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Abstract

Background: Prior research has demonstrated substantial inequities in alcohol consump-
tion, alcohol-related harms, and mortality. These inequities arise from a complex inter-
play of factors, unlikely addressed by single factor analyses or solutions. Conceptual
frameworks, such as the National Institute on Minority Health and Health Disparities
(NIMHD) Research Framework, aim to reflect this complexity and support multifaceted
research and action. This paper adapts the NIMHD Framework to focus on alcohol-
related inequities and integrate core intersectionality principles.

Method: We developed the Intersectional Alcohol Inequities Framework (IAIF) through
collaboration among leading scholars in alcohol, intersectionality, and policy modelling.
In a workshop centred on the core ideas of intersectional frameworks, we identified key
factors influencing alcohol consumption and related harms, using the United States as a
case study. Using thematic analysis, we grouped the discussion points, then mapped
them against the NIMHD Framework. We searched the literature to expand upon work-
shop insights, iteratively refining the framework until reaching idea saturation.

Results: To align with the core ideas of intersectionality, the IAIF introduced new ele-
ments absent in the NIMHD Framework, specifically a ‘power’ domain, a ‘historical’
level, and emphasis on relationality. We also incorporated a ‘digital environment’
domain, to reflect an important element of contemporary social context, as previously
identified by other health equity scholars. We provided examples of their relevance to
alcohol inequities, highlighted practical applications for stakeholders, and discussed
adaptability to other public health issues and contexts.

Conclusions: The Intersectional Alcohol Inequities Framework offers a tool for critical
dialogue on how various factors, across multiple levels and domains, intersect to influence
alcohol-related outcomes. It can provide support and guidance for researchers, facilitate
the identification of research needs and gaps in current policies, support the design of

new policies and interventions, and inform comprehensive patient management.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium,

provided the original work is properly cited.
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INTRODUCTION
Alcohol inequities

Over 200 diseases, injuries and other health conditions have been
causally linked to alcohol [1]. As of 2019, alcohol consumption was
responsible for approximately 2.6 million deaths globally, and an
estimated 7% of the world’s adult population lived with alcohol use
disorders [2]. Prior research has demonstrated substantial inequities
in alcohol consumption, alcohol-related harms and mortality - with
inequities defined as unfair differences in health between population
groups, arising from the social conditions in which people are born,
grow, live, work and age [3]. Alcohol inequities in consumption and
harm have been observed in relation to gender, race, ethnicity, age,
sexual orientation and socio-economic status (SES), with minoritized
populations — groups that are socially, politically or economically

oppressed — often disproportionately affected [4-11].

An intersectional perspective

Alcohol inequities are shaped by a complex causal system involving
interconnected factors at many levels. Intersectionality is a critical
theoretical framework that embraces this complexity. Arising from
Black feminist scholarship [12-15], the term was originally coined by
American civil rights and critical legal race scholar Kimberlé Crenshaw
in 1989 [14]. Today, intersectionality is increasingly recognized as a
vital concept in public health, with the potential to advance health
equity [16-18].

According to Collins & Bilge [19] there are six core ideas of inter-

sectional frameworks:

1. Intersecting power relations refers to the fact that power is rela-
tional, not static, and that power relations should be analysed both
via their intersections (for example, of racism and sexism), and
across domains of power.

2. Social context highlights how categories such as race and gender
are socially constructed, with their relevance and influence chang-
ing over time and in different contexts.

3. Relationality emphasizes that socio-demographic characteristics
tied to social position/power, such as race, ethnicity, gender, sexu-
ality and SES, do not exist in isolation but overlap and interact
within systems of oppression, shaping distinct pathways through

which individuals navigate and experience the world.

alcohol, conceptual framework, inequities, intersectionality, substance use, theory

4. Complexity reflects the intersectionality goal of understanding
complexity in the world, which requires complex analytic strategies
and thinking.

5. Social inequity is emphasized as a multifaceted issue that cannot be
explained by a single factor, but rather emerges from the interac-
tions between various categories of power.

6. Finally, social justice underscores that intersectionality work should
aim to dismantle inequity, not just document it.

7. Intersectionality can offer valuable insights into the complexity of
alcohol inequities, and the results section shows how specific
tenets have informed the Intersectional Alcohol Inequities Frame-

work (IAIF) and/or their influence on alcohol inequities.

The role of conceptual frameworks

Conceptual frameworks can be used to guide public health research,
practice and policy. They are intentionally comprehensive, aiming to
reflect the full ‘universe’ of factors relevant to a given issue [20]. One
framework commonly used in Public Health is the National Institute
on Minority Health and Health Disparities (NIMHD) research frame-
work — a multi-dimensional framework that highlights the wide range
of health determinants relevant to understanding and addressing
health disparities/inequities [21]. Drawing from previous frameworks
[22,23], it includes five domains of influence (biological; behavioural;
physical environment; socio-cultural environment; healthcare system)
and four levels of influence (individual; interpersonal; community;
societal), with examples of factors provided within each cell (Figure 1).
The NIMHD framework has been adapted for some health problems
(e.g. mental health disparities and vaccine hesitancy) and has been tai-
lored to some groups (e.g. American Indians and Alaska Natives) [24].
However, no known adaptation exists in relation to alcohol-related
problems. While there are other frameworks summarizing the deter-
minants of alcohol consumption and/or alcohol-related harm (e.g. 29-
31), no known framework has been found to comprehensively map

the factors with an intersectional perspective.

