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Abstract 

Background:  Vulnerability is a key concept in traditional and contemporary bioethics. In the philosophical literature, 
vulnerability is understood not only to be an ontological condition of humanity, but also to be a consequence of con-
tingent factors. Within bioethics debates, vulnerable populations are defined in relation to compromised capacity to 
consent, increased susceptibility to harm, and/or exploitation. Although vulnerability has historically been associated 
with older adults, to date, no comprehensive or systematic work exists on the meaning of their vulnerability. To fill 
this gap, we analysed the literature on aged care for the meaning, foundations, and uses of vulnerability as an ethical 
concept.

Methods:  Using PRISMA guidelines, we conducted a systematic review of argument-based ethics literature in four 
major databases: PubMed, Embase®, Web of Science™, and Philosopher’s Index. These covered biomedical, philoso-
phy, bioethical, and anthropological literature. Titles, abstracts, and full texts of identified papers were screened for 
relevance. The snowball technique and citation tracking were used to identify relevant publications. Data analysis and 
synthesis followed the preparatory steps of the coding process detailed in the QUAGOL methodology.

Results:  Thirty-eight publications met our criteria and were included. Publication dates ranged from 1984 to 2020, 
with 17 publications appearing between 2015 and 2020. Publications originated from all five major continents, as 
indicated by the affiliation of the first author. Our analyses revealed that the concept of vulnerability could be distin-
guished in terms of basic human and situational vulnerability. Six dimensions of older adults’ vulnerability were identi-
fied: physical; psychological; relational/interpersonal; moral; sociocultural, political, and economic; and existential/
spiritual. This analysis suggested three ways to relate to older adults’ vulnerability: understanding older adults’ vulner-
ability, taking care of vulnerable older adults, and intervening through socio-political-economic measures.

Conclusions:  The way in which vulnerability was conceptualised in the included publications overlaps with dis-
tinctions used within contemporary bioethics literature. Dimensions of aged care vulnerability map onto defining 
features of humans, giving weight to the claim that vulnerability represents an inherent characteristic of humans. 
Vulnerability is mostly a value-laden concept, endowed with positive and negative connotations. Most publications 
focused on and promoted aged care, strengthening the idea that care is a defining practice of being human.
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Background
The word ‘vulnerability’ derives from the Latin verb vul-
nerare (i.e., wounding) and from the Latin noun vulnus 
(i.e., wound). Therefore, etymologically, vulnerability 
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mostly refers to the susceptibility of being physically or 
emotionally wounded [1, 2]. Yet, besides this prima facie 
characterisation, the notion of vulnerability has eschewed 
a univocal definition, both within and across distinct 
threads of the literature [1, 3–5].

In philosophical literature, vulnerability is mostly con-
sidered to be a defining ontological feature of human 
beings, who are exposed to finitude and subject to the 
consequences of human embodiment, including the 
mutual interdependence and/or sociality that inherently 
structure human life [6–9]. Complementary— or, in 
some cases, alternative—philosophical approaches have 
interpreted vulnerability as the consequence of contin-
gent factors, which expose some beings more than others 
to the aforementioned ‘wounds’, rather than interpreting 
it as a universal trait of our humanity [10, 11].

In debates within mainstream bioethics, vulnerabil-
ity is mostly addressed in terms of vulnerable popula-
tions, thus shifting the focus from theoretical concepts to 
groups of individuals. However, defining vulnerable pop-
ulations or groups has also proved difficult [3], while the 
concept of vulnerability itself remains ill-defined in such 
literature. In broad terms, the label ‘vulnerable’ has been 
attributed to populations characterised by compromised 
capacity for consent (e.g., patients with serious cognitive 
impairments); by being at a higher risk of incurring in 
harm and/or wrongs (e.g., pregnant woman); or by both 
(e.g., children belonging to certain ethnic groups). More-
over, within research ethics policy and guidelines, vulner-
able populations have been defined in relation to ‘reasons 
for vulnerability’ [12], which can be divided into two 
broad groups—‘respect for persons-based accounts’ and 
‘justice-based accounts’ [12 p. 2]. According to ‘respect 
for persons-based accounts’, ‘persons who cannot provide 
informed and voluntary consent are susceptible to harm 
(i.e., vulnerable), because they are not able to protect their 
interests’ [12 p. 2]. According to ‘justice-based accounts’, 
vulnerable populations are those that are potentially 
more exposed to unfairness during recruitment and dis-
tribution of research benefits and risks, as well to exploi-
tation, broadly understood. In addition, overlap between 
reasons for vulnerability, and hence of categories of vul-
nerable individuals, may occur. According to these inter-
pretations, vulnerability has a negative connotation, and 
thus requires some form of intervention, among which 
‘extra justification for including vulnerable populations 
in research’ [13, 14], ‘considered’/‘special’ protection [15, 
16], and research and healthcare tailored on vulnerable 
populations’ needs [15–17] are paramount.

Historically, among the categories of vulnerable people, 
older persons are predominant. Older adults represent 
a vulnerable population in public health ethics [18–21], 
research ethics [16, 17], and clinical ethics domains 

[22–24]. From a pathophysiological perspective in clini-
cal ethics, an older adult is someone who is in a state of 
constant cognitive and physical decline [25]. Moreover, 
this condition leads to progressive depletion of functional 
reserve mechanisms, reduced homeostatic capabilities, 
and is frequently accompanied by complex comorbidi-
ties, which are often further complicated by geriatric syn-
dromes and frailty [25]. From a psychosocial standpoint, 
ageing represents a life state characterised by contrasting 
requests (e.g., protection vis-a-vis autonomy recogni-
tion). Moreover, conditions such as income insecurity, 
lack of access to quality healthcare, unfriendly environ-
ments, and psychodynamic factors (e.g., uncertain future 
and fear of death) may further worsen older adults’ sta-
bility and increase their vulnerability. Finally, loneliness, 
and, in some circumstances, even isolation, may also 
characterise old age: Many elderly persons live alone, 
may be widowers, who often live in nursing homes. At 
the same time, some of their peers remain in their own 
homes, accompanied by caregivers who become their 
sole companions [26–29].

Although all these conditions may be thought of as 
being equivalent to older adults’ vulnerability, no com-
prehensive or systematic research on vulnerability in 
older adults has appeared in the literature. As a group, 
older adults are mostly assumed a priori to be or referred 
to as being vulnerable in bioethics and research ethics. In 
some but still limited cases, scholars have proposed dif-
ferent (even incompatible) conceptualisations of vulner-
ability in the wider bioethics literature that potentially 
seem to hold relevance for geriatric care. This systematic 
review provides an overview of these different concep-
tualisations of vulnerability and discusses their moral 
relevance, value, and the way that acknowledgments 
of vulnerability are thought to create obligations of 
care in the context of geriatric care. The findings of the 
review will facilitate further philosophical and bioethi-
cal research on arriving at a more context-specific and 
robust conceptualisation of vulnerability in the domain of 
geriatric care.

Methodology
To gain a comprehensive overview of the definitions, 
meanings, and the way that authors use the concept of 
vulnerability in aged care, we conducted a systematic 
review of argument-based literature [30, 31]. Argument-
based reviews are important for acquiring evidence for 
better decision-making in the delivery of healthcare, 
policy development, and conducting medical research 
[30, 32]. They consist of a curation and evaluation of nor-
mative bioethics literature aimed at answering an ethical 
question.
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Research questions
We formulated the following interrelated groups of 
research questions:

1.	 What is the meaning of vulnerability in the ethics lit-
erature on aged care?

2.	 In this context, does vulnerability differ from other 
similar concepts, such as fragility, frailty, and frail-
ness?

3.	 What are the ethical arguments and approaches used 
for discussing vulnerability in aged care ethics?

4.	 What are the obligations, if any, that follow from 
the acknowledgment of older adults’ vulnerability as 
reported in the aged care literature?

Literature search
The four research questions were formulated according 
to three groups of concepts we devised to organise our 
literature search (Table 1).

These ‘structures’ progressively culled publications to 
those that allowed us to answer our research question. 
The purpose of Group 1 concepts was to identify publi-
cations that focused on the concept of vulnerability and/
or akin concepts, e.g., fragility. The purpose of Group 2 
was to help narrow down papers that dealt with the spe-
cific population under investigation, i.e., older adults. The 
purpose of Group 3 was to restrict the search to research 
domains that likely contained papers using conceptuali-
sations of vulnerability and/or akin concepts. Each group 
concept was expressed in specific database search terms 
in a suitable format for the different database queries 
(Table  2). Research strings were developed by the first 
author (VS) in consultation with the last author (CG).

Four major databases were queried: Pubmed®, 
Embase®, Web of Science™, and Philosopher’s Index. 
These databases, as a group, cover the literature in 
biomedicine, bioethics, philosophy, and (medical) 
anthropology.

Database queries were conducted between the 19th 
and the 23rd of December 2019, using language filters 
to identify only articles published in English (Table  3). 
Table  3 presents the number of results returned using 
the search terms, as well as the specific days on which the 
searches were performed.

We used EndNote™ (version X9, Clarivate Analyt-
ics, Philadelphia, PA, USA) reference library software to 
conduct and organise citations of the identified papers; 
duplicates were manually deleted.

The first author (VS) screened the titles, abstracts, 
and full texts of identified papers, according to a pre-
defined set of inclusion and exclusion criteria (below) 
[33]. Abstract screening was performed independently 
by the first (VS) and last (CG) authors to assess the con-
sistency of applying our selection criteria. For 91.94% 
of the abstracts (559 of 608), we agreed on the items to 
be included or excluded. For the questionable abstracts 
(8.06%, corresponding to 49 papers), the first (VS) and 
last (CG) authors discussed the candidate abstract until 
agreement was reached. If the full text of an article was 
not available, we emailed the first or corresponding 
author of that article to request a PDF copy. We also used 
the snowball technique and citation tracking to identify 
additional potentially relevant publications. Our search 
process was performed according to the statement and 
flowchart of the Preferred Reporting Items for Systematic 
Reviews and Meta-Analysis (PRISMA) [33] (Fig. 1).

The final list of included publications is reported in 
Table  4. The description of characteristics of included 
publications is reported in Table 5.

Inclusion and exclusion criteria
To be included in our systematic review and appraisal, 
candidate publications had to meet all inclusion criteria 
and had to have no exclusionary ones (Table 6). Screen-
ing of the publications was not limited by publication 
date.

As there is no standard for quality appraisal of papers 
in the argument-based literature, we referred to the 
‘appraisal using procedural quality assurance criteria’s 
strategy’ of Mertz [31]. Quality appraisal was not used 
as a tool for inclusion/exclusion. Since the articles were 
published in peer-reviewed journals, we relied on the 
standards of the peer review process and on the academic 
reputation of the journals to bolster our assumptions that 
the quality of selected publications was sufficiently good.

Data extraction and synthesis
Data analysis and synthesis adhered to the five pre-
paratory steps of the coding process detailed in the 

Table 1  Groups of organising concepts for searching the literature and their associated database search terms

Group 1: vulnerability Group 2: target population Group 3: ethics

Vulnerability; vulnerable; fragility; frailty; frail; 
frailness

Dementia; aged; aging; ageing; elder; elderly; 
older people; older adult; old people

Ethics; philosophy; bioethics; anthropology; 
medical anthropology
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Qualitative Analysis Guide of Leuven (QUAGOL) [34, 
35]. QUAGOL has been used in other argument-based 
reviews [32, 36, 37].

