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Abstract

Background: Given the potential of intersectionality to identify the causes of inequalities, there is a growing
tendency toward applying it in the field of health. Nevertheless, the extent of the application of intersectionality in
designing and implementing health interventions is unclear. Therefore, this study aimed to determine the extent to
which previous studies have applied intersectionality and its principles in designing and implementing health
interventions.

Methods: The title and abstract of the articles which were published in different databases e.g. PubMed, Web of
Science, Proquest, Embase, Scopus, Cochrane, and PsychInfo were screened. Those articles that met the screening
criteria were reviewed in full text. The data about the application of principles of intersectionality, according to the
stages heuristic model (problem identification, design & implementation, and evaluation), were extracted through a
38-item researcher-made checklist.

Results: Initially, 2677 articles were found through reviewing the target databases. After removing the duplicated
ones and screening the titles and abstracts of 1601 studies, 107 articles were selected to be reviewed in detail and
4 articles could meet the criteria. The most frequently considered intersectionality principles were “intersecting
categories” and “power”, particularly at the stages of ‘problem identification’ as well as ‘design & implementation’.
The results showed that “multilevel analysis” principle received less attention; most of the studies conducted the
interventions at the micro level and did not aim at bringing about change at structural levels. There was a lack of
clarity regarding the attention to some of the main items of principles such as “reflexivity” as well as “social justice
and equity". These principles might have been implemented in the selected articles; however, the authors have not
explicitly discussed them in their studies.
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Conclusions: Given the small number of included studies, there is still insufficient evidence within empirical studies
to show the implication of intersectionality in designing and conducting health interventions. To operationalize the
intersectionality, there is a need to address the principles at various stages of health policies and interventions. To
this end, designing and availability of user-friendly tools may help researchers and health policymakers
appropriately apply the intersectionality.
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Background
Tackling health inequalities is regarded as one of the
most critical missions of health systems globally, among
high, middle, and low-income countries [1, 2]. The in-
equalities have significant effects on the health status,
and their economic and social costs are considerable [3].
The impacts of health inequalities have been already ap-
proved on the occurrence of the diseases, morbidity and
mortality, life expectancy, as well as access to services
[4–7]. In order to respond to this global issue, “intersec-
tionality” has been addressed as a theoretical innovation
for the analysis of power structures and procedures that
might create and maintain inequalities. The origin of
intersectionality dates back to the feminist studies on
black women and the criticisms toward racial prejudices;
it was coined by Kimberle Crenshaw [8–10]. From the
viewpoint of intersectionality, human beings are shaped
by the interaction of multiple interlocking locations
(such as race/ethnicity, gender, social class, age, migra-
tion status, & etc.), and these interactions occur within a
context of interconnected systems and power structures.
Moreover, it can lead to the experience of privileges and
oppressions [10]. In other words, it might better reflect
the dynamic nature of the individuals’ experiences, in-
equities, and interactions with the social context [8]. It
takes into account the experiences of marginalized pop-
ulations which can be helpful in the development of
cost-effective interventions and policies in health promo-
tion programs [11]. Intersectionality is based on the
principles which are likely to challenge and transform
the power relations, thus mandates health systems to-
ward being responsible for health inequities [8]. These
central tenets include: Human lives cannot be reduced
to single characteristics; Human experiences cannot be
accurately understood by prioritizing any one single fac-
tor or constellation of factors; Social categories/locations
such as race’/ethnicity, gender, class, sexuality and ability
are socially constructed, fluid, and flexible; Social loca-
tions are inseparable and are shaped by interacting and
mutually constituting social processes and structures,
which, in turn, are shaped by power and are influenced
by time and place; and the promotion of social justice
and equity is paramount [12].
Based on the literature review, health researchers have

