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Abstract
Background: The aim of this paper is to share the results of a scoping review that examined the relationship
between health care disparities and the multiplicity of vulnerability factors that are often clustered together.
Methods: The conceptual framework used was an innovative dynamic model that we developed to analyze the
co-existence of multiple vulnerability factors (multi-vulnerability) related to the phenomenon of the ‘Inverse Care
Law’. A total of 759 candidate references were identified through a literature search, of which 23 publications were
deemed relevant to our scoping review.
Results: The review confirmed our hypothesis of a direct correlation between co-existing vulnerability factors and
health care disparities. Several gaps in the literature were identified, such as a lack of research on vulnerable
populations’ perception of their own vulnerability and on multimorbidity and immigrant status as aspects of
vulnerability.
Conclusions: Future research addressing the revealed gaps would help foster primary care interventions that are
responsive to the needs of vulnerable people and, eventually, contribute to the reduction of health care disparities
in society.
Keywords: Vulnerability, Health care disparities, Inverse care law, Scoping review

Background
Health care disparities are well studied and documented
problems that generally refer to differences in the quality
of health care - in terms of access, treatment options,
prevention and health outcomes - across groups that
reflect social inequalities [1-6]. Segments of the population at risk of poor health and health care disparities are
usually considered as being vulnerable [7,8]. The concept
of vulnerability has become increasingly popular in the
scientific literature over the last decades. Rooted in a large
array of disciplines such as economics, sociology, anthropology, environmental science and health, these papers
refer to various definitions and measures of vulnerability
[9]. In regard to the health literature specifically, most of
the papers use the concept of vulnerability to indicate the
potential risk of developing certain diseases or suffering
from environmental hazards. Nevertheless, there is also a
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fairly large number of publications devoted exclusively to
the study of vulnerable populations. These publications
have generally introduced and debated conceptual models
as frameworks for studying the origin and the consequences of vulnerability on poor health [8,10]. Although
these papers sometimes suggest that people who are at
risk of poor health are also more likely to face health care
disparities, they do not usually focus on studying those
disparities. They also do not explicitly examine the link
between health care disparities and the co-existence of
multiple aspects of vulnerability. Thus, given the broad
scope and rapidly growing scientific evidence, we argue
that there is a need for a critical review of the literature
aiming to grasp the strengths and weaknesses of the
current state of knowledge.
The aim of the present review was to examine the
concept of vulnerability in connection with the health
care disparities faced by distinct subpopulations generally
viewed as vulnerable. Furthermore, our main purpose was
to determine what is known, from the existing literature,
about the relationship between health care disparities and
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the multiplicity of risk factors that are often clustered
together and acting synergistically in the same individual.
To reach these objectives, we used the scoping review
as an investigative method. The scoping review originated in the work of Arksey and O’Malley from the
Centre for Reviews and Dissemination at the University
of York [11] and is becoming an increasingly popular
method of reviewing health research evidence. Scoping
reviews are used to methodically describe the size and
nature of the evidence base for a particular topic area,
which can in turn be used to identify gaps in the literature and make recommendations for future primary
research [11-15]. Scoping reviews generally differ from
systematic reviews: (1) by addressing broader and more
heterogeneous questions; (2) by including studies of
many different methodological designs; and (3) by not
necessarily assessing the quality of the included studies
[11-13,15,16]. Thus, the advantages of a scoping review
lie in its flexibility and creativity, since it aims to give
meaning to the “what” and “why” as opposed to the
“who”, “where” and “how” that are specific to the systematic review [14]. The scoping review was our method
of choice mainly because, given the exploratory nature
of our research question, it was not possible for us to
exclude heterogeneous evidence (e.g. qualitative, nonresearch) whose quality could not be easily appraised by
the traditional methods used for systematic reviews.

Methods
This scoping review is premised on the phenomenon
termed the Inverse Care Law (ICL) [17,18], which states
that the people with the greatest health care needs receive
the least health care services. There is a growing body of
research evidence indicating that the socioeconomically
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deprived are less likely to have a regular physician and
more likely to report difficulties obtaining needed primary,
secondary and/or preventive care [19,20]. Although this
unfortunate paradox of the availability of good medical
care, which tends to vary inversely with the need for it,
has already been well studied and documented [19], there
is still little research on how the ICL operates. Moreover,
few studies have examined the combined influence of
multiple risk factors on obtaining needed health care services [21].
Based on the evidence-based phenomenon of the ICL,
we propose a conceptual model of multi-vulnerability
that illustrates the dynamic relationship between health
care services received, needs, and level of vulnerability
(Figure 1).
The model is a right-angled triangle whose base (horizontal cathetus) represents the continuum of health care
accessibility and quality, which can vary from low to
high. The vertical cathetus represents the continuum of
health care needs, which also vary from low to high
depending on the number of vulnerability factors that
co-exist in the same individual at a given moment. The
triangle’s hypotenuse corresponds to the level of vulnerability that tends to vary directly with health care needs
and inversely with accessibility and quality of care. For
instance, an individual (A) would experience high vulnerability because of the co-existence of multiple vulnerability aspects, which would result in higher health care
needs and be associated, according to the ICL, with
lower health care accessibility and quality. Conversely,
an individual (B) would experience low vulnerability if
he/she presented fewer vulnerability aspects and, therefore, would have low health care needs associated with
higher accessibility and quality of health care.

