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Abstract
Background  The concept of intersectionality proposes that demographic and social constructs intersect with 
larger social structures of oppression and privilege to shape experiences. While intersectionality is a widely accepted 
concept in feminist and gender studies, there has been little attempt to use this lens in implementation science. We 
aimed to supplement the Consolidated Framework for Implementation Research (CFIR), a commonly used framework 
in implementation science, to support the incorporation of intersectionality in implementation science projects by 
(1) integrating an intersectional lens to the CFIR; and (2) developing a tool for researchers to be used alongside the 
updated framework.

Methods  Using a nominal group technique, an interdisciplinary framework committee (n = 17) prioritized the CFIR 
as one of three implementation science models, theories, and frameworks to supplement with intersectionality 
considerations; the modification of the other two frameworks are described in other papers. The CFIR subgroup 
(n = 7) reviewed the five domains and 26 constructs in the CFIR and prioritized domains and constructs for 
supplementation with intersectional considerations. The subgroup then iteratively developed recommendations and 
prompts for incorporating an intersectional approach within the prioritized domains and constructs. We developed 
recommendations and prompts to help researchers consider how personal identities and power structures may affect 
the facilitators and inhibitors of behavior change and the implementation of subsequent interventions.

Results  We achieved consensus on how to apply an intersectional lens to CFIR after six rounds of meetings. The 
final intersectionality supplemented CFIR includes the five original domains, and 28 constructs; the outer systems and 
structures and the outer cultures constructs were added to the outer setting domain. Intersectionality prompts were 
added to 13 of the 28 constructs.
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Background
Health inequities are the unjust differences that cer-
tain groups encounter when attempting to access and 
receive optimal healthcare [1]. A few examples of popu-
lations disproportionally impacted by healthcare inequi-
ties include racialized individuals, Indigenous groups, 
socioeconomically underprivileged communities, and 
gender minorities [2, 3]. Even when access-related cri-
teria like socioeconomic status are controlled for,  these 
populations may experience a lower quality of health-
care than their counterparts [4, 5]. For example, during 
the COVID-19 pandemic, there was a disproportionately 
high rate of infection and mortality among racialized 
and immigrant populations with lower educational levels 
compared to the general population [6, 7]. Furthermore, 
stigmatization and historical mistreatment of racialized 
populations often impact their willingness to engage in 
health seeking behaviors, which can further exacerbate 
health inequities [1]. The experiences of underrepre-
sented populations are often rooted in broader sociocul-
tural factors that must be recognized if health disparities 
are to be addressed [8, 9].

In recent years, implementation researchers acknowl-
edged the importance of incorporating intersection-
ality, anti-racism, and equity lenses in the design and 
implementation of interventions and programs [1, 8, 9]. 
Implementation science, also known as knowledge trans-
lation, is a dynamic and iterative process that includes 
the study of synthesis, dissemination, exchange, and the 
ethically-sound application of evidence-based knowledge 
to improve the health of the population by providing more 
effective health services and products [10]. While indi-
viduals’ demographic characteristics are important to 
consider when designing and implementing health inter-
ventions, there has been limited discussion regarding the 
broader social implications of intersecting demographic 
characteristics as they relate to implementation science 
[1]. Successfully addressing health inequities is a complex 
endeavor; it is not sufficient to describe equity gaps in 
terms of demographic characteristics, such as sex or race 
alone. Rather, the process warrants use of an intersec-
tional lens that considers how factors such as race, class, 
gender, and other individual socio-demographic charac-
teristics overlap and intersect with system structures of 
power and oppression such as sexism, racism, colonial-
ism, and ableism to shape individual experiences and 
behavior [11, 12].

Intersectionality explores how intersecting power rela-
tions at the individual and system level can impact indi-
vidual experiences [13]. The term “intersectionality” was 
coined by the Black legal scholar, Kimberlé Crenshaw in 
1989 [14]; in her essay, Crenshaw argued that segment-
ing the dimensions of discrimination paradoxically rein-
forced the subordination of African American women 
[14]. Crenshaw proposed the concept of intersectional-
ity as a legal tool to be used in courts and in 1990, soci-
ologist Patricia Hill Collins introduced the concept of 
intersectionality to sociology and other social science 
disciplines [15]. Intersectionality offers researchers and 
clinicians theoretical explanations related to variability 
in how individuals might experience a situation based on 
intersecting sociodemographic characteristics in relation 
to power structures [12]. However, the concept of inter-
sectionality also moves beyond just demographic char-
acteristics (e.g., race, class, gender, sexuality, nationality, 
ethnicity, ability, age) and intersecting power relations. 
The focus of intersectionality also includes social location 
of individuals and groups within intersecting power rela-
tions to shape their experiences within and perspectives 
on the social world and in solving social problems within 
a given local, regional, national, or global context [16]. 
Consider the example of a white, older woman who has 
experienced certain privileges due to her cultural identity 
(e.g., skin color), but is now feeling excluded or oppressed 
by society due to the social structures that impact older 
adults  (i.e., ageism). At one point, this individual may 
have felt very privileged, but may now be struggling to 
understand why they feel excluded. Our intersecting cat-
egories may change with time affecting our feelings of 
privilege and oppression. Another example of how cul-
tural and social identities play a role in the concept of 
intersectionality is the example of an Indigenous woman 
who fears calling the local police for intimate partner vio-
lence. Systemic racism contributes to barriers that may 
prevent her from seeking help after an incident due to 
cultural barriers to access resources, inaccessible sup-
ports and services, and mistrust in the police, criminal 
justice system, and institutions [17–20]. The application 
of intersectionality is complex and wide ranging [21]. 
Intersectionality can be applied within or across disci-
plines. It can also be applied in a way that captures power 
dynamics beyond individual identities such as structural 
social justice or understanding colonialism through an 
intersectional lens [21, 22].