utilized this approach in conceptual and empirical

studies as well as policy analysis. Intersectionality-based
Policy Analysis Framework is regarded as one of the
main efforts to apply intersectionality so far. This frame-
work has been introduced as an instrument for policy
analysis which is aimed at evaluating different impacts of
policy on individuals and groups, as well as their experi-
ences of health inequalities. It helps health researchers
and policymakers understand different implications of
the policies and promote social justice within a complex
and diverse population [12]. Moreover, some review
studies have already discussed the reflection of intersec-
tionality in the field of health; for instance, Bowleg inves-
tigated the challenges and benefits of intersectionality
for public health theory, research, and policy [11]. She
described intersectionality as a “critical, unifying, and
long overdue theoretical framework for which public
health has been waiting”. Through a descriptive-
analytical narrative review study, Couto et al. aimed to
search for the studies in the fields of public and collect-
ive health within different databases and discussed the
methodological and theoretical characteristics of inter-
sectionality [13]. The authors concluded that, given the
growing health inequalities across the world along with
the potential of intersectionality to support empirical
studies and formulate health policies committed to so-
cial justice, there is a need for the researchers to move
towards the incorporation of intersectionality. The eval-
uated articles in this study consisted of essays with a the-
oretical or methodological basis, while the empirical
studies were excluded. Consequently, the application of
intersectionality was not reviewed in the articles with an
empirical nature. Larson et al. also reviewed the litera-
ture on intersectionality applications in the field of pub-
lic health; they further introduced 10 of the best
resources with an emphasis on low- and middle-income
countries (LMICs) [8]. This study provided useful infor-
mation about the empirical/conceptual nature of the
studies, the intersections across different stratifiers, as
well as the health topics in the LMICs and HICs. How-
ever, it did not provide any clarifications on how inter-
sectionality has been applied in such studies. Moreover,
to access the relevant studies in public health, the re-
searchers only looked up the articles through the
PubMed database; and therefore, the comprehensiveness
of the review was limited.
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Overall, given the potential of intersectionality to iden-
tify the causes of health inequalities and improve health
justice, its application is on the rise in the field of health.
Although there is ample theoretical evidence on the no-
tion of intersectionality, it must be sufficiently utilized in
practice as well. Moreover, according to the evidence,
intersectionality has been widely used in the analysis of
inequalities; however, the extent of the application of
intersectionality in designing and implementing the in-
terventions and programs is still unclear. Scoping re-
views examine the evidence in order to determine the
extent and range of a field [14]. In addition to summar-
izing the available evidence, these types of studies can be
used to identify research gaps in the relevant topics [14–
16]. The present study was conducted in the form of a
scoping review in order to determine the extent to
which previous studies have applied intersectionality and
its principles in designing and implementing health in-
terventions and programs.

Methods
Arksey and O’Malley’s methodological framework [14]
was used in the present study in order to guide our
scoping review and respond to the question of “What is
the extent of the application of intersectionality in de-
signing and implementing health interventions and pro-
grams?”. Accordingly, different stages of the scoping
review were taken into account as follows:

Identifying relevant studies
Search strategy
To identify the relevant studies without any time or lan-
guage restrictions, in January 2018, the researchers
reviewed the existing documents which were published
in the following databases: PubMed, Web of Science,
Proquest, Embase, Scopus, Cochrane, and PsychInfo.
The search strategies were employed through the use of
Medical Subject Heading (MeSH) terms using the key-
words of “Intersectionality” AND “Intervention” OR
“Health program” (Additional file 1). The reference lists
of the selected studies were also reviewed.

Selecting the studies
The studies were then selected by two reviewers, inde-
pendently, based on the following inclusion criteria: (1)
to be a primary research, (2) to conduct a health inter-
vention or program, (3) to clearly state the application of
“intersectionality” in designing and implementing the
intervention or program, (4) to focus on health out-
comes (e.g. morbidity, mortality, risk factors, health be-
haviors, access to health services, & quality of health
services), and (5) to address at least two social identity
variables (e.g. age, gender, ethnicity/race, social class,
migration status, & etc.).

At first, the titles and abstracts of the selected studies
were screened. Those studies that met the inclusion cri-
teria were then reviewed in full text. Finally, the relevant
studies were included in the review process. It is also
noteworthy that any disagreements between the two re-
viewers would be resolved through discussion, and it
would be arbitrated by a third investigator if necessary
until they reach unanimity.

