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Intersectionality in Quantitative Health Disparities Research: A
Systematic Review of Challenges and Limitations in Empirical
Studies

Lexi Harari?, Chioun Lee?
a Department of Sociology, University of California-Riverside, Riverside, CA, USA

Abstract

Rationale: Quantitative health disparities research has increasingly employed intersectionality as
a theoretical tool to investigate how social characteristics intersect to generate health inequality.
Yet, intersectionality was not designed to quantify, predict, or identify health disparities, and, as a
result, multiple criticisms against its misapplication in health disparities research have been made.
As such, there is an emerging need to evaluate the growing body of quantitative research that aims
to investigate health disparities through an intersectional lens.

Methods: We conducted a systematic review from earliest records to January 2020 to (i) describe
the scope of limitations when applying intersectionality to quantitative health disparities research,
and (ii) identify recommendations to improve the future integration of intersectionality with this
scholarship. We identified relevant publications with electronic searches in PubMed and CA Web
of Science. Studies eligible for inclusion were English-language publications that used quantitative
methodologies to investigate health disparities among adults in the U.S. while explicitly claiming
to adopt an intersectional perspective. Out of 1,279 articles reviewed, 65 were eligible for
inclusion.

Results: Our review found that, while the value of intersectionality to the study of health
disparities is evident, the existing research struggles with meeting intersectionality’s fundamental
assumptions. In particular, four limitations were found to be widespread: narrowing the
measurements of intersectionality, intersectional groups, and health outcomes; placing primacy on
the study of certain intersectional groups to the neglect of others; overlooking underlying
explanatory mechanisms that contribute to the health disparities experienced by intersectional
groups; and, lacking in the use of life-course perspectives to show how health disparities vary
across different life stages.

Conclusion: If the goal of health equality is to be achieved among diverse intersectional groups,
future research must be assisted by the collection and examination of data that overcomes these
limitations.
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1. INTRODUCTION

Despite substantial improvements in medical technology and disease prevention over the
past decades, health disparities persist across social lines. Those in marginalized groups
defined by social characteristics—sex/gender, race/ethnicity, socioeconomic status, and
sexual orientation, among others—continue to experience elevated risks of chronic
conditions and poor mental and physical health domestically and globally (World Health
Organization 2011). Life-course perspectives highlight how these marginalized groups are
disproportionately subjected to an accumulating series of health-damaging risks and
inaccessibility to health-promoting resources beginning early in life (DiPrete and Eirich
2006). In turn, this places marginalized groups on a trajectory of deteriorating health earlier
in life compared to their non-marginalized counterparts, with evidence, albeit mixed,
suggesting that some health disparities may widen with age (Ferraro and Farmer 1996). In
the quest for health equality, such glaring health disparities have illuminated the need for a
more comprehensive understanding of the social determinants of health rooted in these
characteristics.

Recently, scholars have acknowledged intersectionality, with its focus on how multiple
systems of oppression (e.g., racism, sexism, classism, and heterosexism) are co-produced
(Collins 1991), as being particularly well-suited to the study of health disparities. Indeed,
intersectionality has enjoyed rapid theoretical expansion and popularity, earning the
reputation of being the “most important theoretical contribution that women’s studies, in
conjunction with related fields, has made so far” (McCall 2005: 1771). Intersectionality
emerged in academic discourse shortly after the rise of 1960s-1980s U.S. Black feminism
and its criticisms of prior feminist and antiracist movements that overlooked the interests of
Black women. That is, feminist discourse tended to cater to concerns of White middle-class
women while antiracist discourse primarily served the interests of Black men.
Intersectionality, with its focus on how multiple systems of oppression mutually construct
one another to produce unique adversities, seemed a fitting response to the inadequacy of
prior social movements to delineate the social inequalities experienced by Black women
(Collins 1991).

Since the 1960s, the core tenets of intersectionality have been applied by numerous social
justice movements. The Combahee River Collective (1977), for example, released a
landmark statement widely recognized as the first writing to criticize the interlocking
systems of oppression that shape the lives and identities of Black women. Yet, the term
wasn’t introduced in academic circles until legal and critical race scholar Kimberle
Crenshaw (1991) coined it to illuminate the need for an “intersectional” theoretical
framework for addressing violence against Black women. Since then, its development has
been guided by several core features, including its emphasis on multiple and interlocking
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social identities; a paradigmatic shift away from attempts to parse out social identities to
understand lived experience; and the notion that social identities are fluid, shifting, and
mutually constructing, as well as embedded in their corresponding macro power structures
and processes (Else-Quest and Hyde 2016a; Hankivsky 2012). With this foundation,
intersectionality has been recognized as a fruitful theoretical and analytic strategy for social
inequality research (Choo and Ferree 2010).

In applying intersectionality to the study of population health, Bowleg (2012) offered five
ways that an intersectional framework can advance health disparities research:

1. Intersectionality offers a unifying linguistic and conceptual framework for
researchers interested in studying how multiple social statuses shape health.

2. It encourages researchers to conceptualize and analyze the complex social
inequalities that the most disadvantaged social groups in society endure.

3. The framework illuminates the insidious ways in which macro power structures,
rather than operating in isolation, intertwine to get “under the skin” and generate
glaring health disparities above and beyond individual-level factors.

4. Research that incorporates intersectionality can inform population-level
interventions and policy changes to address the health needs of historically
oppressed groups.

5. By encouraging data collection on health and supporting the analysis of
intersecting social statuses beyond simply sex/gender and race/ethnicity, the
framework facilitates a more nuanced analysis of health disparities.

The applicability of an intersectional perspective to health disparities research is made
evident by several reviews that frame intersectionality as a valuable tool to study how
intersecting statuses shape health (e.g., Bauer and Scheim 2019a; Bowleg 2012; Green,
Evans, and Subramanian 2017; Hankivsky 2012; Viruell-Fuentes, Miranda, and Abdulrahim
2012). A search conducted through PubMed is rather telling in this regard. Using keywords
relevant to intersectionality and health disparities for publications before 2010 yielded only
efghtresults. Of these eight publications, only three were empirical research articles; the
remaining five were theoretical or conceptual pieces offering insights about the integration
of intersectionality and health research. An identical PubMed search for studies published in
2010 or after, however, returned 300 articles. An emerging body of intersectional health
research is now well-established, although much of it is qualitative (Bauer 2014).

