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Abstract
Background  Mental healthcare users and patients were described as a particularly vulnerable group in the debate 
on the burdens of the COVID-19 pandemic. Just what this means and what normative conclusions can be derived 
from it depend to a large extent on the underlying concept of vulnerability. While a traditional understanding 
locates vulnerability in the characteristics of social groups, a situational and dynamic approach considers how social 
structures produce vulnerable social positions. The situation of users and patients in different psychosocial settings 
during the COVID-19 pandemic has not yet been comprehensively considered and ethically analyzed under the 
aspect of situational vulnerability.

Methods  We present the results of a retrospective qualitative analysis of a survey of ethical challenges in different 
mental healthcare facilities of a large regional mental healthcare provider in Germany. We evaluate them ethically 
using a dynamic and situational understanding of vulnerability.

Results  Difficulties in implementing infection prevention measures, restrictions of mental health services in favor of 
infection prevention, social isolation, negative health effects on mental healthcare users and patients, and challenges 
in implementing regulations on state and provider levels within the local specificities emerged across different mental 
healthcare settings as ethically salient topics.

Conclusions  Applying a situational and dynamic understanding of vulnerability allows the identification of specific 
factors and conditions that have contributed to an increased context-dependent vulnerability for mental healthcare 
users and patients. These factors and conditions should be considered on the level of state and local regulations to 
reduce and address vulnerability.
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Background
Covid-19 and the situation of mental healthcare service 
users and patients in Germany
The impact of the COVID-19 pandemic on various social 
domains has been the subject of intense policy debates. 
While many statements and studies address different 
areas of life and problems, the situation of people who 
use mental healthcare services, who are in forensic or 
psychiatric facilities under involuntary commitment, or 
who live in mental healthcare facilities, residential facili-
ties and care homes (hereafter: users and patients) has 
received much less attention [1–4].

Existing empirical studies indicate that people with 
mental illness were exposed to particular pressures dur-
ing the pandemic. In terms of health outcomes, studies 
show an increased risk of infection and severe course, 
and an increased mortality compared to the general pop-
ulation [5–9]. This is particularly relevant considering the 
poorer health status of people with severe mental illness 
compared to the general population, which, according 
to the World Health Association, also stems from barri-
ers to healthcare [10]. In addition, the pandemic placed 
a high burden on the mental well-being particularly of 
people with mental illness compared to the general popu-
lation [11].

In terms of German mental healthcare, several changes 
have already been noted under pandemic conditions. 
Firstly, a reduction in treatment services, such as day 
clinics, group therapies, or self-help groups has been 
described [12]. Cancelled or postponed psychiatric 
appointments during the pandemic predicted higher 
depressive symptoms [12]. Furthermore, changes in prac-
tices of involuntary commitment for people with severe 
mental illness have occurred [1, 13, 14]. Difficulties in 
generally maintaining psychosocial services for mental 
healthcare users and patients while implementing infec-
tion controls were evident in various settings across the 
mental healthcare landscape. In line with this, the 2020 
report from the National Agency for the Prevention 
of Torture notes specific challenges, such as ensuring 
social distancing measures and implementing quaran-
tine measures during the COVID-19 pandemic in men-
tal healthcare facilities [15]. Similar infection prevention 
challenges have also been reported in forensic psychiat-
ric facilities [16]. Furthermore, while many restrictions 
have been loosened in a lot of societal domains, infection 
prevention measures continue to be in place in mental 
healthcare facilities.

People with mental illnesses have been identified as 
a “particularly vulnerable group” [17] in the ensuing 
debate. Accordingly, the statement of the German Eth-
ics Council [18] on decision-making in the pandemic 
refers explicitly to the “special” vulnerability of different 
social groups, including people with mental illness. Just 

what this means and what normative conclusions can be 
derived from it depend largely on the underlying concept 
of vulnerability.

Even though vulnerability is a term much used in both 
traditional and contemporary bioethics, there is a lack of 
conceptual clarity [19–21]. It has mainly been discussed 
within research ethics, public health ethics [22], and, 
more recently, within clinical practice [23] and in aged 
care [24]. Traditional analyses aim at defining criteria 
to identify vulnerable individuals and then derive moral 
obligations. This mostly involves identifying groups of 
people who share features that put them under a height-
ened risk of an impaired capacity to consent, exploita-
tion, and having one’s interest unjustly considered or 
harmed. Moral obligations may involve special protec-
tion through improvement of the informed consent pro-
cedures or exclusion from research [22].

However, critics of such labeling approaches have 
argued that identifying groups of people as vulnerable 
based on group-specific characteristics is stigmatizing, 
discriminatory, may deny agency to people identified 
as vulnerable, and may lead to paternalistic interven-
tions [22, 25–28]. In addition, it has been suggested that 
the blanket exclusion of groups identified as vulner-
able from clinical trials, for example, pregnant women 
or people under involuntary commitment, disadvantages 
the individuals affected because they do not benefit from 
research advances to the same extent as the general pop-
ulation [29, 30].

Dynamic understandings of vulnerability
The German Ethics Council invokes an alternative con-
cept of vulnerability in their report based on a situational 
and dynamic understanding. According to this, vulner-
ability is not inherent to any group defined by specific 
characteristics. Rather, vulnerable social positions arise 
depending on the context in specific “social, political, 
economic or also environmental constellations or inter-
actions” [18]. In such an account, structural processes, 
such as discrimination, may contribute to the production 
of situational vulnerabilities.

The German Ethics Council’s use of the term is coher-
ent with more recent theoretical works on vulnerabil-
ity. Drawing on critiques of the traditional model [31], 
Luna [32] and further bioethicists [26] have developed a 
dynamic model of vulnerability for research ethics, public 
health, and the clinical context that uses the metaphor of 
“layers” [26]. Layers of vulnerability are dispositions that 
track an increased risk of suffering harm or disadvantage 
within a specific context. They may arise from different 
sources, both internal, such as age or a medical concern, 
and external, such as the social context, policies, or struc-
tural discrimination. The conditions that lead to the actu-
alization of a vulnerability are called “triggers.” Different 
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layers of vulnerability may coexist and be addressed 
independently of each other. “Layers of vulnerability 
with cascading effects” are those which may compound 
or generate further layers of vulnerability [26]. Accord-
ing to Luna, the concept of vulnerability is useful for bio-
ethical evaluations, because normative obligations can be 
derived from sources and triggers of vulnerabilities [26].