Charting data
The data extraction form was designed to obtain the
general and methodological data. In addition, a
researcher-made checklist was used to assess the appli-
cation of intersectionality in each study (Table 1). The
checklist was developed based on the key principles and
guiding questions of “intersectionality-based policy ana-
lysis framework” introduced by Hankivsky et al. [12].
Furthermore, as a result of reviewing the related litera-
ture about the application of intersectionality in health
and social sciences, the researchers extracted other items
in accordance with the seven key principles of intersec-
tionality, i.e., “intersecting categories”, “multilevel
analysis”, “power”, “reflexivity”, “time & space”, “diverse
knowledge”, and “social justice & equity”. The questions
in the proposed checklist were arranged according to
the stages heuristic model. The stages heuristic model is
one of the most well-known and the primary policy ana-
lysis frameworks introduced by Laswell. The framework
has maintained its validity and prevalence in public pol-
icy analysis and has also been used by many policy ana-
lysts, academicians, and independent researchers around
the world. In this model, the process of producing public
policies is divided into different stages such as identifica-
tion of the problem, designing and implementation, as
well as evaluation [17, 18]. Each of the questions of the
proposed checklist was discussed and the necessary
modifications were made based on multiple sessions
held by the research team. Then, upon the consensus,
the 38-item checklist of “application of intersectionality
approach in health interventions and programs” was fi-
nalized. The possible responses to the questions in the
checklist were considered as ‘yes’, ‘no’, and ‘unclear’. The
‘unclear’ option would be chosen if the studies did not
clearly outline whether the items had been observed or
not. Two reviewers were assigned to complete the data
extraction form for each of the studies included in the
review process. Besides, in case of disagreement, the re-
search team would seek consensus.

Summarizing and reporting the results
This stage includes the descriptive summary and the
synthesis of the study characteristics based on data ex-
traction. A matrix was drawn to summarize the applica-
tion of the intersectionality principles. To synthesize the
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Table 1 Checklist for application of Intersectionality in health interventions and programs

Intersectionality
Principles

items yes No Unclear

Problem
identification

Intersecting
Categories

1-Has the combination of different social factors, such as age, gender, race/ethnicity, class,
migration, been addressed in identifying the causes of the problem? And is not focused
solely on a single variable, apart from others?

2-Have target groups been selected based on considering to differences, variations and
similarities between relevant groups? As well, based on that, have target groups been
identified as the most vulnerable group?

3-In identification of the most vulnerable groups, have the differences and similarities of
the subgroups in terms of social factors, been considered?

Multilevel
analysis

4-Have the various factors at the individual, interpersonal, organizational, and governance
levels been addressed in the process of problem identification?

5-Have the intersections of social factors across micro, meso and macro level been
considered? For example, among immigrants as a marginalized group, how the
interactions at the individual level (age, gender, race, class,...) link to social institutions and
broader structures and processes of power such as migration policies?

Power 6-Have the most advantaged and the least advantaged groups been identified within
representation of problem?

7-Have stakeholders such as affected populations been participated in problem
identification?

8-Have the structures of power such as policies and laws been addressed to be
responsible to the framing the health problem?

Reflexivity 9-Do the planning committee/research team look critically at their values, experiences,
beliefs and assumptions, about the health problem?

Time & Space 10-Has the process of problem framing over time (historically) or across different places
(geographically) and changes of privileges and disadvantages, including intersecting
identities and the processes that determine their value over time and place, been
considered?

Diverse
Knowledge

11-Has the perspective of people who are typically marginalized been used in the process
of problem identification?

12-Has the knowledge generated from several recourses including qualitative or
quantitative research; empirical or interpretive data; and Indigenous knowledge?

Social Justice &
Equity

13-Do current interventions/programs focus on health promotion of vulnerable groups?

14-Are existent interventions/programs being considered in terms of being successful in
reducing inequality or, conversely, creating inequality? (For example, are there supportive
policies or empowerment programs for vulnerable groups?)