Figure 1 The dynamic multi-vulnerability model of health care disparities.
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Even though the ICL was originally used to explain
inequalities in health care faced by the socioeconomically deprived, we hypothesize that other vulnerability
aspects would be subject to the same phenomenon.
Moreover, an increase in co-existing vulnerability factors
would also be correlated with an increase in health care
disparities.
We operationalize vulnerability as an increased susceptibility to health and health care disparities due to a
combination of individual and environmental factors.
The individual characteristics can be either inborn (e.g.,
gender, race, genetic predispositions to disease) or acquired (e.g. trauma, diseases, lifestyle), while the environmental aspects refer either to the immediate physical
environment (e.g., temperature, pollution, housing, community and neighborhood characteristics) or to the
broader socioeconomic environment (e.g., social networks,
historical, political, and cultural context) [7,8,22,23]. Our
conceptualization of vulnerability is also inspired by the
community social resources model by Flaskerud and
Winslow, which suggests that vulnerability stems from a
lack of socioeconomic and environmental resources. The
socioeconomic resources refer to human capital (i.e.
income, jobs, education and housing), social connectedness and social status. The environmental resources are
operationalized as access and quality of health care and
concern the characteristics of the community and the
availability of health care professionals and social service
providers [24].
This study’s method was based on the scoping review
framework outlined by Arskey and O’Malley [11] and
encompasses five stages: identifying the search question,
identifying the relevant studies, selecting the studies,
charting the data, and summarizing and reporting the
results.
Identifying the research question

The central question of this scoping review was: How is
the concept of vulnerability used in the existing literature, and what is known about the relationship between
health care disparities and the co-existence of multiple
aspects of vulnerability in the same population?
Identifying the relevant studies

The evidence was searched by way of electronic databases
(MEDLINE-Ovid, CINAHL, EMBASE and PsycINFO),
reference lists, and by hand-searching key journals. The
key words used were “vulnerability”, “vulnerable”, “health
care”, “healthcare” and “disparities”. Relevant publications
were defined as any theoretical or empirical peer-reviewed
paper, published since 1990 in English or French, and
satisfying the following inclusion criteria: (1) Papers that
refer to the concept of vulnerability; (2) Papers that refer
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to health care disparities; (3) Papers that refer to the coexistence of two or more aspects of vulnerability.
Selecting the studies

The search strategy generated 759 candidate references,
of which 653 were excluded after the evaluation of their
abstracts for not meeting the first inclusion criteria (not
explicitly referring to the concept of vulnerability). Articles were selected for analysis only if their main focus
was on vulnerability in reference to the personal and/or
social condition of an individual or a group. Altogether,
106 articles were retrieved and read in full by the first
author. After the in-depth evaluation, which aimed to
assess whether or not all the inclusion criteria were
satisfied, only 23 of these 106 papers were eventually
included in the scoping review (Figure 2).
Charting the data

The details of the publications included in the review
are presented in Table 1. Each publication was first categorized based on: the type of approach (research report,
which could be quantitative or qualitative, or discussion
paper); language (English or French); and location of the
study. Second, from each paper we extracted data related
to: the study population; the main objectives; the vulnerability factors taken into consideration by the study;
and the main findings (Table 2).
Summarizing and reporting the results

A narrative synthesis approach allowed us to elicit the
common themes that emerged from the findings. The
themes concerned the use of the concept of vulnerability, the health care disparities taken into consideration,
and the relationship between the co-existence of multiple aspects of vulnerability and health care disparities.

Results
Literature profile

Of the 23 publications included in the scoping review,
13 (56.5%) were categorized as quantitative research
studies and 10 (43.5%) were discussion papers (Table 1).
No qualitative research satisfied the criteria. Most papers
were written in English (87%), and the publications
emanated largely from the United States (78.3%), with
additional contributions from Switzerland (17.4%) and
Canada (4.3%). Over the past 12 years, there was a
considerable increase in studies meeting the inclusion
criteria (87% published between 2000 and 2012 vs. only
13% published between 1990 and 1999).
The use of the concept of vulnerability

About one half of the reviewed papers (n = 12) defined
vulnerability by reference to the segments of the population considered as being vulnerable, without explicitly
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Figure 2 Flow diagram of search strategy and study selection process.

taking into consideration the co-existence of different
risk factors [25-36]. The other half of the publications
(n = 11) included papers that explicitly defined vulnerability as an accumulation of several interrelated dimensions (multi-vulnerability) [10,21,22,37-44]. Most of these
papers were theoretically grounded on the behavioral
Table 1 Details of the publications included in the review
Paper characteristic

Included papers, n (%)

Type
Quantitative research report
Qualitative research report
Discussion paper

13 (56.5)
10 (43.5)

Language
English

20 (87)

French

3 (13)

Paper Origin
United States

18 (78.3)

Switzerland

4 (17.4)

Canada

1 (4.3)

Publication year
1990-1994

-

1995-1999

3 (13)

2000-2004

10 (43.5)

2006-2012

10 (43.5)

model of health services use [45,46]. In this model, the
use of medical care is posited to be dependent on several
“predisposing”, “enabling”, and “need” variables, and
vulnerability is operationalized as a convergence of those
variables. In the reviewed papers, the predisposing factors
referred to socio-demographic characteristics such as old
age [40-42], belonging to an ethnic minority [10,21,41-44],
low education level [44], and living in disadvantaged communities [10].
The enabling components considered were lack of
insurance [10,21,40-42,44], poverty status [10,40-44],
and lack of a regular source of care [10,21,44]. The need
component was measured by the number of days of
disability, self-reported history of illness [40-42], and
self-rated health status [43].
Health care disparities

The reviewed publications either approached disparities
related to care from a general perspective, without
focusing on specific aspects of health care, or addressed
the disparities associated with primary or secondary care
(Figure 3).
A majority of the included papers addressed primary
care by referring to at least one of the attributes of
primary care defined by the Institute of Medicine (i.e.
accessibility, comprehensiveness, coordination, continuity, and accountability) [47,48]. Most publications
referred to the attributes of accessibility, continuity, and

Citation (type, language,
location)

Study population

Main objectives

Vulnerability factors involved

Main findings

1. Bieler et al., 2012 (RS, QN, EN, Patients ofan Emergency
Switzerland)
Department (ED)

To identify the social and medical
vulnerability factors associated with ED
frequent use

An accumulation of different
social and medical factors

ED frequent users are more likely to accumulate
social and medical vulnerability factors

2. Broyles, McAuley & BairdHolmes,1999 (RS, QN, EN, USA)

Poor and uninsured elders

To assess health status and use of
physician care of the medically
vulnerable

Old age associated with illness,
poverty and lack of insurance

Vulnerable elders are more likely to experience
unmet medical needs and less likely to see a
physician

3. Broyles, Narine & Brandt,
2000 (RS, QN, EN, USA)

Elders, poor (Medicaid
beneficiaries) and uninsured
people reporting a poor or fair
health status