To the best of our knowledge, no study has yet ethically 
evaluated the situational vulnerability of mental health-
care service users and patients during the COVID-19 
pandemic.

This study
In this article, we present the results of a retrospective 
qualitative analysis of a survey of ethical challenges dur-
ing the COVID-19 pandemic among nursing and medi-
cal directors and facility managers of different mental 
healthcare facilities of the Regional Association of West-
phalia Lippe (Landschaftsverband Westfalen-Lippe) in 
Germany. This analysis presents some of the different 
challenges faced in various mental healthcare settings 
during the first year of the pandemic. The study, thereby, 
considers that people with mental illness or mental 
health concerns use a diversity of services which range 
from outpatient departments, day-structuring services, 
and day clinics to inpatient psychiatric services, different 
types of residential facilities and care homes, and invol-
untary commitment in a psychiatric hospital or forensic 
psychiatric hospital.

This study aims, firstly, to provide an exploratory 
account of ethical challenges related to changes in mental 
healthcare facilities and practices during the COVID-19 
pandemic. Secondly, it aims to ethically evaluate these 
challenges by using a dynamic and situational concept 
of vulnerability. More specifically, the goal of the study 
is to analyze contextual challenges in various mental 
healthcare settings in order to identify multiple layers of 
situational vulnerability that mental healthcare users and 
patients have experienced during the pandemic.

Methods
We carried out a retrospective qualitative analysis of 
written survey documents. The survey documents were 
initially collected by the internal working group “Ethical 
dilemmas in psychiatry during the COVID-19 pandemic 
in institutions of the Regional Association of Westphalia 
Lippe.” This working group was established in the spring 
of 2021 to address ethical challenges in the context of the 
COVID-19 pandemic and develop practice-relevant rec-
ommendations as part of internal quality improvement 
measures.1 At the beginning of May 2021, it gathered 

1  Members of the working group were (in alphabetical order): Ralf Borchert, 
Stephan Deimel, Mirjam Faissner, Lukas Finkam, Holger Foullois, Jakov 

ethical challenges in the everyday life of various mental 
healthcare facilities by means of a written survey of nurs-
ing and medical directors and facility managers in order 
to incorporate the experiences of on-site actors into the 
discussion. To this end, a prestructured written survey 
document was sent to the recipients via email. The sur-
vey documents were primarily used to inform the work-
ing group’s recommendations. They contained extended 
and rich descriptions of multiple ethical challenges from 
various mental healthcare settings, therefore, the authors 
decided to qualitatively analyze the data in-depth and use 
them for an empirically informed ethical analysis. The 
study presented here was approved by the Research Eth-
ics Committee of the Medical Faculty of the Ruhr Uni-
versity Bochum (Reg. No.: 21-7290_BR). The authors 
follow the Standards for Reporting Qualitative Research 
proposed by O’Brien et al. [33].

Data collection
The Regional Association of Westphalia Lippe is one of 
the largest mental healthcare providers in Germany, and 
comprises eleven hospitals for adult psychiatry, four hos-
pitals for child and adolescent psychiatry, ten residential 
facilities and care homes for people with mental illnesses 
and disabilities, and six forensic psychiatric hospitals. 
The working group contacted all the nursing and medical 
directors of the hospitals, and all the facility managers of 
the residential facilities and care homes via emails at the 
beginning of May 2021. In this email, the recipients were 
invited to fill out a prestructured survey document on 
ethical challenges in their respective mental healthcare 
setting, after consulting with their staff. Participants were 
invited to fill in the survey document within four weeks. 
A reminder was sent after four weeks, with a second 
deadline after two weeks. The email informed the pro-
spective participants about the survey’s aim to improve 
the quality of clinical and ethical decision-making dur-
ing the pandemic by providing the different facilities 
with ethical recommendations. A prestructured survey 
document was attached to the email. The survey docu-
ment was developed for this study by the working group 
based on reports from its members and the scientific lit-
erature. An English version translated by the authors can 
be found in the online supplement (Supp. 1). The survey 
contained a section to specify the participant’s current 
position and mental healthcare setting. The survey docu-
ment was divided into six sections and inquired about 
different aspects in connection with the implementation 
of infection prevention measures: (1) effects on thera-
pies according to guidelines, (2) experiences with con-
tact restrictions, (3) coercive measures, (4) challenges in 

Gather, Claus-Rüdiger Haas, Vera Herbst, Michael Löhr (head), Patricia 
Ohrmann, Mareike Schüler-Springorum, and Michael Winkelkötter.
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implementing infection control, (5) experiences with the 
vaccination program, and (6) experiences with the regu-
lations on a state, provider, and facility level. The survey 
contained open and closed questions, and participants 
were invited to give written feedback to all sections using 
the free spaces available. The working group received 
a total of 27 out of 40 anonymized survey documents, 
which corresponds to a responder rate of 65%: 8 survey 
documents from adult psychiatry (2 medical directors, 
5 nursing directors, 1 quality manager), 2 from child 
and adolescent psychiatry (1 medical director, 1 nursing 
director), 6 from forensic psychiatric hospitals (1 medical 
director, 5 nursing directors), 5 from residential facilities 
and 6 from care homes.

Data analysis
A qualitative content analysis according to Kuckartz 
[34] was conducted. Data were analyzed using MAX-
QDA analysis software (MAXQDA 18 Standard Portable, 
VERBI Software GmbH, Berlin, Germany). The primary 
data analysis was conducted by two researchers con-
ducting research into medical ethics and psychiatry: a 
cis-female white medical doctor with formal training in 
philosophy (MF), and a cis-female white medical student 
with a background in molecular biomedicine and a com-
pleted training as a peer support worker (AW). Both MF 
and AW have received training in qualitative methods 
by the Methods Centre of Ruhr University Bochum and 
conducted qualitative research prior to this project. They 
were supervised by JG (cis-male white consultant for psy-
chiatry and psychotherapy with formal training in philos-
ophy) who has supervised multiple qualitative research 
projects prior to this project. A structuring qualitative 
content analysis according to Kuckartz [34] was con-
ducted, as it is a suitable approach for identifying and 
organizing themes that emerge from the data collected. 
The data analysis included seven steps: (1) MF and AW 
both read and commented on all survey documents indi-
vidually and wrote summaries for each survey document; 
(2) they developed main categories under the supervision 
of JG after coding 20% of the documents, by combin-
ing inductive coding based on the content of the survey 
documents, with deductive coding based on the experi-
ences of the working group members and the categories 
were discussed with JG; (3) all material was coded by MF 
and AW using the categories developed in step 3; (4) all 
text parts coded within the same category were reviewed 
together by MF and AW and the categories were assigned 
to superordinate themes together with JG; (5) the cat-
egories and superordinate themes were discussed with 
all members of the working group; (6) all survey docu-
ments were coded again by MF and AW; finally, (7) top-
ics deemed ethically salient were chosen for discussion 
by all authors. Based on the ethical challenges identified 