Design &
implementation

Intersecting
Categories

15-Has the intervention/program been selected based on identifying problem using
intersectional perspective?

16-Is the target group representative of the experiences of diverse groups of people for
whom the issue under study is relevant?

Multilevel
Analysis

17-Have the researchers/health planners considered the transformation across multiple
levels (individual and interpersonal, family, Neighborhood, city)?

Power 18-Have various stakeholders, in particular affected population, been engaged in health
program design and implementation?

19-Has the intervention/program been framed within the current cultural, political,
economic, societal context? And has it reflected the needs of affected populations?

20-Does the intervention/program focus on vulnerable groups?

21-Does the intervention/program lead to a change of power relations? (For example, the
participation of target groups in decision making and/or policy making)

22-Is it clear that who are responsible to ensure the implementation of the intervention/
program? In other words, are there mechanisms for accountability (organizational
commitment, etc.)?

23-Can the intervention/program find a practical position in line with government policy
priorities such as budget allocations, ministerial priorities, etc.)?

Reflexivity 24-Do the researchers/health planners have reflexive practice? In other word, Do they
have critical thinking about their values, experiences, beliefs, assumptions, and current
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application of intersectionality in all the included studies,
the total number and the percentage of the responses to
each question were outlined and presented in the matrix.
The PRISMA Extension for Scoping Reviews - PRISMA-
ScR was followed in reporting the findings of our scop-
ing review.

Results
Figure 1 illustrates the flowchart for the different stages
of study selection based on PRISMA. As a result, 2677
studies were found through reviewing the target data-
bases. After removing the duplicated articles (1076
cases), the titles and abstracts of the remaining 1601
studies were examined during the initial screening stage.
Finally, 106 articles were selected for full text assessment
according to the inclusion criteria. At this stage, another
study was introduced by one of the authors of a related
article via email, which was examined as well. However,
after assessment of the full text, it was excluded because
it did not comply with the inclusion criteria. Eventually,
103 out of the 107 articles were excluded, and only 4 ar-
ticles were selected for scoping review in the present
study.
Table 2 shows that focusing on psychosocial or sexual

health outcomes can lead to educational or supportive
interventions in the fields of mental [19, 20, 22] or

sexual health [21, 22]. In terms of the type of the studies,
two interventions were designed as RCT [21, 22] and
one study used the pre-test/post-test design [20].
Social identities (e.g. gender, race/ethnicity, age, migra-

tion, sexual orientation, & homelessness) were taken into
account in the selected studies. Moreover, participants
experienced complex life circumstances (such as PTSD,
IPV, history of childhood sexual abuse, substance use or
co-morbid substance use, and mental illness) that could
interfere with the health outcomes. In this regard, the
studies attempted to consider the intersection of these
co-occurring social identities and conditions through the
intersectionality framework in order to achieve a more
comprehensive understanding of the issue. The intersec-
tion of gender and race/ethnicity had been addressed in
three of the selected studies [20–22]. However, the other
social identity variables were only addressed separately
in each of these studies e.g. the status of migration and
its subgroups [20], age [21], sexual orientation, HIV, and
the history of childhood sexual abuse [22], as well as
homelessness, substance use or co-morbid substance
use, and mental illness [18]. Table 3 shows the intersec-
tions of the different variables which were addressed in
the selected studies.
The results of the synthesis of the application of inter-

sectionality principles are presented in Table 4.

Table 1 Checklist for application of Intersectionality in health interventions and programs (Continued)

Intersectionality
Principles

items yes No Unclear

actions and decisions?

Time & Space 25-Is the intervention/program flexible in terms of time and place conditions?

Diverse
Knowledge

26-Have the target group’s knowledge been used in process of health program design
and implementation?

27-Has the intervention/program been selected based on diverse evidence (academic
sources, gray literature, policy reports,…)?

Social Justice &
Equity

28-Has intervention/program been designed and implemented to reduce inequalities?

29-Is there assurance that the intervention/program does not lead to produce further
inequities for some populations?

Evaluation Intersecting
Categories

30-Have intersectional factors been measured in the evaluation process?

