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Abstract
In this article, we argue that shaming interventions and messages during Covid-19 have 
drawn the relationship between public health and shame into a heightened state of conten-
tion, offering us a valuable opportunity to reconsider shame as a desired outcome of public 
health work, and to push back against the logics of individual responsibility and blame for 
illness and disease on which it sits. We begin by defining shame and demonstrating how it 
is conceptually and practically distinct from stigma. We then set out evidence on the conse-
quences of shame for social and relational health outcomes and assess the past and present 
dimensions of shame in the context of the Covid-19 pandemic, primarily through a corpus 
of international news stories on the shaming of people perceived to have transgressed pub-
lic health directions or advice. Following a brief note on shame (and policymaking) in a 
cultural context, we turn to the concept and practice of ‘shame-sensitivity’ in order to theo-
rise a set of practical and adaptable principles that could be used to assist policymakers in 
short- and medium-term decision-making on urgent, tenacious, and emerging issues within 
public health. Finally, we consider the longer consequences of pandemic shame, making a 
wider case for the acknowledgement of the emotion as a key determinant of health.
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In January 2021, the advertising agency MullenLowe produced a public health campaign 
for the UK government, titled ‘Can you look them in the eyes?’. Targeted at those ‘who 
were unsure or didn’t believe’ the ‘Real Risk of COVID-19’, the campaign ‘featured the 
people who had experienced the very worst of the pandemic—the patients and NHS staff 
on the frontline’ (mullenlowe.co.uk 2021). In its print and poster forms, the campaign was 
characterised by striking images of patients, wearing oxygen masks, staring at the camera 
with an accusing gaze; these images were then superimposed with variations of the tagline 
‘Look her in the eyes and tell her you never bend the rules’. The visual layout worked to 
emphasise the two parts of the instruction by breaking the line after ‘eyes’, framing the 
patients’ eyes in the intervening gap. As one commentator observed, drawing on the work 
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of Melissa Bateson, ‘images of eyes prompt a feeling of being observed, which encourages 
people to behave in line with social expectations’ (Magee 2021; Bateson et al. 2006).

According to surveys by the consultancy firm Kantar, the campaign was very effective. 
Some 87% of those polled recognised it in some form or another, while 79% of those who 
had not believed the risk agreed with the prompt that ‘the ads made me realise it’s vital to 
follow the guidelines’ (mullenlowe.co.uk 2021). But, more nuanced data collection found the 
moralising nature of the ads cultivated ‘highly negative responses’, including observations 
of ‘blaming’ and ‘guilt-tripping’, which legitimised ‘the othering of non-compliant people’ 
(McClaughlin et al. 2023). Where the aim of good public health messaging is often to develop 
social cohesion, this campaign drew on an ideology of compliance to emphasise divisions 
between those who obeyed and those who bent or broke the rules (Trostle 1988; Greene 2004). 
This, in turn, pushed some respondents to resist or dismiss the content of the ads and reject its 
consequences (McClaughlin et al. 2023). Even people who thought of themselves as compli-
ant worried at the implied accusation that they had not been following the rules.

The ‘Look them in the eyes’ campaign successfully targeted an imagined group as ‘non-
compliant’, and therefore worthy of naming, blaming, and shaming. This proved effec-
tive in casting as wide a net as possible over people who might identify with this group, 
however reluctantly. As a result, it has been criticised for creating stigma and promoting 
guilt (McClaughlin et al. 2023). But the campaign also, by its very imagery, poses critical 
questions for the role that leveraging shame—and other negative emotions—plays in public 
health. Although our research to date has focused on the specific context of the UK, we 
demonstrate here that this is by no means an isolated or parochial concern. As a powerful 
driver of behaviour and decision-making, shame has frequently been positioned as a use-
ful ‘tool’ in public health practice to motivate positive behaviour and lifestyle change in 
line with population-level health goals (Callahan 2013). In the heightened context of the 
Covid-19 pandemic, there has also been outspoken support for using shame and shaming 
as a means to encourage people to conform to public health objectives (Pierre-Louis 2021).

The use of eyes in ‘Can you look them in the eyes?’, therefore, was a meaningful, pur-
posive choice. Aristotle cites the Greek proverb from Euripides, ‘the eyes are the abode of 
shame’ (Aristotle 1994, 214–215); if shame always has a real or imagined audience, this 
technique conjures a pair of ‘watching eyes’ to hold the viewer accountable to their actions, 
finding its efficacy in the artificial generation of self-other-awareness (Bateson et al. 2006; 
Dear et  al. 2019). However, behind the overt moralising of the campaign, which easily 
provokes critique, rests a series of assumptions over the prosocial benefits of shame in pub-
lic health messaging, assumptions which pertain even in less dramatic and visceral exam-
ples. While public health theorists present a relative degree of consensus on the potential 
harms of stigma, evidence which demonstrates that shame and shaming create extensive ill 
effects in health and health-relevant behaviour is frequently overlooked (Dolezal and Lyons 
2017). Instead, debates about shame’s use in public health have tended to focus on efficacy, 
rather than ethics, justice, or the risk of reputation damage or scapegoating (Lupton 2015). 
One qualitative study that observed a negatively inflected passivity in response to fear- and 
shame-inducing public health campaigns responded to this finding by advocating future 
research to ‘usefully deploy’ shame as a motivating emotion (Brennan & Binney 2010; 
Lupton 2015). Even when policymakers do not set out to use shame as an overt tactic for 
behaviour change, it can often be an unintended consequence of public health messag-
ing and interventions (Dolezal and Spratt 2023). In the specific case of ‘Look them in the 
eyes’, this produced resistance and dismissal of the messaging (McClaughlin et al. 2023). 
But it also reflects a more general observation that feelings of shame produce unpredict-
able outcomes. A measure of this unpredictability may be found in the range of responses 
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that Donald Nathanson tracks in his ‘shame compass’; these range from attacking others 
to attacking the self, from withdrawing from situations to denying their effects, signalling 
the multiple forms through which shame avoidance can manifest (Nathanson 1992). This 
unpredictability means that even a carefully designed policy can lead to secondary or inad-
vertent shaming in the populations being targeted, with serious consequences for uptake 
and engagement, and for health-seeking behaviour in the longer term (Northrop 2017).