Conclusion  Through an expert-consensus approach, we modified the CFIR to include intersectionality 
considerations and developed a tool with prompts to help implementation users apply an intersectional lens using 
the updated framework.

Keywords  Intersectionality, Knowledge translation, Frameworks, Theories, Models, Implementation science, Equity, 
Diversity, Inclusion, Consolidated framework for implementation research, CFIR
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Tenets of intersectionality suggest that: (1) social iden-
tities (e.g., race, gender) are multidimensional, complex, 
interdependent, and mutually constitutive (2) structures 
of power, privilege and oppression also interrelate and 
when interacting with one’s intersecting identities, can 
impact individual experience (like health) and, (3) the 
focus of both the theory and practice of intersectional-
ity must be on social justice [23, 24]. Intersectionality 
requires a new way of analyzing demographic data, which 
focuses less on the differences between mono-categorical 
thinking of race or gender, and more on the relationship 
between categories within power structures, social loca-
tion, and social problems [25].

The focus on power and social justice in intersection-
ality includes health inequities that can emerge through 
inequities in structural power and privilege [26]. For 
example, racialization and socioeconomic status can 
separately lead to perceived discrimination in healthcare; 
however they can also have an intersecting effect [27]. 
A focus on intersectionality can help to identify health 
inequities and support the development of more equita-
ble policies and practices in healthcare [26, 28].

Theories, models, and frameworks often guide imple-
mentation research that facilitate the uptake and imple-
mentation of research into practice [29, 30]. While 
theories, models, and frameworks can be useful in imple-
mentation research, they often do not consider important 
factors and experiences that impact healthcare inequity 
[31]. Currently, there are few theories, models, or frame-
works to guide implementation researchers and practi-
tioners to use intersectional considerations in their work 
[32, 33]. While intersectionality methodologies may be 
applied to each phase of the implementation process, the 
challenge for the field is to identify how existing theories, 
models, and frameworks can be operationalized to inte-
grate intersectionality in a way that advances the science 
and practice for those designing and delivering interven-
tions. As part of a larger project, our goal was to supple-
ment commonly used theories, models, and frameworks 
in implementation science with an intersectional lens 
with the goal of designing more equitable programs and 
addressing health disparities [34]. In this manuscript, we 
describe our methods to supplement the Consolidated 
Framework for Implementation Research (CFIR) with an 
intersectional lens and provide a tool support its use.

Methods
This work was part of an overarching initiative led by a 
framework committee (n = 17), which comprised five 
implementation science developers, two implementa-
tion science trainees, five theory, model, and framework 
experts, four individuals with training in intersectionality, 
and a critical feminist scholar [35]. We define implemen-
tation researchers as individuals who seek to understand 

real-world circumstances rather than trying to control 
the environment to remove influence as a causal effect. 
Implementation practitioners are professionals who sup-
port implementation practices and build implementation 
capacities within a service organization or system.

Ten framework committee meetings, three subgroup 
meetings and three subgroup review rounds took place 
between June 2018 and February 2019 to develop the 
intersectionality supplemented CFIR and its correspond-
ing tool.