To assess the use of hospital care by the Illness associated with old age,
medically vulnerable
poverty and lack of insurance

4. Carlson & Blustein, 2003 (RS,
QN, EN, USA)

Enrollees in commercial HMOs
To assess access to care among
(Health Maintenance Organizations) vulnerable populations enrolled in
commercial HMOs

Low income and education
More vulnerable enrollees were more likely to
associated with ethnicity and poor report greater difficulties in seeing a specialist,
health
obtaining help by telephone and getting tests or
treatment

5. Denberg et al., 2006 (RS, QN,
EN, USA)

African Americans with low-income To assess the influence of patient race and
and/or widowed
social vulnerability on urologist treatment
recommendations in prostate carcinoma

Race associated with low- income
and widow status

More vulnerable patients experienced lower
rates of recommendation for aggressive therapy

6. German & Latkin, 2012 (RS,
QN, EN, USA)

Low-income women (96 % of the
study participants were primarily
African-American) at risk for HIV

To evaluate the role of accumulated
vulnerability in association with HIV-related
risk behaviors

Homelessness, incarceration, lowincome, as indicators of social (in)
stability

Each vulnerability indicator was significantly
correlated with at least one HIV risk

7. Giger et al., 2007 (DP, EN,
USA)

Racial, ethnic, uninsured, underserved, To discuss the development of cultural
and underrepresented populations
competences to eliminate health
residing throughout the United
disparities
States.

Poverty, belonging to a racial/
ethnic minority, old age

Health and health care disparities could be
eliminated by the development of specific
knowledge, skills and competencies among
health care professionals.

Vulnerable elders who reported poor or fair
health were less likely to experience
hospitalization and consumed fewer days of
service
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Table 2 Data charting

Healthcare policies do not adequately confront
the paradox of the inverse care law, therefore
disparities persist and, in some instances, actually
worsen.

To review disparities in health status and Low SES, belonging to a racial/
ethnic minority, lack of insurance
access to healthcare for vulnerable
chronic illness, residence in
populations.
underserved areas.

9. Mechanic & Tanner, 2007
(DP, EN, USA)

The poor and people with low
education, ethnic minorities,
inmates, people with physical and
cognitive impairments.

To discuss the influence of values on
how the society views the vulnerable
and implications on health assistance.

A combination of individual and
community dimensions

Limited access to high quality medical care is
due to inadequate healthcare policies.

10. Monod & Sautebin, 2009
(DP, FR, Switzerland)

Older adults

To discuss elders’ vulnerability factors

Old age associated with loss of
autonomy, multimorbidity, social
exclusion and poverty

Older adults are suffering from limited access
to care

11. Pauly & Pagán, 2007 (RS,
QN, EN, USA)

People who are less likely than
To determine how the uninsurance rate is
average to obtain medical care of an positively associated with lower quality
appropriate quality and quantity - the care for the insured (negative spillover)
uninsured

Poverty, ethnic minority, lack of
insurance, chronic health
conditions, psychiatric disorders

There are negative spillover effects from the
uninsured to the insured in terms of the quality
of health care, as a result of the low demand for
quality by the uninsured

12. Pitkin Derose, Escarce &
Lurie, 2007 (DP, EN, USA)

Immigrants in the United States

To discuss the sources of vulnerability to A combination of factors involving Immigrants have reduced access to both
inadequate health care in immigrants
socio-political marginalization and personal medical services and public health
services and programs (e.g. immunizations)
a lack of socioeconomic and
societal resources
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8. Fiscella & Shin, 2005) (DP, EN, Low-income persons, racial and
USA)
ethnic minorities, the insured, etc.

Inmates

To discuss sources of shared
vulnerability between inmates and
health professionals

There are difficulties in access to health care in
Detainee status associated with
illegal immigration and psychiatric prisons in conditions of overcrowding and
related to the lack of flexibility of prison
troubles
functioning

14. Rogers, 1997 (DP, EN,
Canada)

The poor, homeless, chronically ill
and disabled, frail elderly people,
immigrants and refugees.

To consolidate the available material on
vulnerability and to introduce a
vulnerability model for nurses’ use.

A combination of personal and
environmental components.

The vulnerable experience reduced access to
essential health care due to financial or social
barriers.

15. Ruiz & Egli, 2010 (DP, FR,
Switzerland)

Patients with diabetes and other
chronic diseases

To discuss the metabolic syndrome in
relationship with socio-cultural
determinants

Chronic conditions related to
socio-cultural factors such as
poverty and ethnicity

Healthcare policies should take into
consideration the sociocultural characteristic of
patients

16. Shi, Forrest, von Schrader &
Ng, 2003 (RS, QN, EN, USA)

Civilian, non-institutionalized
persons in the 48 contiguous
states of the United States

To examine whether patients’
perceptions of their relationships with
primary care practitioners vary by
vulnerability status

A combination of predisposing,
enabling and need attributes of risk

Racial disparities were identified in office waiting
time and having a specific clinician at the
primary care site.

17. Shi & Stevens, 2005a (RS,
QN, EN, USA)

White adults and adults belonging
to racial and ethnic minorities.

A combination of predisposing
To present a profile of risk factors for
poor access based on income, insurance and enabling characteristics.
coverage, and having a regular source
of care

18. Shi & Stevens, 2005b (RS,
QN, EN, USA)

Individuals 18 years and older who
completed a survey

To operationalize vulnerability as risk
profiles of pre-disposing and enabling
factors, and to determine their
association with preventive care

A combination of predisposing
and enabling characteristics

Each additional vulnerability risk factor was
associated with a lower likelihood of receiving
preventive services

19. Shi & Stevens, 2007 (RS, QN, The uninsured and Medicaid
EN, USA)
insured

To examine the primary care
experiences of uninsured and Medicaid
patients

Poverty, ethnicity, lack of
insurance, chronic illness

Vulnerable people experience greater disparities
in primary care (in terms of access, continuity
and comprehensiveness)

20. Shi, Stevens, Faed & Tsai,
2008 (DP, EN, USA)

Those at greater risk for poor health
status and without adequate
potential access to care: ethnic
minorities, low income and
uninsured populations

To introduce and discuss a general
model of vulnerability

A combination of communitylevel and individual risk factors

Vulnerable populations experience limited regular
access to health care and preventive services.