The development of intersectionality in quantitative health disparities research has been
slow, however. Although recommendations now exist on how to quantitatively model
intersectionality (for example, see Bauer and Scheim 2019a; Else-Quest and Hyde 2016b;
Evans et al. 2018), there has been little consensus as to whether it is possible to quantify the
complexities of intersectionality. In fact, other scholars have speculated that quantitative
health research may not be well-suited to incorporating intersectionality because it is a
conceptual framework that was not initially designed to quantify, predict, or describe health
outcomes. This issue, as scholars have noted (Bowleg 2008; McCall 2005), may lie in
intersectionality’s apparent incompatibility with positivism, the epistemology that
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undergirds much quantitative health research. While positivism asserts that a sole “true” and
objective reality can be discovered through well-designed and value-neutral research,
intersectionality illuminates the many socially constructed realities that those who inhabit
various intersections experience (Bowleg 2008, 2012). As a result, multiple scholars have
urged caution against the misuse or misapplication of intersectionality in quantitative
research and have even suggested that such methodologies may need to be reimagined to
truly examine the forces generating inequality among multiply marginalized groups (Bauer
and Scheim 2019a; Bowleg 2016; Green et al. 2017; McCall 2005).

These criticisms form the foundation of multiple limitations in quantitative intersectional
health research (Bowleg 2012; Else-Quest and Hyde 2016a, 2016b). These limitations
primarily stem from misunderstandings regarding how to properly apply intersectionality’s
theoretical assertions to quantitative methodologies. One overarching concern lies in
problematic and narrow operationalizations of the intersectional groups under investigation,
intersectionality, and the health outcomes of interest. For example, binary measures of social
statuses (e.g., Black vs. non-Black) are antithetical to intersectionality insofar as they fail to
reflect the fluid and dynamic nature of intersectional identities (Choo and Ferree 2010;
McCall 2005). Yet another major limitation concerns the elements of intersectionality that
are needed to classify as a true intersectional inquiry in a quantitative research design.
Specifically, there appears to be a preference for studying race/ethnicity and sex/gender
while other intersectional groups defined by sexual orientation, age, nativity/immigrant
status, and other social characteristics have received less attention (Hankivsky 2012;
Hankivsky and Grace 2015).

Other limitations concern attending to the underlying explanatory mechanisms that
contribute to the poor health of intersectional groups across the life course, such as exposure
to life adversities in childhood and adulthood (Bauer 2014; Else-Quest and Hyde 2016a).
This problem occurs, at least in part, because mediation analysis in quantitative health
disparities research may not be adequately identifying key explanatory mechanisms that lead
to poor health for intersectional groups even though mediation is a critical feature of health
disparities research (Naimi et al. 2016).

While multiple investigators have repeatedly called attention to these issues, there has not
yet been a systematic attempt to determine how pervasive these limitations are in the
literature. As a result, it remains unclear whether this budding body of scholarship has done
justice to intersectionality by adhering to its foundational assertions. Does the existing body
of intersectional quantitative scholarship on health disparities truly address the
interrelatedness of multiple intersecting identities, health disparities within and across
intersectional groups throughout the life course, and the relevant power-laden explanatory
mechanisms responsible for generating such inequity?

To answer this question, we conduct a systematic review of quantitative health disparities
research that explicitly uses an intersectional perspective. Our focus is not on empirical
findings. Rather, because intersectionality’s application in quantitative health disparities
research is in its nascent stages, we aim to highlight limitations that may be slowing the
development of intersectionality in this literature. A systematic review is suited for
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pinpointing these limitations because of its ability to provide a transparent and objective
evaluation of the current state of the literature and to identify patterns and trends across
multiple studies (Egger, Davey, and O’Rourke 2001). Furthermore, systematic reviews are
appropriate when a body of research is still in its early stages of development to identify any
weaknesses where improvements are needed as well as recommendations for future research
directions (Petticrew and Roberts 2006).

2. METHODS

Following best practices for reporting systematic reviews on health, the present review
follows the PRISMA guidelines (see Supplementary Table S1). This systematic review was
conducted by both authors who worked together to identify which publications were eligible
for review and what data should be extracted from the sample of eligible publications
(Johnson and Hennessey 2019).

2.1. Inclusion Criteria

Four inclusion criteria were used to screen for eligible studies. First, we included studies that
utilized a quantitative methodology, such as multivariate regression or multilevel modeling.
Second, studies had to explicitly reference “intersectionality” (or variations of the term) in
the article title, abstract, and/or body of text as guiding their analysis. Third, we included
studies published in English that used data based in the United States, with a majority of the
U.S. sample comprising those who are at least 18 years of age. It is difficult to synthesize the
international literature on this topic because the foundational tenets underlying
intersectionality differ across sociohistorical contexts (Hulko 2009; Kerner 2012). For
instance, in Germany, there is no consensus whether race, ethnicity, nationality, and religion
should be combined to describe the experience of racism or whether these should be
considered separate characteristics representing discrete forms of oppression (Kerner 2012).
In a U.S. context, however, these characteristics serve as the basis for distinct aspects of a
person’s intersectional location and experiences with oppression. This issue has led some
scholars to conclude that, in European contexts, there is “no consensus about what adequate
theoretical accounts of intersectionality ... should look like” (Kerner 2012: 203).