and the discourse on vulnerable groups during the pan-
demic, the authors decided to ethically evaluate the for-
mer using a framework of dynamic vulnerability [26, 
32]. The authors acknowledge that their social position, 
background, and experience with the mental healthcare 
system influences the interpretation of data. The research 
team was composed of individuals with diverse profes-
sional backgrounds (psychiatry, nursing sciences, health 
sciences, medical ethics, philosophy), and diverse rela-
tionships towards the mental healthcare system (personal 
experience, professional experience, research). Possible 
biases and implicit background assumptions were, there-
fore, discussed in the group and jointly reflected upon.

Results
Five ethically relevant topics were identified. Selected 
verbatim quotations from the survey documents were 
translated from German into English by the first author 
and are inserted in italics.

Topic 1: difficulties in implementing infection prevention 
measures in different mental healthcare facilities
Various difficulties in implementing infection prevention 
measures were reported. Firstly, social distancing and 
hygiene regulations could not always be implemented, 
as these were not invariably compatible with the facili-
ties’ material structures. Several psychiatric hospitals and 
residential facilities, for example, were unable to provide 
isolation and quarantine areas with their own sanitary 
facilities. It was reported from one psychiatric hospital 
that employees shared the toilet with users and patients 
in quarantine due to the architectural structure.

In addition, challenges regarding room occupancy were 
reported in various clinical facilities. One forensic psy-
chiatric hospital reported that seclusion rooms, intended 
for situations of acute danger to oneself and others, were 
used for admissions. This was necessary to bridge the 
time until a clear negative result of the COVID-19 test 
required upon admission occurred: “The rooms are not 
originally furnished and have open sanitary facilities, with 
potential camera surveillance at the same time. Very lim-
ited furnishings with personal belongings and the uneasy 
feeling of being able to be observed from the outside at 
all times had to be endured by the patients housed there” 
(forensic psychiatric hospital, nursing director no. 3). In 
some cases, due to overcrowding, it was not possible to 
offer patients a regular room after a clear COVID-19 test.

Finally, it was described that users’ and patients’ rights 
were restricted under infection prevention measures. 
One-on-one care was necessary in some residential facili-
ties to maintain isolation. The constant accompaniment 
of people in their rooms was perceived by staff as a con-
siderable intrusion into the users and patients’ privacy.
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Topic 2: restriction of mental health services in favor of 
infection prevention
Another theme was a restriction of psychiatric-thera-
peutic care in favor of infection prevention measures. 
Severely reduced therapy services were reported in vari-
ous facilities during the first few months of the pandemic. 
Group therapy and cross-ward therapeutic offers were 
discontinued in (forensic) psychiatric hospitals, and were 
accompanied by an overall reduction in the therapy units 
available. The assisted living units reported the closure 
of day-structuring measures, which play an important 
role for residents in maintaining their day-night rhythm: 
“The temporary (partial) closure of the day-structuring 
measures […] led to irritations and uncertainties: several 
users lost their regular day-night rhythm. After the facili-
ties were opened again, some of them were no longer able 
to return to these services, which they had worked hard to 
acquire”(residential facility, facility manager no. 3). Phys-
iotherapy, occupational therapy, and specialist consul-
tations were not available in some facilities for a longer 
period of time.

The infection prevention measures also led to various 
changes in the day-to-day care of users. The measures 
led to difficulties in “optimally guaranteeing the provision 
of meals for the users during lockdown (snack bar closed, 
canteen closed, no cooking skills available)” (residential 
facility, facility manager no. 1) in some residential facili-
ties and care homes. In addition, several facilities elimi-
nated communal meals; instead, all individuals ate in 
their rooms, despite the important function of communal 
meals in preventing loneliness and isolation.

Exposure training in the social home environment, 
which is an important part of preparing for discharge and 
assessing treatment outcomes in child and adolescent 
psychiatry, was suspended. Leaves were omitted in foren-
sic psychiatric hospitals as part of correctional loosen-
ing or measures preparing for discharge. Finally, several 
facilities indicated that aftercare and outpatient follow-
up treatments were severely limited due to a reduction in 
outpatient services.

Topic 3: social isolation due to contact restrictions
All mental healthcare settings reported changes in vis-
iting practices and restrictions on the premises. In this 
context, the regulations differed greatly between the 
facilities: whereas no blanket bans on visits had been 
imposed in one psychiatric hospital, in other hospitals, 
bans had been enforced with the use of security services. 
Strict regulations were implemented in one psychiatric 
hospital: “The accesses to the site were closed off with con-
struction fences. Information signs were posted. A general 
ban on visitors to the patients’ buildings was imposed. 
The great freedom of the park-like hospital grounds 
could not often be used properly” (psychiatric hospital, 

quality manager). Drastic restrictions were also reported 
in a forensic psychiatric facility: “significant restrictions 
on social contacts, some users and patients have not phys-
ically seen their relatives for more than a year” (forensic 
psychiatric hospital, nursing director no. 1).

Topic 4: negative health effects on users and patients
Negative effects of the different changes on the users and 
patients regarding therapeutic offers and contact restric-
tions were identified. The negative effects manifested in 
different ways in the various facilities. The main concern 
in child and adolescent psychiatry was social isolation 
that could lead to hospitalism.2 Children and adolescents 
suffered from not being able to visit their home environ-
ment and relatives. An increase of tensions was reported 
in acute psychiatric services as a consequence of users 
and patients’ inability to leave the ward to ensure contact 
restrictions. Nursing homes reported that isolation and a 
reduction of therapy services had led to a loss of psycho-
social functioning for residents with dementia. Many of 
the latter had stopped recognizing their relatives during 
the pandemic. Social isolation was generally assessed as 
“a high stressor for many residents” (care home, facility 
manager no. 1). Physical (e.g. weight loss) and psycho-
logical effects (e.g. depressive moods) of residents with 
mental disabilities were described in the residential facili-
ties as a consequence of changes in visiting and contact 
practices: “The visiting ban manifested itself in increased 
withdrawal up to depressive moods, refusal to participate 
in in-house activities, refusal of individual one-to-one 
activities, and so on” (residential facility, facility manager 
no. 3).