Aims

We aim to provide a conceptual framework that visually illustrates the
many pertinent factors influencing alcohol consumption, alcohol-
related harm and alcohol inequities, spanning multiple levels and

domains. It can aid efforts to reduce alcohol inequities by promoting
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FIGURE 1 Reproduction of the National Institute on Minority Health and Health Disparities research framework [21]. *Health disparity
populations: racial and ethnic minority groups, defined by Office of Management and Budget (OMB) directive 15; people with lower socio-
economic status; underserved rural communities; sexual and gender minority groups; and people with disabilities. Other fundamental

chracateristics: sex and gender, disability and geopgraphic region.

relational, multi-level thinking, and by highlighting understudied areas.
We provide examples of how different groups may apply the IAIF to
their work. Potential users include healthcare providers, community-
based organizations, researchers, public health modellers, policy-
makers and research funders.

Recognizing the importance of context specificity, this first ver-
sion of the conceptual framework focuses on the USA as a case study,
given the rising alcohol-related mortality over the past 20 years in the
USA, alongside persistent - and in some cases, growing - alcohol-
related inequities [25-27]. Additionally, many foundational ideas of
intersectionality were catalysed by social movement activism in the
USA. However, the broad components of the framework allow for

systematic adaptation to different settings, as discussed later.

METHODS: DEVELOPMENT OF THE
FRAMEWORK

The IAIF was developed through an iterative process of collaboration
with experts and supplementary literature searching. A 2-hour online
workshop with international research experts was held on 13 March
2023, to brainstorm factors influencing alcohol consumption and
related health harms in the USA. Participants were purposefully
selected based on their research expertise in intersectionality and/or
alcohol inequities. They participated on a voluntary basis and were
not compensated. While we recognize the value of involving a broader

range of users (e.g. community organizations, policymakers and

individuals with lived experience), the workshop included researchers
at this stage, with the expectation that a broader range of users will
test, refine and adapt the IAIF.

Researchers were identified through the authors’ networks and rel-
evant publications (e.g. intersectional analyses of alcohol outcomes). All
participants provided written informed consent, and ethical approval
was granted by The University of Sheffield School of Health and
Related Research ethics committee (ref. 050600). Of the 30 researchers
invited, 12 participated (40%), all of whom are authors of this article.
The workshop included small group discussions addressing: (i) why some
groups drink more/less than others; (i) why health harms vary at similar
consumption levels; and (iii) how interlocking power relations influence
these factors, with a focus on the US context. Participants were encour-
aged to reflect on the core ideas of intersectionality and consider how
their own social positions might influence their perspectives before dis-
cussions. We used an interactive whiteboard to enable participants to
contribute both verbally and in writing, and video-recorded the discus-
sions for later analysis. The first author (S.B.) grouped discussion points
into themes and drafted a preliminary version of the IAIF, in collabora-
tion with the steering group (S.B., R.P., C.B., D.H. and H.S.). Initially, we
used an inductive approach, but as the topics aligned with the NIMHD
framework [28], we opted to adapt this framework.

The IAIF was then refined, and additional factors identified, by
iteratively consulting the literature and gathering feedback from the
wider group. For example, one participant raised the lasting effects of
historical redlining on healthcare service distribution, prompting fur-

ther exploration into the impact of redlining on current alcohol outlet
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density [29]. Some levels within each domain were not covered in the
initial workshop (e.g. ‘societal biological’ and ‘community beha-
vioural’), prompting further consideration of these intersections dur-
ing feedback rounds. We continued this process until we reached idea
saturation, meaning that existing factors began to repeat, and no new
factors were identified. Group feedback was gathered both via email
and during a second online workshop, held on 22 April 2024. All par-
ticipants provided written feedback, and nine participants (75%) also
attended the second workshop. This process revealed gaps in the
NIMHD framework, leading to the addition of a ‘power’ domain and a
‘historical’ level, plus a ‘digital’ domain, as previously suggested [30].
Some final additions were made to the IAIF in response to feedback
during the journal review process. A diagrammatic overview of the

IAIF development process is shown in Figure 2.

RESULTS: THE INTERSECTIONAL ALCOHOL
INEQUITIES FRAMEWORK

In this section we present the IAIF. We begin by outlining the broad
structure of the IAIF, followed by an exploration of how the key
tenets of intersectionality - power, social context (including the his-
torical and digital environment), relationality, complexity, social ineq-
uity and social justice - are embedded in the framework and how
they connect to alcohol-related inequities.

The IAIF is presented in Figure 3. Individuals are at the centre,
holding a unique social position of power/subordination and privi-

lege/oppression shaped by overlapping social categories like race,

A steering group (n=5) developed the workshop plan, drawing upon key tenets of
intersectionality and principles of conceptual modelling
Steering group: SB, RP, CB, DH, HS

}

s N
SB piloted the workshop on a purposive sample of PhD candidates with relevant areas of
interest (n=3), revising as indicated

v

Alcohol/ intersectionality researchers (7=12) discussed pertinent factors influencing alcohol
consumption and alcohol-related harm in the United States.
Workshop participants: SB, RP, CB, DH, MW, CA, CK, HMC, JH, CP, NG, NM

v

[ SB inductively grouped the points raised in the workshop into themes, ]

then mapped against the levels & domains of the NIMHD Framework

SB conducted comprehensive targeted literature searches to
support/ counter/ expand upon the points raised

Workshop participants provided
written/verbal feedback U=

v

[ Saturation of ideas reached ]

Additions made in response to
feedback from journal reviewers

[ Final version of IAIF agreed ]

( ot J
~| SBup the IAIF draft

FIGURE 2 Overview of the Intersectional Alcohol Inequities
Framework (IAIF) development process.

gender, sexual orientation and SES. The social categories named in
the diagram are examples, selected for their established associations
with variations in alcohol consumption and related harm; however,
they do not constitute an exhaustive list.