Second, developmental factors significantly differentiate the way intersectional identities are
experienced by children/adolescents versus adults. The developmental change and identity
exploration youth experience indicate that this age group’s intersectional social location is
highly malleable and subject to change. Processes that youth often undergo such as racial/
ethnic socialization and acculturation can instill multiple and conflicting identities that
fluctuate over time (Narvaez et al. 2009). In fact, Erikson (1968) characterized adolescence
as a time of “identity crisis” whereby some individuals are wholly unclear about who they
are and who they would like to be. One’s identification with a particular intersectional social
location is therefore unlikely to stabilize for some individuals until adulthood (Schwartz et
al. 2013). Thus, since the very definition of intersectionality varies across culture and age,
we include only those studies conducted on U.S. adults to ensure some degree of uniformity
across studies. Finally, we only included studies where a specified outcome was specifically
related to a health condition, issue, or diagnosis.
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2.2. Health Disparity

Growing interest in the concepts of “health disparity” and “health inequality” has not led to
a consensus on how either term is defined (Carter-Pokras and Baquet 2002). To bring some
clarity and specificity to these terms, we rely on the definition outlined in Healthy People
2020. We define a health disparity as “a particular type of health difference that is closely
linked with social or economic disadvantage. Health disparities adversely affect groups of
people who have systematically experienced greater social or economic obstacles to health
based on their racial or ethnic group, religion, socioeconomic status, sex/gender, mental
health, cognitive, sensory, or physical disability, sexual orientation, geographic location, or
other characteristics historically linked to discrimination or exclusion” (U.S. Department of
Health and Human Services 2008: 28). We favor this definition because 1) it dovetails with
intersectionality’s emphasis on multiple social characteristics and 2) its scope includes any
disease or illness.

2.3. Intersectionality

We employ McCall’s (2005) three distinct operationalizations of intersectionality:
intercategorical, intracategorical, and anticategorical complexity approaches. We identify the
reviewed publications as using one or a combination of these approaches according to a two-
step procedure. First, if the authors explicitly claimed to adopt a particular approach, they
were categorized as such. We checked whether such claims aligned with McCall’s
description. Second, if no claim was made, we categorized the study using the following
definitions. The /ntercategorical approach, the most commonly used in health disparities
research (Green et al. 2017), involves systematic comparisons of various inequalities
between groups defined by social position and identity. This approach takes as its departure
point the a priori assumption that inequalities between well-defined social groups exist and
such inequalities should be identified and investigated. Having somewhat of a “natural fit”
with quantitative health disparities research, this approach takes shape in one of two ways.
First, a full set of dummy variables can be used to represent particular intersectional
locations. For example, using the nexus of race and gender, one can create four race—gender
intersectionality statuses. Second, researchers may regress a host of main and/or
interactional effects of two or more social statuses on a health outcome. A prototypical
example of this is found in the study by Brown and Hargrove (2013) who regressed main
effects of race/ethnicity and gender on health in addition to specifying models including
gender x race/ethnicity interactions. The underlying assumption is that the interactional
effects (being both Mexican-American anda woman) should more adequately capture how
intersectional group membership effects health compared to the effects of separate social
characteristics (being Mexican-American and also being a woman).

The intracategorical complexity approach focuses on the richness of within-group
differences. Thus, it is those “particular social groups at neglected points of intersection”
that shape the center of analysis (McCall 2005: 1774). We categorized studies as
intracategorical if the primary focus was on a subpopulation and within-group health
heterogeneity at one or more marginalized intersectional locations. For example, Pérez and
colleagues (2018) focused exclusively on Black adults and investigated health variation at
two intersectional locations (sex/gender and sexual orientations).
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Lastly, the anticategorical complexity approach’s primary goal is the problematization and
deconstruction of social categories altogether because “a wide range of different
experiences, identities, and social locations fail to fit neatly” into a sole category (McCall
2005: 1777). The anticategorical approach critiques social categorization schemes since they
fail to acknowledge the rich diversity found within social groups and can reify an inequitable
social hierarchy where some groups are afforded more status and privilege than others. It
should be noted that the anticategorical approach is the most critical of social categories
defined by race/ethnicity, sex/gender, and other social characteristics that form the core foci
of intersectionality. Therefore, this approach is the least amenable to health disparities
researchers wishing to adopt an intersectional lens. Although one study (Persmark et al.
2019) explicitly claims to use the anticategorical approach, we found that social categories
undergird the analyses in all of the studies in our sample; that is, none of the reviewed
publications are truly anticategorical in the way that McCall (2005) describes.

2.4. Search Strategy and Data Extraction

To identify relevant studies, we searched for English-only articles published at any time
through our latest search (January 2020) on both PubMed/Medline and Clarivate Analytics
(CA) Web of Science (including Science Citation Index Expanded, Social Sciences Citation
Index, Arts and Humanities Citation Index, and Emerging Sources Citation Index). For our
PubMed search, we employed both Medical Subject Heading (MeSH) terms and free
keywords to identify relevant published articles (see Supplementary Table S2). Some
examples of terms and keywords related to health disparities were health status disparity,
minority health, social determinants of health, and health inequality. To ensure articles
utilized an intersectional theoretical framework, we also used intersectionality,
Intersectional, and intersectionalities as keywords. Finally, we included MeSH terms and
keywords for a variety of terms related to health conditions, ranging from specific terms like
alcoholto cardiovascularas well as more general terms like chronic disease and illness. This
search returned 303 abstracts. When we conducted a similar search in CA Web of Science
with relevant Boolean operators, 976 abstracts were returned. We removed 197 publications
after determining they were duplicates. Subsequently, we carefully screened each title and
abstract according to the aforementioned criteria. In total, our PubMed/Medline and CA
Web of Science searches returned 51 relevant studies that met all criteria (see Figure 1). In
situations where researchers have difficulty locating studies, screening reference lists is a
useful way to reduce the chance of missing relevant publications (Horsley, Dingwall, and
Sampson 2011). While screening references of the search-identified articles, we found an
additional 14 studies that were not indexed by either the PubMed/Medline or CA Web of
Science databases because they were published in niche journals with limited resources for
indexation.

Data were extracted based on the previously mentioned concerns regarding
intersectionality’s application to this body of literature. The following information was
extracted from each study: the study design (cross-sectional or longitudinal), characteristics
of the sample (e.g., sufficient to cover different stages of the life course and subpopulation),
the operationalization of intersectionality, the specific intersectional/reference groups, health
outcomes, and explanatory mechanisms. Extraction of these data covers a wide range of
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potential theoretical and methodological limitations that may be affecting intersectionality’s
development in quantitative health disparities scholarship.