Topic 5: competing regulations on different levels
Difficulties in dealing with the different and frequently 
changing regulations at a state level, regulations of the 
healthcare provider, and the specific local situation were 
reported. As a consequence, staff struggled to keep track 
of the current regulations and practices and reacted 
with an unwillingness and irritation to new adapta-
tions: “The changes, which were often communicated at 
very short notice, and the fact that regulations were often 
only valid for a short period of time, made it difficult to 
always pass on the correct guidelines. In some cases, these 
rapid changes led to a negative attitude among employ-
ees with regard to new regulations, and even to a refusal 
to accept and implement them” (residential facility, facil-
ity manager, no. 3). Various parties also criticized the fact 
that the special situation and needs of people in mental 
healthcare facilities, especially in child and adolescent 

2  Hospitalism refers to a combination of adverse mental and physical health 
effects children may suffer from in the context of prolonged institutionaliza-
tion.
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psychiatry, had not been taken into account at the state 
level: “child and adolescent psychiatry has never been 
considered” on the state level and only “seldom on the 
provider level” (child and adolescent psychiatry, medical 
director, no. 1). Somatic healthcare had generally served 
as a model for infection prevention measures. Special 
features of “a psychiatric hospital with long hospitaliza-
tion times, patients with social isolation and significant 
psychological stress due to the pandemic” (psychiatric 
hospital, medical director no. 2) had not been consid-
ered. The fact that only a “few concrete references [of the 
specifications] to daily life” (psychiatric hospital, medical 
director no. 2) were made in the regulations was criti-
cized. Reference was made to the potential for individual 
solutions and adaptations of the specifications within 
individual facilities, taking into account the experience 
of the employees, for example, in the implementation of 
digital communication with relatives.

Discussion
The COVID-19 pandemic has created a challenging situ-
ation for society, policy makers, hospitals, and mental 
healthcare institutions. Regulations and practices had to 
be established within a short period of time to effectively 
protect the general population and groups designated as 
particularly vulnerable to COVID-19 infection. Against 
this background, various infection prevention measures 
were implemented in all mental healthcare facilities. Our 
results indicate that this has led to relevant changes in 
mental healthcare regarding the undesirable side effects 
of the ethically required protective measures. We will 
now discuss the results by identifying different layers of 
vulnerability.

Layers of vulnerability in the context of infection 
prevention in mental healthcare facilities
Firstly, our analysis indicates that mental healthcare 
facilities faced difficulties in implementing the infection 
prevention measures recommended. The survey partici-
pants expressed their worry that spatial confinement and 
structural conditions contributed to an increased risk of 
coronavirus infection for people in mental healthcare 
facilities, especially at the time when no vaccination was 
available. This worry seems, to an extent, justified in the 
context of empirical studies showing an increased risk of 
infection for people in long-term care facilities [35], in 
combination with the poor physical health status of peo-
ple with severe mental illness [10]. This indicates that an 
increased risk of coronavirus infection, associated with 
their housing situation and health status, was one layer of 
vulnerability for users and patients.

As a consequence, the facilities were confronted 
with the task of developing solutions for infection con-
trol in order to reduce the risks of infection under the 

circumstances given, such as overcrowding. In some 
cases, seclusion rooms were used for quarantine mea-
sures when admitting new patients to forensic psychiatric 
hospitals. These are intended for psychiatric emergency 
situations in which an acute danger to oneself or others 
can only be averted by such a measure. Because they do 
not constitute an appropriate therapeutic environment 
outside of these exceptional situations, such placement is 
problematic. The National Agency for the Prevention of 
Torture explicitly rejects the use of such rooms for quar-
antine or isolation measures [15].

In addition, mental healthcare facilities introduced 
contact restrictions to protect users and patients from 
infection and prevent outbreaks. These contact restric-
tions, while reducing infection risks, involved the social 
isolation of users and patients, with a simultaneous 
reduction in therapeutic or day-structuring services. The 
social isolation of users and patients in therapeutic set-
tings is a particular burden because social relationships 
play a central role in the well-being of individuals. Our 
findings about the perceived psychological effects of 
social isolation, such as an increase in depressed mood 
and tensions, are consistent with findings in the interna-
tional literature on the psychosocial effects of quarantine 
on individuals with mental illness [11].

Additionally, due to internal regulations, for example, 
regarding the use of space, daily routines and mate-
rial equipment, users and patients only had very lim-
ited scope for action to deal with the negative effects of 
contact restrictions and a reduction of therapies. Thus, 
coping with the pandemic in a self-determined way was 
severely restricted – significantly more so than that of the 
general population, who were able to shape the concrete 
daily routines themselves within their homes. People 
with cognitive impairments, for example, were perma-
nently accompanied within long-term care facilities to 
ensure contact restrictions. This may represent a restric-
tion of the right to privacy, especially since, according 
to the Federal Working Group of Community Psychiat-
ric Associations [36], the private character of bedrooms 
within long-term care facilities should be maintained as 
a “retreat and protective space.” Thus, the reduced scope 
to build individual coping strategies to deal with contact 
restrictions and the unavailability of therapeutic offers 
for service users and patients within prestructured insti-
tutional practices constituted another layer of vulnerabil-
ity, which was triggered through the infection prevention 
measures, and involved harms such as the negative health 
effects of social isolation.

It is important to note here that mental healthcare facil-
ities differ significantly from other institutions, such as 
somatic hospitals. Firstly, nursing facilities and residen-
tial homes are designed as long-term places of residence 
for users and patients and people with mental disabilities 
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[36]. Similarly, individuals often stay significantly lon-
ger in psychiatric hospitals than in somatic hospitals.3 
And individuals under involuntary commitment due 
to self-harm or danger to others are not free to choose 
their location, decide not to be hospitalized, or postpone 
psychiatric treatment [13, 14]. It is also unclear to what 
extent concrete alternatives were available for voluntary 
users and patients – especially since community-based 
services were also reduced or discontinued during the 
pandemic [36].