For data extraction, the first author (VS) first read 
and reread several times all the included publications, 
highlighting the relevant parts and the main arguments 

described. The same author then developed a narra-
tive summary of these highlighted parts. Third, for 
each publication, a conceptual scheme was created. 
The conceptual scheme is a synthetic framework in 
which different concepts deemed relevant to answer 
the research questions are presented [34, 35]. An exam-
ple of a conceptual scheme is presented in Additional 
file 1: “Example of conceptual scheme”. Each conceptual 
scheme was analysed separately by the first (VS) and 
last (CG) authors to verify that it accurately character-
ised each included publication. Both researchers dis-
cussed conceptual schemes until they agreed on their 
adequate content. Fourth, these individual conceptual 
schemes were compared, with the aim of uncovering 
relationships that would produce an overall answer to 
our research questions. This resulted in a comprehen-
sive scheme that integrated the most relevant meanings 
and dimensions of vulnerability and related concepts 
in aged care ethics (Tables  7 and 8). This scheme was 

Table 3  Literature search results (‘hits’) for each database and 
English-only results

Database Search date Number of 
results

Results 
(English-only 
filter)

Pubmed 19/12/2019 3758 3498

Embase 23/12/2019 1368 1290

Web of science 21/12/2019 989 898

Philosopher’s index 23/12/2019 51 49

Total 6166 5735

Records iden�fied through electronic 
database search:

n = 5735

Id
en

�fi
ca

�o
n

Duplicate records excluded (n = 1002)

Titles screened:

n = 4733
Titles excluded with reasons (n=4125):

n = 1780 (type)
n = 2344 (topic)
n=1 (language)

Abstract screened:

n = 608

Full text assessed for eligibility:

n = 88

Records eligible for inclusion:

n = 30

Publica�ons included in the review

n = 38

Sc
re

en
in

g
El

ig
ib

ili
ty

In
cl

ud
ed

Abstract excluded with reasons (n = 520):
n = 308 (type)
n = 199 (topic)
n =2 (language)

n= 11 (not accessible)

Full text excluded with reasons (n = 58):
n = 20 (type)
n = 28 (topic)

n =1 (language)
n= 9 (not accessible)

Records eligible for inclusion iden�fied through 
snowball technique and cita�on tracking:

n = 8

Fig. 1  Prisma scheme Flow chart showing electronic database search, publication identification, and selection process for the included articles
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iteratively evaluated and checked against previous 
QUAGOL steps to ensure that it adequately reflected 
the included papers. Finally, we synthesised a descrip-
tion of these results.

Results
General description of publications
Thirty-eight publications met our inclusion criteria (iden-
tified by Nos. 38-75 in Table 4). For a detailed description 
of the general characteristics of the included publica-
tions, see Table 5. All the included publications belong to 
argument-based literature; thus, they provide conceptual 

Table 4  List of included publications and summary descriptions (N = 38)

* Publication identification number

No.* Author  Country 
affiliation of first 
author

Publication year Professional background of first author Study focus

38 Agu Francis C Africa 2013 Bioethics Vulnerability

39 Baars Jan The Netherlands 2013 Philosophy Vulnerability

40 As above As above 2017 As above Vulnerability

41 Blasimme Alessandro Switzerland 2017 Philosophy Frailty

42 Bozzaro Claudia Germany 2018 Philosophy Vulnerability

43 Brocklehurst Hilary United Kingdom 2008 International relations Vulnerability

44 Brown Ivan Canada 1995 Psychology Frailty

45 Casey Marie S Australia 1995 Nursing Vulnerability

46 Denny Dawn L USA 2012 Nursing Vulnerability

47 Dunn Michael United Kingdom 2018 Bioethics Vulnerability

48 Erlen Judith Ann USA 2007 Nursing Vulnerability

49 Gadow Sally USA 1983 Nursing, Philosophy Frailty

50 Groenhaut Ruth USA 2019 Philosophy Frailty and Fragility

51 Grundy Emily United Kingdom 2006 Medical Demography Vulnerability

52 Hardin Sonya R USA 2015 Nursing Vulnerability

53 Hoffmaster Barry Canada 2006 Philosophy Vulnerability

54 Jecker Nancy S USA 1991 Philosophy Vulnerability

55 Jena Yeremias Indonesia 2014 Philosophy; Bioethics Vulnerability

56 Kaufman Sharon R USA 1994 Medical Anthropology Frailty

57 Körtner Tobias Austria 2016 Psychology Vulnerability

58 Laceulle Hanne The Netherlands 2017 Philosophy Vulnerability

59 As above As above 2018 As above Vulnerability

60 Lloyd-Sherlock Peter United Kingdom 2006 Geography; Economics Vulnerability

61 Luna Florencia Argentina 2014 Philosophy; Bioethics Vulnerability

62 Makela Petra United Kingdom 2018 Medical doctor Frailty

63 Morell Carolyn M USA 2003 Social Science Vulnerability and Frailty

64 Niemeyer-Guimaraes Marcio Brazil 2017 Medical doctor Vulnerability

65 O’ Brolchain Fiachra Ireland 2019 Philosophy Vulnerability

66 Pickard Susan United Kingdom 2019 Sociology Frailty

67 Raphael Dennis USA 1995 Psychology Frailty

68 Raudonis Barbara M USA 2010 Nursing Frailty

69 Rook Karen S USA 2017 Psychology Vulnerability

70 Schröder-Butterfill Elisabeth United Kingdom 2006 Human Sciences; Gerontology Vulnerability

71 Siegler Mark USA 1984 Medical doctor Vulnerability

72 van der Meide Hanneke The Netherlands 2015 (Cultural) Anthropology; Philosophy Vulnerability

73 Van Eeuwijk Peter Switzerland 2006 (Social) Anthropology Vulnerability

74 Waldon Mandy United Kingdom 2018 Nursing Frailty

75 Wareham Christopher Simon Africa 2015 Bioethics Vulnerability



Page 7 of 20Sanchini et al. BMC Medical Ethics           (2022) 23:84 	

insights on vulnerability and related concepts (Table  6). 
With respect to the latter, the majority of papers (N = 27) 
presented vulnerability as its object of investigation [38–
64]; nine publications referred to frailty [65–73]; while 
two publications focused on both frailty and fragility [74], 
and vulnerability and frailty, respectively [75]. Although 
these are different terms, we considered it acceptable to 
include publications focusing not only on vulnerability 

but also on these other two notions. For these to be 
included, two conditions had to be met: (i) frailty and fra-
gility were used synonymously with vulnerability; and (ii) 
they were used within argument-based reasoning and not 
strictly as medical notions or description.

Publication dates ranged from 1984 to 2020, with 17 
articles published between 2015 and 2020 [40, 41, 45, 48, 
52–54, 57–59, 62, 64, 65, 69, 70, 73, 74]. Studies from the 

Table 5  Detailed characteristics of included publications (N = 38)

*A single article can be represented more than once

Analysed features (Number of Publications)/Paper No. as listed in Table 4

1. Focus

 Vulnerability (27): 38–40, 42, 43, 45–48, 51–55, 57–61, 64, 65, 69–73, 75

 Frailty (9): 41, 44, 49, 56, 62, 66–68, 74

 (both) Frailty and fragility (1): 50

 (both) Vulnerability and frailty (1): 63

2.  Country affiliation of the first author

 Americas (16): Argentina (1): 61; Brazil (1): 64; Canada (2): 44, 53; USA (12): 46, 48, 49, 50, 52, 54, 56, 63, 67, 68, 69, 71

 Europe (18): Austria (1): 57; Germany (1): 42; Ireland (1): 65; Switzerland (2): 41, 73; The Netherlands (5): 39, 40, 58, 59, 72; United Kingdom (8): 43, 47, 
51, 60, 62, 66, 70, 74

 Africa (2): 38, 75

 Australia (1): 45

 Indonesia (1): 55

3. Year of publication

 2020–2015 (17): 40–42, 47, 50, 52, 57–59, 62, 64–66, 69, 72, 74, 75

 2014–2010 (6): 38, 39, 46, 55, 61, 68

 2009–2005 (7): 43, 48, 51, 53, 60, 70, 73

 2004–2000 (1): 63

 Before 2000 (7): 44, 45, 49, 54, 56, 67, 71

4. Population under investigation

 Older adults, no specified age and/or gender (22): 39, 40, 42–45, 47, 49–51, 53, 56–59, 66–71, 74, 75

 Older adults, specified age (4): 38 & 41 (+ 65-years-old), 46 (70 and above), 48 (80 and above)

 Older adults in ‘upper middle’ income countries (according to the country list, World Bank) (5): 55, 70, 73 (Indonesia), 60 (Thailand); 61 (Brazil & Argen-
tina)

 Female older adults (2): 54, 63

 Hospitalised older adults (2): 52, 72

 Older adults with dementia (1): 65

 Residents of nursing homes (1): 62

 Cancer, older patients (1): 64

5. Main ethical approach* (21)

 Phenomenology and existentialism (5): 42, 45, 49, 66, 72

 Care Ethics (4): 48, 50, 56, 72

 Feminist Ethics (4): 50, 54, 62, 63

 Principlism (3): 38, 46, 57

 Capability Approach (2): 41, 47

 Public Health Ethics (2): 61, 67

 Virtue Ethics (2): 58, 65

 Analytic political philosophy (1): 75

 Personalistic Ethics (1): 55

Articles that do not explicitly refer to a specific ethical theory or approach (17): 39, 40, 43, 44, 51–53, 59, 60, 64, 68–71, 73, 74
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Americas, Europe, Australia-Oceania, Asia, and Africa 
are represented in this systematic review; that is, the 
first author and/or corresponding author was from one 
of these continents. However, the vast majority of papers 
came from studies conducted in Europe (N = 18) and the 
Americas (N = 16). Even within Europe and the Ameri-
cas, the authors’ affiliations varied widely. For authors 
based in Europe, the authors’ affiliation for 13 of the 
included publications was from an institution in Britain 
[42, 45, 47, 55, 60, 69, 70, 73] or The Netherlands [39, 40, 
53, 54, 62]. For authors based in the Americas, the affilia-
tion for 12 of 16 of the included publications was from an 
institution in the US [44, 46, 48, 50, 59, 61, 67, 68, 71, 72, 
74, 75].

To be included in this review, papers had to have 
referred to older adults in aged care, that being a broadly 
understood term. Most papers (N = 22) referred to the 
category ‘older adults’, without specifying their age, gen-
der or, above all, whether they are affected by a medical 
condition. Five papers were derived from studies that 
investigated the condition of older adults living in upper-
middle income countries [51, 55, 56, 60, 63].