Multilevel
Analysis

31-Have the effects of the intervention/program at individual and interpersonal levels,
family, neighborhood, and city, been evaluated?

Power 32-Have affected groups been engaged in the evaluation process?

33-Has the intervention/program enhanced the inclusiveness?

Reflexivity 34-Do the researchers/planners have reflexivity about the values, experiences, beliefs,
assumptions, and current actions and decisions related to measuring the effectiveness?

Diverse
Knowledge

35-Has stakeholder perspectives, in particular target groups, about whether the
intervention or program has been effective or not, been considered?

36-Has the intervention/program been evaluated based on diverse evidence (academic
sources, gray literature, policy reports,…)?

Social Justice &
Equity

37-Is the measure of success in intervention/program determined on the basis of
reducing inequalities?

38-Has intervention/program led to a reduction in inequality?
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Overall, the principles of intersectionality were mainly
addressed in the stages of “problem identification” as
well as “design & implementation”. On the other hand,
the principles were either difficult to observe or judge in
the “evaluation” stage. Based on the findings, the re-
viewers responded ‘yes’ to 79.16% of the questions re-
garding “intersecting categories” and 72.72% of the
questions regarding “power”. In other words, the applica-
tion of these two principles is regarded considerable,
particularly in the stages of “problem identification” as
well as “design & implementation” of the interventions.
The studies were focused on vulnerable groups. Further-
more, the social, economic, and cultural circumstances

as well as the needs of the target populations had also
been emphasized at several stages of the interventions.
However, the impact of power structures – such as pol-
icies – had received less attention in creating or
responding to the problem. “multilevel analysis” was
recognized as the principle with less attention in the se-
lected studies. Overall, half of its items have not been
observed, and based on the results, this principle gar-
nered less attention in the stages of “design & imple-
mentation” and “evaluation”. Despite having addressed
the intersection of different factors at the individual,
organizational, and/or policy levels during the stage of
problem identification, most studies have conducted the

Fig. 1 PRISMA flow diagram for the study selection process
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interventions at micro levels (personal & interpersonal
relationships) and did not aim at bringing about changes
at the structural levels. Although David et al. [19]
claimed that they have focused on describing a systems
level intervention, their findings can contribute to indi-
vidual therapists who are dealing with women suffering
from multiple interlocked problems including homeless-
ness, substance use, behavioral health disorders, and
trauma histories. In term of “time & space” principle, the
selected studies addressed the process of problem fram-
ing over time and across different locations as well as
the possible changes in the intersection of the social var-
iables and the experiences of inequity.

Kelly [23] was the only researcher to mention the pol-
itical atmosphere in the first decade of the twenty-first
century in the US as well as the Latinas/os’ experiences
of discriminative political and legal circumstances. The
selected studies used a variety of quantitative and quali-
tative evidence in order to identify the problems and de-
sign or evaluate the interventions; in other words, these
studies have only relatively focused on the principle of
‘"diverse knowledge". Nevertheless, the target group’s per-
spective (which is an important source of knowledge in
intersectionality) was only taken into account in two
studies. David et al. [19] evaluated their project by con-
ducting interviews and focus group discussions in order

Table 3 Intersecting categories in included articles (n = 4)
Categories IPV and

PTSD
Substance
use

Histories of Childhood
Sexual Abuse

HIV Sexual
orientation

Homeless-ness Age Migration Race/
ethnicity

Gender

Gender 1 1 1 1 1 1 1 1 3 X

Race/ethnicity 1 0 1 1 1 0 1 1 X

Migration 1 0 0 0 0 0 0 X

Age 0 0 0 0 0 0 X

Homelessness 0 1 0 0 0 X

Sexual orientation 0 0 1 1 X

HIV 0 0 1 X

Histories of Childhood
Sexual Abuse

0 0 X

Substance Use 0 X

IPV and PTSD X

Table 4 Synthesis of application of intersectionality in included studies
Possible response to
each question

