerable patients with whom they 

may interact.   

Aim 

There are multiple definitions and conceptualisations of vulnerability. Because of this, the 

aim of this concept synthesis was to amalgamate previous concept analyses to gain an 

understanding of how the term vulnerability has been used. Whilst this work will be useful 

across many healthcare settings, it will be particularly beneficial to ED clinicians, who see a 

wide range of vulnerable individuals. The understanding gained may assist ED staff in 

tailoring their care to meet the needs of vulnerable people.   

Methods 

Design 

Walker and Avant’s (2005) structured approach was used to guide our concept synthesis as 

this approach is designed to add new knowledge to a concept where the use may be 

widespread but the meaning may have varied interpretations (Walker & Avant, 2005).  

Identification of current concept analyses 

Online databases including Medline, CINAHL and PsycINFO were searched to locate 

published, peer-reviewed concept analyses of vulnerability. These databases were selected as 

they provided a comprehensive range of medical and nursing-based disciplines. Keywords 

included “vulnerability” AND “concept analysis”, with truncation applied to the keywords to 

ensure all relevant articles were captured. These keywords were appropriate as it was 

important to gather a wide range of perspectives, thereby not specifically refining the concept 

of vulnerability to the patient population.   
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The inclusion criteria were: articles published in the English language between January 2000 

and December 2019 (to capture all contemporary understandings of the concept of 

vulnerability); articles that clearly identified a concept analysis was undertaken and 

documented their analysis approach. In this full-text review stage all authors (RW, WC, JC, 

JR) reviewed potentially eligible articles. The screening process and final articles used in the 

synthesis were captured in a PRISMA flowchart (see Figure 1). 

 

<<INSERT FIGURE 1 HERE>> 

 

Data Analysis and Synthesis 

Data extraction aimed to provide brief descriptions of included articles and incorporated 

article details (authors, year, country of publication), context/discipline, concept analysis 

approach, antecedents and consequences/implications. The articles were synthesised using a 

thematic synthesis approach (Thomas & Harden, 2008). Thematic synthesis involves the 

systematic coding of data, followed by generation of descriptive and analytical themes. This 

method of synthesis is a three-stage process, which includes line-by-line coding, followed by 

the generation of descriptive themes and finally the development of analytical themes which 

extend beyond the original studies to determine key messages (Table 1). The first author 

(RW) led the analysis with other authors meeting to discuss and interrogate the analysis and 

emerging findings. Findings from this approach resulted in the development of a schematic 

representation to guide understanding of vulnerability. 

 

<<INSERT TABLE 1 HERE>> 

 

Results  

A PRISMA flowchart of included and excluded articles used in the synthesis is shown in 

Figure 1. The articles were screened (n=140) for adherence to the inclusion criteria, with nine 

articles included in the synthesis. Table 2 summarises data extracted from included articles. 

This data extraction process informed the thematic synthesis. The articles originated from 

various countries including the United States (n=5), the United Kingdom (n=2), Germany 
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(n=1) and the Netherlands (n=1). The articles were written from a variety of healthcare 

perspectives including critical care (n=1), medical ethics and philosophy (n=1), pregnancy 

(n=1), older adult nursing (n=1), perioperative nursing environment (n=1), homeless 

adolescents (n=1), paediatric oral health (n=1), nursing (n=1) and pregnant women in 

research (n=1). The articles explored various attributes such as the importance of 

collaboration and a shared understanding of vulnerability (Baumhover & May, 2013; Boldt, 

2019; van der Zande et al., 2017). Other attributes discussed included the characteristics 

required to care for vulnerable people (Cline, 2016), and defining aspects, influencing 

elements of vulnerability, and the journey encountered (Briscoe et al., 2016; Cousley et al., 

2014; Dorsen, 2010; Mattheus, 2010; Purdy, 2004). Whilst some articles clearly reported 

consequences of vulnerability (as per the concept analysis structure), others reported 

implications.     