While doing data extraction and synthesis, we realised 
that most authors of the included publications argued 
from a specific ethical stance in their paper. We iden-
tified nine ethical approaches that authors used. The 
arguments used in two papers were informed by several 
approaches, and thus their publications were categorised 
into more than one ethical approach [62, 74]. We also 
identified several ‘outlier’ publications. These are papers 
that could not be readily categorised into any one of the 
nine ethical approaches. However, these outliers still 
clearly dealt with ethical arguments concerning the topic 
of vulnerability in aged care.

Our analysis and synthesis supported a fivefold struc-
ture of the included publications (Tables  7 and 8). This 
structure could be conceived of as sections. The first 

section outlines how the concept of broadly defined vul-
nerability was addressed. The second section focuses on 
vulnerability in aged care, thus showing how the differ-
ent accounts of broadly defined vulnerability find their 
counterpart in this narrower debate. Drawing from the 
adjusted understanding of the first two sections, the 
third and fourth sections are manifested as a theoretical 
conceptualisation of vulnerability in aged care, explain-
ing in detail its defining dimensions. The fifth section 
relates the findings concerning the means to address aged 
care vulnerability, with the ethical approaches adopted 
in the same publications. This showed the relationships 
between ethical approaches and corresponding strategies 
for addressing vulnerability in aged care.

Conceptualisation of vulnerability and related concepts: 
how they are generally understood
The majority of papers (N = 20) engaged in the well-
known debate over the definition and conceptualisation 
of vulnerability, as it is broadly understood. This debate 
encompassed the question about what the concept of 
vulnerability refers to, in particular, whether it refers to 
a condition generally affecting human beings as such 
(namely, what we referred to as ‘basic human vulnerabil-
ity’) or whether there are some specific situational con-
ditions that make some human beings more vulnerable 
than others (namely, what we referred to as ‘situational 
vulnerability’) (Table 7).

In 12 out of the 20 papers, vulnerability was defined in 
terms of basic human vulnerability. Accordingly, most 
authors considered vulnerability to be a normative con-
cept related to the very essence of our anthropological 
condition [41] and a necessary attribution intrinsically 
affecting humankind [38, 39, 67, 74]; they conceived 
of this in different ways [67, 74]. Thus, for this defini-
tion, being vulnerable means first and foremost being 
exposed to the experience of ‘human finitude’ [38, 39, 53, 

Table 6  Inclusion and exclusion criteria for selection of the articles

Criteria

Inclusion Exclusion

Topic Significant use of the concept of vulnerability and/or related 
concepts (i.e., frailty, frailness, fragility)

Use of the concept of vulnerability and/or akin concepts was not 
significant, and/or it was used in a purely medical sense

Research domain Application to the specific field of aged care (broadly under-
stood)

Reference to fields other than aged care (e.g., research ethics)

Population Reference to older adults Target population is not represented by older adults

Language Publication must be in English Publications in languages other than English

Types Publication is considered to be in the argument-based literature; 
i.e., an article using ethical concepts derived from current or 
traditional ethical theories in order to argue for a position or 
conclusion

Editorials, book chapters, position papers, guidelines, reviews, 
protocols, ethics policies, and ethics codes
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Table 7  Global scheme emerging from analysis of the 38 included publications (part one)*

* A single article can be represented in more than one category

Included articles

1. Conceptualisation of vulnerability (and related concepts), generally understood

 1.1 Basic human vulnerability (N = 12)
Vulnerability (and related concepts) as an intrinsic trait of human nature

38–40, 42, 49, 50, 53, 55, 58, 59, 64, 65

 1.2 Situational vulnerability (N = 8)
Vulnerability (and related concepts) as a consequence of extrinsic cultural, social, political, 
economic factors

41, 44, 51, 52, 55, 61, 66, 68

 1.3 NO conceptualisation of vulnerability, generally understood (N = 18) 43, 45–48, 54, 56, 57, 60, 62, 63, 67, 69–75

2. Conceptualisation of older adults’ vulnerability (and related concepts)

 2.1 Aging as a condition of increased basic human vulnerability (N = 9) 38–40, 44, 49, 53, 58, 59, 65

 2.2 Aging as a condition of increased situational vulnerability (N = 25) 41–43, 46, 47, 48, 51, 52, 54, 56, 57, 60–63, 66–74

 2.3 Aging as a condition of both increased basic human & situational vulnerability (N = 4) 45, 50, 55, 64

3. Dimensions of aged care vulnerability (and related concepts)

 3.1 Physical Vulnerability (N = 14)

  Non pathological physical/physiological bodily deterioration related to ageing 43, 44, 48, 50, 52, 53, 54, 61, 62, 67, 68, 70, 74

  Pathological physical/physiological conditions related to ageing 43, 50, 52, 61, 65

 3.2 Psychological Vulnerability (N = 18)

  Strictly psychological Cognitive 43, 44, 48, 50, 52, 61, 65, 67, 68

Emotional 40, 48, 54, 57, 61, 69, 72

Personal traits 70

  Experiential 42, 53, 63, 72

 3.3 Relational/interpersonal vulnerability (N = 14)

  Ontological interdependence of the human condition 40, 42, 58, 73

  (Inter)dependence in real-world settings 43, 44, 51, 56, 57, 61, 65, 67, 70, 74

 3.4 Moral vulnerability (N = 7)

  Positive view 58, 59, 65, 68

  Negative view 61, 62, 64

 3.5 Socio-cultural, political, and economic vulnerability (N = 22)

  Socio-cultural Broadly understood 41, 50, 51, 55, 68, 70, 73

Isolation/exclusion from social life 42, 43, 45, 62, 65

Marginalisation (also related to racism) 43, 48

Stigmatisation (i.e., ageism) 43, 48, 52

Related to gender 54, 73, 74

Low education level attained 70, 74

  Political and economic 43, 44, 47, 50, 51, 54, 55, 60, 61, 71, 73, 74, 75

 3.6 Existential/spiritual vulnerability (N = 15)

  Trait of human existence 44, 49, 53, 55, 66

  Experience of human finitude 38, 42, 55, 58, 66

  Acquisition of new meaning(s) 40, 58, 59, 63, 68

  Loss of meaning 43, 45, 67, 68

4. Additional conditions/issues correlated to aged care vulnerability (and related concepts)

  4.1 Depression 43, 44, 68

 4.2 Loneliness 45, 54, 66

 4.3 Undertreatment of pain 46, 68

.4.4 Medicalisation 56, 62

 4.5 Living Situation 44, 52, 61, 62, 67, 70, 72, 74

 4.6 Control 56, 65
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54], which in turn is related to the certainty of death and 
the ‘fundamental uncertainty’ characterising the human 
condition [40]. Basic human vulnerability means also 
being open to the possibility of being affected in life by 
both pleasures and sufferings, as well as experiencing 
the condition of inter-human dependency [40]. This lat-
ter is also related to the progressive loss of power and/or 
control that we, as humans, experience during life [49]. 
Despite being an innate human trait, basic human vul-
nerability does not equally characterise all human beings 
in the same manner, but it varies depending on the indi-
vidual subject and/or life conditions a subject is experi-
encing [58, 67, 74]. In this sense, human vulnerability can 
change over time and in the presence of potential stress-
ors related to poor functional decline; this means that it 
can be repaired or can worsen [38].

The authors of the remaining eight papers argued for 
a definition of vulnerability that is in line with what we 
term situational vulnerability. According to this defini-
tion, vulnerability does not refer to a trait characteris-
ing human beings as such, but it describes the condition 
affecting only some agents who are more likely to be 
harmed and/or injured than others [47, 65, 66, 72], due to 
situational contingent circumstances; these can be social, 
political, or economic [51, 56]. This notion of vulnerabil-
ity has also a normative connotation, endowed with neg-
ative characterisation related to a condition of minority 
[72].

The remaining 18 papers were not relevant for this 
debate about broadly defined vulnerability; they focused 
only on the concept of vulnerability in the context of aged 
care.

Conceptualisation of older adults’ vulnerability
All the publications included in this systematic review 
conceptualised vulnerability in the context of aged care. 
We noticed that older adults’ vulnerability was presented 

in terms of one of the three possible conditions: (i) 
increased basic human vulnerability, (ii) increased situa-
tional vulnerability, (iii) both increased basic human and 
situational vulnerability.

Authors discussing ageing in terms of condition (i) 
(N = 9) argued that traits representing humans as vul-
nerable—that is, experiencing finitude, being subject 
to progressive deterioration, and mutual inter-depend-
ence—are amplified when people become old. Accord-
ingly, our analyses showed that being old primarily means 
experiencing more intensely the state of human finitude 
because of a heightened and closer ‘connection with our 
own mortality’ [39, 40, 66]. Being old also means being 
subjected to a progressive loss of independence, which 
appears as being totally compromised in some medical 
conditions (e.g., dementia); this, in turn, progresses to a 
greater mutual interdependence [58].

However, the majority of publications (N = 25) consid-
ered older adults’ vulnerability in terms of condition (ii); 
that is, vulnerability is the consequence of one or more 
situational conditions that may accompany old age. These 
conditions make older adults more ‘exposed’ than other 
categories of agents to threats or injustices. There may be 
different kinds of situational conditions, spanning from 
medical to social, from political to economic conditions, 
and these more likely result because of their overlap [45, 
50, 55, 63]. In line with this characterisation, older adults 
may be defined as vulnerable, for example, when they 
are subjected to ageism; that is, they are discriminated 
against in many contexts, including healthcare provision, 
simply due to their chronological age [61, 64].

Finally, a small number of publications (N = 4) defined 
older adults’ vulnerability in terms of two dimensions, 
which is the result of both basic human and situational 
circumstances [43, 51, 57, 74]. This two-dimensional vul-
nerability is based on the idea that there are some situ-
ations and practices that add more layers of contingent 

Table 8  Global scheme emerging from analysis of the 38 included articles (part two)*

*A single article can be represented in more than one category
† publication No. as listed in Table 4

Means to address vulnerability

Understanding 
older adults’ 
vulnerability (i)

Taking care of vulnerable older 
adults (ii)

Intervening through socio-
cultural, political, and economic 
measures (iii)

Both (i) and (ii) Both (i) and (iii)

Ethical approach †

Phenomenology 
and existentialism 
(42, 45, 49, 66, 72)

Principlism (38, 46, 57) Capability approach (41, 47) Care ethics (48, 50, 56, 72) Personalistic ethics (55)

Feminist ethics (50, 54, 62, 63)

Virtue ethics (58, 65) Public health ethics (61, 67)

Analytic political philosophy (75)
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vulnerability to the aged condition [57]. This layering is 
in addition to the vulnerability intrinsic to the human 
condition.

Dimensions of aged care vulnerability
By analysing in detail both basic human and situational 
conditions that make older adults vulnerable, we identi-
fied in the included papers six dimensions of older adults’ 
vulnerability: (i) physical; (ii) psychological; (iii) rela-
tional/interpersonal; (iv) moral; (v) sociocultural, politi-
cal, and economic; (vi) existential/spiritual vulnerability.

A first intuitive dimension of aged care vulnerabil-
ity is represented in the notion of physical vulnerability 
(N = 14 publications). It is physical in the sense that bod-
ily deterioration (i.e., non-pathological and pathological 
physical/physiological decline) tends to disproportion-
ately affect older adults. Non-pathological age-related 
deterioration are conditions that can potentially lead 
to the fragility syndrome: physical instability, reduced 
mobility, loss of power, problems with vision and hearing, 
among others. Pathological deterioration, on the other 
hand, refers to specific pathological conditions that may 
only affect some specific older individuals, such as illness 
[56], dementia [42, 58, 74], and disability [48].