21. Stone, 2002 (DP, EN, US)

African Americans who have
Medicare or other healthcare
coverage

A combination of race and
To summarize recently published data
about healthcare disparities experienced poverty
by African Americans

Vulnerable populations should be proportionally
represented at all levels of decisions that affect
health care and that are aiming to eliminate
healthcare disparities

22. Stevens, Seid, Mistry &
Halfon, 2006 (RS, QN, EN, USA)

Children and adolescents
0–19 years old.

To analyze vulnerability as a profile of
multiple risk factors for poor pediatric
care based on race/ethnicity, poverty
status, parent education, and insurance
status

Childhood associated with
poverty, belonging to a racial/
ethnic minority, being uninsured,
having parents with a low level of
education

Higher risk profiles were associated with greater
barriers to accessing primary care for children in
‘fair or poor’ health. Vulnerable children who
have the greatest health care needs also have
the greatest difficulty obtaining primary care.

23. Walker et al., 2010 (RS, QN,
EN, USA)

Middle-aged and older adults living To assess the disparities in health care
in a multiethnic, low-income area
related to age, low-income and
belonging to a racial/ethnic minority

A combination of predisposing,
enabling and need factors

Middle-aged and older adults who are uninsured
and in poor health reported more problems
receiving needed medical care or preventive
services.

Legend : RS: Research study; QN: Quantitative Research Report; DP: Discussion Paper;
EN: English, FR: French.

Individuals with combinations of risk factors are
more likely to delay medical care.
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13. Rieder et al., 2010 (DP, FR,
Switzerland)
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Figure 3 Aspects of the health care disparities considered by the reviewed papers.

comprehensiveness, with no article addressing coordination and accountability.
In regard to their approach to accessibility in relation to
health care disparities, in some of the papers access to
care was only mentioned, without any definition or explanation, as part of a broader discussion [28,33,35,36,38].
However, other publications took into consideration specific aspects of accessibility in connection with the context
of vulnerability. Thus, access to health care was measured
by the use or nonuse of physician care and, among users,
by the number of visits [27,30,32,39,40]. Continuity of
health care was measured as self-reports of having a regular source of care [27,30,32,39,43,46]. In turn, comprehensiveness was usually viewed in connection with difficulties
with access to preventive services such as immunizations,
check-ups, and screenings [27,30,35,39,42,44].
The papers concerned with secondary care focused on
the difficulties in seeing a specialist when patients
thought they needed one [32,42], on differences regarding the complexity and aggressiveness of cancer treatment depending on the patient’s socioeconomic status
[25], and on uneven distributions of hospital care for
vulnerable populations [41].
Finally, the publications with a general approach to
health care discussed the differences in general quality
of health care experienced by vulnerable populations
[10,21,26], usually as a result of financial or social
barriers [21,22,34,37]. They did not focus on aspects of
primary nor secondary care, and the variable mentioned
was general access to treatment [10,21,22,26,29,31].

Multi-vulnerability and health care disparities

All the reviewed papers referred to the co-existence
of different aspects of vulnerability that were linked,
in one way or another, to diverse forms of health care
disparities. Poverty status was considered as a major
source of vulnerability by almost all papers (Table 3),
and most of the papers referred to statistics that
linked poverty with belonging to a racial/ethnic minority [10,21,22,25-27,29-32,34-36,38,39,42-44].

After poverty and racial/ethnic minority, three other
aspects were most frequently taken into consideration in the conceptualization of vulnerability: old age
[22,26,33,40-42], lack of insurance [10,26,27,30,34,37,40,41],
and the presence of chronic physical or mental illnesses
[22,27-30,33,34,37,38,40-42].
Finally, other factors associated with vulnerability were
incarceration [28,36,38], homelessness, and residence in
underserved areas [10,27], as well as some aspects
related to socioeconomic status: migration [22,28,35],
low level of education [32,38,39], unemployment [37],
and widow status [25].
All findings mentioned above point to the fact that
people who accumulate more vulnerability factors are
more likely to face health care disparities. Thus, the
papers conclude that individuals who present the most
vulnerability aspects are the most likely to: report difficulties in seeing a specialist [30,32]; get less aggressive
treatment for cancer [25]; and face greater barriers to
access to quality primary care [26,27,33,34,36-39].
Almost one-third of these papers operationalized
vulnerability as a convergence of factors, as described by
Andersen and Aday [46] in the behavioral model of
Table 3 Aspects of vulnerability considered by the
reviewed papers
The aspects of vulnerability

Included papers, n (%)

Poverty

21 (91.3)

Racial/Ethnic minority

18 (78,3)

Chronic physical or mental illness

12 (52.2)

Lack of insurance

8 (34.8)

Old age

6 (26)

Incarceration

3 (13)

Immigrant status

3 (13)

Low level of education

3 (13)

Residence in underserved areas

2 (8.7)

Unemployment

1 (4.3)

Widowed status

1 (4.3)

Homelessness

1 (4.3)
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health services use. These studies’ findings suggest that a
combination of predisposing, enabling and need factors
is more likely to result in a distribution of health care
that is incongruent with the medical needs of vulnerable
populations [40-42]. Moreover, the groups that accumulate the most vulnerability aspects are more likely to face
care disparities such as longer office waiting time [43]
and delayed needed medical care because of affordability
[10,21], and are less likely to have a regular source of
care [43] and to get preventive services [10,44].