2.5. Risk of Bias Assessment

Following recommendations by Johnson and Hennessey (2019), we use a previously
established framework to evaluate the quality of each study. We used relevant criteria from
Petticrew and Roberts’ (2006) framework, commonly used for appraising quantitative survey
research (see Supplementary Table S3). We chose this framework because the reviewed
studies utilize a questionnaire/survey design to obtain data. However, this systematic review
focuses on an evaluation of intersectionality’s application to quantitative health disparities
research rather than the specific design used. As such, we removed appraisal criteria that
applied only to the quality of the study design and were therefore irrelevant to the objective
of our review. The excluded criteria pertain to how the survey/questionnaire was carried out,
the response rate, information about the denominator, and descriptions and appropriateness
of statistical tests and post-hoc analyses. With these excluded, the framework offers 10
appraisal criteria to evaluate the quality of publications pertaining to adequate descriptions
and appropriateness of the overall survey/questionnaire, sample, data, and measures.

We created a three-tiered scoring system (‘Good,” ‘Fair,” ‘Poor’) according to whether the
study met each of the 10 appraisal criteria to indicate its overall quality. All studies earned a
‘good’ or “fair’ rating, leading us to conclude that were no errors significant enough to
warrant a study’s removal due to trustworthiness of the study or interpretation of its results.

2.6. Analytic Approach

In reporting our findings, we perform a narrative review of the extracted data from all
reviewed publications. Such a qualitative presentation of findings is appropriate when the
purpose of the review is on theory development in a particular body of literature (Johnson
and Hennessey 2019). We structure our findings based on different components of each
study where limitations are likely to arise based on concerns previously voiced in the
literature: (i) the study design and sample characteristics, (ii) the operationalization of
intersectionality, (iii) the intersectional and reference groups, (iv) health outcomes, and (v)
explanatory mechanisms. Following recommendations made by Petticrew and Roberts
(2006), we synthesized each of these components from all reviewed studies in Table S4. For
a more accessible viewing of these findings, Table 1 offers the five most frequently
investigated health outcomes and explanatory mechanisms and Figure 2 provides a
conceptual overview of all reviewed studies. Below, we summarize the results of Table S4,
making sure to provide sufficient descriptions of any challenges/limitations that directly bear
on intersectionality’s application to this body of research.

3. RESULTS

3.1. Design and Sample Characteristics

Out of a total of 65 publications, 38 different datasets were utilized, indicating that there are
multiple datasets used to study intersectional health disparities. The most commonly used
dataset was the Health and Retirement Study (HRS), appearing in seven studies and one of
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the few longitudinal datasets available with measures of health. Other datasets that were

used in at least three studies included the National Epidemiologic Survey on Alcohol and
Related Conditions (NESARC, k= 5), the National Health Interview Survey (NHIS, k= 4),
the Health and Nutrition Examination Survey (k = 4), and the General Social Survey (GSS, &
= 3). Although these datasets were not necessarily designed to be compatible with
intersectionality, they contain various measures of health, sociodemographic characteristics,
and relevant explanatory mechanisms that are required for research on this topic. The
majority of reviewed publications (k= 45) used a cross-sectional design.

Although few in number, some studies used datasets that were explicitly designed to capture
how health varies among intersectional groups but mostly used either cross-sectional or, if
longitudinal, contain only one or two follow-ups with short time intervals (e.g., one year).
Examples of such datasets include Project STRIDE: Stress, Identity, and Mental Health or
Black Women in a Study of Epidemics. This indicates a significant lack of longitudinal
datasets designed with relevant measures for intersectional health disparities research.

Over half of the studies (4= 36) did not discern between different stages of the life span
(e.g., young adulthood from ages 18-39, midlife from ages 40-64, or old age 65+), instead
pooling together respondents of all ages. Five studies examined health disparities in young
adulthood. Eleven studies examined both young adulthood and midlife, and six examined
both midlife and old age. Four focused on midlife only, and only one study examined health
disparities solely in old age. Taken together, there are few studies on how health disparities
are experienced differently at various stages of life, especially in midlife and old age. In
contrast, young adulthood receives the most attention among the three life course stages,
perhaps because several datasets focus on the health of younger persons (e.g., Add Health).

3.2. Operationalization of Intersectionality

Forty-six studies (71%) operationalized intersectionality using a solely intercategorical
complexity approach. This is perhaps unsurprising given that it is thought to have a “natural
fit” with quantitative health research given its systematically comparative orientation (Evans
et al. 2018; Green et al. 2017). Thus, most studies compared a health outcome across at least
two well-defined intersectional groups rather than focusing solely on one such group. One
study operationalized intersectionality using both intercategorical and intracategorial
complexity approaches, one used both intercategorical and anticategorical complexity
approaches, seventeen studies (26%) used a solely intracategorical approach by examining
only one subpopulation, and no studies employed a solely anticategorical approach. Of the
studies that employed an intracategorical approach, the intersectional groups chosen for
investigation were, for example, sexual minorities at differing racial/ethnic intersections;
Latinx men and women; and transgender women.

3.3. Intersectional and Reference Groups

Most studies (k= 49) compared health across intersectional groups defined by at least three
social characteristics (e.g., race/ethnicity, sex/gender, and sexual orientation). A somewhat
common approach (k= 15) was to examine some combination of race/ethnicity, sex/gender,
and/or SES, reflecting the primacy of these “big three” categories in the literature. In fact,
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intersecting groups defined by race/ethnicity, sex/gender, and SES were used as the starting
point for analysis for almost every health outcome examined. Most of the remaining studies
examined the intersections of race/ethnicity, sex/gender, and a third social status other than
SES, such as sexual orientation (kK =12) or age (k= 7). In some cases, studies examined
health at the intersection of race/ethnicity, sex/gender, SES, and a fourth social
characteristic, most commonly age (k= 10).

It is notable that sexual orientation appeared as a social characteristic of interest almost as
often as race/ethnicity or sex/gender. As such, several studies (k= 20) looked at intersections
of sexual orientation and some combination of race/ethnicity, sex/gender, SES, age,
disability, cohabiting status, weight, gender identity, and nativity status. This signals a
growing understanding that lesbian, gay, and bisexual individuals experience unique health
outcomes contingent upon their statuses as men or women, Black or White, low- or high-
SES, cisgender or genderqueer, and so on. Overall, these findings indicate that considerable
attention is paid towards intersectional groups defined by race/ethnicity, sex/gender, SES,
age, and sexual orientation. Intersectional groups that were given far less consideration
included those defined by nativity status, level of acculturation, or immigration status (k=
4); gender identity (k= 4); skin tone (k= 2); cohabiting/marital status (k = 2); disability (k=
1); weight (k= 1); religion (k= 1); and HIV seropositivity (k= 1).