Surrounding the individual are five ‘levels of influence’ (individual,
interpersonal, community, societal and historical) within seven
‘domains of influence’ (power, behaviour, digital environment, physi-
cal/built environment, socio-cultural environment, healthcare system
and biology). Key ‘factors’ contributing to alcohol consumption
and/or harm are listed at the intersection of each level and domain.
The dashed lines between levels and domains reflect that these fac-
tors do not exist in isolation, but rather they interact. Further details
relating to each factor (e.g. descriptions, examples and references), are
provided in the tables provided in Appendix S1.

Power

Power is fundamental to intersectionality and influences alcohol con-
sumption and related harm in multiple ways. Although power spans
various levels and domains, we have positioned it as a distinct domain
in the IAIF to highlight its role. Further, although alternative framings
of power exist, for example, see work published by Collins in 2000
[31] and 2019 [32], we have used consistent levels across all domains
for clarity, while integrating insights from other frameworks.

At the individual level, factors associated with power include
personal freedoms, internalized discrimination and cultural pride.
Personal freedoms encompass financial independence, rights (e.g. legal
drinking age) and freedom from stigma/punitive controls [33].

Internalized discrimination refers to accepting beliefs, values
and stereotypes about one’s group or about oneself, owing to group
membership [34]. It may affect individuals belonging to any stigma-
tized group and may increase alcohol-related harm by contributing
to mental health conditions, such as depression [34-37], which
often co-occur with harmful alcohol use [38,39], as well as by creat-
ing barriers to seeking healthcare [40]. For instance, there is an
established link between minority stressors (including internalized
stigma) and alcohol use among sexual and gender minorities, particu-
larly for certain subgroups [41]. Further, these groups experience
higher rates of alcohol consumption and alcohol-related problems
compared with heterosexual cisgender individuals [41,42]. In addi-
tion, alcohol consumption itself, and particularly alcohol use disor-
ders (AUDs), may also contribute to internalized discrimination,
more so for some groups, which may in turn affect alcohol treatment
utilization [37,43,44].

An individual’s sense of cultural, racial or ethnic pride can also
influence alcohol consumption. A strong sense of pride may protect
against discrimination and mood disorders, though its effects vary
across social categories. For example, among Latino adolescents,
increased ethnic pride has been shown to directly reduce alcohol con-
sumption in girls but not boys [45]. Further, for Asian and Black
Americans, moderate identification with their racial/ethnic group has

been shown to buffer the impact of discrimination on psychiatric

QSUAOIT SUOWIO)) dANEa1)) d[qesridde aiyy G PAUISA0S oIe SA[ONIE Y asn JO Sa[nI 10§ K1eIqr] auruQ AJ[IAN UO (SUONIPUOD-PUB-SULIA)/OD AIM KTeIqI[ouT[uo//:sdny) SUonIpuo)) pue SWd [, oy} 23S ‘[Sz07/L0/S1] U0 A1eiquy auruQ Ao[iA ISoL £ O€T0LPPE/1 111 01/10p/wod* Ka[1m’ AIeIqI[aur[uo//:sdny woiy papeo[umo( ‘0 ‘€H+009¢