Discussion
The goal of this paper was to present the results of a
scoping review on the concept of vulnerability in
connection with health care disparities. Moreover, we
intended to identify what is known, in the existing literature, about the relationship between health care disparities and the co-existence of multiple aspects of
vulnerability. The main finding of this scoping review is
that the body of literature on vulnerability in health care
research confirms the framework of our dynamic vulnerability model of health care disparities based on the ICL.
Thus, the results suggest that high levels of vulnerability
(due to the co-existence of multiple vulnerability
aspects) would increase health care needs and would be
associated to lower health care accessibility and quality.
These findings are consistent with other research showing that the ICL phenomenon holds even under
universal health insurance systems such as the UK and
Canada, and it holds with greater force in countries
without universal health insurance [18,19,27,49]. However, the total number of studies that operationalized
vulnerability as a combination of factors is too small for
drawing statistically firm conclusions regarding the relationship between the increase of co-existing vulnerability
factors and the escalation of health care disparities.
Hence, there is a need for more research into the scientific
validation of this correlation. Moreover, we recognize the
need for studies to identify the clusters of vulnerability
aspects that increase the probability of facing health care
disparities. This research will provide the policy-making
process with currently missing information on how the
ICL actually operates and will eventually help reduce
inequalities in health and health care.
Our review revealed that despite its substantial additions, the existing literature has both important theoretical and empirical limitations. For instance, the vast
majority of papers is mostly heuristic and lacks a solid
theoretical basis. Even when based on a conceptual
framework, the one that prevails is the initial behavioral
model of health services use [46] that was often criticized and repeatedly revised to emphasize the dynamic
and recursive nature of health care use [45,50]. The
reviewed research studies also have some important
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methodological limitations related mostly to their reliance on survey data, which could preclude causal interpretation and only measure statistical associations and
tendencies.
Our review also revealed that there is currently little
research concerned with the health care disparities
related to the co-existence of multiple aspects of vulnerability. Of the 759 references generated by the initial
search, only 23 referred, explicitly or implicitly, both to
health care disparities and to the co-existence of two or
more aspects of vulnerability. Moreover, less than half of
these reviewed publications provided empirical evidence
on the relationship between health care disparities and
the co-existence of multiple vulnerability factors. When
taken into consideration, this connection referred mostly
to demographics and social structure, ignoring health
beliefs and patients’ experience of illness. According to
several authors, health and illness beliefs are of great
importance in explaining the use of medical and preventive services, as they directly affect need and, consequently, services use [45,51,52].
The fact that none of the included papers addressed
the beliefs or conceptions about health and illness of
vulnerable populations is, in our opinion, the major gap
in the reviewed literature. In fact, all the reviewed publications approached vulnerability from a normative
perspective based on socio-demographic characteristics
that assign certain populations a higher probability of
health or health care disparities. Spiers [53] contrasts
this kind of approach, which she names “etic”, with an
“emic” perspective on vulnerability. Inspired by the
anthropological literature, the emic approach to vulnerability refers to a description of the phenomena as perceived by the concerned person and reflects the lived
experience of “vulnerable” populations. According to the
author, research on vulnerability would greatly benefit
from the integration of the emic dimension to the etic
approaches to vulnerability, as this combined perspective
would provide a more satisfactory picture of how people
manage multiple challenges in their daily lives [53].
The present review also revealed a series of additional
gaps in the literature that could be interpreted as opportunities for future research. These gaps pertain to location and type of studies, and the aspects of vulnerability
related to health care disparities. Regarding location, the
vast majority of the publications were conducted in the
United States, where there is no universal health care
system to sustain appropriate care for vulnerable populations. However, there is evidence that health care
disparities on the basis of poverty, race and immigrant
status persist even in countries with a universal health
care system [54]. Therefore, we argue that future
research conducted in countries with a publicly funded
health care system (e.g., Canada, the UK) would increase
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our understanding and, eventually, contribute to the
reduction of these disparities.
In regard to the types of studies, no qualitative
research satisfied the inclusion criteria of our scoping
review. Besides the discussion papers that addressed
vulnerability and health care disparities from a theoretical perspective, the research papers exclusively reported
findings from quantitative studies. Even though these
studies might present the usual strengths of quantitative
research (e.g., structured research design, generalization
of findings, statistical significance, and objectivity of the
researcher), they also have weaknesses. Without entering
into a debate over the advantages and disadvantages of
both types of research, we argue that studies on health
care disparities related to vulnerability could only benefit
from the integration of more flexible qualitative techniques in their design.
Concerning the aspects of vulnerability involved in
health care disparities - with respect to the community
social resources model [24] - our review has shown that
the vast majority of papers focused on the lack of socioeconomic resources; namely, human capital (i.e., poverty,
low level of education, unemployment, and homelessness) and social connectedness (i.e., racial/ethnic minority, old age, immigrant status, and widowed status). Only
a few studies took into consideration the aspects related
to environmental resources (i.e., residence in underserved areas) and none of them referred to the vulnerability to hazards and disaster events (see Table 3). Since
the likelihood of a hazard event combined with the lack
of socioeconomic resources results in higher degrees of
vulnerability and increased needs of people living in
certain communities [55-57], we recognize the need for
research that examines the link between this “vulnerability of places” [55] and health care disparities.
Our review also revealed a paucity of studies envisaging the close connection between chronic illness and
health care disparities, even though it has already been
suggested that people living with chronic conditions may
experience challenges when navigating through the
health care system [58-60]. Moreover, the co-existence
of two or more chronic diseases in the same person (i.e.,
multimorbidity) as a vulnerability aspect was almost
absent from the publications reviewed.
The prevalence of multiple chronic conditions in the
same individual has dramatically increased over the past
years and is starting to be recognized as a critical clinical
issue in health care, mostly because of its negative
effects on patient quality of life, mortality, and treatment
complications [61-63]. Several studies also found that
individuals with multimorbidity have trouble obtaining
quality care, usually in terms of access and coordination
[64,65]. However, research on multimorbidity is still in
its infancy [66] and our scoping review revealed that
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there are very few studies considering multimorbidity as
a vulnerability factor in connection with health care
disparities. Further research addressing health care
disparities related to multimorbidity that co-exists with
other vulnerability factors (e.g., poverty, belonging to an
ethnic minority, etc.) might lead to crucial information
on how to transform typical primary care practices to
meet the needs of the most vulnerable patients.
Another vulnerability aspect that has received little
attention in the research literature is immigrant status.
Even though a large majority of the papers considered
racial/ethnic minority as a vulnerability factor, health
care disparities experienced by immigrants involve more
complex interrelated issues because of other vulnerability aspects than ethnicity. Thus, several studies found
that even within the same racial/ethnic group, immigrants received significantly less medical and preventive
care than their non-immigrant counterparts [67-69].
Among the potential reasons that account for these findings are: language and cultural barriers [70,71], disparities
in health care insurance [72], and a lack of familiarity with
the local health care system [73].
The above-mentioned problems are frequently combined with chronic poverty, especially for recent immigrants [74,75], and with an increase in the prevalence
of chronic diseases [76,77]. All these aspects lead naturally to the conclusion that immigrant status is an
important vulnerability aspect that often co-exists and
may synergistically interact with other recognized factors
involved in health care disparities. We consider that
further research addressing these interactions would be
beneficial for finding solutions aimed to overcome such
disparities.
Before concluding, it is important to raise some limitations of our scoping review. First, we restricted the
search strategy to databases that usually cover the
health, public health and psychological literature (i.e.
MEDLINE-Ovid, CINAHL, EMBASE and PsycINFO).
For practical reasons, we were unable to exhaustively
search the social sciences databases and to include
papers in a language other than English or French.
Therefore the risk that not all relevant studies were
identified remains. Second, we located and analyzed only
23 publications on the topic, which precludes a comprehensive assessment of such a complex domain. These 23
papers tended to be rather diverse in both their focus
and design, which led us to make decisions regarding
the information to be summarized and analyzed. Furthermore, since scoping reviews do not typically include
a quality assessment of included studies, data synthesis
and interpretation could be limited [78,79] and the
evidence to base decisions regarding the need for future
research could be insufficient [15]. However, we are
confident that our scoping review provided original data
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with a richness and fineness that would have been difficult to attain with other types of literature reviews.
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4.