However, the regulations issued by the relevant federal 
and state authorities at the onset of the COVID-19 pan-
demic did not take into account the specificities of mental 
healthcare facilities. An analysis of these regulations con-
ducted by Fasshauer and colleagues [38] indicates that 
the specific concerns of people with mental illness were 
not explicitly considered in the corresponding decrees: 
only three of the 16 German states issued separate reg-
ulations for mental healthcare facilities. According to 
Gomolla [39], indirect institutional discrimination occurs 
when ostensibly neutral legal regulations lead to group-
specific disadvantages. It seems that the insufficient con-
sideration of the special situation of mental healthcare 
institutions in federal and state regulations may have led 
to specific difficulties within these institutions and may, 
thus, have worked as a trigger for vulnerability.4

It follows that the justifiable effort to reduce the risk 
of coronavirus infection – to address one layer of vul-
nerability – resulted in other harms, such as increased 
psychological distress and negative health effects, in the 
context of contact restrictions within structures which 
inadvertently contribute to vulnerability by restricting 
the range of options for users and patients to cope with 
the new practices under corona regulations. We now dis-
cuss the ethical implications of our results.

Implications
Our study indicates that users and patients of men-
tal healthcare facilities were strongly affected by the 
impact of the COVID-19 pandemic. As the German Eth-
ics Council (2022) writes: “Vulnerability is not merely a 
characteristic of affected individuals, but precisely the 
result of comprehensive constellations in which risk fac-
tors and protective factors interact in a complex manner. 
To a good extent, these constellations can also be influ-
enced and produced.” Victor and colleagues argue that it 

3  According to the German Association of Statutory Health Insurance Phy-
sicians [37], for example, the average length of stay in specialist departments 
for psychiatry and psychotherapy in 2017 was 73.3 days in preventive care 
and rehabilitation and 27 days in acute treatment, compared with an average 
of 21.8 and 6.4 days in internal medicine.
4  The structural discrimination that becomes visible here should be ana-
lyzed intersectionally, i.e. taking into account interlocking forms of margin-
alization, for example, based on socioeconomic position, race or sexual and 
gender diversity.

is our obligation to “eradicate, minimize, and not exacer-
bate vulnerability” [26]. In our analysis, we have identi-
fied different layers and triggers of vulnerability of service 
users and patients during the pandemic. A dynamic 
model of vulnerability, in contrast to a more traditional 
understanding, allows one to see that these vulnerabili-
ties are not intrinsic to mental illness or mental health 
conditions but produced by regulations that did not con-
sider the specificities in mental healthcare settings.

What precisely does this entail for decision-makers on 
the level of local facilities, the healthcare provider, and 
the state? Luna [32] suggests ranking layers of vulner-
abilities and to start by addressing first the most harm-
ful, the most probable, and cascade layers if feasible, 
and to respect the preferences of the people concerned 
by fostering their autonomy [26]. Our analysis indicated 
that uniform regulations for somatic and mental health-
care settings at the state level led to a specific burden for 
mental healthcare users and patients. We, therefore, sug-
gest that state regulations should be adapted for mental 
healthcare settings where necessary. Mental healthcare 
settings necessitate special attention to prevent indirect 
institutional discrimination. At the level of the health-
care provider, our results indicate that facilities benefit-
ted from having enough room for adaptations to the local 
specificities. At the local level, our analysis has shown 
that organizational processes within facilities are ethically 
relevant. Clinical ethics committees may advise local 
decision-makers to find ethically justifiable and practi-
cally implementable regulations within set state regula-
tions which are sensitive to the vulnerabilities identified 
[40]. Furthermore, service users and patients’ involve-
ment can ascertain that their preferences and autonomy 
are respected in restructuring mental healthcare services 
and, as a recent review of the literature indicates, is asso-
ciated with positive outcomes for service users [41].

Limitations
Our study has some methodological limitations which 
need to be considered. Firstly, the working group con-
ducted a written survey using a prestructured survey 
document. This means that the survey structure limited 
the range of possible answers. However, many partici-
pants took advantage of additional fields in the survey 
to add comments and explanations, and described their 
experiences beyond the topics mentioned in the survey. 
For this reason, we assume that we were able to capture 
many of the relevant ethical challenges.

In addition, only leading staff members (medical direc-
tors, nursing directors and facility managers) were invited 
to fill out the survey. Thus, the perspectives of users and 
patients and nonexecutives were not directly included. 
Since these groups are best able to provide informa-
tion about their own experiences during the COVID-19 
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pandemic and have important knowledge gained from 
experience, their experiences and assessments should be 
identified in further studies.

Some limitations should also be considered regard-
ing our application of the conceptual framework. Victor 
et al. [26] make suggestions and give examples of how 
to rank different layers of vulnerability. However, their 
account only gives a little normative guidance on decid-
ing which layer is “most harmful,” especially in cases in 
which addressing one layer, such as high susceptibility to 
infection, means triggering other vulnerabilities, leading 
to harms such as the mental health burden of social iso-
lation within institutions. As the framework stresses the 
importance of respecting the preferences of the people 
affected when addressing layers of vulnerability, we deem 
stakeholder participation to be important when rank-
ing layers of vulnerability, which lies outside the scope of 
this article. Despite these limitations, our study provides 
important insights into some of the challenges faced 
by different mental healthcare settings during the first 
year of the COVID-19 pandemic and exemplifies how a 
dynamic understanding of vulnerability may be used for 
ethical analyses in empirical ethics research.

Conclusion
Our qualitative analysis of a written survey on ethical 
challenges during the COVID-19 pandemic with execu-
tives within various settings of the mental healthcare 
system, including psychiatric hospitals, care homes, 
and residential facilities, shows the complexity of ethi-
cal decision-making during this time. The framework of 
dynamic vulnerability makes visible that the vulnerabil-
ity of service users and patients is not intrinsic to their 
mental health conditions, but is produced by specific 
contextual, especially material and legal, conditions. 
This understanding helps to identify layers of vulnerabil-
ity, address them specifically, and alleviate their impact. 
Such an understanding of vulnerability is helpful both 
for clinical and political decision-makers. Further-
more, in contrast to traditional labeling approaches, the 
framework of dynamic vulnerability stresses that the 
perspectives of those people concerned are crucial in 
ranking and addressing layers and triggers of vulnerabil-
ity, and thereby highlights the importance of stakeholder 
participation.

Finally, our analysis suggests that mental healthcare 
institutions did not have the necessary material and 
human resources during the pandemic to adequately 
protect the people living in them or using their services 
from situational – individual – vulnerability. This is what 
the German Ethics Council has called “structural vul-
nerability,” i.e. an institution’s inability to maintain their 
functions to the degree required in a crisis [18]. Conse-
quently, we stress the importance of providing mental 

healthcare facilities with the necessary personal and 
material resources to offer good care both in and after 
times of crisis.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12910-023-00910-3.