INTERSECTIONAL ALCOHOL INEQUITIES FRAMEWORK

. wer
onal PO
a5 ge“e"““ \egacy of power strum,,es o
A | laws, polici -g.
< (d‘scnmmatofv P cnes&p,aq_ lory).
3 o Legacy of gr, lceg AU, 5
5 \o il power oy g
% of social power ap, Ve, K
S tems A d dop,: m, &
o : ) y
Qe‘@@ SY®'°e g. patriachy and caP’faIis’,';,'"a’Io,, s € Ay, .
o 4 e action . %
c;k o % covect Institutional poye, ot S %,
o & % Level of pojifip,  “Clurs & K )
v & o© o nity-pased organization /el'efa -4 % 6’\&
S N i S
Y > 3 . pital & commupjp, Misag,  F ¢ %, %, )
S o> 4 gocdl %@ MY Stre, 00§ Oc, % &O,) % /O
& & @ 2 power dynamies, 0t f Vg, %Y G
g & »° 5 of 3 - in relationshjp, c S . % 2 oy
T AN miome o, Rt
. ) § >
é\’ B 3 5\90 & . o© u% _in daily |nteract;o,7s & g %, %u- o '%4 "‘3/
S 5§ & PO X e & S %% %
& éf & & Lol g wemaised discrimyyg, - T % % o B° E)
IS § § QS S e % Freedom/ rjg, 3§ %, ¥ % o [z o,
S § 'S O R = % wral prige 1 & Yo, 0 SR G 2 © =
O A e A R AL T
£ 15 g ST & & TG, 4% Lo & 3 5
Hing, IS S 58 » & o S ST € % 2 ®
-y ,, £ &0 85 2 8 %Pevn % e %% :
<l g o o .&F [T % Z Q. % - al
eta) o 5¢ T 5 A Ly N @ LY "4044' > D [T istoric
- T OMmungy, £y @ s A TR T PN W S, % g @ ocietal
& & o = orpar, <. & LR \ FTERe 8% 3 8 oty ° o
B g o) s | © iy, N \ AP R o o
< Q = 2 g o = ":l %, \ \ R Y g nterP 5 %
I 9.. (% g 'Ey_\ § % g g rgéu e NE \ L ‘ S mclwlm = CQ 2- % £
o > 8 g5 7 = 5 L 28 T 2 - S
m S 2 3 1 = 2 3 = 3 s £ £ 8 o 2 L
CHEEE e T2 22 I3 §E5 €5 2§ ®3
S g gad 55 = § 4t i3 f ¢, 82 B8 £ B
T % % %’ 8 S % 23 ‘Z/,; “ 05 5 g =S JE < G w
SR O @ 82 935 =
e) 2 R %2 3 3 v\gbao.\gw@o@o g £ £ >
= @ © 2o % % 3 §§ sSLSEE S 5 L
P4 @ T oS 9 SE FOS P 8 S @ 7B = P4
3 = Iy £ T S o Q
Y R g 25 F5EE5 8 £ 9
S ° [ 5 e %, OO O 90 £ g oy Q
n & B8 %3 N T s WS S eSs 88 By <
SR T o T, O g, & S PSS L
) 2 - © 7;0 o % s, R A “\;\@“ % S L S 09 S L < £ <
e % 2% RO o Oy lgion  E person@® o 008 S&S & w
% 0, &% © i 2 Q . T 2 < ~
% & v % o (% %/,) A, sy . tration 3 2 & & q?“o% Q°é§‘?\9° 3 S
2 » i £ B
> > ey Ty, i = o0 & E ", S ~
% o %, %Oq,&a// W, MNation ; Housend® . & ?ﬁo\’ "~\°°q " Q O
" (73 s ¢ AP %o,
° > o‘”’/’f ®°"é /% °¢ norms § Sc“°°\|\N° \’b(\ée%q@%\{\‘) o e ?
< ZEN Chlipy & A oP O
o9 %, 0, inag; = RSN S &
X Ry g tion ity 8V gee e @ & o
7 7 O, Com & c;\\'\"')\ oé\(\g \@& o
- G, S S, ity nor, net 27 o o
s‘l—o ) K ). ql/'e/ ciay ms Environments ¥ 3o ae® > o!\®
2 S (o2 e/ ion o N
K ,,00;9 ,Q/O'et sc'7'77ln Clationg = des\g. psie® y &° (Zvo4
@O o/)éb/ ey, s,,%am at cramind o @® {({é&
3 Ce Wy 2
7 Ohol eVt o Q@
O/O s, , » hol industry Transport i0€9 3059 Qo\\o\ @
<, "Cle, o i@ 0 ?\O
N Y cl Slgeists: Legacy of 9 a0 $q\
R, ¥ bejops and® <€
k acy of @ \)\\,
/RO E Leg P\\,l
NMENT pHYSIC

FIGURE 3 The Intersectional Alcohol Inequities Framework (IAIF). Please note, the social categories listed reflect some of those known to be
associated with differences in alcohol consumption and related harm, but do not represent an exhaustive list.

disorders (including AUD), whereas for several other groups, high
racial/ethnic identification intensifies this impact [46].

At the interpersonal level, power dynamics shape all relationships.
For example, in healthcare, clinical interactions are inherently asym-
metrical, with providers holding professional power and patients rely-
ing on them for care [47]. Intersecting socio-demographic factors
linked to social positions (e.g. gender or race), further influence these
power imbalances. For example, Black American women have
reported unequal treatment when seeking substance use treatment
and feeling ‘silenced’ by healthcare providers [40]. Additionally, fac-
tors like healthcare literacy (healthcare domain, individual level), insur-
ance coverage (healthcare domain, individual level) and comorbidities
(biological domain, individual level) can further affect a patient’s nego-

tiating power, reflecting the relational nature of the IAIF.

Power dynamics within intimate relationships are also important,
particularly in heterosexual relationships where traditional gender
roles and structural inequalities position men as dominant [48]. Harms
from alcohol extend beyond the drinker, and there are clear gendered
inequalities in who is affected by others’ drinking. Although men con-
sume more alcohol and engage in riskier drinking patterns, women
often disproportionately experience harms, ranging from intimate
partner violence (IPV) to negative impacts on family functioning, men-
tal health, social isolation and economic well-being [49]. Male alcohol
use is an established risk factor for IPV against women [50], while
women’s heavier drinking can increase their risk of victimization [51].
Men’s drinking further affects children, contributing to family vio-
lence and emotional neglect [52]. In the USA, gender differences in

alcohol's harm to others (AHTO) vary by the type of harm and the
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affected person’s own drinking [53,54]. While other socio-demo-
graphic factors - such as age and ethnicity - also influence these sec-
ond-hand effects [53], intersectional inequities in AHTO remains
understudied.

At the community level, factors like uneven political leverage can
undermine community power, while social capital, community-based
organizations and grassroots interventions can strengthen it. Affluent
communities often have more political leverage owing to social status
and influential connections [55], enabling them to attract resources
and drive change, such as opposing unwanted developments like alco-
hol outlets or late-night bars. However, disadvantaged communities
can also build power to combat alcohol-related harms. The ‘minority
strengths model’ suggests that social support and community con-
sciousness within minoritized populations can increase identity pride,
resilience and self-esteem, promoting healthy behaviours such as
reduced alcohol use [56]. A systematic review further found that char-
acteristics of social capital (community attachment, support and par-
ticipation) are protective against alcohol use [57]. Moreover,
minoritized communities, through community action, can challenge
unjust social relations and alcohol-related inequities. For example,
grassroots movements have successfully changed alcohol policies in
inner-city neighbourhoods by passing ordinances regulating alcohol
stores and protesting against targeted marketing from the
alcohol industry. Additionally, collaborating with community organiza-
tions and applying participatory research approaches can support
effective AUD prevention/treatment for marginalized populations by
tailoring interventions to their specific needs and redistributing power
back to community members [58-60].