A second dimension of aged care vulnerability is psy-
chological vulnerability (N = 18 publications). Here, 
we identified both strictly psychological and experien-
tial components, the latter only if correlated with and/
or impacting the psychological dimension of humans. 
Older adults appear psychologically vulnerable because 
they are subjected to mental health changes [42] and to 
progressively diminishing intellectual functioning [66]. 
In addition to these cognitive factors, emotional factors 
also add further layers of vulnerability [40, 46, 50, 52, 56, 
59, 62]. For example, the cumulative loss of loved ones 
[40], the absence of emotional support towards the end 
of life [50], and the presence of negative social ties [47] 
are only some of the conditions that lead older adults to 
perceive themselves as being psychologically vulnerable. 
The experiential component deals with the concept of 
embodiment [41, 49, 62, 75] and with the psychological 
implications resulting from a shift from ‘an absent to a 
non-absent body’ [41], which predominantly occurs in 
old age. This body no longer supports the older one in 
his/her daily activities; rather, it becomes a matter of con-
cern and requires assistance and care. Older adults also 
feel psychologically vulnerable because their ‘decaying 
body’ impacts their personal representation [75].

A third dimension of aged care vulnerability is termed 
relational/interpersonal vulnerability (N = 14 publica-
tions). This category deals with the impact of human 
interdependence in late adulthood and how that relates 
to vulnerability. Our analysis showed that this concept 

could be interpreted in two ways: first, as ontological 
interdependence; second, as interdependence/depend-
ence in real-world settings. While the first interpretation 
applies to humans in general (and by extension to older 
adults), the second focuses on the ageing population spe-
cifically. Ontological interdependence means recognising 
the intrinsic relational and social nature of human beings 
[41]. Such recognition has two main implications. First, 
being social creatures, individualistic behaviours are 
against our nature [40]. Second, because we are intrinsi-
cally relational—i.e., as humans, we cannot easily avoid 
relations with other humans—we are also vulnerable. 
This latter vulnerability is considered in our findings both 
as a positive feature (e.g., we perceive ourselves as shar-
ing the same condition as vulnerable beings) [53, 63] and 
a negative feature (e.g., we all suffer the cumulative loss of 
loved ones) [40, 41].

However, most publications focus on relational/inter-
personal vulnerability in terms of interdependence/
dependence in real-world settings. Older adults are vul-
nerable insofar as they progressively become ever more 
dependent on others. Indeed, due to progressive decline 
in their physical and cognitive abilities, older adults lose 
more and more control over their own daily activities 
[71], and, in broad terms, lose their decision-making 
capacity [52, 68]. In addition to this vulnerability char-
acterising all older adults, there are some specific con-
ditions that make some older adults more susceptible to 
further relational/interpersonal vulnerability. This may 
occur in the case of dependent older adults lacking ade-
quate family support [47, 60, 71] and/or in the case when 
they have to live alone [73].

A final aspect of relational/interpersonal vulnerability 
is found in the sexuality of older adults. As some find-
ings suggest, there is a stigma attached to the expression 
of sexuality in older adults because of the pervasive belief 
that older adults are not sexually active or that they are 
necessarily in heterosexual relationships [42, 58].

A fourth dimension of aged care vulnerability is what 
we defined as moral vulnerability (N = 7 publications). 
Moral vulnerability can take on two meanings. In its 
positive sense, moral vulnerability is interpreted as care 
for older adults’ dignity [58], respect for their acquired 
wisdom [53, 54], and attention to their moral preferences 
[72]. In its negative sense, it points to the risk for older 
adults of being subjected to infantilisation. Infantilisa-
tion occurs when empathy goes unexpressed and when 
older adults are treated as objects [56]. Infantilisation 
also underlies the phenomenon of depersonalisation; that 
is, when older adults are deprived of their personal iden-
tity [69]. Our analysis also revealed that moral vulner-
ability in its negative sense underlies the stigmatisation 
of some practices that may help this population to better 
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cope with their personal conditions, such as preventing 
older adults from receiving palliative care, causing them 
unnecessary pain [57].

Most publications considered older adults’ vulnerabil-
ity to emerge as a result of unfair or unjust sociocultural, 
political, and economic conditions (N = 22 publications). 
Considering only the sociocultural dimension of this vul-
nerability, older adults become vulnerable when they are 
excluded from social life and/or are isolated [41–43, 58, 
69]; marginalised [42, 46]; and stigmatised [42, 46, 48]. 
Sociocultural vulnerability affects more females than 
males [50, 63, 73], and people with low levels of educa-
tion compared to those who have achieve high levels of 
education [60, 73]. Low levels of social support are also 
frequently mentioned as a condition for sociocultural 
vulnerability [47, 51, 65, 74]. Strictly related to sociocul-
tural dimensions, some publications explicitly referred to 
forms of economic and political vulnerability [42, 45, 47, 
50, 51, 56, 61, 63, 64, 66, 73, 74], the latter including also 
discrimination in the provision of healthcare [61, 63, 64, 
73], and subjection to unjust judicial systems [56].

The last dimension of older adults’ vulnerability we 
identified is existential/spiritual vulnerability (N = 15 
publications). This kind of vulnerability is part of the 
broader category of basic human vulnerability. It refers to 
those existential and/or spiritual conditions that quintes-
sentially characterise humans but are even more repre-
sented in the ageing population [49, 51, 66, 67, 70]. Older 
adults are existentially and spiritually vulnerable, because 
they often more vividly experience human finitude [38, 
41, 51, 53, 70]; that is, they feel closer to dying and they 
also disproportionately experience disruption of every-
day competences [70]. Their vulnerability thus appears as 
a lens through which human experiences are intensified 
[67 p. 144]. Older adults’ existential/spiritual vulnerabil-
ity is also intrinsically related to the concept of ‘meaning’. 
In its positive sense, older adults’ vulnerability is charac-
terised in a way that allows life experiences to be inter-
preted as meaningful [40, 53, 54, 72, 75]. In line with this 
first interpretation, being old represents an opportunity 
for human authenticity [54]. In other publications the 
dimension of existential/spiritual vulnerability may have 
a negative connotation. In this case, older adults experi-
ence meaninglessness and hopelessness [42, 43, 71, 72].

Additional conditions/issues correlated with aged care 
vulnerability
In addition to the six dimensions of older adults’ vulner-
ability, we found that authors indicated that there are also 
some conditions correlated with older adults’ vulnerabil-
ity. These may belong to different dimensions simultane-
ously. These other conditions are depression, loneliness, 

undertreatment of pain, medicalisation, living situation, 
and control.

Depression relates to both physical/physiological [42] 
and psychological vulnerability [53, 66] in terms of its 
interpretation as a medical or psychological condition.

Loneliness is considered to be one of the main factors 
correlated with vulnerability. As related to psychologi-
cal/experiential vulnerability, it appears as the condition 
that enables older adults to confront the feeling of their 
own nothingness and/or uselessness [43]. As related to 
relational/interpersonal vulnerability, it refers to the real-
ity that most older adults are often alone and deprived 
of satisfying connections with others [43]. As related to 
existential/spiritual vulnerability, it recalls the ontological 
separation between human beings [70].

Undertreatment of pain and medicalisation are inter-
esting concepts, since they are not only related to physical 
vulnerability [44, 72] and psychological/experiential vul-
nerability [68], respectively, but also can be interpreted as 
socioculturally sensitive phenomena. This means deny-
ing an older person pain relief is considered by some to 
be a virtuous act [44], while vulnerability understood as 
a medical condition confers ‘the legitimation that others 
have to intervene in older adults’ life [69 p. 1044].

When authors refer to living situation, they mean those 
conditions, either environmental or social, that may cre-
ate vulnerable situations for older adults. This applies 
not only to older adults living in dangerous areas and/or 
unsafe environments [48, 56, 60, 66, 71, 73], but also to 
those who are disempowered because being subjected to 
unnecessary hospitalisation [56, 62, 69], for example.

A final factor of vulnerability considers the condition 
of control. Becoming old leads to the progressive (and 
physiological) loss of power and control [49, 66]. How-
ever, besides this condition, some older adults considered 
themselves illegitimately surveilled by others [58, 68].

Means to address aged care vulnerability
Our analysis revealed a close connection between the 
ethical perspective endorsed by the authors and the 
suggested approach to address a given vulnerability 
(Table 8). In other words, the ethical perspective through 
which vulnerability is conceptualised informs the sug-
gested ways to account for or address vulnerability itself.

Our analysis identified three ways, or strategies, to 
relate to older adults’ vulnerability: (i) understanding 
older adults’ vulnerability, (ii) taking care of vulnerable 
older adults, (iii) intervening through sociopolitical and 
economic measures.

Putting aside the ‘outlier’ publications (see “Gen-
eral description of publications” section), strategy (i) 
is advanced by authors who endorse phenomenol-
ogy and existentialism, and virtue ethics perspectives. 
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Strategy (ii) is advanced by authors who endorse a prin-
ciplist approach. Strategy (iii) is advanced by authors who 
endorse a capability approach, feminist ethics, public 
health ethics, and analytic political philosophy. Finally, 
mixed strategies were also evident: Supporters of care 
ethics hold that older adults’ vulnerability requires both 
(i) and (ii) strategies, while supporters of personalistic 
ethics hold that older adults’ vulnerability requires both 
(i) and (iii).

Understanding older adults’ vulnerability
Proponents of phenomenology and existentialism, and 
virtue ethics claim that the best way to address older 
adults’ vulnerability is to first understand it. In five pub-
lications [41, 43, 46, 62, 67], the authors endorsed an 
approach that combines aspects of phenomenology and 
existentialism. Sensitivities of phenomenology and exis-
tentialism consider as a grounding assumption the pres-
ence of an inevitable layer of vulnerability, namely basic 
human vulnerability. At the same time, they argue that 
additional (situational) layers of vulnerability can emerge 
only within the first-person perspective of the older adult 
and his/her experiences. While vulnerability as a meta-
physical status characterises all human beings and may 
be generalised [43], vulnerability as a situational condi-
tion appears as a unique and non-generalisable tenet 
of the specific older adult under consideration [41, 43]. 
Addressing older adults’ vulnerability therefore requires 
understanding the very essence of older adulthood as 
being intrinsically affected by some layers of basic human 
vulnerability [67, 70]. However, it also means address-
ing it by thoroughly investigating the inner feelings and 
sensation of specific older adults, all of whom likely have 
heterogeneous experiences [41, 62].