Out of those 51 studies that compared at least two intersectional groups, the majority of
studies (k= 42) provided explicit information regarding choice of reference group. All but
two publications (k= 40) chose the most privileged group as the referent. Examples include
White cisgender or heterosexual men and native-born Whites. In the two publications where
a marginalized intersectional group was chosen as the referent, the two groups consisted of
women with low levels of acculturation and same-sex cohabiters.

3.4. Health Outcomes

In 65 reviewed publications, only 20 different health issues or conditions were investigated,
indicating significant overlap in health conditions examined across studies. Thirty-seven
studies investigated physical health, 44 examined mental health problems and/or diagnoses,
24 examined general measures of self-rated health or health-related quality of life, and 16
examined cigarette consumption or drug/alcohol issues. Many studies investigated
disparities in multiple health outcomes simultaneously instead of focusing on a single
condition or health domain. For instance, some studies looked at multiple mental health
diagnoses (e.g., depressive and anxiety disorders), others examined multiple physical health
issues (e.g., functional limitations and chronic conditions), and still others examined
physical and mental health problems together (e.g., depressive symptoms and chronic
conditions).

The most frequently studied health outcome overall was self-rated health or health-related
quality of life, appearing in 24 studies as a health outcome of interest. Self-rated health is
typically operationalized as a single-item measure of how one is generally feeling
physically, mentally, or overall.
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Forty-four studies investigated disparities in various mental health problems or diagnoses
and wellbeing. By far, the most frequently examined mental health outcomes were
depressive symptoms or episodes (k= 20), making depression the second most selected
health outcome overall. Other mental health problems that appear in the literature include
various mental health diagnoses (k= 6), psychological distress (k= 6), and psychological
well-being (k= 3). There are several mental health issues that receive little attention. These
include sleep-related issues (k = 2), social well-being and social anxiety (k= 2), suicidal
ideation or self-harm (k = 3), and post-traumatic stress (k= 2). These results indicate that the
existing body of scholarship is focused on a narrow range of mental health problems,
namely, depressive symptoms or episodes.

The third most selected health outcome was cigarette consumption or alcohol/drug issues (kK
= 16). Among these 16 publications, only five had an exclusive focus on drug/alcohol abuse
or cigarette consumption, while the remaining examined these outcomes simultaneously
with either physical and/or mental health outcomes.

Of the 37 studies that investigated disparities in physical health, the following health
conditions were most frequently investigated: BMI (k= 8), chronic conditions (k= 7),
functional limitations or disabilities (k= 7), cardiovascular risk factors (i.e. hypertension; &
=7), and biomarkers (i.e. C-reactive protein; k= 4). This makes BMI the fourth most
selected health outcome overall, followed by functional limitations. While other physical
health issues were also considered, they rarely appeared in the literature as a health outcome
of interest. These include physical activity (k= 2), cancer-related outcomes (i.e. breast
cancer tumor characteristics; k= 1), sexually transmitted diseases or infections (k= 1), and
mortality (k= 1). Taken together, the results indicate that a small subset of physical health
outcomes are repeatedly examined to the neglect of other important health conditions. This
is especially true for BMI, chronic conditions, functional limitations, and cardiovascular risk
factors. Furthermore, because operationalizations of both chronic conditions and functional
limitations almost always use count measures, information on specific chronic or functional
issues is obscured.

3.5. Explanatory Mechanisms

Nearly a third (k= 21) of studies specified no explanatory mechanisms whatsoever. Thus, a
sizable minority of studies treated intersectional groups as a primary predictor in their
investigation of health disparities. Of those that did specify one or more explanatory
mechanisms (k = 44), social and personal risks and/or resources were the most investigated
explanatory mechanisms, appearing in 20 studies overall. Social and personal risks include
health-damaging factors such as emotion regulation difficulties or cynical hostility. Social
and personal resources were speculated to have beneficial effects on health and included
social/emotional support, social network size, marital status, having children, coping tools,
self-esteem, religiosity, and LGBT activism.

In line with intersectionality’s emphasis on oppression, 19 studies investigated perceived
discrimination (e.g., racism, sexism, heterosexism), making it the second most selected

explanatory mechanism in the literature. One of these 19 studies examined cortisol levels
(rather than discrimination explicitly) to examine the biological impact of discrimination.
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Nineteen studies also selected socioeconomic status or disadvantage/strain. SES was
operationalized with measures of educational attainment, income, and/or access to health
care (e.g., health insurance). A large number of studies (k= 16) examined health behaviors
as an explanatory mechanism for observed health disparities. Specifically, health behaviors
include BMI/diet, smoking status, heavy drinking, physical activity, currently using
medication, doctor visits, and sleep quality.

Compared to the aforementioned explanatory mechanisms, substantially fewer studies (k=
12) specified exposure to life adversities as an explanatory mechanism, which includes such
affronts as microaggressions, harassment, or victimization; the internalization of
stigmatizing attitudes; chronic stressors, strains, or burdens; traumatic or stressful life
events; and intimate partner violence. Notably, certain life adversities receive far more
attention than others. While chronic stress, strains, or burdens appear in seven publications,
intimate partner violence has only been examined as a potential contributor to health
disparities in one study.

It is worth noting that among all the explanatory mechanisms, social and personal resources
are the only factors that are hypothesized to have protective benefits for health. Other
explanatory mechanisms, such as health behaviors or perceived discrimination, are
conceptualized as risk factors that have uniformly harmful effects on health. Taken together,
our findings indicate the literature has tended to overlook health-promoting factors.

Two explanatory mechanisms remain significantly understudied. The first can be grouped as
contextual factors (k= 4), such as neighborhood characteristics (e.g., local crime rate) and
level of comfortability being a minority in one’s community or family. The second includes
early-life factors, only examined in seven studies as potential contributors to health
disparities. Among the five studies that did investigate early-life mechanisms, childhood and
adolescent socioeconomic status, adolescent academic achievement, BMI, and exposure to
childhood physical or sexual abuse were selected. Thus, explanatory mechanisms for health
disparities are almost always assumed to occur solely in adulthood, leading to a significant
lack of information regarding how childhood insults are associated with poor health later in
life.