At the societal level, factors include institutional power structures
and collective action/social movements, which are embedded within
broader intersecting systems of social power and domination, such as
capitalism, white supremacy and patriarchy. For example, from a
structural perspective, capitalism can drive harmful alcohol consump-
tion through the aggressive marketing of alcohol, particularly in mar-
ginalized communities [61,62]. Similarly, patriarchal norms shape
gendered expectations, with men often socially rewarded for heavy
drinking while women are more likely to be stigmatized for similar
behaviour. Marriage, through its social and psychological impacts,
appears to be generally protective against excessive alcohol use, espe-
cially for those married at younger ages [63]. However, as a gendered
social institution, marriage can also reinforce power imbalances within
heterosexual relationships, where men’s alcohol use poses a signifi-
cant risk for IPV. Meta-analyses have found that the association
between alcohol and IPV victimization does not differ significantly by
relationship status - including married, cohabiting, dating or divorced
couples [50] - suggesting that the institution of marriage does not
shield against alcohol-related harm within intimate relationships. Fur-
ther, the prohibition of same-sex marriage is associated with higher
rates of AUDs at the state level among lesbian, gay and bisexual popu-
lations, reflecting the mental health toll of this form of sexual orienta-
tion discrimination [64].

In relation to collective action, one recent notable social move-
ment is the case of Black Lives Matter (BLM) [65]. Highly publicized

anti-Black violence has been associated with increased stress, anxiety
and depression among Black Americans [66,67]; however, engage-
ment with BLM (via protest, social media, etc.) appears to be associ-
ated with positive emotions (such as hope and inspiration) and
improved mental health, which in turn may influence alcohol con-
sumption [68-70]. On the other hand, a systematic review of global
studies on collective actions - such as protests, riots and
revolutions - found evidence that such events, even when non-
violent, are associated with adverse mental health outcomes, including
post-traumatic stress disorder and major depression, again likely
influencing alcohol consumption [71]. In the long term, increasing
political pressure to tackle racism may reduce inequities in alcohol-
related harm through, for example, improved healthcare access and
reductions in discriminatory policing.

Finally, factors at the ‘historical level’ (a newly introduced level,
discussed below) include intergenerational power and the legacies of
institutional power structures, such as colonialism, discriminatory laws
and policies, and grassroots movements. For example, currently, alco-
hol outlet density, which has been positively associated with alcohol
consumption and related harms [72,73], is higher in poorer or more
Black- and Hispanic-populated neighbourhoods, despite a similar or
lower demand for alcohol among these groups [74,75]. This inequity
in alcohol outlet density has arisen at least in part through historically
racist urban land use practices, such as redlining, which systematically
enforced racial segregation and disinvestment within certain commu-
nities. Recent studies utilizing geospatial data have shown that,
despite the explicit outlawing of redlining in 1968 via the Fair Housing
Act, alcohol outlets continue to be more densely distributed in histori-
cally redlined communities [29,75]. Such practices reflect deeper colo-
nial legacies, including the appropriation and control of land to

marginalize racialized groups.

Social context

When employing intersectionality as an analytical tool, it is important
to contextualize inquiries and praxis, considering place and space
(both geographic and digital), and the historical context [19]. Attend-
ing to context helps prevent the reification of social categories and
inequities, while highlighting their links to broader intersecting sys-
tems of oppression and privilege, including capitalism, patriarchy and
colonialism [76]. In this section, we draw attention to the influence of
the historical context and the digital environment using the geographi-
cal context of the USA as a case study, for the aforementioned

reasons.

Historical context

Social categories, their significance and their interaction with fac-
tors beyond the individual level, evolve over time. For example, the
definition of gender, the number of recognized gender categories,

societal gender norms and laws/policies related to gender have all
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evolved significantly in recent years across many countries. To
draw explicit attention to the influence of such historical factors
on alcohol inequities, we incorporated a ‘historical’ level into
the IAIF.

For instance, in the behaviour domain we highlight the impact of
historical trauma, defined as ‘cumulative emotional and psychological
wounding over the lifespan and across generations, emanating from
massive group trauma experiences’ [77]. In the US context, this is well
documented within Native American communities in response to the
brutal practices of colonization. Historical trauma can adversely affect
the physical and mental health of descendants from historically
oppressed groups and may lead to self-destructive behaviours, includ-
ing harmful alcohol use [77,78]. While much of the US literature on
historical trauma has focused on Native American populations, its
effects can also be seen among other oppressed groups. For example,
sexual minoritized groups may experience similar trauma responses
owing to historical discrimination, including the criminalization and
pathologization of homosexuality [79].

The influence of historical practices is also apparent in the health-
care domain. During colonial times, the justification for slavery and
inhumane medical experimentation on Black individuals stemmed
from the stereotype that they possess higher pain thresholds [80].
This belief persists today [81], and may contribute to Black people
receiving inadequate treatment for pain [81] and mental health issues
[82], both of which may motivate alcohol consumption [39,83]. Fur-
thermore, medical textbooks have historically over-represented light
skin tones [84], potentially leading to the misdiagnosis of conditions
related to skin colour, such as jaundice (yellowing of the skin) in the

context of liver cirrhosis.

Digital environment

Since the mid-20th century, a global digital revolution has trans-
formed society, bringing both benefits and risks to health and health
inequities [85]. Recognizing this, it has been proposed that a digital
environment domain be added to the NIMHD framework [30], which
we also support, recognizing the role of the digital space in shaping
alcohol-related inequities.