Incorporating an intersectional lens into an already 
established framework requires ongoing iterations and 
reflexivity. We previously described our methodological 
approach to prioritizing theories, models, and frame-
works for supplementation elsewhere [34, 35]. Briefly, 
our team began by prioritizing stages in the Knowledge 
to Action model for optimization using intersectional 
considerations. Our team established a consensus on a 
subset of stages within the Knowledge to Action model to 
focus upon for intersectionality supplementation [34, 35]; 
the Knowledge to Action model provides an approach 
to build on the commonalities found in planned action 
theories [29]. Stages of the Knowledge to Action model 
are commonly operationalized using theories, models, or 
frameworks [29]. Via a consensus process guided by the 
Theory Comparison and Selection Tool (T-CaST) [36] 
and a nominal group technique, the framework commit-
tee prioritized the following stages of the Knowledge to 
Action model as key stages that would benefit from an 
intersectional lens: Stage one: identify the knowledge-
to-action gap, Stage three: assess barriers to and facilita-
tors of knowledge use, and Stage four: select, tailor, and 
implement interventions. Next, the framework com-
mittee systematically selected common theories, mod-
els, and frameworks to operationalize each of the three 
selected stages from the Knowledge to Action model [34, 
35]. Using a nominal group technique, the framework 
committee reviewed 160 theories, models, and frame-
works identified in a comprehensive scoping review on 
Knowledge Translation and Implementation Science 
theories, models and frameworks; and prioritized the 
models and frameworks that were commonly used in 
implementation science [37]. This review process began 
with a survey (guided by committee member’s input and 
the T-CaST tool) to determine the criteria for prioritiz-
ing the 160 theories, models, and frameworks. In person 
and teleconference discussions focusing on how theo-
ries, models and frameworks meet intervention develop-
ers’ and users’ needs; and survey results were facilitated. 
The items with the highest median ratings and cover-
age across key T-CaST criteria (usability, acceptability, 
and applicability) were selected for consideration for the 
criteria to use for prioritizing the theories, models, and 
frameworks. Four smaller groups were then created from 
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the larger committee group; each was assigned 33 theo-
ries, models, and frameworks to analyze in relation to 
the T-CaST prioritization criteria. Members from each 
group prioritized theories, models, and frameworks for 
each Knowledge to Action stage using a modified Del-
phi approach involving two rounds. A final, majority vote 
was conducted via video conference to select the models 
and frameworks best suited to operationalize the Knowl-
edge to Action model. The three models and frameworks 
selected to operationalize three stages of the Knowledge 
to Action were: (1) the Iowa model of evidence-based 
practice for Stage 1: identify the knowledge-to-action 
gap, (2) the Consolidated Framework for Implementation 
Research (CFIR) for Stage 3: assess barriers to and facili-
tators of knowledge use, and (3) the Theoretical Domains 
Framework (TDF) for Stage 4: select, tailor and imple-
ment interventions. The supplementation of the Iowa 
model [35] and the TDF [34] using intersectional consid-
erations are described elsewhere. This paper will focus on 
supplementing CFIR using an intersectional lens.

CFIR is a common conceptual framework that can 
guide the collection, coding and analysis of data to com-
prehensively understand contexts that may influence 
intervention implementation and effectiveness [38]. 
CFIR is commonly used to plan, implement, and evalu-
ate interventions in various contexts and settings [38]. It 
draws on 19 theories, models, and frameworks to pro-
vide a meta-framework for implementation research and 
is composed of five domains and 26 constructs [38]. The 
domains include: intervention characteristics (eight con-
structs), outer setting (four constructs), inner setting (five 
constructs), individual characteristics of individuals (five 
constructs) and process of implementation (four con-
structs) (see Appendix A) [38].

CFIR subgroup structure and processes
The principal investigator (SES) contacted the developer 
of CFIR to describe our team’s intent to supplement the 
framework and to ensure our group was using the most 
recent version of CFIR. After it was confirmed that we 
were using the most recent version of CFIR, we assem-
bled a subgroup from the framework committee (n = 17), 
called the CFIR subgroup (n = 7), which henceforth will 
be referred to as the subgroup. We chose to engage a sub-
set of the framework committee to facilitate conversa-
tions and support interactivity between all members. The 
subgroup was composed of one implementation science 
researcher, two implementation science practitioners, 
two implementation science researcher-practitioners, 
one implementation science trainee, and an intersec-
tionality expert. Subgroup members were from Alberta, 
British Columbia, and Ontario. Of the seven members in 
the subgroup, most identified as white, heterosexual, and 
female. Most also reported that they were married, had 

a masters or doctoral degree, lived in a large population 
center in their own home, were employed full time, and 
had an annual family income >$120,000 CAD.

Step one: prioritizing CFIR domains for supplementation
The subgroup held one review round over email to pri-
oritize the domains and constructs for supplementation 
and then two virtual meetings to discuss the results of the 
prioritization process. We asked the subgroup to indi-
vidually brainstorm how they would rank each domain 
in CFIR using the following criteria: ‘very high priority’, 
‘high priority’, ‘neutral’, ‘low priority’, or ‘very low prior-
ity’ in terms of intersectional considerations. In addi-
tion, the subgroup was asked to consider: (1) “how would 
you think about conducting a facilitator of and barriers 
to assessment for each CFIR construct”; and (2) “how 
would you think about intersectionality and intersect-
ing categories for each CFIR construct”. After one week 
of brainstorming, the subgroup met via video conference 
to discuss and identify the CFIR domains and constructs 
related to stage three (assessing barriers and facilitators 
to knowledge use) of the Knowledge to Action model. 
The discussion was facilitated by an experienced research 
coordinator (DK). The discussion began with the facilita-
tor asking the group if they considered the outer setting 
domain important to incorporate intersectional consid-
erations; each domain and construct was discussed and 
ranked using the prespecified criteria. After the discus-
sion,  the facilitator circulated a table to the subgroup 
via email and asked each of the seven members to rank 
each domain and construct as ‘very high priority’, ‘high 
priority’, ‘neutral’, ‘low priority’, or ‘very low priority’. The 
subgroup then met via teleconference to discuss these 
responses and finalize the domains and constructs that 
were to be supplemented. We discussed domains and 
constructs marked as ‘very high’ or ‘high’ priority by the 
critical feminist scholar, even if the other members of the 
subgroup ranked it ‘neutral’ or lower. Through this dis-
cussion, group consensus was established for the priority 
level of each domain. Domains ranked ‘very high priority’ 
and ‘high priority’ were supplemented with intersectional 
considerations. The subgroup strived for consensus 
on which domains to enhance with an intersectional 
lens. All subgroup members had a chance to voice their 
thoughts in meetings or by email.