5.

Conclusions
This scoping review confirmed our hypothesis of the
direct correlation between the increase of co-existing
vulnerability factors and the escalation of health care
disparities. However, it also revealed that there is
currently little research concerning health care disparities related to the co-existence of multiple aspects of
vulnerability. Several gaps in the literature were identified, among which the most important seem to be a lack
of research focusing on vulnerable populations’ perception of their own vulnerability, and on multimorbidity
and immigrant status as aspects of vulnerability.
We argue that future research addressing these gaps
would help foster primary care interventions that are
responsive to the needs of vulnerable people and, eventually, contribute to the reduction of health care disparities
in society.

6.

7.
8.
9.

10.

11.
12.

13.
14.

Abbreviation
ICL: Inverse Care Law.
Competing interests
The authors have no financial or non-financial competing interests.
Authors’ contributions
CG conceived the study, realized the selection of papers, participated in the
design of the study and drafted the manuscript, tables and figures. CL
coordinated the study, participated in its design and helped to draft the
manuscript. MF helped with the study coordination and drafting the
manuscript. All authors read and approved the final manuscript.
Acknowledgements
This study was funded by grants from the Fonds de la Recherche en Santé
du Québec (FRSQ) and the Canadian Institutes of Health Research and
partners (Applied CIHR Chair on Health Services and Policy Research on
Chronic Diseases in Primary Care/CIHR-IHSPR-CHSRF-CSSSC). The first author
was supported by a postdoctoral fellowship from the Centre de Recherche
Hôpital Charles LeMoyne, the Applied CIHR Chair on Health Services and
Policy Research on Chronic Diseases in Primary Care and TD Bank. The
authors would like to acknowledge and thank Susie Bernier for helping in
editing the manuscript.
Author details
1
Centre de Recherche Hôpital Charles LeMoyne, Unité de Médecine de
Famille HCLM, 150 Place Charles Lemoyne, Bureau 200, Longueuil, QC J4K
0A8, Canada. 2Unité de Médecine de Famille, 305 St-Vallier, Chicoutimi, QC
G7H 5H6, Canada.

15.
16.
17.
18.

19.
20.

21.
22.
23.
24.
25.

26.

Received: 24 August 2012 Accepted: 7 March 2013
Published: 12 March 2013

27.

References
1. Centers for Disease Control and Prevention CDC: CDC health disparities
and inequalities report. MMWR Morb Mortal Wkly Rep 2011, 60(Suppl):116.
2. Canadian Institutes of Health Research CIHR: Reducing health disparities and
promoting equity for vulnerable populations. 2007. http://www.cihr-irsc.gc.ca/
e/15986.html.
3. Masi R: Removing barriers II keeping Canadian values in health care. In
Health Canada, “certain circumstances” issues in equity and responsiveness in
access to health care in Canada. A collection of papers and reports prepared
for health Canada. 2000. http://www.hc-sc.gc.ca/hcs-sss/pubs/acces/2001certain-equit-acces/index-eng.php.

28.

29.

30.

31.