Two publications [53, 58] ground their claims in a 
virtue ethics approach, the latter interpreted using ele-
ments of accounts of Aristotle, MacIntyre, and Swanton. 
Within a virtue ethics approach, vulnerability as an exis-
tential condition has a very important role. Indeed, given 
that vulnerability, dependence, and affliction are intrin-
sic human characteristics, the underlying philosophical 
assumption of virtue ethics is that it is essential to rec-
ognise and experience existential vulnerability in order 
to fully express one’s human nature. However, it is pre-
cisely the exercise of virtues that enables individuals ‘to 
confront and respond to vulnerability and dependence 
in ourselves and others’ [58 p. 968]. Virtues and vulner-
ability are therefore strongly correlated. According to a 
virtue ethics approach, older adults’ vulnerability should 
be understood as an existential condition, not neces-
sarily having a negative connotation. Moreover, since it 
emphasises life-encompassing moral development, virtue 
ethics assumes the potential for development to unfold 

throughout the entire life course. This means taking older 
individuals seriously as moral agents [53].

Taking care of vulnerable older adults
Three publications [38, 44, 52] used a principlist 
approach to ethics. Principlism represents the major 
approach of contemporary Anglo-Saxon biomedical 
ethics. Functioning ‘as an analytic framework of general 
norms derived from the common morality that form a 
suitable starting point for biomedical ethics’ [76 p. 13], 
principlism is based on four prima facie moral principles, 
namely respect for autonomy, non-maleficence, benefi-
cence, and justice. Respect for autonomy is clearly linked 
to humans’ self-determination, which is usually defined 
as allowing one to make informed decisions about one’s 
own life and permitting one to act accordingly. Non-
maleficence is essentially a translation of the Hippocratic 
oath, primum non nocere (i.e., first of all do not harm), 
while beneficence refers to the consequentialist duty of 
maximising the patient’s benefit. The principle of justice 
regulates the relationships between individuals regarding 
health, requiring also to apply fair procedures in the allo-
cation of health resources across individuals.

Our analysis showed that authors adopting principlism 
argued that the best means to address older adults’ vul-
nerability is to protect vulnerable individuals [38]. Pro-
tection is intrinsically related to respect for persons. As 
the Belmont Report suggests [13], individuals incapable 
of self-determination should be granted appropriate pro-
tection. Being incapable of self-determination is one of 
the conditions defining vulnerability. We also observed 
that protecting older adults means preserving older 
adults’ capacity of self-determination (i.e., autonomy) 
as much as possible, while also promoting their well-
being [52]. One threat to well-being in older adulthood is 
untreated pain. Protecting vulnerable adults also means 
actively promoting older adults’ pain relief [43].

Intervening through sociopolitical and economic measures
A third proposed strategy to address older adults’ vul-
nerability is to intervene through sociopolitical and 
economic measures so as to minimise vulnerability as 
much as possible. Supporters of this view advocate four 
approaches: the capability approach, feminist ethics, 
public health ethics, and analytic political philosophy. 
Precisely because they believe that older adults’ vulner-
ability is the result of unfair sociopolitical and economic 
contingent conditions, these authors endorse a situa-
tional definition of vulnerability. It follows, then, that vul-
nerability may be reduced by intervening through these 
approaches.

Two publications endorsed a capability approach [45, 
65]. This normative framework discerns three main 
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elements—well-being, functioning, and capabilities—and 
argues that freedom to achieve well-being is of primary 
moral importance. Well-being is interpreted in terms 
of people’s capabilities and function. Looking at the 
debate over aged care vulnerability through the lens of 
the capability approach means first to individuate older 
adults’ well-being, functioning, and capabilities. Our 
analysis showed that older adults’ well-being corresponds 
to autonomy, broadly considered. Functioning means 
remaining autonomous, while capabilities refer to the set 
of social assets that prevent older adults from losing their 
autonomy [45, 65]. According to the capability approach, 
older adults’ vulnerability is neither a descriptive (and 
necessary) condition correlated to ageing, nor is an exis-
tential phenomenon. Vulnerability, however, is a norma-
tive status that public health authorities must properly 
address and, if possible, prevent [65].

A similar answer comes from the proponents of pub-
lic health ethics approaches [56, 71] and analytic politi-
cal philosophy [64]. These approaches are characterised 
by the conviction that health is not only an individual 
condition, resulting from the biological constitution of 
the individual herself, but is a complex phenomenon that 
results additionally from unjust economic systems. When 
applied to middle income countries [56], public health 
ethics is narrowly defined as the domain of ethics inves-
tigation interested in ‘social justice, poverty, and system-
atic disadvantage’ [56 p. 186]. Within these approaches, 
vulnerability is not only a situational but also a ‘multi-lay-
ered condition’ [56], that is, the results of different simul-
taneous conditions. This means that vulnerability should 
be disassembled to reveal its constituent components in 
order to find contextual and targeted strategies to address 
them (e.g., against economic vulnerability, improving the 
pension system; against housing vulnerability, increase 
investments in geriatric institutions). It also means that 
a ‘one-size-fits-all’ solution is inappropriate to address 
older adults’ vulnerability, the latter being the result of 
contingent and situational conditions. In other words, 
vulnerability ‘is seen as a condition of lived experience 
reflecting the intersection of unique individual factors 
and proximal and distal environmental factors’ [71 p. 
225]. The publication informed by an analytic political 
philosophy approach [64] focuses on discrimination in 
health and argues that such discrimination, often labelled 
as ageism, may be the most important cause of older 
adults’ vulnerability, even in high income countries.

Feminist ethics approaches [50, 69, 74, 75] apply the 
entire body of reasoning typical of public health eth-
ics and analytic political philosophy approaches to the 
debate over gender. They stress that older woman are the 
ones mostly disadvantaged, the most vulnerable among 
the vulnerable. This is because  more older women are 

materially poorer than men. Because women have a 
higher life expectancy, they spend part of their life with-
out a spouse. Because women live longer than men, they 
present more comorbidities than men. Finally, they are 
usually subjected to a hostile cultural climate (e.g., are 
mostly considered on the basis of their physical charac-
teristics, youth, sexual and/or reproductive functions). 
Against such a backdrop of vulnerabilities, authors advo-
cating these approaches suggest that intervention should 
be done through sociopolitical actions. On the one hand, 
they promote equal treatment, equal opportunity, and 
equal respect at the public level to reduce existing gen-
der-based inequalities. On the other hand, they work on 
those ‘social interrelations and organizational practices, 
through which agency is dispersed’ [69 p. 1045].

In addition to these situational vulnerabilities, one 
publication [75] also points to the impact that a ‘decay-
ing body’ has for older women. A ‘decaying body’ appears 
to be more difficult to accept, because of its role in rela-
tional and care practices, as well as in reproductive prac-
tices. That author proposes to recover what she labels 
as an ‘empowered feminist ethics’. This effort should not 
only help older women to ‘deal with the bodily changes 
that are authentically connected to aging’ [69 p. 79], but 
also to intervene on a public level. The latter would aim 
to promote actions that change the social environment in 
which such convictions originate [69, 75].

Mixed answers to older adults’ vulnerability
Our analysis showed that authors using care ethics and 
personalistic ethics approaches proposed addressing 
older adults’ vulnerability by employing mixed strate-
gies. Care ethics is an approach grounded on the convic-
tion that there is moral significance in the fundamental 
elements of (care) relationships and dependencies in 
human life. Accordingly, care ethics seeks to maintain 
and promote care relationships by contextualising the 
well-being of caregivers and care-receivers in a network 
of social relations. Proponents of the care ethics perspec-
tive argue that vulnerability must be properly understood 
and ‘digested’. At the same time, it remains extremely 
important to protect vulnerable older adults, balanc-
ing instances of protection with the older adults’ desire 
of autonomy [46]. It is precisely within care relation-
ships, and through an empathic understanding between 
caregivers and care-receivers [46], that older adults’ vul-
nerability may be properly understood [74]. Such vul-
nerability has a twofold nature, one endowed with both 
situational and intrinsic elements. For situational ele-
ments, it is important to realise that vulnerability may 
become a social construction, one emerging during the 
healthcare encounter [68]. Indeed, ‘the transformation 
from lived problem to diagnosis, then to treatment plan, 
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then to rules about what ought to be done, and finally to 
negotiated compliance is the form the social construc-
tion of frailty takes in the context of health care’ [68 p. 
54]. However, older adults, especially when hospitalised, 
are also intrinsically vulnerable. This is because their vul-
nerability results from complex lifeworld dimensions, 
including mood (i.e., their inner state); embodiment (i.e., 
their physical as well as their lived body dimensions); 
intersubjectivity (i.e., how they are in relation with oth-
ers); and space and time (both objectively and subjec-
tively interpreted) [62].

Finally, one publication [51] was informed by a per-
sonalistic ethics approach. Personalistic ethics draws 
from Schotsmans’ account (1999) and states that persons 
are unique and original, relational and inter-subjective, 
and that communication and solidarity are very impor-
tant for human beings [51]. The author endorsing the 
personalistic ethics approach argued that vulnerabil-
ity as an existential condition should be understood in 
its complexity. However, when situational elements are 
also present—namely, lack of economic security, health 
problems, insufficient social support—these should be 
actively addressed through focused sociopolitical and 
economic actions. The situational elements affect some 
older adults, in particular, those in developing countries.

Discussion
Although concerns for vulnerability are central to bio-
ethics reflection, the concept of vulnerability is still 
mostly under-theorized in the corresponding literature 
[4], especially in the context of aged care. We addressed 
this theoretical shortfall in the present systematic review 
of argument-based ethics literature by answering four 
research questions about the meaning of vulnerability, 
how it differs from similar concepts like fragility, the ethi-
cal arguments for discussing vulnerability in aged care 
ethics, and possible obligations following from recognis-
ing older adults’ vulnerability. We arrive at a more refined 
and nuanced systematisation of the different conceptuali-
sations of older adults’ vulnerability as present in current 
bioethics literature as a result.

While vulnerability as a concept is a bit murky, some 
exceptions are represented by research ethics and, to a 
lesser extent, public health ethics. Within the former, 
the majority of scholars endorse the so-called ‘labelling 
approach’ [4, 13]. This approach labels a priori individu-
als or groups of individuals as being vulnerable according 
to the presence or absence of particular characteristics, 
namely, lack of capacity to consent to research, increased 
susceptibility to coercion or exploitation, and increased 
risk of harm. Criticizing such an approach as being too 
broad [77, 78] or too narrow [11], other scholars embrace 
‘analytic approaches’ to understanding vulnerability [79]. 

Rather than identifying a priori populations, they aim 
to define sources and implications of vulnerability. Kip-
nis, for instance, proposes an account based on seven 
potential sources of vulnerability understood as ‘precari-
ousness’ [80 p. 108], while Hurst suggests a wider range 
of remedies to ameliorate the vulnerability of research 
participants [3]. However, despite its promises, even this 
approach turned out to be less nuanced and context-
based than originally envisaged.

In public health ethics, vulnerable populations are 
defined as ‘social groups who have an increased rela-
tive risk or susceptibility to adverse health outcomes’ 
[81 p. 70]. Although factors leading to such increased 
risk of adverse health outcome may vary, there is con-
sensus in defining individuals as being vulnerable when 
they are incapable of safeguarding their own needs and 
interests adequately [82 p. 283]. Therefore, vulnerabil-
ity is considered to be both a marker of social, political, 
and economic disadvantage correlated with poor health 
conditions, and/or as a feature of those who already have 
some forms of ill health, which increases their risk of fur-
ther ill health.