Intersecting
Categories

Multilevel
Analysis

Power Reflexivity Time &
Space

Diverse
Knowledge

Social Justice
& Equity

Problem Identification Yes 11 (91.66%) 6 (75%) 8 (66.66%) 0 1 (25%) 5 (62.5%) 3 (37.5%)

No 1 (8.33%) 2 (25%) 4 (33.33%) 0 3 (75%) 3 (37.5%) 3 (37.5%)

Unclear 0 0 0 4 (100%) 0 0 2 (25%)

Number of questions a 12 8 12 4 4 8 8

Design & implementation Yes 8 (100%) 1 (25%) 19 (79.16%) 1 (25%) 3 (75%) 4 (50%) 4 (50%)

No 0 3 (75%) 1 (4.16%) 0 0 0 0

Unclear 0 0 4 (16.66%) 3 (75%) 1 (25%) 4 (50%) 4 (50%)

Number of questions a 8 4 24 4 4 8 8

Evaluation Yes 0 1 (25%) 5 (62.5%) 0 Not relevant b 4 (50%) 0

No 4 (100%) 3 (75%) 3 (37.5%) 0 Not relevant b 4 (50%) 4 (50%)

Unclear 0 0 0 4 (100%) Not relevant b 0 4 (50%)

Number of questions a 4 4 8 4 0 8 8

Overall Yes 19 (79.16%) 8 (50%) 32 (72.72%) 1 (8.33%) 4 (50%) 13 (54.16%) 7 (29.16%)

No 5 (20.83%) 8 (50%) 8 (18.18%) 0 3 (37.5%) 7 (29.16%) 7 (29.16%)

Unclear 0 0 4 (9.09%) 11 (91.66%) 1 (12.5%) 4 (16.66%) 10 (41.66%)

Number of questions a 24 16 44 12 8 24 24

The numbers in each cell are the sum and percentage of “yes”, “no” or “unclear” responses to questions on each stage of “problem identification”, “design &
implementation”, and “evaluation”
aTotal number of questions of each principle for all included studies. For example, the number of questions of “Intersecting Categories” principle in stage of
“problem identification” (n = 3), totally is 12 for four included studies
bThe checklist had no any question for the principle of “time and place” in the stage of “evaluation”
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to collect the viewpoints of the clients, peer mentors,
and the project staff about the probable barriers and fa-
cilitators of the implementation of the program. Kelly
and Pich [20] reported that the need to conduct the
study had been identified and advocated for by the com-
munity partner as well; additionally, these researchers
performed interviews and focus group discussions with
the staff and participants to assess the acceptability and
feasibility of the intervention. Based on these qualitative
data, they decided to adopt the intervention and revised
the study design accordingly. Moreover, the selected
studies have examined vulnerable groups with respect to
the principle of “social justice & equity”; thus, it can be
argued that the interventions were partly conducted with
the aim of reducing the experiences of inequities. How-
ever, none of the included studies had considered the re-
duction of inequity as a criterion of success. In addition,
they did not even evaluate the idea of ensuring that the
interventions may not lead to further inequalities in
some populations. The overall results of the application
of the two principles of ‘"reflexivity" and "social justice &
equity"’ also indicated that the participant responded
‘unclear’ to a considerable number of the questions. It
means that it is difficult to make an accurate judgment
about these principles based on the writing styles of the
previous studies.
Moreover, only one study reported the effectiveness of

the intervention. Kelly and Pich [20] conducted a sup-
portive psychotherapeutic pilot intervention using a
Community-Based Participatory Research (CBPR) ap-
proach. It was performed on Latinas with PTSD who
have experienced IPV. This intervention was feasible
and acceptable because of the flexibility and the modifi-
cations to respond to the community partners’ needs.
Such an intervention, however, was a pretest-posttest
intervention without a control group, and the re-
searchers asserted that it caused difficulty to control the
effects of the intervention throughout the time or the ef-
fects of social interactions as a part of the intervention
on mental health. The small sample size and the incon-
sistent doses of the interventions on a varying number
of attendances at group sessions were regarded as the
other limitations of the present study. The effectiveness
of the interventions was not supported in the two stud-
ies by Montgomery [21] and Kisler [22]. Finally, David
et al. [19] reported significant improvement in the out-
comes of psychosocial functioning; on the other hand,
because of the observational nature of their study, it was
not possible to judge the interventions in terms of
effectiveness.