Steps two and three: developing the intersectionality 
supplemented CFIR and the CFIR tool
Following the prioritization of the CFIR constructs, the 
subgroup met once each via video conference and tele-
conference to develop the intersectionality prompts/
reflection questions for each domain and construct using 
the ‘cfirguide.org’ definitions as a starting point. The 
subgroup used a collaborative and iterative approach to 
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draft and refine a tool to include intersectionality-supple-
mented definitions for each prioritized construct, with 
prompts and reflections to aid other researchers when 
using the supplemented framework. Following the devel-
opment of the initial tool, the subgroup conducted two 
rounds of revisions over email to iteratively edit the tool. 
The framework committee (n = 17) then reviewed the tool 
and the research project support team integrate this feed-
back. Lastly, the project support team developed graphics 
to optimise the usability of the supplemented framework.

Results
We reached consensus on applying an intersectional 
lens to 26 constructs within the five original domains 
of the CFIR. Through the consensus process we added 
two additional constructs (i.e., total of 28 constructs 

within five domains) to further enhance the CFIR for 
use with an intersectional lens; we added “outer systems 
and structures” and “outer cultures”  to the outer setting 
domain.  We also added intersectionality prompts to 13 
out of the 28 constructs.

Step one: prioritizing CFIR domains for supplementation
In the first subgroup meeting, participants identified 
three CFIR domains that they believed were relevant to 
stage three of the Knowledge to Action model including 
(1) outer setting; (2) inner setting, and (3) characteristics 
of individuals. The “characteristics of individuals” domain 
was identified as the most important and the subgroup 
highlighted that the ‘other personal attributes’ construct 
within the “characteristics of individuals” domain was 
critical to supplement with an intersectional lens. The 
“implementation process” domain was deemed not rel-
evant to stage three because the subgroup believed it 
was more relevant to stage four (“selecting, tailoring, 
and implementing interventions”) of the Knowledge to 
Action model.

These results were discussed during the second meet-
ing. There was low level of agreement for inclusion of 
several CFIR constructs for the following domains: outer 
setting (external policies and incentives), inner setting 
(access to knowledge and information), and characteris-
tics of individuals (individual identification with organi-
zation) (Table 1).

The constructs with low levels of agreement were fur-
ther discussed at the third meeting. These constructs 
included ‘external policies and incentives’ [outer setting]; 
‘access to knowledge and information’ [inner setting]; and 
‘individual identification with organization’ [characteris-
tics of individuals]. The subgroup agreed that “external 
policies and incentives” (from the outer setting domain) 
and “access to knowledge and information” (from the 
inner setting domain) should be considered high priority 
for intersectional considerations, while “individual iden-
tification to organization” (from the characteristics of the 
individual domain) should be considered as a low prior-
ity. The subgroup believed the “individual identification 
to organization” was already captured in other constructs 
such as “compatibility”. The subgroup also discussed the 
need to include the construct of “culture” in the outer 
setting domain; in this context, culture was defined as the 
norms, values, and basic assumptions of a given society. 
They felt it was important to distinguish between inner 
culture (within the inner setting domain) and outer cul-
ture (within the outer setting domain). The inner setting 
domain includes “characteristics of the implementing 
organization such as team culture, compatibility and 
relative priority of the intervention, structures for goal-
setting and feedback, leadership engagement, and the 
implementation climate” while outer settings are the 

Table 1  Priority assessment for CFIR intersectionality 
considerations
Consolidated Framework for Implementation Research 
domain and constructs*

Priority 
level

1. Outer setting
  1.1. Patient needs and resources High
  1.2. Cosmopolitanism Low
  1.3. Peer pressure Medium
  1.4. External policies and incentives High**
2. Inner setting
  3.1. Structural characteristics Low
  3.2. Networks and communications High
  3.3. Culture High
  3.4. Implementation climate Low to 

medium
    3.4.1. Tension for Change Low to 

medium
    3.4.2. Compatibility High
    3.4.3. Relative Priority Medium
    3.4.4. Organizational Incentives and Rewards High
    3.4.5. Goals and Feedback Low to 

medium
    3.4.6. Learning Climate High
  3.5. Readiness for implementation Low to 

medium
    3.5.1. Leadership Engagement Low to 

medium
    3.5.2. Available Resources Medium
    3.5.3. Access to Knowledge and Information Medium 

to high**
4. Characteristics of individual
  5.1. Knowledge and beliefs about the intervention High
  5.2. Self-efficacy High
  5.3. Individual stage of change Medium
  5.4. Individual identification with organization Low**
  5.5. Other personal attributes High
*The intervention characteristics and implementation process domains were 
excluded due to lack of relevance

** Determined during third meeting



Page 6 of 14Rodrigues et al. BMC Medical Research Methodology          (2023) 23:262 