Even within these domains, however, extensive debate 
failed to lead to the development of a comprehensive 
account of vulnerability [4]. Therefore, a satisfying and 
appropriate theorization is still missing. Reasons for this 
are plenty, spanning the contention that vulnerability 
should not be used as a substantive concept [5], to the 
acknowledgment of the difficulties in defining this con-
cept [3], or even fixing its meaning in its broad-ranging 
connotations.

If applied to our specific context of investigation, no 
systematic and updated work on vulnerability, when 
referring to older adults, is present in the literature. Here, 
we present an analysis of relevant publications from 1984 
to 2020 appearing in the philosophical, bioethical, and 
medical anthropology literature. The main findings are 
highlighted and discussed in depth next, with the ulti-
mate aim of gaining a better understanding of how to 
properly deal with vulnerable older adults.

Basic human vulnerability versus situational vulnerability: 
general considerations
The first main finding from our analysis is that the way 
vulnerability is conceptualised in the included publica-
tions is in line with the way the same concept is discussed 
in the current philosophical and bioethics literature. 
In the 38 publications we analysed, the authors tend to 
support one of two views of vulnerability. First, vulner-
ability is an inherent trait of human nature, an ontologi-
cal condition of our own humanity, belonging to both 
embodiment – in turn related to propensity to disease 
and sickness, to impairment and disability, but also to 



Page 16 of 20Sanchini et al. BMC Medical Ethics           (2022) 23:84 

death [7 p. 29] – and sociality and interdependence [9]. 
This is also referred to as basic human vulnerability. Sec-
ond, vulnerability is the consequence of contingent unfair 
social, political, economic conditions; this also is referred 
to as situational vulnerability. While the first view of vul-
nerability has appeared in the literature under the guises 
of persistent [83], philosophical [1], anthropological [2], 
universal [9], or existential [39, 40] vulnerability, the sec-
ond view has been mainly referred to as variable [83], 
political [1, 2], contingent [11, 39, 40], or extrinsic [11] 
vulnerability. Despite differences in their nomenclature, 
their content largely overlaps. Only in one publication did 
the author refer to both kinds of vulnerability [51], recog-
nising that basic human and situational vulnerability are 
not necessarily mutually exclusive [51, 55, 84, 85]. His 
view of vulnerability is that the two may actually coex-
ist, with one encompassing a more complex and multi-
layered understanding of vulnerability (see below). These 
two views of vulnerability are mainly supported by dif-
ferent philosophical and bioethical approaches. Whereas 
the basic human vulnerability perspective is mainly 
advanced by authors leaning towards continental philos-
ophy—in particular phenomenology and existentialism, 
and by advocates of ethics of care—the situational vul-
nerability perspective is advanced by authors advocating 
analytic philosophy and social science approaches.

In the context of aged care, supporters of basic human 
vulnerability tend to conceive of aging as a condition of 
increased basic human vulnerability, while supporters 
of situational vulnerability claim that aging may be con-
ceived of as a condition of increased situational vulner-
ability. Despite their differences, both accounts share the 
idea that older adults already are, or may become, more 
vulnerable, because some of the conditions that deter-
mine vulnerability itself are increasing. For the basic 
human vulnerability view, these conditions include ever-
increasing human finitude with age (experiencing human 
mortality more vividly). For situational vulnerability, 
these conditions include contingent extrinsic circum-
stances. Few exceptions exist, since the authors of four 
publications [36, 44, 51, 65] recognised the twofold nature 
of aging as a condition of both basic human vulnerability 
and situational vulnerability. Interestingly, our analysis 
showed that older adults’ vulnerability is never framed 
in terms of ‘pathogenic vulnerability’ [4], that is, vulner-
abilities generated by misplaced or wrong answers to 
pre-existing vulnerabilities. However, if we focus on the 
‘generators’ of pathogenic vulnerability’ as identified by 
Rogers and colleagues – namely, ‘morally dysfunctional 
interpersonal and social relationships characterized by 
disrespect, prejudice, or abuse, or by sociopolitical situ-
ations characterized by oppression, domination, repres-
sion, injustice, persecution, or political violence’ [4 p. 25] 

– then some interpretations of situational vulnerability 
may fall in this category. This occurs, for instance, with 
wrong answers to ‘relational/interpersonal vulnerability’ 
in case of dependent older adults. Older adults subjected 
to unnecessary hospitalisation or institutionalisation [56, 
62, 69] – what we referred to as vulnerabilities related to 
‘living situation’ – or illegitimately surveilled by others 
[58, 68] – what we referred to as vulnerabilities related 
to ‘conditions of control’ – may provide some examples 
of pathogenic vulnerability. Again, some forms of ‘moral 
vulnerability’ in its negative connotation may be consid-
ered as examples of pathogenic vulnerability: preventing 
older adults from receiving palliative care [57] as a conse-
quence of stigmatisation goes precisely in this direction.

Another major finding of our analysis of the mean-
ing of vulnerability in the context of aged care relates 
to dimensions of aged care vulnerability. We call these 
dimensions (i) physical; (ii) psychological; (iii) relational/
interpersonal; (iv) moral; (v) sociocultural, political, and 
economic; and (vi) existential/spiritual vulnerability. By 
considering them as a whole, it becomes apparent that 
they map onto known defining features (and related vul-
nerabilities) of the human person. This observation gives 
weight to the view that vulnerability represents an inher-
ent feature of humans, whereby being human and being 
vulnerable are largely coextensive notions. At the same 
time, however, the overlap between being human and 
being vulnerable is not a perfect match. The notion that 
the concept of vulnerability encompasses some funda-
mental traits of being human (e.g., experiencing finitude, 
being susceptible to physical and/or emotional wounds), 
does not mean that some other human traits realised in 
the future will also map onto the concept; they may not. 
It is recognised that this is true to the extent that being 
human is also defined, among others, by the capacity of 
being a rational agent, one endowed with moral agency, 
one looking for meaning, one open to transcendence, etc.

By defining vulnerability as a fundamental human 
trait, one may assume that vulnerability is a morally 
neutral notion. However, our analysis of the literature 
showed that vulnerability is mostly a value-laden con-
cept, endowed with both positive and negative connota-
tions. For example, vulnerability is clearly endowed with 
positive meaning when it is conceived of as a fundamen-
tal condition for human interconnectedness. This condi-
tion promotes genuine relations (relational/interpersonal 
vulnerability). Or when one’s vulnerability in late adult-
hood becomes an opportunity for authenticity, it may 
allow one to look at one’s life as acquiring new mean-
ings (existential/spiritual vulnerability). On the other 
hand, this notion of vulnerability may take on a negative 
connotation insofar as it subjects older adults to infan-
tilisation, depersonalisation, and objectification (moral 
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vulnerability) but also to isolation, marginalisation, and 
stigmatisation (sociocultural vulnerability).

One of our research questions concerned the poten-
tial correlation between the acknowledgment of vulner-
ability and corresponding moral obligations. Accordingly, 
we asked whether vulnerability should be regarded as 
an independent moral concept, one that can generate 
moral obligations per se, or whether responses to vul-
nerability should necessarily appeal to other concepts or 
values (e.g., respect for persons, preventing harm). This 
also relates to other related questions, namely, whether 
moral obligations uniquely follow from the recognition of 
situational vulnerability, or are generated by basic human 
vulnerability as well; and to what, if any, these moral 
obligations amount to. This is a compelling and debated 
question in the philosophical and bioethical literature on 
vulnerability. The majority of scholars do claim that vul-
nerability is per se a source of moral obligations [86–88], 
though they variably interpret the content of such obli-
gations, as well as the definition of who is responsible 
for fulfilling these obligations. Drawing from the con-
sideration of vulnerability being related to relationships 
of dependency and interdependency which may expose 
human beings to harm and exploitation, Goodin, for 
instance, formulates the ‘Principle of protecting the vul-
nerable’ [86]. In his view, we have an obligation to act so 
as to prevent harms to, or protect the interest of, those 
who are especially vulnerable to our actions and behav-
iours [86]. More recently, Reader claims that vulner-
abilities arise from needs, that we, as humans, all have 
[88–90]. However, in his view, not all needs are equally 
morally demanding, but only ‘vital needs’, the latter not 
being limited to bodily sustenance and protection, but 
defined broadly in relation to context-specific situations 
and personal identity [88]. On the other side of the spec-
trum, other scholars suggested that moral obligations 
cannot derive from vulnerability alone but from vulner-
ability-related factors. Hurst, for instance, argues that is 
‘the increased likelihood of incurring additional harm or 
greater wrong’ [3 p. 195] which creates the obligation to 
protect those who are more than ordinarily vulnerable.

In our included papers, it is not only situational vulner-
ability [44, 45, 50, 51, 53, 56, 64, 65, 69, 71], but also basic 
human vulnerability [43, 44, 46, 53], that is considered 
a source of moral obligations. Regarding the content of 
moral obligations arising from vulnerability, most of the 
publications we analysed focused on and promoted aged 
care in broadly conceived terms [38–46, 48, 50, 52, 57, 59, 
63, 68, 69, 72, 74, 75]. In particular, one’s attitude towards 
care, which is interpreted as both understanding the vul-
nerability of and protecting older adults, constitutes the 
most appropriate and fundamental response to vulner-
ability. This finding strengthens the idea that care is a 

defining practice of being human. Care and vulnerability 
are intrinsically linked as instances of humans. This does 
not mean, however, that vulnerability is ‘erased’ once it is 
recognised as such. Rather, it means that only after hav-
ing recognised the existence of a universal basic human 
vulnerability and after having understood that some 
human beings are more vulnerable than others, a proper 
and targeted response may then be put in place. This is 
especially true for advocates of situational vulnerability.

Older adults’ vulnerability as a multi‑dimensional concept
When grappling with the concept of vulnerability in a 
concrete way, the authors end up integrating elements 
of both basic human vulnerability and situational vul-
nerability. This is the case even though almost all the 
authors claimed to endorse just one of the two accounts. 
It seems reasonable to suggest, then, that a binary under-
standing of the concept of vulnerability in aged care is 
inappropriate.

Our systematic review provides some evidence towards 
the understanding of vulnerability in aged care as prelim-
inarily conceptualised by some scholars in contemporary 
bioethics. The current tendency is to characterise older 
adults’ vulnerability in terms of layers [84, 85, 91], or, as 
our analysis showed, in terms of dimensions of vulner-
ability, rather than populations that are a priori vulner-
able. The a priori notion is still the prevailing tendency 
in research ethics [15–17], mainly for pragmatic and pre-
cautionary reasons.

This systematic review also revealed a perspective on 
vulnerability that holds that a stable (i.e., age-independ-
ent) dimension of vulnerability can be identified, one that 
pertains to all humans. This is reasonable since we all 
share the same (finite) human condition. However, this 
new understanding also allows for some dynamic dimen-
sions of vulnerability. As dynamic dimensions are not 
necessary conditions, they may or may not be present. 
Situational conditions (e.g., socioeconomic, political, 
unfair conditions) and fundamental dimensions pertain-
ing to human life (e.g., progressive bodily deterioration) 
determine this dynamism.