Four themes that arose from the thematic synthesis and their interrelationships are depicted in 

Figure 2. The first theme of vulnerability as a journey reflected elements within an 

individual’s life that perpetuate and exacerbate a vulnerable state. The second theme of 

vulnerability as susceptibility and risk highlighted intrinsic and extrinsic elements, which 

contribute to a state of risk. The third theme of positive and negative repercussions 

emphasised lessons that can be learned from experience, with the fourth theme indicating the 

importance of a shared understanding.  

 

<<INSERT TABLE 2 HERE>> 

<<INSERT FIGURE 2 HERE>> 

Vulnerability as a journey  

Vulnerability was conceptualised as a journey. Along this journey, two precursors worked 

synergistically to impact the presence and degree of vulnerability. The first was a major 

trait/life circumstance that impacts on an individual’s normal state of functioning, described 

as being out of the individual’s control. Traits included advanced or young age (Briscoe et al., 

2016; Cline, 2016; Dorsen, 2010; Mattheus, 2010; Purdy, 2004) or individuals with 

illness/disability/pregnancy causing impaired capacity to consent (Baumhover & May, 2013; 

Boldt, 2019; Briscoe et al., 2016; Cline, 2016; van der Zande et al., 2017). Life circumstances 
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included socially disadvantaged individuals including the unemployed and homeless (Boldt, 

2019; Cousley et al., 2014; Dorsen, 2010).       

The second precursor was in relation to access and pertained to an individual’s capability to 

obtain assistance when required. Access circumstances were discussed as elements that 

influenced an individual’s ability to access help. These circumstances were either external to 

the individual, including processes associated with healthcare such as surgery and family 

fragmentation (Cline, 2016; Cousley et al., 2014; Dorsen, 2010; Mattheus, 2010), or internal, 

where the individual lacked an element in their own life requiring access to further help, and 

included elements such as lack of education, financial resources, and or life skills 

(Baumhover & May, 2013; Cline, 2016; Purdy, 2004; van der Zande et al., 2017).  

 The core of vulnerability is susceptibility and risk 

The synthesis revealed that vulnerability is attributed to a degree of susceptibility and risk.  

The term ‘risk’ (Baumhover & May, 2013; Cousley et al., 2014; Dorsen, 2010; Purdy, 2004; 

van der Zande et al., 2017) and ‘susceptibility’ (Baumhover & May, 2013; Boldt, 2019; 

Purdy, 2004; van der Zande et al., 2017) were used frequently to describe the notion that 

exposure to an intrinsic or extrinsic component must first occur before vulnerability is 

encountered.   

Intrinsic components pertained to the individual themselves and highlighted aspects that 

place an individual at risk of a susceptible state. These included physical/cognitive 

immaturity (Briscoe et al., 2016; Mattheus, 2010; Purdy, 2004) and physical/psychological 

manifestations (Baumhover & May, 2013; Briscoe et al., 2016; Cousley et al., 2014). One 

author suggested that the presence of susceptibility, chance, and openness acted in a dynamic 

interplay to predispose an individual to vulnerability (Purdy, 2004). Extrinsic components 

identified deficits which exist within an individuals’ environment. This, in return, contributed 

to a susceptible state and included barriers such as limited income (Mattheus, 2010) and poor 

access to healthcare (Briscoe et al., 2016).   

Vulnerability has positive and negative repercussions 

The articles reflected vulnerability as having positive and negative repercussions. Positive 

repercussions were associated with the ability to grow and change from the vulnerable 

experience, highlighting the capability of an individual to learn and adapt with future coping 

mechanisms (Baumhover & May, 2013; Briscoe et al., 2016; Cousley et al., 2014; Mattheus, 
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2010; Purdy, 2004). This suggests that vulnerability can be a constructive learning 

experience.  

The articles also indicated negative physical and psychological repercussions regarding 

vulnerability pertaining to the patient. The presence of vulnerability resulted in a decline of 

current functioning of the individual whereby more support to overcome the vulnerability 

was required (Baumhover & May, 2013; Briscoe et al., 2016; Cline, 2016; Cousley et al., 

2014; Dorsen, 2010; Mattheus, 2010; Purdy, 2004). More specifically, psychological harm 

was discussed interchangeably with physical damage, suggesting that one cannot exist 

without the other in cases of vulnerability (Baumhover & May, 2013; Dorsen, 2010; 

Mattheus, 2010).  When vulnerability was viewed in a negative stance either from oneself or 

others, negative repercussions were often encountered through the creation of barriers (Purdy, 

2004).   