“external influences on intervention implementation 
including patient needs and resources, cosmopolitanism 
or the level at which the implementing organization is 
networked with other organizations, peer pressure, and 
external policies and incentives” [39]. The subgroup also 
discussed potential limitations of the “other personal 
attributes” construct in the “characteristics of individual” 
domain since the “other personal attributes” construct 
was perceived to overlook a wide range of intersectional 
concepts. The subgroup’s preference was to emphasize 
the need to address structural barriers that impact indi-
vidual experience rather than underscore personal attri-
butes as contributors to individual’s experiences. As a 
result, the subgroup suggested adding an “outer struc-
tures and systems” construct to the outer setting domain 
to distinguish between personal and structural character-
istics. The subgroup flagged the importance of explicitly 
highlighting structural and attitudinal barriers such as 
sexism, racism, anti-Indigenous structures, and colonial-
ism in the “outer structures and system” construct.

Steps two and three: developing the intersectionality 
supplemented CFIR and tool
Steps two and three consisted of two review rounds via 
email. Members of the subgroup individually reflected 
on the high priority constructs identified in the previous 
three meetings and then collectively modified the inter-
sectionality supplemented CFIR through multiple email 
communications. The major changes included providing: 
(1) explanations on why certain constructs were deemed 
high priority; and (2) a clear definition on changes to the 
two “culture” constructs (i.e., “inner culture” in the inner 
setting domain and the “outer culture” in the outer setting 
domain). In addition, the subgroup developed visualiza-
tions for the intersectionality supplemented definitions 
and the intersectionality prompts for the intersectionality 
supplemented CFIR tool. In Fig. 1, we present the inter-
sectionality supplemented CFIR, which includes the five 
original domains and 28 constructs; we added two con-
structs to the outer setting domain (i.e., “outer systems 
and structures” and “outer culture”). Table  2 compares 
the original CFIR to the intersectionality supplemented 
CFIR.

One subgroup member suggested incorporating a 
set of reflection questions or prompts for intervention 
developers to improve usability of the intersectionality 
supplemented CFIR. As a result, the subgroup devel-
oped instructions for use and background information 
on tool development. Project support staff then devel-
oped graphics to support usability of the tool; notably, 
we aimed to reflect graphics and language consistent 
with the original CFIR publication as the original defi-
nitions were perceived to be most familiar to end users. 
In addition, the subgroup confirmed the addition of the 

“outer systems and structures” construct in the outer set-
ting domain of the supplemented framework. Intersec-
tionality prompts were added to 13 of the 28 constructs. 
Table 3 summarises the prompts that were developed.

Discussion
Our interdisciplinary team aimed to supplement the 
CFIR to incorporate intersectional considerations. Fol-
lowing three subgroup meetings and several rounds of 
iterative revisions, the resulting intersectionality supple-
mented CFIR includes the five original domains with two 
additional constructs for a total of 28 constructs. Inter-
sectionality prompts were added to 13 of the 28 con-
structs. We included several considerations and prompts 
to help researchers reflect on how individual identities 
and structures of power may play a role in implementing 
evidence-based interventions.

Intersectionality is an analytic tool – a way of thinking 
about identity and its relationship to power [26]. Origi-
nally articulated by Black feminists to describe the expe-
riences of Black women, intersectionality has brought to 
light the importance of considering the compounding of 
individual characteristics with the systems of oppression 
and privilege [40]. Numerous academics have explored 
the value of bringing an intersectional perspective to 
empirical research, and as a result, recommendations 
for integrating intersectionality in qualitative research 
have been proposed [40–43]. However, the employment 
of quantitative methodologies with an intersectional 
approach have been heavily criticized by intersection-
ality scholars, who emphasize the dangers of additive, 
single-axis thinking [40–43]. For example, Bowleg and 
colleagues argue that the notion of social identity and 
social inequality based on ethnicity, sexual orientation, 
sex, gender, among other characteristics, are intersec-
tional rather than additive [42–44]. The authors argue 
that a key dilemma for intersectionality researchers is that 
the additive assumption (e.g., Black + Lesbian + Woman) 
is inherently distinct from the intersectional lens (e.g., 
Black Lesbian Woman) [44]. The term intersectional-
ity continues to be named, but not deeply embedded in 
research, particularly in implementation research, which 
is a critical gap given the massive health inequities that 
exist worldwide.

Our intersectionality supplemented CFIR offers rec-
ommendations for considering intersectionality at vari-
ous stages of the implementation process. The reflection 
prompts in Table 3 consider each construct in the original 
CFIR and attempt to operationalize these with intersec-
tional considerations. We specifically selected definitions 
and prompts that could be applied in research. The 
prompts are meant to guide researchers, thinking pro-
cesses rather than be copied and pasted into an interview 
guide. Our considerations and prompts for the CFIR are 
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designed to assist researchers in asking questions about 
intersecting, interdependent, and mutually constitutive 
experiences without resorting to an additive approach. 
Researchers are responsible for interpreting data in 
the societal context that it was collected from regard-
less of whether qualitative or quantitative approaches 
are used [44]. Thus, asking questions within the context 
of the sociohistorical and structural society can pro-
vide insight into such constructs. We recognise that as 

research advances in this area, additional revisions may 
be required to reflect the evolving understanding of using 
an intersectionality lens in research.