Smedley BD, Stith AY, Nelson AR: Unequal treatment: confronting racial and
ethnic disparities in health care. Washington, D.C.: The National Academies
Press; 2003.
Wilkinson R: The impact of inequality. How to make sick societies healthier.
New York, NY: The New Press; 2005.
Williams RA: Historical perspectives in healthcare disparities: is the pas
prologue? In Eliminating healthcare disparities in America. Beyond the IOM
report. Edited by Williams RA. Totowa, NJ: Humana Press; 2007.
Aday LA: At risk in America: The health and health care needs of vulnerable
populations in the United States. 2nd edition. San Francisco: Jossey-Bass; 2001.
Shi L, Stevens GD: Vulnerable populations in the United States. 2nd edition.
San Francisco, CA: Jossey-Bass; 2010.
Alwang J, Siegel PB, Jorgenson SL: Vulnerability as viewed from different
disciplines. Presented at sustaining food security and managing natural
resources in southeast Asia: challenges for the 21st century. Chiang Mai,
Thailand: International Symposium; 2002.
Shi L, Stevens GD, Faed P, Tsai J: Rethinking vulnerable populations in the
United States: an introduction to a general model of vulnerability.
Harvard Health Policy Rev 2008, 9(1):43–48.
Arskey H, O’Malley L: Scoping studies: towards a methodological
framework. Int J Soc Res Methodol 2005, 8(1):19–32.
Anderson S, Allen P, Peckham S, Goodwin N: Asking the right questions:
scoping studies in the commissioning of research on the organization
and delivery of health services. Health Res Policy Syst 2008, 6(7):1–12.
Levac D, Colquhoun H, O’Brien KK: Scoping studies: advancing the
methodology. Implement Sci 2010, 5(6):1–9.
Davis K, Drey N, Gould D: What are scoping studies? a review of the
nursing literature. Int J Nurs Stud 2009, 46:1386–1400.
Brien S, Lorenzetti D, Lewis S, Kennedy J, Ghali W: Overview of a formal
scoping review on health system report cards. Implement Sci 2010, 5(1):2.
Hemingway P, Brereton N: What is a systematic review?. London, UK:
Hayward Medical Communications; 2009.
Hart JT: The inverse care Law. Lancet 1971, i:405–412.
Mercer SW, Watt GCM: The inverse care Law: clinical primary care
encounters in deprived and affluent areas of Scotland. Ann Fam Med
2007, 5(6):503–510.
Hutchison B: Disparities in healthcare access and use: yackety - yack,
yackety - yack. Healthcare Policy 2007, 3(2):10–18.
Lasser KE, Himmelstein DU, Woolhandler S: Access to care, health status
and health disparities in the United States and Canada: results of a
cross-national population-based survey. Am J Public Health 2006,
96(7):1300–1307.
Shi L, Stevens GD: Vulnerability and unmet health care needs. The
influence of multiple risk. J Gen Intern Med 2005, 20(2):148–154.
Rogers AC: Vulnerability, health and health care. J Adv Nurs 1997, 26:65–72.
Larkin M: Vulnerable groups in health and social care. Thousand Oaks, CA:
Sage Publications; 2009.
Flaskerud JH, Winslow BJ: Conceptualizing vulnerable populations
health-related research. Nurs Res 1998, 47(2):69–78.
Denberg TD, Kim FJ, Flanigan RC, Fairclough D, Beaty BL, Steiner JF,
Hoffman RM: The Influence of Patient Race and Social Vulnerability on
Urologist Treatment Recommendations in Localized Prostate Carcinoma.
Med Care 2006, 44(12):1137–1141.
Giger J, Davidhizar RE, Purnell L, Harden JT, Phillips J, Strickland O: American
academy of nursing expert panel report: developing cultural
competence to eliminate health disparities in ethnic minorities and
other vulnerable populations. J Transcult Nurs 2007, 18(95):95–102.
Fiscella K, Shin P: The inverse care law implications for healthcare of
vulnerable populations. J Ambulatory Care Manage 2005,
28(4):304–312.
Rieder J-P, Gravier B, Bertrand D, Pasche C, Bodenmann P, Wolff H: Santé en
milieu pénitentiaire: vulnérabilité partagée entre détenus et
professionnels de la santé. Rev Med Suisse 2010, 6:1462–1465.
Ruiz J, Egli M: Syndrome métabolique, diabète sucré et vulnérabilité: une
approche «syndémique» de la maladie chronique. Rev Med Suisse 2010,
6:2205–2208.
Shi L, Stevens GD: The role of community health centers in delivering
primary care to the underserved. Experiences of the uninsured and
Medicaid insured. J Ambulatory Care Manage 2007, 30(2):159–170.
Stone J: Race and healthcare disparities: overcoming vulnerability. Theor
Med Bioeth 2002, 23(6):499–518.

Grabovschi et al. BMC Health Services Research 2013, 13:94
http://www.biomedcentral.com/1472-6963/13/94

32. Carlson MJ, Blustein J: Access to care among vulnerable populations
enrolled in commercial HMOs. J Health Care Poor Underserved 2003,
14(3):372–385.
33. Monod S, Sautebin A: Vieillir et devenir vulnérable. Rev Med Suisse 2009,
5:2353–2357.
34. Pauly MV, Pagán JA: Spillovers and vulnerability: the case of community
uninsurance. Health Aff 2007, 26(5):1304–1314.
35. Pitkin Derose K, Escarce JJ, Lurie N: Immigrants and health care: sources of
vulnerability. Health Aff 2007, 26(5):1258–1268.
36. German D, Latkin CA: Social stability and HIV risk behavior: evaluating the
role of accumulated vulnerability. AIDS Behavior Journal 2012, 16:168–178.
37. Bieler G, Paroz S, Faouzi M, Trueb L, Vaucher P, Althaus F, Daeppen J-B,
Bodenmann P: Social and medical vulnerability factors of emergency
department frequent users in a universal health insurance system.
Academic Emergency Med 2012, 19(1):63–68.
38. Mechanic D, Tanner J: Vulnerable people, groups, and populations:
societal view. Health Aff 2007, 26(5):1220–1230.
39. Stevens GD, Seid M, Mistry R, Halfon N: Disparities in primary care for
vulnerable children: the influence of multiple risk factors. Health Serv Res
2006, 41(2):507–531.
40. Broyles RW, McAuley WJ, Baird-Holmes D: The medically vulnerable: their
health risks, health status and use of physician care. J Health Care Poor
Underserved 1999, 10(2):186–200.
41. Broyles RW, Narine L, Brandt EN Jr: Equity concerns with the use of
hospital services by the medically vulnerable. J Health Care Poor
Underserved 2000, 11(3):343–360.
42. Walker KO, Steers N, Liang L-J, Morales LS, Forge N, Jones L, Brown AF: The
vulnerability of middle-aged and older adults in a multiethnic, lowincome area: contributions of Age, ethnicity, and health insurance. J Am
Geriatr Soc 2010, 58(12):2416–2422.
43. Shi L, Forrest CB, von Schrader S, Ng J: Vulnerability and the
patient–practitioner relationship: the roles of gatekeeping and primary
care performance. Am J Public Health 2003, 93(1):138–144.
44. Shi L, Stevens GD: Vulnerability and the receipt of recommended
preventive services: the influence of multiple risk factors. Med Care 2005,
43(2):193–198.
45. Andersen RM: Revisiting the behavioral model and access to medical
care: does it matter? J Health Soc Behav 1995, 36(1):1–10.
46. Andersen R, Aday LA: Access to medical care in the U.S.: realized and
potential. Med Care 1978, 16(7):533–546.
47. IOM- Institute of Medicine: A manpower policy for primary health care.
Washington, DC: National Academy of Sciences; 1978.
48. Blumenthal D, Mort E, Edwards J: The efficacy of primary care for
vulnerable population groups. Health Serv Res 1995, 30(1, Part 2):253–273.
49. Watt G: The inverse care law today. Lancet 2002, 360:252–254.
50. Pescosolido B, Kronenfeld JJ: Health, illness, and healing in an uncertain
era: challenges from and for medical sociology. J Health Soc Beha 1995,
Extra issue:5–33.
51. Herzlich C: Health and illness. London, UK: Academic; 1973.
52. Kleinman A, Eisenberg L, Good B: Culture, illness and care: clinical lessons
from anthropological and cross-cultural research. Ann Intern Med 1978,
88:251–288.
53. Spiers J: New perspectives on vulnerability using emic and etic
approaches. J Adv Nurs 2000, 31(3):715–721.
54. Guilfoyle J, Kelly L, St Pierre-Hansen N: Prejudice in medicine. Our role in
creating health care disparities. Can Fam Physician 2008, 54:1511–1513.
55. Cutter SL: Vulnerability to environmental hazards. Prog Hum Geogr 1996,
20:529–539.
56. Cutter SL, Boruff BJ, Lynn Shirley W: Social vulnerability to environmental
hazards. Soc Sci Quaterly 2003, 84(2):242.
57. Cutter SL, Mitchell JT, Scott S: Revealing the vulnerability of people and
places: a case study of Georgetown county, south Carolina. Ann Assoc
Am Geogr 2000, 90(4):713–737.
58. Becker G, Beyene Y, Newsom EM, Rodgers DV: Knowledge and care of chronic
illness in three ethnic minority groups. Fam Med 1998, 30(3):173–178.
59. Bury M: Chronic illness as biographical disruption. Sociol Health Illn 1982,
4(2):167–182.
60. Janson S, Becker G: Reasons for delay in seeking treatment for acute
asthma: the patient’s perspective. J Asthma 1998, 35(5):427–435.
61. Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B: Epidemiology
of multimorbidity and implications for health care, research, and