A key example is the digitalization of health services. Digital alco-
hol interventions have shown some promise in relation to reducing
harmful alcohol consumption [86], but usage of electronic health
(eHealth) services varies across demographic groups [87,88], owing to
factors such as digital literacy (individual level), local digital infrastruc-
ture (community level), and tech policy and design standards, which
influence content accessibility (societal level).

Another pertinent example is the growing influence of the alcohol
industry in the digital space. Unlike non-industry-funded eHealth
apps, industry-funded apps may spread misinformation and subtly
‘nudge’ users toward continued alcohol use [89]. Further, alcohol
marketing is shifting from traditional media to digital platforms, utiliz-
ing techniques like data-driven targeting, user-generated content,

influencers, and combined advertising and purchasing strategies to

more effectively promote and normalize drinking [90]. Exposure to
online alcohol advertising is associated with higher alcohol consump-
tion [91], yet this marketing is difficult to regulate because of its often
discreet nature [90]. Of particular concern is exposure amongst young
people [92], especially among Hispanic and Black youth, who seem to
be disproportionately targeted [93,94].

Relationality

Fundamental to intersectionality is the understanding that social posi-
tions related to socio-demographic categories (such as race, gender
and sexual orientation) and systems of power overlap and interact,
and should not be treated or studied separately [19]. This relationality
is visually reflected in the IAIF by the overlapping of social categories
at the centre of the framework, and by the dashed lines between all
individual boxes.

It has long been recognized that socio-demographic categories
are linked to levels of alcohol consumption and associated harms.
For instance, studies indicate that men tend to drink more than
women [9] and that younger individuals generally consume more
alcohol than older adults [95]. Drinking prevalence is consistently
higher amongst those with high SES [11,96], whilst alcohol-attribut-
able mortality is higher in those with low SES, partly explained by dif-
ferences in drinking patterns [97]. Among racial and ethnic groups,
non-Hispanic white individuals are the most likely to be current
drinkers, while non-Hispanic American Indian/Alaska Native people
have the highest rates of binge drinking and heavy drinking [98].
Additionally, those with low SES and individuals from Native Ameri-
can, Black and Hispanic communities experience disproportionately
greater harm [99].

While these trends provide valuable insights into alcohol con-
sumption patterns, the realities are much more complex. Social cate-
gories and systems of oppression interact in complex ways that
cannot be captured through a single-axis perspective [17]. Quantita-
tive intercategorical studies can shed light on the complexities of how
these factors interact [100-103]. For example, Bright et al. [100] used
an intersectional multilevel analysis of individual heterogeneity and
discriminatory accuracy (MAIHDA) approach to quantify inter-
categorical disparities in alcohol consumption in the US along dimen-
sions of sex, race and ethnicity, age, and education. They found that
those holding multiple privileged positions tended to drink more,
while those holding multiple marginalized positions drank less; young,
highly educated white men were the most likely to be current drinkers
and drank the most, whilst racially and ethnically minoritized women
with lower education were the least likely to drink and drank the least,
across all age categories. However, for groups with a mix of privileged
and marginalized positions, alcohol consumption did not follow a sim-
ple or consistent pattern. Further, there were significant interaction
effects between socio-demographic dimensions for many intersec-
tional strata, with several understudied groups found to have differing
consumption to what would be expected based on additive effects

alone. For example, failing to account for interaction effects in relation
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to alcohol consumption would significantly overestimate the con-
sumption of young (21-24 years) Black and white men with low edu-
cation, but underestimate the average consumption of adult (25-
29 years) Black and Hispanic men with low education.

It is important to consider how factors across various domains
and levels impact individuals within different social categories. This
can be supported by integrating the IAIF with other relevant frame-
works, such as the Capability, Opportunity and Motivation model for
understanding behaviour (COM-B) [104]. For instance, consider ineg-
uities in the utilization of alcohol-related healthcare. In the USA,
Latina/Hispanic women face particularly low odds of receiving alcohol
screening and brief intervention [102] or utilizing alcohol treatment
services [105], likely because of a range of factors acting across multi-
ple levels and domains.

At the individual level, limited English language proficiency
(socio-cultural domain) could be a factor affecting health literacy
(healthcare domain), and thus the capability to seek help, especially
when this intersects with discriminatory healthcare practices — such
as a lack of non-English language materials (societal level, healthcare
domain). Additionally, policies like the US Affordable Care Act (soci-
etal level, behaviour domain) influence the opportunity for Latinos to
access services, with variations in provisions by state (community
level, healthcare domain) [106]. Several factors may also affect their
motivation to seek help. Language barriers and low health literacy
can influence the quality of provider-client interactions (interper-
sonal level, healthcare domain), while alcohol use may be stigmatized
for women in Mexican and Central American cultures, leading to
internalized discrimination (individual level, power domain) [107].
Further, undocumented Latina migrants may avoid treatment pro-
grammes out of fear of immigration retribution (societal level, socio-

cultural behaviour and power domains) [107].

Complexity

Intersectionality aims to understand and analyse complexities in the
world, requiring intricate approaches [19]. The IAIF embraces this by
examining the multifaceted nature of alcohol inequities, considering
the role of interlocking systems of oppression and social constructs,
such as power, which are difficult to measure and often overlooked.
While acknowledging that this complexity may seem to complicate
efforts to address inequities, we argue that it is crucial to consider
complexity to deepen analyses and develop effective solutions to

alcohol-related inequities.