A shared understanding promotes supportive care 

The articles identified various strategies to address vulnerability, which were predicated on 

the importance of developing a shared understanding of vulnerability. This shared 

understanding can assist in tailoring specific care to meet the needs of potentially vulnerable 

individuals. Understanding the concept of vulnerability was highlighted as important to 

potentially addressing patients who may be at risk of being vulnerable (Briscoe et al., 2016; 

Cline, 2016; Cousley et al., 2014; Dorsen, 2010; Purdy, 2004; van der Zande et al., 2017). 

The articles further identified interventions to address vulnerability at the patient (Baumhover 

& May, 2013; Mattheus, 2010; Purdy, 2004), healthcare professional (Baumhover & May, 

2013; Briscoe et al., 2016; Cline, 2016; Cousley et al., 2014), and vulnerable population in 

research (van der Zande et al., 2017) level. Whilst varied, these were focused on a re-

conceptualization of the concept of vulnerability which takes into account early identification 

of specific characteristics of the individual (Baumhover & May, 2013; Boldt, 2019; Briscoe 

et al., 2016; Cline, 2016; Dorsen, 2010; Mattheus, 2010; Purdy, 2004; van der Zande et al., 

2017) further reinforcing that reducing vulnerability requires an individualised and 

comprehensive approach. 

 

Discussion 
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In synthesising the findings from the articles, a new and more comprehensive understanding 

of vulnerability has emerged. For example, vulnerability is not a stable trait but dynamic 

journey that is influenced by an individual’s susceptibility and risk at a particular point in 

time. Additionally, vulnerability in and of itself is not negative; in fact it provides the 

opportunity to grow and learn. Finally, by better understanding and recognising patients’ 

vulnerability, health professionals have the potential to positively influence the patient’s 

journey, their experiences and their outcomes. However, it is important to recognise that due 

to the origin of the articles, these themes reflect a European-American cultural viewpoint and 

understanding of the concept.  

 

The ED is responsible for the first step in managing the patient journey into the hospital 

system (Hitchcock et al., 2014). As the demand for ED services grows, the ability of the ED 

to provide required care has increasingly gained media and scholarly attention (Freed et al., 

2015) signifying the importance of rapid and effective care. In presenting to the ED, people 

have often exhausted all other measures to care for themselves and some are driven to attend 

an ED due to the fear of undesirable outcomes (Hudgins & Rising, 2016). This increased 

level of health-seeking behaviour, dependence, and fear, places the patient in a position of 

vulnerability even before presenting to an ED. As the patient enters the ED system, they are 

further exposed to elements that exacerbate their level of vulnerability. Whilst the ED is 

relied upon for immediate and safe care, a combination of patient, staffing, and organisational 

factors contribute to and enhance levels of vulnerability. Our finding that “a shared 

understanding promotes supportive care” sheds light on how a shared understanding can 

assist in identifying potentially vulnerable individuals. This is important in the ED context as 

individuals present with circumstances that already predispose them to a vulnerable state, but 

if staff are able to understand and assess patient vulnerability, they may be better able to 

adapt their care to the patient’s situation. The responsibility of identifying vulnerability is 

likely shared between the patient and the healthcare professional. Supportive care may then 

be achieved through the development of a relationship-based care delivery model to cultivate 

purposeful and specific care for vulnerable people (Zolnierek, 2011). Within this approach, 

shared decision making is imperative, with the ability to improve quality, safety and 

outcomes of patients who present to the ED (Grudzen et al., 2016). Further interventions at 

the organisational level should focus on the implementation of a universal understanding of 

vulnerability across other organisations such as law enforcement and public health. A shared 

language and understanding of vulnerable populations and the roles involved in the care of 
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vulnerable populations increases the likelihood of successful interventions (Enang et al., 

2019). 