4. DISCUSSION

Scholars have made the value of intersectionality to quantitative health disparities research
more than evident as an effective method to examine how intersecting (and previously
neglected) social characteristics shape health disparities (Bauer 2014; Bauer and Scheim
2019a; Bowleg 2012; Green et al. 2017; Hankivsky 2012; Viruell-Fuentes et al. 2012).
However, intersectionality, a perspective that takes multiple social categories as its starting
point for analysis, carries considerable limitations when applied to quantitative health
disparities research. In our systematic review of the literature, we found these limitations to
be widespread. Here we summarize our findings and then offer recommendations regarding
how to stimulate the application of intersectionality to this body of scholarship.

Soc Sci Med. Author manuscript; available in PMC 2022 May 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Harari and Lee

Page 13

4.1. Limited measurement of intersectionality, intersectional groups, and health

outcomes.

Corroborating the claims of previous scholars (Evans et al. 2018), our review indicates that
most research employs an operationalization of intersectionality that aligns with the
intercategorical complexity approach (see Table S4). As a result, there exists a rapidly
expanding body of scholarship that thoroughly investigates heterogeneity in health between
intersectional groups—especially those at the intersections of race/ethnicity, sex/gender, and
SES. Yet, our review illustrates that between-group comparisons, on their own, provide only
a limited view of health disparities when within-group heterogeneity becomes obscured.
Thus, regardless of how many intersectional groups are examined, the existing body of
scholarship cannot fully discriminate between those who will get sick and those who will
not if those individuals are situated at the same intersections (Green et al. 2017).

Furthermore, among studies that use the intercategorical approach, virtually all use binary
measures for intersectional group membership (e.g., “Black”/“non-Black™). Such measures
lead to homogenization of diverse groups, leading to a dearth of information regarding how
health varies for subpopulations that have been rendered invisible under a monolithic
category (e.g., “non-Black”). Second, dichotomous measures cannot capture the fluid and
dynamic nature of intersectional group membership (Choo and Ferree 2010; McCall 2005).
Indeed, dichotomous measures run the risk of perpetuating binary categorization schemes as
“natural distinctions, despite the fact that they, like all classification schemes, are socially
constructed” (Westbrook and Saperstein 2015: 535).

Our review also makes evident that much of intersectional health disparities research
investigates a narrow cluster of health outcomes (see Table 1). In general, there exists a
strong tendency to study self-rated health which captures how one is generally feeling.
Although self-rated health is useful as a broad measure of overall health, it cannot measure
disparities in specific illnesses that intersectional groups endure. In terms of specific
physical health issues, our review indicates that BMI, functional limitations/disability, and
chronic conditions are popular outcomes of interest. These outcomes obscure disparities in
specific illnesses because chronic conditions and functional limitations are operationalized
as count measures. In terms of mental health outcomes, significant attention is paid toward
depressive symptoms/episodes while virtually all other mental health problems are
understudied. This has contributed to a shortage of investigations of health disparities in
numerous illnesses, diseases, and diagnoses.

4.2. Who is compared to whom?

Although intersectionality rejects a priori rankings of social characteristics in terms of their
relative salience in generating health disparities (Hankivsky 2012; Hankivsky and Grace
2015), our review indicates that most research tends to prioritize three social characteristics
—race/ethnicity, sex/gender, and SES—as the starting point for analysis (see Table S4).
While an intersectional theoretical framework reminds us that a wide array of social
characteristics are relevant to the study of health disparities, only a limited number of studies
look beyond these “big three” to include intersections of sexual orientation, age, disability,
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and nativity or immigrant status. Even fewer examine intersectional groups defined by
gender identity, religion, or region.

Furthermore, because of intersectionality’s emphasis on marginalized groups, our review
reveals ambiguity surrounding whether multiply-privileged groups (e.g., White men) and
mixed-privileged groups (e.g., Black men) are deemed appropriate for analysis (Levine-
Rasky 2011). Our findings indicate that, overall, privileged groups are rarely the focus of
intersectional investigations of health disparities. Instead, such groups are specified as the
referent to which all other intersectional groups are compared to, preventing a nuanced
examination of how privilege contributes to health disparities. However, intersectionality
acknowledges the fact that everyone inhabits social groups enmeshed in systems of
stratification, meaning that privileged groups are appropriate for intersectional analysis
(Cole 2009). Indeed, while marginalization plays a significant role in the production of
health disparities, unearned advantage and privilege jointly contribute as well; therefore, it
may not be possible to achieve health equity without critical investigation of both groups
(Nixon 2019).

4.3. Overlooking key explanatory mechanisms.

Intersectionality highlights power-laden explanatory mechanisms rooted in macro-level
structures that meaningfully explain why intersectional groups experience disproportionally
poor health outcomes (Bauer 2014; Bauer and Scheim 2019a; Green et al. 2017). In this
vein, our review indicates that multiple publications selected such mechanisms to explain the
poor health outcomes experienced by intersectional groups (see Table 1). In fact, perceived
discrimination was a frequently selected mechanism (appearing in over a quarter of the
reviewed publications) in addition to being the third most selected mechanism overall.
Exposure to life adversities was also examined as an explanatory mechanism in a smaller
number of studies; yet, some life adversities have been summarily neglected. For instance,
while exposure to chronic strain was investigated frequently as an explanatory mechanism,
intimate partner violence was only investigated in one publication. Additional life adversities
that are significantly overlooked include microaggressions, childhood adversities more
generally (e.g., sexual, physical, and emotional abuse), and hate crimes. Thus, any one study
may capture only a fraction of the life adversities that intersectional groups experience.