One example of where intersectional considerations 
may be helpful is when considering the “patient needs 
and resources” construct [outer setting domain]; for 
example, a study identified that cervical screening rates 
among South Asian Muslim immigrants in Canada were 
much lower compared to women born in Canada [45]. 

Fig. 1  The intersectionality supplemented Consolidated Framework for Implementation Research. The green dots denote prompts and reflection points 
for researchers when determining how to incorporate intersectionality considerations into a research study
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The research reported that lack of knowledge about cer-
vical cancer, transportation, and language were barriers 
to screening; however, considering intersecting catego-
ries of religion and education may have prompted dif-
ferent interview questions and a better understanding 
of what patients deemed important and what system 
changes needed to happen. The coexistence of implemen-
tation and intersectional considerations also launches 
the potential to examine interesting questions regarding 
interactions between the dimensions of oppression and 
privilege across different levels [41]. The use of intersec-
tional considerations in implementation science are still 
in its infancy, but we predict such considerations will 
have a meaningful and profound impact on our health-
care system as they shift the focus from individual level 
change to system change, which is needed to tackle 
health inequities.

After identifying a research question, the qualitative 
research process involves choosing a framework or theo-
retical lens (e.g., phenomenology, grounded theory, eth-
nography), a methodology (e.g., observation, case study), 
and a data collection technique (e.g., focus groups, pho-
tographs). When utilizing the intersectionality supple-
mented CFIR, researchers should consider when and 
how they intend to incorporate intersectionality into 
their study. For example, researchers can decide whether 
to use our supplemented framework to guide the entire 
study process or incorporate the updated framework into 
the data analysis stage (e.g., mapping of facilitators and 
barriers using CFIR). The supplemented CFIR can also 
be used to guide the interview process by explicitly ask-
ing about barriers such as how historical distrust of the 
medical system may affect uptake of an intervention (see 
Table 2 for specific intersectionality constructs). We rec-
ommend that intersectionality be considered during the 
study conceptualization phases as the constructs supple-
mented in our framework can generate important con-
siderations for interactions with participants during the 
recruitment, data collection, analysis, and dissemination 
phases.

In implementation science, researchers often need to 
assess context. CFIR is commonly used to assess such 
context; however the CFIR is a framework, not an assess-
ment tool [38]. Usually, researchers use the CFIR to oper-
ationalize a method of assessment; for instance, using the 
CFIR technical assistance website to transform domains 
into surveys, develop an interview guide, or categorize 
interview data. The way researchers phrase questions 
shape how participants respond to them and a pivotal 
aspect of asking good questions is to understand inter-
secting categories in relation to power structures [44]. It 
is also important to reflect on who is asking and guiding 
the interview questions (e.g., is there a power dynamic 
between the interviewee and interviewer?). Typically, CF
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CFIR Domain/ 
Construct

Intersectionality Prompts for intersectionality supplemented Domain/Construct

CFIR Domain: Outer 
setting

• How did the current structure (economic, political, geographical, environmental, structural (e.g., economic) and social 
context of the outer setting come to be (e.g., economic downturns, ideologies of government leaders, legal precedent)?
• How have different spheres (e.g., economic, political, and environmental) intersected to produce the current outer setting?

Patient needs and 
resources

• Do we accurately and comprehensively understand the diverse patient experience related to this intervention?
• How might a patient’s intersecting categories influence their experience related to this intervention?
• How have diverse patient perspective, values, needs, and voices been incorporated by the organization?
• How might previous work to integrate patient’s perspectives, values, and needs influence this intervention?

External policies and 
incentives

• To what extent are external strategies (e.g., policies, regulations, mandates, recommendations and guidelines, reporting) 
non-discriminatory and address institutional forms of marginalization (e.g., racism, sexism, ageism)?
• How might institutionalized forms of marginalization (e.g., racism, sexism, and ageism) influence the success of the 
intervention?
• To what extent are external strategies (e.g., policies, regulations, mandates, recommendations and guidelines, reporting) 
inclusive?
• What assumptions do external strategies make about those expected to change their behavior in the intervention (e.g., 
forms of (dis)ability, gender roles)?
• Do external strategies and incentives reinforce stereotypes? If stereotypes are reinforced, how might this influence the 
success of the intervention?
• Do all individuals and organizations have equal access to external strategies and incentives? How might this access influ-
ence the success of the intervention?

Outer structures and 
systems

• What systemic forms of oppression exist (e.g., sexism, ableism) within institutions? Who holds power in institutions?
• How are populations related to the intervention portrayed in the media?
• What structural inequities exist within the health area or population the intervention impacts?

Outer culture • What assumptions does the society or community (outside the organization) make about those expected to change their 
behavior in the intervention (e.g., what assumptions does society make about the emergency room nurses expected to 
deliver a new questionnaire on fall prevention)?
• How might societal biases (hidden and overt) influence knowledge use? For example, does society respect the role of all 
health professionals equally (e.g., physiotherapists, nurses, physicians, physician assistants)?
• How might the roles that individuals are expected to play within society (e.g., gender roles) influence knowledge use?
• How does society view patients that are expected to use or be affected by knowledge use (e.g., what biases does society 
hold regarding older adults)?