Discussion
Responding to multidimensional and complex issues
such as health inequalities among marginalized and

oppressed populations requires multifaceted and new
multidimensional approaches [11]. We examined the ap-
plication of intersectionality in designing and imple-
menting health interventions according to the stages
heuristic model (problem identification, design & imple-
mentation, and evaluation). This review study can help
inform the researchers and policymakers about the use
of intersectionality as an innovative approach in order to
solve these complicated problems and show the probable
gaps in this area of research.
According to the results, the studies which were in-

cluded in the review process were conducted between
2013 and 2016; they were limited to the studies which
were conducted in the United States and focused on using
the intersectional approach in the stages of “problem iden-
tification” and “design & implementation”. It also shows
that the application of intersectionality in interventions
and programs is a relatively new topic in the field of health
and therefore needs to be further addressed by the
policymakers and researchers so as to help reduce health
inequalities. Similarly, Couto et al. [13] performed a litera-
ture review and concluded that despite the potential of
intersectionality in supporting empirical studies and for-
mulating the health policies to reduce inequalities, there is
still a need for new measures to move towards the incorp-
oration of intersectionality in the field of health.
The present study indicated that “intersecting categor-

ies” and “power” have received greater attention in the
selected studies. Focusing on the multiple intersections
of social identities –as the most basic tenet of intersec-
tionality [11] –has helped identify the target groups
accurately. Intersectionality highlights the differences be-
tween and within the groups, with a focus on vulnerable
populations. These findings suggest that the intersec-
tionality approach can help health researchers and pol-
icymakers accurately identify the most vulnerable groups
and hear their voices. Based on our findings, gender was
considered as the focus of attention in all the studies; in
addition, the most frequent intersection was observed
between the variables of gender and race/ethnicity,
which was addressed in three of the studies [20–22]. In
this regard, Larson’s review study [8] also confirmed that
the focus has been on gender across all the selected em-
pirical articles.Moreover, a great number of empirical
studies conducted in HICs highlighted how gender could
intersect with race/ethnicity/caste. These findings can be
justified by the fact that intersectionality is rooted in
Black feminist scholarship in the exclusion of Black
women from White feminist discourse and antiracist
discourse in the 1990s. Based on the intersectionality ap-
proach, single or dual analytical categories such as race
and gender can offer limited explanatory power [11].
Thus, it is suggested that future research should pay
more attention to multiple dimensions of social
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identities in order to improve the analysis of health
inequalities.
Regarding the principle of “diverse knowledge”, al-

though the selected studies used different qualitative and
quantitative evidence to explain the problem identifica-
tion, design, and implementation of the interventions,
the target group’s perspective was only investigated in
the two studies by David et al. [19] as well as Kelly and
Pich [20]. The relationship between power and know-
ledge production is an important issue in the intersec-
tionality perspective. The pressure of power that runs
through the process of knowledge production can be re-
duced during the health planning and/or policymaking
by including of the viewpoints of marginalized individ-
uals and groups who are excluded from the knowledge
production [10]. Moreover, the interventions mainly
focus on systems and power structures such as health-
care systems, public policy, laws, economy, and educa-
tion rather than the individuals or groups [23]. It is also
noteworthy that most of the studies have conducted the
interventions at the micro level (personal and interper-
sonal relationship), and have not aimed at bringing
about any changes at the structural levels. Therefore, fu-
ture research should pay more attention to power struc-
tures at macro levels in order to reach the power
balance and establish social justice.
Intersectionality can also address power at micro