 

Our finding that “the core of vulnerability is susceptibility and risk” reflects how the 

individual characteristics of the person presenting to the ED is important to consider. For 

example, in Australia, individuals aged 65 and older accounted for 22% of total presentations 

to the ED in 2018-2019 (AIHW, 2020). This prevalence of older adult presentations is echoed 

by other countries such as the United Kingdom, where ED presentations of patients aged 65 

years or older increased by 18.5% from 2008-2009 to 21.3% in 2017-2018 (NHS Digital, 

2018). The United States shares similar proportions, as individuals aged 65 years or older 

comprised 16.1% of total ED visits in 2016 (CDC, 2020b), an increase from 2012-2013 

where older adults accounted for 15.9% of all ED presentations (Albert et al., 2017). The 

older adult demographic is considered to be a vulnerable population due to their own inherent 

risks such as cognitive impairment which has a predicted prevalence of 30% for older adults 

presenting to ED (Lucke et al., 2019). As the patient is placed in a position of vulnerability 

whereby the capacity to consent may be impaired due to the aging process, the addition of 

mechanism of injury and required pharmacological interventions to treat associated outcomes 

such as pain, can further jeopardise cognitive ability and therefore decisional capacity of the 

patient (Marco et al., 2018). Due to this impact on cognitive ability, patient dependence on 

healthcare staff is heightened. As the decision-making capacity of the patient is often 

jeopardised due to their presenting health state (Grudzen et al., 2016), the patient encounters 

further levels of vulnerability in the ED. As patients unknowingly place themselves in a 

vulnerable state due to their own existing circumstances and conditions, this can amplify 

susceptibility and risk. Thus it becomes essential to treat patients on a case by case basis to 

deliver specific care that is responsive to patient needs and sensitive to their presenting state.  

 

The ED environment has the potential to affect the psychological, physiological and 

behavioural state of patients and increase levels of vulnerability. The environment is an 

important factor in contributing to vulnerability as identified within the theme “vulnerability 

is a journey”. As the environment is a potentially important contextual factor in the patient 

journey, it may impact on the patient's condition in the ED. The correlation between 

environment and patient outcome is due to influencing factors such as length of stay and 

noise level (Walsh & Knott, 2010). Patient movement through locations, interventions and 

staff mix in the ED is often considered to be fragmented and unsafe, which can result in 



10 
 

patient harm (Luchsinger et al., 2019). The chaotic and unfamiliar settings (Jenq & Tinetti, 

2012), and patient violence can also contribute to the vulnerability of patients in the ED. 

Additionally, as many cases of violence are underreported, vulnerability for the organisation 

is heightened by placing staff and patients at risk for future incidents of violence (Mitra et al., 

2018). However ED staff are in a vital position to recognise patients who may be vulnerable 

and tailor care to their presenting state.  

 

Our finding that “vulnerability has positive and negative repercussions” can be influenced by 

healthcare professionals. An example of this includes the inability to deliver required 

information to patients in a meaningful way, which can result in an overall negative patient 

experience (Blackburn et al., 2019). Another example includes the under prioritization of 

patient symptoms (Baune, 2019), as the patient may encounter further vulnerability, as vital 

subjective data (which may be pertinent to their condition) is missed. These examples 

highlight the position of power of the healthcare professional and emphasize their essential 

role in recognising vulnerable patients. To do so, recognition of aspects as identified in our 

results including; a trait/life circumstance that impacts on an individual’s normal state of 

functioning, access circumstances, and susceptibility and risk components, can act as a 

preliminary checklist to identify vulnerable individuals. These aspects and other social 

determinants of health are important considerations as they have been reported to influence 

healthcare delivery amongst marginalized groups (Baah et al., 2019). As such, recognition of 

potential vulnerability-inducing elements can provide greater understanding of the patient and 

their required care, and give healthcare professional a context-specific lens for healthcare 

delivery.  