Page 11 of 11

62.

63.
64.
65.
66.

67.

68.

69.

70.

71.
72.

73.
74.

75.

76.

77.
78.

79.

medical education: a cross-sectional study. Lancet 2012. doi:10.1016/
S0140-6736(12)60240-2. published online May 10, 2012.
Boyd CM, Fortin M: Future of multimorbidity research: How should
understanding of multimorbidity inform health system design? Public
Health Rev 2010, 32(2):451–474.
Fortin M, Lapointe L, Hudon C, Vanasse A: Multimorbidity in medical
literature: is it commonly researched? Can Fam Physician 2005, 51:244–245.
Anderson G, Horvath J: Chronic conditions: making the case for ongoing care.
Baltimore, MD: Johns Hopkins University; 2002.
Parekh AK, Barton MB: The challenge of multiple comorbidity for the US
health care system. JAMA 2010, 303(13):1303–1304.
Fortin M, Soubhi H, Hudon C, Bayliss EA, van den Akker M: Multimorbidity’s
Many challenges: time to focus on the needs of this vulnerable and
growing population. BMJ 2007, 334:1016–1017.
Lucas JW, Barr-Anderson DJ, Kington RS: Health status, health insurance,
and health care utilization patterns of immigrant black men. Am J Public
Health 2003, 93(10):1740–1747.
McDermott S, Gupta S, DesMeules M, Kazanjian A, Vissandjée B, Ruddick E,
Kliewer E: Recours des immigrants et des réfugiés canadiens aux services
de santé. Sante Canada: Bulletin de recherche sur les politiques de santé: La
santé des migrants 2010, 17:37–41.
Wagner TH, Guendelman S: Healthcare utilization among hispanics:
findings from the 1994 minority health survey. Am J Managed Care 2000,
6(3):355–364.
Anderson LM, Scrimshaw SC, Fullilove MT, Fielding JE, Normand J:
Culturally competent healthcare systems. A systematic review. Am Am J
Prev Med 2003, 24(3S):68–79.
Fiscella K, Franks P, Doescher MP, Saver BG: Disparities in health care by race,
ethnicity, and language among the insured. Med Care 2002, 40:52–59.
Siddiqi A, Zuberi D, Nguyen QC: The role of health insurance in
explaining immigrant versus non-immigrant disparities in access to
health care: comparing the United States to Canada. Soc Sci Med 2009,
69(10):1452–1459.
Wu Z, Penning MJ, Schimmele CM: Immigrant status and unmet health
care needs. Can J Public Health 2005, 96(5):369–73.
Picot G, Hou F, Coulombe S: Le faible revenu chronique et la dynamique
du faible revenu chez les nouveaux immigrants. Direction des études
analytiques: documents de recherche de Statistique Canada 2007. http://www.
statcan.gc.ca/pub/11f0019m/11f0019m2007294-fra.htm.
Raphael S, Smolensky E: Immigration and poverty in the United States.
Institute for research on poverty. Discussion paper no. 1347–08. 2008. http://
irp.wisc.edu/publications/dps/pdfs/dp134708.pdf. Accessed May 10, 2012.
Betancourt MT, Roberts KC: Pleins feux sur la recherche: tendances des
maladies chroniques chez les immigrants au Canada: analyse des
données récentes. Sante Canada: Bulletin de recherche sur les politiques de
santé: La santé des migrants 2010, 17:22–25.
Carpenter K: Exploring immigrant chronic disease management. School of
Public and Environmental Affairs -SPEA Honors Paper Series 2008, 2(6):1–30.
Weeks L, Strudsholm T: A scoping review of research on complementary
and alternative medicine (CAM) and the mass media: looking back,
moving forward. BMC Complement Altern Med 2008, 8:43.
Armstrong R, Hall BJ, Doyle J, Waters E: ‘Scoping the scope’ of a Cochrane
review. J Pub Health 2011, 33(1):147–150.

doi:10.1186/1472-6963-13-94
Cite this article as: Grabovschi et al.: Mapping the concept of
vulnerability related to health care disparities: a scoping review. BMC
Health Services Research 2013 13:94.