Supplement 1: Survey

Acknowledgements
We would like to thank all individuals from the Regional Association of 
Westphalia Lippe who provided feedback on their experiences during the 
COVID-19 pandemic, thereby making our research possible. In addition, we 
thank the members of the working group “Ethical dilemmas in psychiatry 
during the COVID-19 pandemic in institutions of the Regional Association of 
Westphalia Lippe” for their productive and collegial collaboration. The authors 
also thank Esther Braun, Lea Philipsen, and Lydia Schneider-Reuter for valuable 
comments on earlier drafts of the manuscript.

Authors’ contributions
MF and JG designed the study initially and all authors jointly worked out the 
design in detail. All authors jointly developed the survey document. MW, HF 
and ML distributed the survey document among the target group. MF and 
AW did the qualitative analysis of the survey documents under supervision 
of JG. MF and AW prepared the results of the qualitative analysis, which were 
discussed with all authors. The ethical analysis was prepared by MF and JG and 
thoroughly discussed with all authors. MF wrote the manuscript. All authors 
revised the various drafts for important intellectual content and gave approval 
for the final version to be published.

Funding
JG would like to thank the German Federal Ministry of Education and Research 
(BMBF) for funding within the BMBF research group SALUS (grant number: 
01GP1792). The funding body played no role in the design of the study and 
collection, analysis, interpretation of data, and in writing the manuscript.
Open Access funding enabled and organized by Projekt DEAL.

Data Availability
We cannot share the research data publicly as this may compromise the 
privacy of research participants. The anonymized data can be made available 
by the corresponding author upon reasonable request.

Declarations

Conflict of interest
The authors declare that they have no competing interests.

Ethics approval and consent to participate
This study is a retrospective analysis of anonymized data which was obtained 
for the purpose of quality improvement during the COVID-19 pandemic 
within the Regional Association of Westphalia Lippe. The study was conducted 
in compliance with the Declaration of Helsinki. Informed consent was neither 
possible nor necessary because the study concerns a retrospective analysis of 
anonymized data, and the Research Ethics Committee of the Medical Faculty 
of the Ruhr University Bochum waived the need for informed consent. The 
study was approved by the Research Ethics Committee of the Medical Faculty 
of the Ruhr University Bochum (Reg. No.: 21-7290_BR).

Consent for publication
Not applicable.

Received: 11 December 2022 / Accepted: 28 April 2023

http://dx.doi.org/10.1186/s12910-023-00910-3
http://dx.doi.org/10.1186/s12910-023-00910-3


Page 9 of 9Faissner et al. BMC Medical Ethics           (2023) 24:31 

Literature cited
1.	 Adorjan K, Gaudernack D, Beer J, von Massenbach C, Falkai P, Pollmächer 

T, et al. [Coercive measures and the SARS-CoV-2 pandemic]. Nervenarzt. 
2021;92(5):501–6. https://doi.org/10.1007/s00115-020-01002-y.

2.	 Brown C, Ruck Keene A, Hooper CR, O’Brien A. Isolation of patients in 
psychiatric hospitals in the context of the COVID-19 pandemic: an ethical, 
legal, and practical challenge. Int J Law Psychiatry. 2020;101572. https://doi.
org/10.1016/j.ijlp.2020.

3.	 Unützer J, Kimmel RJ, Snowden M. Psychiatry in the age of COVID-19. World 
Psychiatry. 2020;19(2):130–1. https://doi.org/10.1002/wps.20766.

4.	 Stewart DE, Appelbaum PS. COVID-19 and psychiatrists’ responsibilities: 
a WPA position paper. World Psychiatry. 2020;19(3):406–7. https://doi.
org/10.1002/wps.20803.

5.	 Cardenas J, Roach J, Kopelowicz A. Prevalence of COVID 19 positive cases 
presenting to a psychiatric emergency room. Community Ment Health J. 
2021;57(7):1240–3. https://doi.org/10.1007/s10597-021-00816-7.

6.	 Jeon H-L, Kwon JS, Park S-H, Shin J-Y. Association of mental disorders with 
SARS-CoV-2 infection and severe health outcomes: nationwide cohort study. 
Br J Psychiatry. 2021;218(6):344–51. https://doi.org/10.1192/bjp.2020.251.

7.	 Maripuu M, Bendix M, Öhlund L, Widerström M, Werneke U. Death associated 
with coronavirus (COVID-19) infection in individuals with severe mental disor-
ders in Sweden during the early months of the outbreak – an exploratory 
cross-sectional analysis of a population-based register study. Front Psychiatry. 
2021;11:609579. https://doi.org/10.3389/fpsyt.2020.609579.

8.	 Wang Q, Xu R, Volkow ND. Increased risk of COVID-19 infection and mortality 
in people with mental disorders: analysis from electronic health records 
in the United States. World Psychiatry. 2021;20(1):124–30. https://doi.
org/10.1002/wps.20806.

9.	 Wang QQ, Kaelber DC, Xu R, Volkow ND. COVID-19 risk and outcomes in 
patients with substance use disorders: analyses from electronic health 
records in the United States. Mol Psychiatry. 2021;26(1):30–9. https://doi.
org/10.1038/s41380-020-00880-7.

10.	 Liu NH, Daumit GL, Dua T, Aquila R, Charlson F, Cuijpers P, et al. Excess 
mortality in persons with severe mental disorders: a multilevel intervention 
framework and priorities for clinical practice, policy and research agendas. 
World Psychiatry. 2017;16(1):30-40. https://doi.org/10.1002/wps.20384.

11.	 Rajkumar RP. COVID-19 and mental health: a review of the existing literature. 
Asian J Psychiatr. 2020;52:102066. https://doi.org/10.1016/j.ajp.2020.102066.

12.	 Kertzscher L, Kohls E, Baldofski S, Moeller R, Schomerus G, Rummel-Kluge 
C. Managing the COVID-19 pandemic in people with mental disorders: 
an exploratory telephone interview study in a psychiatric outpatient 
department. Compr Psychiatry. 2022;116:152313. https://doi.org/10.1016/j.
comppsych.2022.

13.	 Gather J, Juckel G, Henking T, Efkemann SA, Vollmann J, Scholten M. Under 
which conditions are changes in the treatment of people under involuntary 
commitment justified during the COVID-19 pandemic? An ethical evaluation 
of current developments in Germany. Int J Law Psychiatry. 2020;101615. 
https://doi.org/10.1016/j.ijlp.2020.101615.