Recognition of vulnerable patient characteristics for positive outcomes is essential in 

addressing the needs of vulnerable populations. In our theme of “vulnerability as a journey”, 

this element becomes vital in knowing and understanding the individuals that present with 

unique and potentially vulnerability-defining characteristics. This includes those with mental 

health and substance use disorders, who, in Australia, were the fourth leading cause of burden 

of disease in 2015 (AIHW, 2019). In Australia, 3.6% of all ED presentations were diagnosed 

with a mental/behavioural disorder in 2017-18 (AIHW, 2018), an increase of 66.4% from 

2009-10 (AIHW, 2012). In the US in 2017, 3.5% of all ED presentations had a mental health 

disorder as a primary diagnosis (CDC, 2020a; CDC, 2020b). A retrospective analysis of the 

US National Emergency Department Survey (NEDS) dataset of adults 18 to 64 years of age 
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conducted from 2006 to 2011 identified a 53.3% increase in ED presentations with mental 

health co-morbidities (Capp et al., 2016). In the United Kingdom an estimated 5% of all ED 

attendances are mental health related (Aitken et al., 2014) with presentation rates increasing 

by 133% between 2009/10 and 2017/18 (NHS Digital, 2018). The increasing rate of mental 

health presentations seen internationally signifies the importance of understanding this group 

of healthcare users better, including when their initial presentation is via a policing body. 

People diagnosed in the ED with mental health and drug and alcohol issues are more likely 

than other types of presentations to be brought in by police (BIBP) (Crilly et al., 2019). The 

relevance of understanding this exceptionally unique cohort of patients is the multiple layers 

that contribute to a vulnerable state; the circumstance of the presentation, combined with 

police presence, and the ED environment, (Crilly et al., 2019) which equate to a vulnerable 

state. Such a transition to a semi-dependent if not fully dependent position elevates the 

vulnerability of the patient as the autonomy of the patient is reduced (Gulbrandsen et al., 

2016). However, individuals who have mental health issues and substance abuse issues, often 

also have unique qualities such as perseverance and determination (O’Grady & Skinner, 

2012). By ‘knowing the patient’, the health care team is able to tailor care to specific patient 

needs.  

The concept of ‘knowing the patient’ gives the nurse unique insights into the needs, 

expectations and preferences of the patient, thereby providing patient-centred care 

(Bundgaard et al., 2012). This resonates within the theme of “vulnerability as a journey”, as 

well as understanding it in relation to “susceptibility and risk” and “a shared understanding 

promotes supportive care”. All three themes can be seen to be related to ‘knowing the 

patient’, as access to assistance when in ED is governed by the nurse overseeing the patient’s 

care. As nurses are often motivated by deadlines and the completion of tasks particularly in 

the ED setting, the ability to understand and utilise unique patient qualities for positive 

outcomes is often limited. Yet it is essential to provide optimal access to care that is required 

within an individual’s journey of vulnerability. When staff understand patients and their 

associated journey, staff experience a sense of enjoyment and worth in their role, potentially 

leading to a positive impact on staff wellbeing, with a run on effect to patient level of care 

(Jarvie et al., 2019). Understanding the patient involves comprehending the complicating 

factors, such as patient refusal to divulge information, substance use withdrawal, self-harm 

and further deterioration; some of the associated characteristics of people brought in by 

police to the ED (Crilly et al., 2019).  
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Limitations 

This synthesis has several limitations pertaining to the quantity and quality of the articles. As 

nine articles were included, limited perspectives of vulnerability were utilised. Additionally, 

the articles originated from healthcare perspectives, which limits the interpretations provided 

by other disciplines. This was due to the specific concept analysis structure requirement in 

searching for articles, suggesting that the discipline of healthcare values the concept of 

vulnerability. Figure 2 is a preliminary model of the relationships between themes and 

therefore requires further testing and refinement. Despite the limitations, current findings are 

useful in providing additional understanding of the concept of vulnerability.  

Conclusion  

Findings from this synthesis highlight the multiple findings associated with a vulnerable 

state. In application to the ED context, vulnerability is evident in the journey of the patient, 

with multiple ED-specific elements contributing to levels of vulnerability. As the patient in 

the ED undergoes a range of events which contribute to a susceptible state, the presence of 

vulnerability can be a positive experience through the generation of resilience and shared 

decision making between patients and staff. Demonstrating the influential role of the ED 

within patient care, and the essential role it can play in patient outcomes, clarity in ED 

specific vulnerability is important for interventions designed to meet the needs of vulnerable 

populations.  
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