Social inequity

The IAIF helps to understand how alcohol inequities are structured
and perpetuated by identifying key factors across multiple domains
and levels, drawing on diverse literature. It reflects that social ineq-
uities are not inevitable but arise from complex interactions between

systems of power and oppression at various levels [19].

Social justice (practical applications)

Central to intersectionality is critical praxis - reflection and action in
the pursuit of social justice. The IAIF is designed to support critical
praxis among a broad range of stakeholders working to reduce alco-
hol inequities, by highlighting overlooked areas and promoting rela-
tional, multi-level approaches. Its practical application will vary
depending on the user and their objective. For instance, researchers
aiming to foster relational thinking could use the IAIF alongside the
‘ask the other question’ method [108], posing questions like ‘Where
is the patriarchy in this?” when addressing an issue that appears to
be racist. A scholar investigating the relationship between racial seg-
regation and alcohol use, for example, might be prompted by the
framework to also explore the role of sexism in urban design and
how these factors intersect. Alternatively, an organization focused on
addressing harmful alcohol consumption within a specific intersec-
tional group could use the IAIF to guide collaborative discussions
with that community, identifying the factors most pertinent to them.
Table 1 provides guidance on how different user groups might apply

the IAIF to inform their practice.

DISCUSSION

We propose the IAIF, a conceptual framework that visually illustrates
many pertinent factors influencing alcohol consumption, harm and ineg-
uities, across five levels and seven domains. Drawing upon the key
tenets of intersectionality, we further develop the NIMHD framework
by adding a ‘power’ domain and a ‘historical’ level to capture a more
comprehensive set of factors, and stress the importance of context and
relationality. We also incorporate a ‘digital environment’ domain, to
reflect an important element of contemporary social context, as sug-
gested by Richardson et al. [30]. Though developed for the context of
the USA, its structure allows for application in diverse contexts, as dis-

cussed in its practical applications and adaptability.

Generalizability

In this version of the IAIF, we present factors relevant to the US con-
text. However, many of these factors are intentionally broad — for
example, ‘community norms’ — to facilitate utilization across diverse
contexts. We believe the broad domains and levels should provide a
useful starting point for any context and that the framework could be
systematically adapted to other settings, such as another country, by
removing, adding or adapting specific factors, where relevant. For
instance, in the context of the UK, the National Health Service pro-
vides publicly funded healthcare based on clinical need rather than
ability to pay. The factor ‘individual health insurance’ may therefore
be considered less relevant.

Additionally, the IAIF could be adapted to reflect the factors per-
tinent to specific groups within a given context. For example, a

community-based organization (CBO) may use the framework to
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TABLE 1 Examples of how different groups may apply the Intersectional Alcohol Inequities Framework (IAIF) to their work.

How this group may use the IAIF

Supporting questions

Healthcare
providers

CBOs®

Researchers

Public health
modelers

To guide holistic assessment of the multiple levels and
domains of influence on a patient’s alcohol consumption and
related harm

To inform comprehensive patient management by considering
factors beyond individual behaviour, such as making
appropriate referrals to other services and ensuring culturally
sensitive interventions

To identify recurring challenges within their patient
community and highlight opportunities for advocacy

To encourage self-reflection on their own position of power
and privilege, and how this may impact interactions with
clients

To collaborate with community members in identifying the
factors most influencing alcohol consumption and harm within
the community

To reflect upon current activities and identify whether any
relevant levels or domains have been overlooked

To identify areas of unmet need within the community

To design multifaceted programmes and interventions

To identify gaps in current research by examining overlooked
intersectional groups, levels, domains or specific factors

To promote the identification of novel, previously
unconsidered, research questions

To support the consideration of variables beyond the
individual (e.g. structural racism or physical alcohol
environment)

To encourage multi-level, relational analyses that account for
the broad influences on alcohol consumption/harm

To identify opportunities for transdisciplinary research,
incorporating perspectives from fields such as sociology,
public health, medicine, history, behavioural science, biology,
political science and economics

To help guide rich discussion of study findings and help to
understand/explain unexpected findings

To support the development of conceptual modelling that
considers the multi-level factors influencing alcohol
consumption and harm

To guide the setting of model boundaries

To facilitate the consideration of interactions between social
categories, and between social categories and the levels and
domains of influence in the model

e Which factors, across different domains and levels, are most
significantly influencing this person’s alcohol consumption?

e  Which factors are modifiable by healthcare intervention, and
which may require referral to external services?

e What factors might be affecting this patient/patient group’s
engagement with the healthcare system, treatment or
rehabilitation?

e How can | mitigate against potential barriers to healthcare
engagement/quality for this patient/patient group within the
healthcare system?

e Are any of these factors impacting many patients in my
community? How can | raise awareness, address or advocate
for this issue?

e How does my own unique intersectional position impact my
interactions with clients? How can | ensure equity in my
interactions?

e Which levels, domains or specific factors are most relevant to
our community?

e Which levels or domains have we not previously considered?
What additional steps can we take to understand these levels
or domains within our community?