CFIR Domain: Inner 
setting

• Who holds power within the organization? What intersecting categories do they represent? Are they similar intersecting 
categories to those whose behavior is targeted for change?
• How may these power relations affect the implementation intervention (positively and/or negatively)?

Networks and com-
munications an 
organization.

• How might the principle of homophily (i.e., birds of a feather flock together) influence who has access to information and 
who does not? How might access to information impact the success of the intervention?
• Who are the leaders (formal and informal) at the organization? What intersecting categories do they represent? Are these 
leaders representative of the intersecting categories of those individuals expected to change their behavior?
• How might power structures influence informal communications? How might these communications affect the 
intervention?
• How does the organization support different ways of communicating? How can different ways of communicating support 
the success of the intervention?
• This includes physical access to communications (e.g., computers) and accessibility of communications (e.g., website 
meets accessibility standards).
• How might social structures influence informal communication systems? How might these informal communication 
systems impact the success of the intervention?

Inner culture • What assumptions does the organization make about its staff? How might these assumptions influence the intervention?
• What assumptions does the organization make about the population it supports? How might these assumptions about 
the population influence the intervention?
• What are the values of the organization? How might these values influence the success of the intervention?
• How are projects prioritized? How might the prioritization process influence the intervention?
• What biases does the organization hold (hidden and overt)? Do these biases align, reinforce, or counter biases in the outer 
culture(s) (i.e., in broader society)? For example, does the organization assume the older adults are not active and frail?

Compatibility
(sub-construct to CFIR 
construct “Implementa-
tion climate”)

• Does the intervention align with the values, norms, ways of knowing, and existing workflow of those changing their 
behavior?
• What assumptions are being made about the abilities of those expected to change their behavior?
• What assumptions are being made about the workflow of those expected to change their behavior?

Table 3  Reflective prompts using the intersectionality supplemented Consolidated Framework for Implementation Research
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not all domains and constructs are utilized when using 
the original CFIR [37]. Similarly, we recognize that it 
may not be feasible to consider all 15 prompts along-
side standard operationalizations of the CFIR. Instead, 
we recommend that users prioritize prompts that they 
consider will be useful and relevant to their study. Addi-
tionally, researchers should reflect on how power and 
privilege operate within themselves, their research study 
team, and research organization as this can affect stake-
holder relationships and collaboration [46]. For example, 
the growing lexicon of academic language that privileges 

researchers can become an oppressive and exclusionary 
factor for populations of focus, especially in implementa-
tion science where the field is growing at an exponential 
rate [46]. Our intent was not to replace the original CFIR, 
but rather to provide researchers with an additional lens.

An important consideration is the introduction of outer 
systems and culture as constructs in our supplemented 
CFIR tool. Outer culture is a broader based determinant 
of health that acts at the community, population, and 
national level [47]. There is growing recognition of the 
need for culturally safe, patient-centered care to improve 

CFIR Domain/ 
Construct

Intersectionality Prompts for intersectionality supplemented Domain/Construct

Organizational incen-
tives and rewards
(sub-construct to CFIR 
construct “Implementa-
tion climate”)

• Does everyone in the organization have the same access to organizational incentives and rewards? How might this reward 
access impact the success of the intervention?
• Are there hidden or overt biases towards those who attain formal (e.g., promotions) or informal (e.g., stature or respect) 
organizational rewards? How might these biases influence the success of the intervention?
• Is the range of values and preferences of those whose behavior we are trying to change considered when establishing 
incentives? (i.e., do all people value the proposed or available incentives and rewards)?

Learning climate
(sub-construct to CFIR 
construct “Implementa-
tion climate”)

• How do leaders in the organization display vulnerability or considerations of power re-distribution? How might this lead-
ership behavior influence the success of the intervention?
• Do all individuals expected to change their behavior have equitable access to sufficient time and space for reflective 
thinking and evaluation in multiple venues/means (e.g., do part-time staff or those who work from home have protected 
time for reflection)?

Access to knowledge 
and information
(sub-construct to CFIR 
construct “Readiness for 
implementation”)

• Does everyone involved in the intervention have access to information in a format that works for them?
• Have individual representatives of different user groups contributed to the creation and dissemination of the knowledge?
• Has the source of information been critically appraised by a diverse group of people occupying diverse intersecting 
categories?
• How does literacy, health literacy, ehealth literacy, vision, numeracy, impact access and digestibility of information about 
the intervention?
• Does the knowledge use universally understood analogies?
• Avoid using culture-specific analogies (e.g., sports terminology such as “hit a home run”)?
• Avoid using potentially offensive or triggering language (e.g., “in the trenches”).

CFIR Domain: Charac-
teristics of Individuals

• What assumptions do individuals expected to change their behavior make about those affected by the intervention (e.g., 
what do providers assume about patients in precarious housing situations)?
• What assumptions are made about the agency of those expected to change their behavior? What do they have control 
over?
• How might the categories of the individuals expected to change their behavior intersect? How might these intersecting 
categories affect individuals’ interactions with others?