If a proper understanding of vulnerability is partly a 
matter of recognising that layers or dimensions of vulner-
ability exist, then vulnerability is not necessarily a black 
or white condition but may be a condition comprising 
various degrees of vulnerability. Moreover, such a view 
permits one to foresee conditions that render the same 
person, or category of persons, as situationally vulnerable 
in some instances but not in others. One may become 
more or less vulnerable when additional levels of vulner-
ability are acquired or lost during the course of life.

Finally, if vulnerability is a multidimensional and com-
plex phenomenon, then the objections raised in bioethics 
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literature to ‘monodimensional’ accounts of vulnerabil-
ity, either situational or basic human, tend to collapse. 
Indeed, considering vulnerability only as a trait of human 
nature may have the implication of ‘naturalising’ vulner-
ability [91], considering it as something that ‘cannot be 
reduced or remedied’ [1 p. 397], that is, an unavoidable 
phenomenon related to human existence. On the other 
hand, interpreting vulnerability only as the consequence 
of situational or contingent situations, may present the 
danger of non-acknowledging some fundamental traits 
of the human condition, e.g., the precariousness deriving 
from being mortal, considering these traits as personal 
deficits, rather than essential human features. In other 
words, if vulnerability is both a defining characteristic 
of our own humanity and an additional condition affect-
ing some people in specific contingent situations, then 
understanding vulnerability, taking care of vulnerable 
persons, and intervening through sociopolitical and eco-
nomic measures all become strategies to be synergisti-
cally adopted to respond to vulnerability.

Strengths and limitations
The main strength of this systematic review is the large 
number of publications that contributed to our analysis. 
Most of them were published in the last five years. Also, 
the analysed publications reported on studies conducted 
in countries across the globe. Therefore, we believe these 
characteristics strengthened our conclusions.

Although our study produced new insights into the 
meaning, foundations, and uses of vulnerability as an 
ethical concept in the literature on aged care, it had a 
few limitations. Some may question that the variety of 
expressions used (vulnerability, frailty, fragility) may have 
potentially created some confounding factors in results 
comparisons. However, we considered this variety to be 
acceptable as long as these notions were used as syno-
nyms of vulnerability in the publications and were used 
within argument-based reasoning, rather than strictly as 
medical terms. Secondly, we considered only publica-
tions written in English. Moreover, this research was con-
ducted before the Covid-19 pandemic, so any potential 
impact it might have had on the understanding and uses 
of the concept of vulnerability were precluded. Intui-
tively, it is reasonable to assume that older adults’ vulner-
ability was greatly impacted [92]; future ethical analyses 
will determine whether the Covid-19 pandemic prompts 
us to modify pre-pandemic conclusions. Investigations 
about older adults’ vulnerability before and after Covid-
19 may be highly relevant for future lines of research, 
especially those drawn towards understanding how vul-
nerability as an ethical concept affects delivery of health-
care to older individuals.

Abbreviations
PRISMA: Preferred reporting items for systematic reviews and meta-analyses; 
QUAGOL: Qualitative analysis guide of Leuven.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12910-​022-​00819-3.

Additional file 1. Example of conceptual scheme.

Acknowledgements
The authors wish to thank Alice Cavolo for her very precious advice and com-
ments at various stages of the writing of this paper. We also thank the three 
anonymous reviewers who contributed to improving the quality of the paper.

Author contributions
VS wrote the paper, conducted the literature search, worked out most of 
the search and analysis methods employed, analysed and synthesized the 
material, and revised and finalised the manuscript. CG originated the idea 
of conducting a systematic review of argument-based ethical literature 
on vulnerability in aged care, assisted in devising the search algorithms, 
cross-checked publication selection, analysed and synthesised the material, 
and revised the final manuscript. RS provided input on the original idea and 
revised the manuscript. All authors read and approved the final manuscript.

Funding
This work was originally conceived under the Project INNOVAcaRE (“Enhanc-
ing Social Innovation in Elderly Care: Values, Practices, and Policies”) and then 
supported by the Project ElderTech (“Emerging technologies and vulnerabili-
ties in aged care”), both funded by Fondazione Cariplo.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article in Table 4. Additionally, the full list of QUAGOL schema are not publicly 
available due to privacy concern but are available from the corresponding 
author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Oncology and Hemato‑Oncology, University of Milan, Milan, 
Italy. 2 Vita-Salute San Raffaele University, Milan, Italy. 3 Department of Public 
Health and Primary Care, Centre for Biomedical Ethics and Law, KU Leuven, 
Leuven, Belgium. 

Received: 6 December 2021   Accepted: 29 July 2022

References
	1.	 Ten Have H. Respect for human vulnerability: the emergence of a new 

principle in bioethics. J Bioeth Inquiry. 2015;12(3):395–408.
	2.	 Ten Have H. Vulnerability. Rutlege; 2016.
	3.	 Hurst SA. Vulnerability in research and health care; describing the 

elephant in the room? Bioethics. 2008;22(4):191–202.
	4.	 Rogers W, Mackenzie C, Dodds S. Why bioethics needs a concept of 

vulnerability. IJFAB Int J Fem Approaches Bioeth. 2012;5(2):11–38.

https://doi.org/10.1186/s12910-022-00819-3
https://doi.org/10.1186/s12910-022-00819-3


Page 19 of 20Sanchini et al. BMC Medical Ethics           (2022) 23:84 	

	5.	 Wrigley A. An eliminativist approach to vulnerability. Bioethics. 
2015;29(7):478–87.

	6.	 MacIntyre A. Dependent rational animals: why human beings need the 
virtues. Chicago: Open Court; 1999.

	7.	 Turner BS. Vulnerability and human rights. Penn State University Press 
University Park; 2006.

	8.	 Ricoeur P. Autonomy and vulnerability. In: Reflections on the Just, trans 
Dave Pellauer. Chicago: University of Chicago Press; 2007. p. 72–90.

	9.	 Fineman MA. The vulnerable subject: anchoring equality in the human 
condition. Transcend Bound Law. 2010. https://​doi.​org/​10.​4324/​97802​
03848​531-​26.

	10.	 Schroeder D, Gefenas E. Vulnerability: too vague and too broad? Camb Q 
Healthc Ethics. 2009;18(2):113–21.

	11.	 Bielby P. Competence and vulnerability in biomedical research. Springer; 
2008.

	12.	 Bracken-Roche D, Bell E, Macdonald ME, Racine E. The concept of 
‘vulnerability’ in research ethics: an in-depth analysis of policies and 
guidelines. Health Res Policy Syst. 2017;15(1):8. https://​doi.​org/​10.​1186/​
s12961-​016-​0164-6.

	13.	 National Commission for the Protection of Human Subjects of Biomedical 
and Behavioral Research. ‘The Belmont Report: Ethical principles and 
guidelines for the protection of human subjects of research’. Federal 
Register 1979; 44(76): 23191.

	14.	 CIOMS. International guidelines for ethical review of epidemiological 
studies. Second revision, 1993. Available at: https://​cioms.​ch/​wp-​conte​nt/​
uploa​ds/​2017/​01/​1991_​INTER​NATIO​NAL_​GUIDE​LINES.​pdf

	15.	 WMA (World Medical Association). Declaration of Helsinki, 8th revision, 
2013. Available at: https://​www.​wma.​net/​polic​ies-​post/​wma-​decla​ration-​
of-​helsi​nki-​ethic​al-​princ​iples-​for-​medic​al-​resea​rch-​invol​ving-​human-​
subje​cts/

	16.	 CIOMS. International ethical guidelines for health-related research 
involving humans. Fourth revision, 2016. Available at: https://​cioms.​ch/​
wp-​conte​nt/​uploa​ds/​2017/​01/​WEB-​CIOMS-​Ethic​alGui​delin​es.​pdf

	17.	 UNESCO, Universal declaration on bioethics and human rights. 2005. 
Available at: http://​portal.​unesco.​org/​en/​ev.​php-​URL_​ID=​31058​&​URL_​
DO=​DO_​TOPIC​&​URL_​SECTI​ON=​201.​html

	18.	 Battin MP. Age rationing and the just distribution of health care: is there a 
duty to die? Ethics. 1987;97(2):317–40.

	19.	 Callahan D. Setting limits: medical goals in an aging society. New York: 
Simon & Schuster; 1987.

	20.	 Churchill LR. Age-rationing in health care: flawed policy, personal virtue. 
Health Care Anal. 2005;13:137–46.

	21.	 Callahan D. Must we ration health care for the elderly? J Law Med Ethics. 
2012;40(1):10–6.

	22.	 Agich GJ. Autonomy and long-term care. Oxford University Press; 1993.
	23.	 Ter Meulen R. Are there limits to solidarity with the elderly? Hastings Cent 

Rep. 1994;24(5):36–8.
	24.	 Ubachs-Moust J, Houtepen R, Vos R, Ter Meulen R. Value judgements 

in the decision-making process for the elderly patient. J Med Ethics. 
2008;34(12):863–8.

	25.	 Hoogendijk EO, Afilalo J, Ensrud KE, Kowal P, Onder G, Fried LP. Frailty: 
implications for clinical practice and public health. The Lancet. 
2019;394(10206):1365–75.

	26.	 Kahana E, Redmond C, Hill GJ, Kercher K, Kahana B, Johnson JR, Young 
RF. The effects of stress, vulnerability, and appraisals on the psychological 
well-being of the elderly. Res Aging. 1995;17(4):459–89.

	27.	 Slaets JP. Vulnerability in the elderly: frailty. Med Clin. 2006;90(4):593–601.
	28.	 Strandberg TE, Pitkala KH, Tilvis RS. Frailty in older people. Eur Geriatr Med. 

2011;2:344–55.
	29.	 Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty in elderly peo-

ple. Lancet. 2013;381(9868):752–62.
	30.	 McDougall R. Systematic reviews in bioethics: types, challenges, and 

value. J Med Philos. 2013;39(1):89–97.
	31.	 Mertz M. How to tackle the conundrum of quality appraisal in systematic 

reviews of normative literature/information? analysing the problems of 
three possible strategies (translation of a German paper). BMC Med Eth-
ics. 2019;20(1):1–12.

	32.	 Gómez-Vírseda C, de Maeseneer Y, Gastmans C. Relational autonomy: 
what does it mean and how is it used in end-of-life care? a system-
atic review of argument-based ethics literature. BMC Med Ethics. 
2019;20(1):1–15.

	33.	 Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gøtzsche PC, Ioannidis 
JP, Moher D. The PRISMA statement for reporting systematic reviews 
and meta-analyses of studies that evaluate health care interventions: 
explanation and elaboration. PLOS Med. 2009;6(7):1100.

	34.	 Dierckx De Casterlé BD, Gastmans C, Bryon E, Denier Y. QUAGOL: a 
guide for qualitative data analysis. Int J Nurs Stud. 2012;49(3):360–71.

	35.	 Dierckx de Casterlé B, De Vliegher K, Gastmans C, Mertens E. 
Complex qualitative data analysis: lessons learned from the experi-
ences with the qualitative analysis guide of Leuven. Qual Health Res. 
2021;31(6):1083–93.

	36.	 Vandemeulebroucke T, de Casterle BD, Gastmans C. How do older 
adults experience and perceive socially assistive robots in aged care: 
a systematic review of qualitative evidence. Aging Ment Health. 
2018;22(2):149–67.