* Are we incorporating all critical levels, domains and factors into
our interventions? Are there other organizations providing
support in these areas or are there any gaps in need within our
community?

e What areas does our research and that of our field currently
focus on? Are there any intersectional groups, factors, levels or
domains that remain understudied?

o Are we effectively capturing the interactions between different
groups, levels and domains in our research design?

e What questions need answering regarding understudied levels
or domains?

o Are there scholars from other disciplines or departments who
could provide fresh perspectives on understudied levels and
domains?

e What is the role of different forms of discrimination (racism,
sexism, heterosexism, etc.) in relation to this area of study?

e Beyond the immediate levels and domains examined in our
study, what alternative factors might be influencing our
findings?

e How might the intersectional positions of the research team
shape our interpretation of findings? Do we need to engage
other stakeholders to gain alternative insights into this issue?

e Are we incorporating variables from all relevant levels and
domains in our models?

e Which of these levels, domains or factors are most critical to
model/contribute the most to consumption and/or harm?

e Which factors are modifiable through intervention/policy?

e For which factors are data available, and which are feasible to
model?

o Are there factors that are identified as important but are
currently unfeasible to model? What changes are needed to
enable the modelling of these factors (e.g. changes to routine
data collection)?

o Are we effectively capturing the interactions between social
categories (e.g. race, gender or socio-economic status), levels
and domains?

e How can we simulate the impact of multi-level interactions on
alcohol consumption and related harms?

(Continues)
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TABLE 1 (Continued)
How this group may use the IAIF Supporting questions
Research e To map out current research activities, identifying which o Are we funding research that captures the complexity of
funders groups are being studied and at which levels and domains alcohol consumption and harm across the various levels and

Policymakers o

To identify areas of research need, focusing on overlooked
levels and domains, and to encourage proposals that
incorporate these aspects

To identify projects that address multi-level and intersectional
factors influencing alcohol-related harm

To identify gaps in current policies and practice

To design policies that address multiple levels and domains of
influence

To identify areas for cross-sector collaboration, such as
between the Department of Health and Human Services
(healthcare domain) and the Department of Housing and

domains?

Are there underfunded areas that need more attention?
How can we ensure our funding priorities address
intersectional disparities in alcohol-related outcomes?

Are we considering all pertinent levels and domains when
shaping alcohol-related policies?

Are there any intersectional groups that may be overlooked by
our policies?

Who else could we collaborate with to ensure a
comprehensive, multifactorial approach to addressing alcohol-

Urban Development (physical environment domain)

related harms and inequities?

2CBO, community-based organization.

identify the factors most relevant to a particular intersectional group
in their community. Engagement with people with lived experience
and intra-categorical studies, which examine complexities within spe-
cific intersectional groups, would be beneficial in such instances.
Lastly, while the IAIF is designed to be comprehensive regarding
alcohol use and related harms, many of the identified factors are likely
to be applicable to broader substance use and other public health
behaviours. Conducting case studies that apply the IAIF in these areas

would be valuable.

Limitations

There are several limitations in the methods used to develop this
framework. First, this initial iteration of the IAIF was developed solely
by researchers. Input from a broader range of stakeholders, including
people with lived experience, CBOs, clinicians and policymakers, could
have provided additional insights.

We consider the lack of input from people with lived experience
to be a key limitation of the current iteration of the framework.
Although our research group includes at least one author with lived
experience of a close family member affected by AUD, broader and
more diverse lived experience perspectives are needed. As people
with lived experience constitute a heterogeneous group, we envision
that the framework could be presented to specific communities by
local CBOs that work with them, particularly in the context of devel-
oping community-tailored interventions. This process could ensure
reciprocal benefit and yield: (i) targeted adaptations of the framework
for the given population; and (ii) the identification of broader factors,
levels and domains that may be applicable across populations. We
hope such engagement can be pursued in future research, whether by
our team or by others with established community partnerships.

Similarly, our research group lacks clinicians with substantial experi-
ence of working directly with individuals affected by AUD. Clinician input
may provide nuanced insights into the healthcare domain, such as regard-

ing patient (dis)engagement, and the influence of institutional policies,

clinical biases, etc. Clinicians are therefore another key stakeholder
group to whom the IAIF should be presented for future refinement.

Further, while the authorship is diverse in terms of gender, race,
ethnicity and geographical location, there is less variability in terms of
education level and SES (the author characteristics are provided in
Appendix S2). Although we have engaged in reflexivity — considering
our social positions, roles and access to power — it is inevitable that
these factors have influenced the development of the IAIF.

Second, we acknowledge that the framework has yet to be practi-
cally applied. We anticipate that this core version will be further refined
through real-world application, and we welcome critique, enhancement
and adaptation from others. As aforementioned, we foresee specific
adaptations of the framework to tailor it to particular groups and con-
texts, as demonstrated with the original NIMHD framework [109].

Third, whilst we supplemented the group discussions with litera-
ture searching, this was done via targeted searches and citation chain-
ing, rather than using a systematic search strategy. However, to
support a thorough understanding of the factors at play, we have con-
sulted existing evidence reviews and models, such as that published by
Gell et al. in 2016 [110], and have drawn upon best-practice guidance
on the development of conceptual models in Public Health [111].

Finally, while the broad components of the framework should allow
for systematic adaptation to different settings, it is important to note
that the evidence supporting these components primarily comes from
the Global North. Adapting the framework to the Global South would
require cultivating dialogue with scholars and activists within those con-
texts, and context-specific testing. Such efforts would offer a richer

understanding of the global complexity of alcohol-related inequities.

CONCLUSION

To our knowledge, the IAIF is the first comprehensive intersectional
representation of factors influencing alcohol inequities. We believe
that adding an intersectional lens to the existing NIMHD research

framework, specifically considering the historical context, the
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influence of power and relationality, provides a more comprehensive
understanding of complex public health problems. We foresee several
practical applications of the IAIF in relation to both research and criti-
cal praxis and provide examples of how a variety of actors may apply
the framework to their work. The framework may be adapted to
reflect alternative public health problems and contexts.
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