14.	 Gather J, Efkemann SA, Henking T, Scholten M, Köhne M, Chrysanthou 
C, et al. [Changes in the practice of involuntary hospitalization during 
the COVID-19 pandemic]. Psychiatr Prax. 2022;49(4):180–7. https://doi.
org/10.1055/a-1406-7265.

15.	 National Agency for the Prevention of Torture. Annual Report 2020; 2021 
https://www.nationale-stelle.de/fileadmin/dateiablage/Dokumente/Beri-
chte/Jahresberichte/Annual_Report_2020___National_Agency_for_the_Pre-
vention_of_Torture.pdf. Accessed 21 Sep 2021.

16.	 Praus P, Biebinger E, Dreßing H. [COVID-19: challenges for forensic therapy 
and quality of treatment in institutions for forensic commitment]. Nervenarzt. 
2022;93:297–9. https://doi.org/10.1007/s00115-021-01102-3.

17.	 Frank A, Hörmann S, Krombach J, Fatke B, Holzhüter F, Frank W, et al. [Con-
cerns and worries in patients with mental illness during COVID-19]. Psychiatr 
Prax. 2020;47(5):267–72. https://doi.org/10.1055/a-1179-4230.

18.	 Deutscher Ethikrat. [Vulnerability and resilience in crisis – ethical criteria for 
decision-making in a pandemic: statement]. 2022 https://www.ethikrat.org/
fileadmin/Publikationen/Stellungnahmen/deutsch/stellungnahme-vulnera-
bilitaet-und-resilienz-in-der-krise.pdf. Accessed 19 May 2022.

19.	 Hurst SA. Vulnerability in research and health care; describing 
the elephant in the room? IJFAB. 2008;22(4):191–202. https://doi.
org/10.1111/j.1467-8519.2008.00631.x.

20.	 Rogers W, Mackenzie C, Dodds S. Why bioethics needs a concept of vulnera-
bility. Int J Fem Approaches Bioeth. 2012;5(2):11–38. https://doi.org/10.3138/
ijfab.5.2.11.

21.	 Boldt J. The concept of vulnerability in medical ethics and philoso-
phy. Philos Ethics Humanit Med. 2019;14(1):6. https://doi.org/10.1186/
s13010-019-0075-6.

22.	 Rogers W. Vulnerability and bioethics. In: Mackenzie C, Rogers W, Dodds S, 
editors. Vulnerability. Oxford: Oxford University Press; 2013. pp. 60–87.

23.	 Sossauer L, Schindler M, Hurst S. Vulnerability identified in clinical practice: a 
qualitative analysis. BMC Med Ethics. 2019;20(1):87. https://doi.org/10.1186/
s12910-019-0416-4.

24.	 Sanchini V, Sala R, Gastmans C. The concept of vulnerability in aged care: 
a systematic review of argument-based ethics literature. BMC Med Ethics. 
2022;23(1):84. https://doi.org/10.1186/s12910-022-00819-3.

25.	 Wiesemann C. On the interrelationship of vulnerability and trust. In: Christine, 
Straehle, editors. Vulnerability, autonomy, and applied ethics. Routledge; 
2017. pp. 157–70.

26.	 Victor E, Luna F, Guidry-Grimes L, Reiheld A. Vulnerability in practice: peeling 
back the layers, avoiding triggers, and preventing cascading effects. Bioeth-
ics. 2022;36(5):587–96. https://doi.org/10.1111/bioe.13023.

27.	 Bracken-Roche D, Bell E, Racine E. The “vulnerability” of psychiatric research 
participants: why this research ethics concept needs to be revisited. Can J 
Psychiatry. 2016;61(6):335–9. https://doi.org/10.1177/0706743716633422.

28.	 Bell E, Racine E, Chiasson P, Dufourcq-Brana M, Dunn LB, Fins JJ, et al. Beyond 
consent in research. Revisiting vulnerability in deep brain stimulation for 
psychiatric disorders. Camb Q Healthc Ethics. 2014;23(3):361–8. https://doi.
org/10.1017/S0963180113000984.

29.	 Krubiner CB, Faden RR. Pregnant women should not be categorised as a 
‘vulnerable population’ in biomedical research studies: ending a vicious cycle 
of ‘vulnerability’. J Med Ethics. 2017;43(10):664–5. https://doi.org/10.1017/
S0963180113000984.

30.	 Gather J, Radenbach K, Jakovljević A-K. [Is research in forensic psychiatry 
ethically permissible?]. Ethik Med. 2019;31(3):201–5. https://doi.org/10.1007/
s00481-019-00540-7.

31.	 Mackenzie C, Rogers W, Dodds S, editors. Vulnerability.Oxford University Press; 
2013.

32.	 Luna F. Identifying and evaluating layers of vulnerability – a way forward. Dev 
World Bioeth. 2019;19(2):86–95. https://doi.org/10.1111/dewb.12206.

33.	 O’Brien B, Harris I, Beckman T, Reed D, Cook. D. Standards for report-
ing qualitative research. A synthesis of recommendations. Acad Med. 
2014;89(9):1245–51. https://doi.org/10.1097/ACM.0000000000000388.

34.	 Kuckartz U. Qualitative text analysis: a guide to methods, practice & using 
software. London: SAGE Publications Ltd; 2014.

35.	 McMichael TM, Clark S, Pogosjans S, Kay M, Lewis J, Baer A, et al. COVID-19 in 
a long-term care facility – King County, Washington, February 27–March 9, 
2020. Morb Mortal Wkly Rep. 2020;69(12):339–42. https://doi.org/10.15585/
mmwr.mm6912e1.

36.	 Bundesarbeitsgemeinschaft Gemeindepsychiatrischer Verbünde e.V. [Joint 
letter of the signatory organizations of ‘Kontaktgespräch Psychiatrie’]; 2020. 
https://www.dgsp-ev.de/fileadmin/user_files/dgsp/pdfs/Stellungnah-
men/2020/Brief_ans_RKI_27-04-2020.pdf. Accessed 13 May 2022.

37.	 Kassenärztliche Bundesvereinigung. [Health data. Inpatient care] 2022. 
https://gesundheitsdaten.kbv.de/cms/html/16731.php. Accessed 13 May 
2022.

38.	 Fasshauer JM, Schomerus G, Stengler K. [COVID-19 pandemic and psychiatry 
– how much have the interests of people with psychiatric disorders been 
considered in german laws?]. Psychiatr Prax. 2021;48(6):309–15. https://doi.
org/10.1055/a-1353-1774.