	37.	 Cavolo A, Dierckx de Casterlé BD, Naulaers G, Gastmans C. Ethics of 
resuscitation for extremely premature infants: a systematic review of 
argument-based literature. J Med Ethics. 2020. https://​doi.​org/​10.​1136/​
medet​hics-​2020-​106102.

	38.	 Agu FC. Healthy aging reports: a conceptual and ethi-
cal analysis of vulnerability and independency. SAGE Open. 
2013;3(2):2158244013491413.

	39.	 Baars J. A deepening involvement in life with others. Towards a philoso-
phy of aging. Res Ageing Social Policy. 2013;1(1):6–26.

	40.	 Baars J. Aging: learning to live a finite life. Gerontologist. 
2017;57(5):969–76.

	41.	 Bozzaro C, Boldt J, Schweda M. Are older people a vulnerable group? 
Philosophical and bioethical perspectives on ageing and vulnerability. 
Bioethics. 2018;32(4):233–9.

	42.	 Brocklehurst H, Laurenson M. A concept analysis examining the vulner-
ability of older people. Br J Nurs. 2008;17(21):1354–7.

	43.	 Casey MS, Holmes CA. The inner ache: an experiential perspective on 
loneliness. Nurs Inq. 1995;2(3):172–9.

	44.	 Denny DL, Guido GW. Undertreatment of pain in older adults: an applica-
tion of beneficence. Nurs Ethics. 2012;19(6):800–9.

	45.	 Dunn M. Realizing and maintaining capabilities: late life as a social pro-
ject. Hastings Cent Rep. 2018;48:S25–30.

	46.	 Erlen JA. The frail elderly: a matter of caring. Orthop Nurs. 
2007;26(6):379–82.

	47.	 Grundy E. Ageing and vulnerable elderly people: European perspectives. 
Ageing Soc. 2006;26(1):105–34.

	48.	 Hardin SR. Vulnerability of older patients in critical care. Crit Care Nurse. 
2015;35(3):55–61. https://​doi.​org/​10.​4037/​ccn20​15995.

	49.	 Hoffmaster B. What does vulnerability mean? Hastings Cent Rep. 
2006;36(2):38–45.

	50.	 Jecker NS. Age-based rationing and women-reply. JAMA. 
1991;266(21):1612–3.

	51.	 Jena Y. Multiple vulnerabilities of the elderly people in Indonesia: ethical 
considerations. Philos Study. 2014. https://​doi.​org/​10.​17265/​2159-​5313/​
2014.​04.​004.

	52.	 Körtner T. Ethical challenges in the use of social service robots for elderly 
people. Z Gerontol Geriatr. 2016;49(4):303–7.

	53.	 Laceulle H. Virtuous aging and existential vulnerability. J Aging Stud. 
2017;43:1–8.

	54.	 Laceulle H. Aging and the ethics of authenticity. Gerontologist. 
2018;58(5):970–8.

	55.	 Lloyd-Sherlock P. Identifying vulnerable older people: insights from 
Thailand. Ageing Soc. 2006;26(1):81–103.

	56.	 Luna F. ‘Vulnerability’, an interesting concept for public health: the case of 
older persons. Public Health Ethics. 2014;7(2):180–94.

	57.	 Niemeyer-Guimarães M, Schramm FR. The exercise of autonomy by older 
cancer patients in palliative care: the biotechnoscientific and biopolitical 
paradigms and the bioethics of protection. Palliat Care Res Treat. 2017. 
https://​doi.​org/​10.​1177/​11782​24216​684831.

	58.	 O’Brolcháin F. Robots and people with dementia: unintended conse-
quences and moral hazard. Nurs Ethics. 2019;26(4):962–72.

	59.	 Rook KS, Charles ST. Close social ties and health in later life: Strengths and 
vulnerabilities. Am Psychol. 2017;72(6):567.

	60.	 Schröder-Butterfill E, Marianti R. A framework for understanding old-age 
vulnerabilities. Ageing Soc. 2006;26(1):9–35.

	61.	 Siegler M. Should age be a criterion in health care? Hastings Center Rep. 
1984;14:24–7.

https://doi.org/10.4324/9780203848531-26
https://doi.org/10.4324/9780203848531-26
https://doi.org/10.1186/s12961-016-0164-6
https://doi.org/10.1186/s12961-016-0164-6
https://cioms.ch/wp-content/uploads/2017/01/1991_INTERNATIONAL_GUIDELINES.pdf
https://cioms.ch/wp-content/uploads/2017/01/1991_INTERNATIONAL_GUIDELINES.pdf
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://cioms.ch/wp-content/uploads/2017/01/WEB-CIOMS-EthicalGuidelines.pdf
https://cioms.ch/wp-content/uploads/2017/01/WEB-CIOMS-EthicalGuidelines.pdf
http://portal.unesco.org/en/ev.php-URL_ID=31058&URL_DO=DO_TOPIC&URL_SECTION=201.html
http://portal.unesco.org/en/ev.php-URL_ID=31058&URL_DO=DO_TOPIC&URL_SECTION=201.html
https://doi.org/10.1136/medethics-2020-106102
https://doi.org/10.1136/medethics-2020-106102
https://doi.org/10.4037/ccn2015995
https://doi.org/10.17265/2159-5313/2014.04.004
https://doi.org/10.17265/2159-5313/2014.04.004
https://doi.org/10.1177/1178224216684831


Page 20 of 20Sanchini et al. BMC Medical Ethics           (2022) 23:84 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	62.	 Van der Meide H, Olthuis G, Leget C. Why frailty needs vulnerability: a 
care ethical perspective on hospital care for older patients. Nurs Ethics. 
2015;22(8):860–9.

	63.	 Van Eeuwijk P. Old-age vulnerability, ill-health and care support in urban 
areas of Indonesia. Ageing Soc. 2006;26(1):61–80.

	64.	 Wareham CS. Youngest first? why it is wrong to discriminate against the 
elderly in healthcare. S Afr J Bioeth Law. 2015;8(1):37–9.

	65.	 Blasimme A. Physical frailty, sarcopenia, and the enablement of 
autonomy: philosophical issues in geriatric medicine. Aging Clin Exp Res. 
2017;29(1):59–63.

	66.	 Brown I, Renwick R, Raphael D. Frailty: constructing a common 
meaning, definition, and conceptual framework. Int J Rehabil Res. 
1995;18(2):93–102.

	67.	 Gadow S. Frailty and strength: the dialectic in aging. Gerontologist. 
1983;23(2):144–7.

	68.	 Kaufman SR. The social construction of frailty: an anthropological per-
spective. J Aging Stud. 1994;8(1):45–58.

	69.	 Mäkelä P. “She doesn’t want to go to hospital. That’s one thing she hates”: 
collective performativity in avoidable nursing home to hospital transfers. 
J Eval Clin Pract. 2018;24(5):1041–8.

	70.	 Pickard S, Cluley V, Danely J, Laceulle H, Leon-Salas J, Vanhoutte B, 
Romero-Ortuno R. New horizons in frailty: the contingent, the existential 
and the clinical. Age Ageing. 2019;48(4):466–71.

	71.	 Raphael D, Cava M, Brown I, Renwick R, Heathcote K, Weir N, Kirwan L. 
Frailty: a public health perspective. Can J Public Health. 1995;86(4):224–7.

	72.	 Raudonis BM, Daniel K. Frailty: an indication for palliative care. Geriatr 
Nurs. 2010;31(5):379–84.

	73.	 Waldon M. Frailty in older people: a principle-based concept analysis. Br J 
Community Nurs. 2018;23(10):482–94.

	74.	 Groenhaut R. Frailty and fragility: framing a diagnostic category. IJFAB Int 
J Fem Approaches Bioeth. 2019;12(2):1–17.

	75.	 Morell CM. Empowerment and long-living women: return to the rejected 
body. J Aging Stud. 2003;17(1):69–85.

	76.	 Beauchamp T, Childress J. Principles of Biomedical Ethics. 7th ed. Oxford 
University Press; 2013.

	77.	 Levine C, et al. The limitations of “vulnerability” as a protection for human 
research participants. Am J Bioeth. 2004;4(3):44–9.

	78.	 Nickel PJ. Vulnerable populations in research: the case of the seriously ill. 
Theor Med Bioeth. 2006;27:245–64.

	79.	 Macklin R. Bioethics, vulnerability and protection. Bioethics. 
2003;17:472–86.

	80.	 Kipnis K. Seven vulnerabilities in the pediatric research subject. Theor 
Med Bioeth. 2003;24(2):107–20.

	81.	 Flaskerud, et al. Conceptualizing vulnerable populations’ health-related 
research. Nurs Res. 1998;47(2):69–78.

	82.	 Brock D. Health resource allocation for vulnerable populations. In: Marion 
D, Carolyn C, Larry RC, editors. Ethical dimensions of health policy. New 
York: Oxford University Press; 2002. p. 283–309.

	83.	 O’Neill O. Towards justice and virtue: a constructive account of practical 
reasoning. Cambridge University Press; 1996.

	84.	 Luna F, Vanderpoel S. Not the usual suspects: addressing layers of vulner-
ability. Bioethics. 2013;27(6):325–32.

	85.	 Luna F. Identifying and evaluating layers of vulnerability–a way forward. 
Dev World Bioeth. 2019;19(2):86–95.

	86.	 Goodin R. Protecting the vulnerable. Chicago: University of Chicago Press; 
1985.

	87.	 Kittay EF. Love’s labour: Essays on women, equality and dependency. 
London: Routledge; 1999.

	88.	 Reader S. Does a basic needs approach need capabilities? J Polit Philos. 
2006;14(3):337–50.

	89.	 Reader S. The philosophy of need. Cambridge: Cambridge University 
Press; 2005.

	90.	 Reader S. Needs and moral necessity. London: Routledge; 2007.
	91.	 Luna F. Elucidating the concept of vulnerability: layers not labels. IJFAB Int 

J Fem Approaches Bioeth. 2009;2(1):121–39.
	92.	 Battisti D, Marelli L, Picozzi M, Reichlin M, Sanchini V. L’allocazione delle 

risorse sanitarie durante la pandemia da Covid-19: un’analisi com-
parativa dei documenti della SIAARTI e del CNB. Notizie di Politeia. 
2021;141:25–45.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	The concept of vulnerability in aged care: a systematic review of argument-based ethics literature
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methodology
	Research questions
	Literature search
	Inclusion and exclusion criteria
	Data extraction and synthesis

	Results
	General description of publications
	Conceptualisation of vulnerability and related concepts: how they are generally understood
	Conceptualisation of older adults’ vulnerability
	Dimensions of aged care vulnerability
	Additional conditionsissues correlated with aged care vulnerability
	Means to address aged care vulnerability
	Understanding older adults’ vulnerability
	Taking care of vulnerable older adults
	Intervening through sociopolitical and economic measures
	Mixed answers to older adults’ vulnerability

	Discussion
	Basic human vulnerability versus situational vulnerability: general considerations
	Older adults’ vulnerability as a multi-dimensional concept
	Strengths and limitations

	Acknowledgements
	References