Knowledge and beliefs 
about the intervention 
and those receiving the 
intervention

• How might an individual’s intersecting categories (e.g., age, education, gender) influence their access to the facts, truths, 
and principles related to the intervention?
• How might an individual’s intersecting categories influence their knowledge and beliefs toward an intervention?
• How might an individual’s intersecting categories affect the value placed on the intervention in comparison to competing 
priorities?

Self-efficacy • What, beyond an individual, may impact their self-efficacy (e.g., gender stereotypes)?
• How might an individual’s intersecting categories impact their self-efficacy to execute the intervention?
• How might systems of oppression (e.g., racism, sexism, and ageism) affect individuals’ self-efficacy to deliver the 
intervention?

Other personal 
attributes

• Reflect on our assumptions of what attributes we classify as modifiable by an individual. What external influences, beyond 
the individual, may be influencing these attributes?
• Think broadly: what intersecting categories and personal dimensions may influence the intervention? What is the relation-
ship between these categories?
• Are the categories conceptualized in an additive or multiplicative way (e.g., values + learning style) or are they conceptual-
ized as connected? Focus on the interdependencies and mutual constitution of these categories as opposed to consider-
ing them as independent categories.
• For those expected to change their behavior, what intersecting categories may be most influential (e.g., the intersection of 
values and tolerance for ambiguity)?
• How may an individual’s life experiences shape the traits (e.g., education) that enable them to engage in the target 
behavior?

Table 3  (continued) 
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health outcomes, particularly among minority popula-
tions [47]. Health practitioners, healthcare organizations, 
and healthcare systems need to engage towards cultur-
ally safe environments; to do this they (i.e., individuals in 
power) must be prepared to critique the power structures 
and challenge their own culture and culture systems [48]. 
The prompts proposed in our supplemented CFIR tool 
may help researchers challenge their own ways of think-
ing to possibly improve the quality of the information 
gained when conducting surveys or interviews guided 
by CFIR. Continued neglect of social considerations, as 
well as the larger systemic power structures in which 
the social considerations are embedded, may result in 
missed opportunities for effective implementation. As a 
result, lack of intersectional considerations may perpetu-
ate future systematic health inequities. The explicit use of 
CFIR with the greater application of intersectional con-
siderations within implementation science has the poten-
tial to improve researchers’ collective abilities to more 
specifically document inequalities within intersectional 
groups.

Strengths and limitations
Our study has several strengths. First, we strove to build a 
team of practitioners and implementation science users 
from across Canada with various expertise in implementa-
tion science and intersectionality. We also engaged with 
implementation science users who were not yet familiar 
with intersectional concepts, which we believe helped cre-
ate a tool that was potentially more accessible to the novice 
researcher or practitioner. We also considered accessibility 
limitations, and so, we engaged in multiple video confer-
ences and teleconferences. Lastly, our comprehensive and 
rigorous approach is consistent with other tool develop-
ment methods reported in implementation science [36].

Our methods also had limitations. As described,  we 
engaged with implementation science users who, were not 
yet familiar with intersectionality concepts. To reduce this 
limitation, we created small group discussions of no more 
than five individuals to review concepts. We also held 
capacity building sessions on intersectionality led by experts 
in the areas of implementation science and intersectionality. 
Nevertheless, it is possible that a group of different inter-
disciplinary researchers may have prioritized a different set 
of theories, models, and frameworks for intersectionality 
enhancements. We also recognize that those involved in the 
project represent a limited range of privileged identities and 
may affect the generalizability of the results. Furthermore, 
we recognize that biases may have influenced our approach, 
due to the lack of representation of historically marginal-
ized social identities in our subgroup. In efforts to limit 
these biases, we drew upon works and guidance authored 
by individuals from marginalized groups to inform our deci-
sion making [49]. Future research can further build on the 

intersectionality categories presented to develop tailored, 
culturally-relevant prompts and interventions for subsets 
of marginalized groups (e.g., Indigenous considerations). 
Lastly, this work was completed prior to the publication of 
the updated CFIR [46]; however the principles of intersec-
tionality outlined in this paper can be applied to the updated 
framework.

Future directions
This project is part of a larger program of research. The next 
steps are to test the usability of these tools with implementa-
tion scientists, researchers, and clinicians, and then pilot the 
tools under real-world conditions. We do not expect that 
the supplemented framework and tool alone will change 
behavior. During the pilot trial, we will aim to understand 
the facilitators of and barriers to using the intersectional-
ity supplemented CFIR and tool in practice. In addition, it 
is recommended that future research build on the intersec-
tionality categories presented to develop tailored, culturally 
relevant prompts and interventions for subsets of marginal-
ized groups.

Conclusion
After several iterative discussions with an expert panel, we 
developed the intersectionality supplemented CFIR, which 
aims to support implementation researchers and practitio-
ners to consider the context of privilege and disadvantage 
in their work, rather than the study of individual demo-
graphic characteristics alone. We also developed a set of 
prompts and reflection considerations that can be used by 
implementation intervention developers and researchers to 
embed intersectionality into research projects.
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