39.	 Gomolla M. [Direct and indirect, institutional and structural discrimination]. 
In: Scherr A, El-Mafaalani A, Gökcen Yüksel E, editors. Handbuch Diskriminier-
ung. Wiesbaden: Springer Fachmedien Wiesbaden; 2016. pp. 131–55.

40.	 Academy of Ethics in Medicine. Possibilities and limits of institutional ethics 
services in response to the COVID-19 pandemic. A discussion paper by 
the Academy of Ethics in Medicine. Eth Med. 2020;32(2):1–5. https://doi.
org/10.1007/s00481-020-00580-4.

41.	 Duncan A, Stergiopoulos V, Dainty K, Wodchis W, Kirst M. Community 
mental health funding, stakeholder engagement and outcomes: a real-
ist synthesis. BMJ Open. 2023;13(2):e063994. https://doi.org/10.1136/
bmjopen-2022-063994.

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

http://dx.doi.org/10.1007/s00115-020-01002-y
http://dx.doi.org/10.1016/j.ijlp.2020
http://dx.doi.org/10.1016/j.ijlp.2020
http://dx.doi.org/10.1002/wps.20766
http://dx.doi.org/10.1002/wps.20803
http://dx.doi.org/10.1002/wps.20803
http://dx.doi.org/10.1007/s10597-021-00816-7
http://dx.doi.org/10.1192/bjp.2020.251
http://dx.doi.org/10.3389/fpsyt.2020.609579
http://dx.doi.org/10.1002/wps.20806
http://dx.doi.org/10.1002/wps.20806
http://dx.doi.org/10.1038/s41380-020-00880-7
http://dx.doi.org/10.1038/s41380-020-00880-7
http://dx.doi.org/10.1002/wps.20384
http://dx.doi.org/10.1016/j.ajp.2020.102066
http://dx.doi.org/10.1016/j.comppsych.2022
http://dx.doi.org/10.1016/j.comppsych.2022
http://dx.doi.org/10.1016/j.ijlp.2020.101615
http://dx.doi.org/10.1055/a-1406-7265
http://dx.doi.org/10.1055/a-1406-7265
https://www.nationale-stelle.de/fileadmin/dateiablage/Dokumente/Berichte/Jahresberichte/Annual_Report_2020___National_Agency_for_the_Prevention_of_Torture.pdf
https://www.nationale-stelle.de/fileadmin/dateiablage/Dokumente/Berichte/Jahresberichte/Annual_Report_2020___National_Agency_for_the_Prevention_of_Torture.pdf
https://www.nationale-stelle.de/fileadmin/dateiablage/Dokumente/Berichte/Jahresberichte/Annual_Report_2020___National_Agency_for_the_Prevention_of_Torture.pdf
http://dx.doi.org/10.1007/s00115-021-01102-3
http://dx.doi.org/10.1055/a-1179-4230
https://www.ethikrat.org/fileadmin/Publikationen/Stellungnahmen/deutsch/stellungnahme-vulnerabilitaet-und-resilienz-in-der-krise.pdf
https://www.ethikrat.org/fileadmin/Publikationen/Stellungnahmen/deutsch/stellungnahme-vulnerabilitaet-und-resilienz-in-der-krise.pdf
https://www.ethikrat.org/fileadmin/Publikationen/Stellungnahmen/deutsch/stellungnahme-vulnerabilitaet-und-resilienz-in-der-krise.pdf
http://dx.doi.org/10.1111/j.1467-8519.2008.00631.x
http://dx.doi.org/10.1111/j.1467-8519.2008.00631.x
http://dx.doi.org/10.3138/ijfab.5.2.11
http://dx.doi.org/10.3138/ijfab.5.2.11
http://dx.doi.org/10.1186/s13010-019-0075-6
http://dx.doi.org/10.1186/s13010-019-0075-6
http://dx.doi.org/10.1186/s12910-019-0416-4
http://dx.doi.org/10.1186/s12910-019-0416-4
http://dx.doi.org/10.1186/s12910-022-00819-3
http://dx.doi.org/10.1111/bioe.13023
http://dx.doi.org/10.1177/0706743716633422
http://dx.doi.org/10.1017/S0963180113000984
http://dx.doi.org/10.1017/S0963180113000984
http://dx.doi.org/10.1017/S0963180113000984
http://dx.doi.org/10.1017/S0963180113000984
http://dx.doi.org/10.1007/s00481-019-00540-7
http://dx.doi.org/10.1007/s00481-019-00540-7
http://dx.doi.org/10.1111/dewb.12206
http://dx.doi.org/10.1097/ACM.0000000000000388
http://dx.doi.org/10.15585/mmwr.mm6912e1
http://dx.doi.org/10.15585/mmwr.mm6912e1
https://www.dgsp-ev.de/fileadmin/user_files/dgsp/pdfs/Stellungnahmen/2020/Brief_ans_RKI_27-04-2020.pdf
https://www.dgsp-ev.de/fileadmin/user_files/dgsp/pdfs/Stellungnahmen/2020/Brief_ans_RKI_27-04-2020.pdf
https://gesundheitsdaten.kbv.de/cms/html/16731.php
http://dx.doi.org/10.1055/a-1353-1774
http://dx.doi.org/10.1055/a-1353-1774
http://dx.doi.org/10.1007/s00481-020-00580-4
http://dx.doi.org/10.1007/s00481-020-00580-4
http://dx.doi.org/10.1136/bmjopen-2022-063994
http://dx.doi.org/10.1136/bmjopen-2022-063994

	﻿Situational vulnerability within mental healthcare – a qualitative analysis of ethical challenges during the COVID-19 pandemic
	﻿Abstract
	﻿Background
	﻿Covid-19 and the situation of mental healthcare service users and patients in Germany
	﻿Dynamic understandings of vulnerability
	﻿This study

	﻿Methods
	﻿Data collection
	﻿Data analysis

	﻿Results
	﻿Topic 1: difficulties in implementing infection prevention measures in different mental healthcare facilities
	﻿Topic 2: restriction of mental health services in favor of infection prevention
	﻿Topic 3: social isolation due to contact restrictions
	﻿Topic 4: negative health effects on users and patients
	﻿Topic 5: competing regulations on different levels

	﻿Discussion
	﻿Layers of vulnerability in the context of infection prevention in mental healthcare facilities
	﻿Implications
	﻿Limitations

	﻿Conclusion
	﻿Literature cited