It is noteworthy that nearly one-third (32%) of the reviewed publications specified no
explanatory mechanisms whatsoever in their investigation of health disparities among
intersectional groups. When no explanatory mechanisms are specified, the intersectional
groups under investigation are often treated as proxies for explanatory mechanisms that
might contribute to observed health disparities. This invariably leads to an implicit
assumption that intersectional group membership can independently explain variation in
health, and therefore membership in such groups becomes “risky” to health in and of itself
(Bowleg 2008; Green et al. 2017). If explanatory mechanisms are not explored, it is
impossible to identify modifiable factors that contribute to health (in)equity, making it
difficult to assist in the formulation of health-promoting interventions (Bauer and Scheim
2019b).
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Limited mediation analysis.

A related and widespread limitation is that mediation analyses in which explanatory
mechanisms are examined are not comprehensive enough to reflect the reality of the specific
factors driving health disparities among intersectional groups. First, mediation analysis is
often carried out under the assumption that any and all health disparities can be fully or
mostly explained by differential exposure to the harmful explanatory mechanisms under
investigation (Thoits 2010). However, mounting evidence suggests that, regardless of
differential exposure, vulnerability to the harmful effects of a particular explanatory
mechanism can vary by the intersectional group and health domain under investigation
(Diderichsen, Hallgvist, and Whitehead 2019). For instance, although racial/ethnic minority
membership is associated with disproportionate exposure to discrimination, it is also linked
to the possession of social and personal resources (e.g., religiosity) that can render this group
less vulnerable to discrimination’s adverse impact on mental health (Keyes 2009).
Therefore, overlooking differential vulnerability may yield biased mediating (indirect)
effects of discrimination by exaggerating its negative effect on racial/ethnic minorities’
mental health.

In sum, differential exposure provides only a partial picture of how explanatory mechanisms
contribute to health disparities among intersectional groups. Future research would benefit
from considering both differential exposure and vulnerability to better assist health-
promoting policies target the intersectional groups most vulnerable to health issues
(Diderichsen et al. 2019). This may be accomplished in two ways. First, mediation analyses
that examine the interaction between intersectional groups and mediators can determine how
a mediator differentially impacts health for different populations. Furthermore, relatively
newly developed mediation techniques are now able to explicitly address both the effects of
differential exposure and vulnerability on health (e.g., VanderWeele 2014); however, they
remain underutilized in intersectional quantitative health research.

Second, broadening the focus to Aealth-promoting and contextual factors would provide
valuable insight into the conditions whereby adverse effects of mediators may or may not be
attenuated. Such mechanisms are rarely acknowledged despite playing a key role in the
health of those in intersectional groups. Religiosity, for instance, is one such health-
promoting mechanism that attenuates the association between discrimination and poor
health, especially among older Black Americans (Krause 2006). Furthermore, contextual
factors emanating from the lived and built environment provide the backdrop for how other
mediators affect health. For instance, living in a crime-ridden neighborhood may increase
intersectional groups’ likelihood of exposure to additional health-damaging life adversities,
such as intimate partner violence (Stueve and O’Donnell 2008). Yet, other protective
contextual factors (e.g., feeling comfortable as a minority in one’s community) might
attenuate the effects of health-damaging mediators. Multi-level analyses that include such
contextual factors have not yet been adequately explored in the extant literature.

Life-course perspectives?

Our systematic review reveals a preponderance of cross-sectional studies with samples
comprising adults of all ages, thereby not allowing us to discern between different stages of
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the life course (see Figure 2). Undoubtedly, this is driven by a scarcity in longitudinal
datasets that include necessary and relevant measures. Still, the use of cross-sectional data
with respondents of all ages fosters a rather static view of how health disparities among
intersectional groups are experienced across the life course. Life-course perspectives,
however, highlight how health trajectories are heterogeneous, shaped by intersecting social
characteristics beginning early in life (Kuh et al. 2003). Longitudinal data would therefore
be invaluable to intersectional health disparities researchers attempting to illustrate how,
using a life-course perspective, the accumulation of disadvantages stemming from one’s
unique intersectional location shapes health over time. Only a small minority of publications
incorporate a life course approach, either by examining how early-life risk factors contribute
to health disparities in adulthood or, if longitudinal data is available, assessing trajectories in
a health outcome across time. Otherwise, intersectional and life-course perspectives exist
largely independent of one another.

Furthermore, life-course drivers that substantially explain health disparities across
intersectional groups differ as one ages. Yet, few studies have investigated life course-
specific mediators. As an example, certain indicators of socioeconomic status (e.g., income
and wealth) are especially critical for the health of older adults who encounter higher rates
of chronic illness and therefore benefit from high-quality medical care, healthy lifestyles,
health-promoting social networks, and other factors afforded by financial assets (Cockerham
2005; Yang et al. 2020). However, the health-promoting effects of other socioeconomic
resources, such as education, are weaker compared to income and wealth for older adults,
particularly older Black adults (Shuey and Willson 2008). This suggests that specific
components of SES are especially consequential for the generation of health disparities
among older adults compared to their younger counterparts. Future intersectional research
on age cohorts that have been overlooked will provide invaluable insight regarding how
mechanisms may affect health differently depending on specific stages of the life course.

5. LIMITATIONS

To the best of our knowledge, this systematic review is the first to evaluate intersectional
quantitative health disparities scholarship. In general, however, systematic reviews are
subject to certain methodological drawbacks and limitations that should be acknowledged in
light of the findings. First, there is no set of standardized search terms for indexing
quantitative health disparities research explicitly using an intersectional lens. In addition,
since intersectionality’s application to this body of research is still in its infancy;, it is
possible that terminology varies from study to study, rendering the discovery of all relevant
publications difficult. To mitigate this, we relied upon a carefully crafted set of search terms
designed to capture as many relevant studies as possible. Second, because English-only
studies were eligible for inclusion, relevant studies published in other languages may have
been omitted. Third, and similarly, due to resource restrictions, our search did not extend to
gray literature. Fourth, any systematic review is necessarily limited by the quality of the
studies reviewed. We attempted to overcome this limitation by performing a thorough
critical appraisal of all reviewed publications using a well-established quality checklist
(Petticrew and Roberts 2006). Studies included in this review were largely found to be of
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good quality, leading us to conclude that there were no errors large enough to warrant any
study’s removal from final review.