and macro levels of society through reflexivity [10].
The “reflexivity” principle helps correctly identify the
problems and directs the health researchers’ or policy
makers’ minds toward the acceptance and involve-
ment of stakeholders, particularly the marginalized
groups, at various stages of planning. Furthermore,
the changes in time and space might have an impact
on the nature of determinants of health outcomes.
Besides, focusing on the intersections of these factors
can be helpful in developing an accurate identification
of the problems and designing the necessary interven-
tions. However, the findings suggest that the re-
searchers have paid less attention to the principles of
“reflexivity” as well as “time and space”. It is probably
because the articles have not been written in such a
manner that would allow accurate judgment regarding
these items, despite the fact that social justice is
regarded as an important principle of intersectionality.
On the other hand, none of the selected studies had
considered the reduction of inequity as a criterion of
success; they had not also assured that the health
intervention or program may cause further inequities
among other groups. Therefore, we cannot discuss
the impact of interventions on inequity. It seems that
it is useful to inform the researchers about the princi-
ples of intersectionality in eliminating the shortcom-
ings of intersectionality application.

Overall, there was no evidence regarding the effective-
ness of such interventions in most of the selected stud-
ies. It can also be interpreted that there is not enough
evidence for the effectiveness of interventions with an
intersectionality approach. Thus, we suggest conducting
further research with a pragmatic approach in producing
evidence for the effectiveness of such interventions pro-
vided that the principles of intersectionality are not fully
addressed in the existing studies. The results of the re-
view of the included studies indicated the lack of adher-
ence of researchers to the principles of intersectionality
or the lack of compliance with these principles, particu-
larly “reflexivity” and “social justice and equity”. Hence,
preparing standard guidelines for the implementation of
intersectionality in health planning would be necessary.
In this regard, several researchers have emphasized the
need for new types of expertise regarding intersectional
perspective and focusing on all the principles of intersec-
tionality [24, 25]. The Intersectionality-based Policy
Analysis Framework is recognized as one of the practical
instruments in this area, which is designed to evaluate
the effects of policy on individuals and their experiences
of health inequalities [12]. The proposed checklist in this
study was developed based on the results of the litera-
ture review and the existing frameworks; it was also ar-
ranged according to the stages heuristic model including
several intersectionality principles. Hence, it can be use-
ful in this respect.

Strengths and limitation
To the best of our knowledge, this is the first scoping re-
view study that aimed to examine the extent of the ap-
plication of the intersectionality in designing and
implementing the health interventions and programs.
The researchers in the present study used a checklist
which focuses on different intersectionality principles at
stages heuristic model. Accordingly, the reviewers were
able to objectively extract the data on the application of
intersectionality. Since there are limited approaches for
the application of the intersectionality in health system
contexts, such approaches have only been employed by a
few researchers [24]. Therefore, the proposed checklist
can be considered as a helpful instrument to apply inter-
sectionality and reduce the probable gaps between
theory and practice in this field.
The researchers attempted to make the search strategy

as comprehensive as possible and they used a wide range
of keywords as well. Nevertheless, only a few studies
were eventually included in our review study. A stronger
focus on the databases as search resources and the lack
of review of gray literature due to our limitations during
the research process might be regarded as the limitations
of the present study. Moreover, intersectionality is a
relatively new concept in the field of health and its
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terminology has not been standardized yet. According to
our inclusion criteria, the studies had to clearly state the
application of “intersectionality” in designing and imple-
menting the intervention or program in order to be se-
lected by the researchers; thus, it is possible that some
studies have been conducted to reduce inequalities and
have taken into account the principles of intersectional-
ity in designing and implementing the health interven-
tions and programs, but they might not have directly
mentioned intersectionality. However, this limitation
might be resolved at the search stage if the objective
tools are employed at the screening stage in future
studies.

Conclusion
This review study can inform the target audiences about
the application of the intersectionality in designing and
implementing health interventions and programs; it can
also highlight the existing gaps in this area. Given the
small number of included studies, there is still insuffi-
cient evidence within empirical studies to accurately
show the implication of intersectionality in designing
and conducting the health interventions and programs.
There is a need to address the principles at various
stages of health policies and interventions in order to
operationalize intersectionality. To this end, the develop-
ment and availability of user-friendly instruments may
help researchers and health policymakers apply inter-
sectionality appropriately.
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