6. FUTURE DIRECTIONS AND CONCLUDING REMARKS

By identifying shortcomings in the extant literature, this systematic review sheds light on a
number of recommendations to better integrate intersectionality into quantitative health
disparities research. First, many limitations stem from a lack of datasets that contain
measures of social characteristics or explanatory mechanisms that align with the
fundamental assertions of intersectionality. Substantial efforts should be made towards the
development and collection of intersectionality-oriented data. At a minimum, researchers
should include intersectional group membership measures beyond sex/gender and race/
ethnicity, such as sexual orientation, disability, religion, nativity, and immigration status.
Intersectionality also calls for the development of measures that reflect the fluid and shifting
nature of social statuses (Choo and Ferree 2010; McCall 2005). Researchers should move
“beyond the binary” to incorporate comprehensive self-report measures that reflect dynamic
interpretations of identity across place, social context, and the life course (Else-Quest and
Hyde 2016b; Westbrook and Saperstein 2015). For instance, measures of sexual orientation
could include multiple factors that shape sexuality, such as sexual behavior, gender identity,
and gender expression rather than simplistic “heterosexual/sexuality minority” responses. In
a similar vein, the development of explanatory mechanisms should be prioritized with
emphasis on capturing how those in intersectional groups uniquely experience them (e.g.,
Scheim and Bauer 2019).

In terms of operationalizations of intersectionality, McCall’s (2005) approach is considered
the “gold standard,” but we found only seven studies that explicitly approached
intersectionality in this way (mostly using an intercategorical approach) despite frequently
citing her work. We suggest that future researchers more clearly explicate which of McCall’s
three approaches guided their analysis as well as why and how they applied the particular
approach. We also draw attention to operationalizations of intersectionality beyond the
intercategorical complexity approach since it falls short of appreciating the nuanced
heterogeneity in health within groups. Researchers may consider other approaches that
problematize categorization schemes altogether, thereby offering a measure of
intersectionality ripe for investigating how those situated at one previously neglected
intersection differentially experience health.

There is an emerging area of research (e.g., Evans et al. 2018; Persmark et al., 2019) that
evaluates discriminatory accuracy (DA; e.g., whether a model accurately classifies
individuals into one of two categories, for example, having a disease or not). When applying
measures of DA to intersectional health research, the results constitute a quantifiable
measure of the individual differences in health that exist at the intersectional level. Thus far,
these studies have found low DA for the intercategorical strata that they have examined (e.qg.,
Evans et al. 2018). However, this does not necessarily suggest that one needs to follow the
anticategorical approach and abandon the use of intersectional categories altogether. As
Merlo (2018) notes, a finding of low DA may also imply that /more intersectional locations
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are needed to fully capture heterogeneity in health (aligning with the intercategorical
approach). More studies are needed to fully evaluate the DA of intersectional complexity.

Finally, a broader set of health outcomes should be considered. Indeed, scholars continue to
make calls for explicitly intersectional research into illnesses and diseases that have been
overlooked, such as kidney disease (Bruce, Griffith, and Thorpe 2015), cancer (Damaskos et
al. 2018), HIV (Earnshaw, Bogart, and Dovidio 2013), and sleep health/disorders (Johnson
et al. 2019). An intersectional analysis would be useful for identifying the populations most
vulnerable to such health issues and the explanatory mechanisms that contribute to
corresponding population-level disparities. For example, intersectional research has been
proposed as a useful tool to advance health equity for vulnerable groups as varied as older
adults living in rural communities (Poulin, Skinner, and Hanlon 2020) to transgender women
who engage in sex work (Turner, Arayasirikul, and Wilson 2021).

In sum, this systematic review, the first to thoroughly evaluate the application of
intersectionality to quantitative health disparities research, has identified multiple theoretical
and methodological limitations that need to be overcome if the overarching goal of health
equity is to be achieved. Although the studies reviewed here introduce innovative methods,
measures, and analyses to capture how health varies across intersectional groups, many
questions remain unanswered regarding whether quantitative health disparities research is
doing justice to intersectionality. Intersectionality, with its transformative and critical edge,
has the potential to help reach the goal of health equity even for the most vulnerable and
marginalized groups in society. However, before it can truly inform public health policies
that target a wide range of disparities, intersectionality should first be properly integrated
with quantitative health disparities research.
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Highlights

Intersectionality is increasingly used to study how social statuses shape
health.

Current systematic review is first on intersectional quantitative health
disparities research.

Widespread limitations reduce intersectionality’s development in this
literature.

Results highlight a need for data to match intersectionality’s core tenets.
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Potentially relevant full-text articles identified
and screened for review: 124
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Articles identified Articles identified through ISI

through PubMed search: Web of Science Search (Social
303 Sciences Citation Index, Science
Citation Index Expanded, Arts &

Humanities Citation Index, and

Emerging Sources Citation
Index): 976
Articles after duplicates removed: 1082
Studies clearly did not
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after screening
title/abstract: 958

51 studies met criteria for
eligibility after screening

Relevant studies full article
found while
screening
reference lists of

included studies:
14

65 studies included in

systematic review

Fig. 1.
Flow of studies into the review.
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After reviewing full article, study was
excluded: 73

(1) Either did not explicitly claim to use
an intersectional approach or to
investigate health
disparities/inequalities

(2) Outcomes were not relevant (e.g.,
incarceration)

(3) Sample not U.S.-based or consisted
of respondents mostly under 18 years
of age
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Social and personal risks/resources

™ (k=20) -
Perceived discrimination
B (k=19) W
Socioeconomic status or disadvantage
> (k=19) m
Self-rated health
™ (k=24)
N Health behaviors o
(k=16)

Intersectional groups Mental health
Race/ethnicity, gender, SES, age, sexual | | g (k=44)
orientation, nativity/immigrant status, No explanatory mechanism (k = 21)
disability, gender identity, weight, HIV -
seropositivity, religion, skin tone, level of | N Physical health
acculturation (k=37)

L) Exposure to life adversities
(k=12) N Cigarette consumption, drug/alcohol
N abuse
L Early-life factors (k=16)
(k=17) ]
Contextual factors ]
) (k=4
Young adulthood and midlife (k = 11) Midlife and old age (k = 6)
Young adulthood (k = 5) ‘ Midlife (k = 4) Old age (k=1)

All ages (k = 37)

Fig. 2.
Conceptual overview of reviewed studies.
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