In this article, we argue that shaming interventions and messages during Covid-19 have 
drawn the relationship between public health and shame into a heightened state of conten-
tion, offering us a valuable opportunity to reconsider shame as a desired outcome of public 
health work, and to push back against the logics of individual responsibility and blame for 
illness and disease on which it sits. Shame, we suggest, needs to be treated as a separate 
entity, as routine conflation with stigma means that many negative experiences related to 
public health interventions are not adequately understood or recognized. We begin, there-
fore, by defining shame and demonstrating how it is conceptually and practically distinct 
from stigma. Although the two are frequently related, it has to be acknowledged that shame 
can occur independently, particularly in health-relevant contexts (Dolezal 2022b). We then 
set out evidence on the consequences of shame for social and relational health outcomes 
and assess the past and present dimensions of shame in the context of the Covid-19 pan-
demic, primarily through a corpus of international news stories on the shaming of people 
perceived to have transgressed public health directions or advice. Following an explora-
tion of shame (and policymaking) in a cultural context, we turn to the concept and prac-
tice of ‘shame-sensitivity’ in order to theorise a set of practical and adaptable principles 
that could be used to assist policymakers in short- and medium-term decision-making on 
urgent, tenacious, and emerging issues within public health (Dolezal and Gibson 2022). 
Finally, we consider the longer consequences of pandemic shame, making a wider case for 
the acknowledgement of the emotion as a key determinant of health.1

Stigma and shame

There is overwhelming evidence that stigma negatively impacts the efficacy of health inter-
ventions, while also exacerbating health inequalities (Link and Phelan 2001; Stangl et al. 
2019; Weiss et al. 2006). As a result, the interlocking principles that illnesses should be 
destigmatised (as far as this is ever fully possible), and that public health interventions 
should avoid creating or heightening stigma in the work that they do, are rarely directly 
contested (Brewis & Wutich 2019). International public health literatures generally dem-
onstrate an informed handle on the ill effects of stigma, developed in part through visible 
interventions on global challenges such as obesity, mental illness, and sexually transmitted 
diseases (WHO 2013, 2017, 2019). Given this relative consistency in how stigma has been 
theorised, if not always avoided in practice, global health bodies such as the World Health 
Organization (WHO) and the US Centres for Disease Control (CDC) were quick to identify 
it as a potential problem of Covid-19, and there has been a corresponding explosion of 
scholarship on the topic since 2020 (Unicef/WHO/IFRC 2020; CDC 2020). This suggests 
that stigma remains the dominant concept used to explain and research the social burden 
that frequently accompanies illness. As a result, considerations of the ill effects of shame in 
health-related arenas are often subsumed under a concern, or conflation, with stigma (e.g. 
Brewis & Wutich 2019; Tyler 2020).
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While living with stigma is likely to result in experiences of shame (Scambler 2004, 
2018), shame and stigma should be understood as two distinct (if closely related) prob-
lems. Historically, stigmas have been marks afflicted on people who are deemed ‘inferior’, 
‘deviant’, or ‘damaged’ in some way, in order to render them visible and identifiable to 
a community. Stigma is a social or political phenomenon, where individuals are unfairly 
labelled as ‘not worthy’ or ‘not good enough’ in a dominant social order. Stigma is not 
something we experience directly, in the same way as we experience pain or fear. Instead, 
when stigmatised, we may experience a range of other negative phenomena, such as dis-
crimination, unfair treatment, labelling, and stereotyping, which become inscribed on our 
minds and bodies through affective experiences such as shame, anxiety, stress, and worry 
(Dolezal 2021). In short, stigma is a label or category, while shame is an affect or emotion. 
While shame is not always caused by stigma, it is clear that stigma structurally contains 
the possibility of shame or shaming, where individuals may experience or anticipate nega-
tive judgement from others because of their stigma. More frequently, however, scholarship 
on stigma which addresses shame combines category slippage with misleading causative 
assumptions, overlooking the significant point that not all shame is grounded in stigma.

Indeed, this important nuance has been particularly evident in how shame has been 
present in the Covid-19 pandemic. In many countries, the wearing of compulsory face 
masks and guidelines for physical distancing in public spaces have been conspicuous pub-
lic health responses; in different times and places, however, both ‘compliance’ and ‘non-
compliance’ with these measures have been subject to shame and shaming, highlighting 
the complicated negotiations between health professionals, political authorities and pub-
lics behind the reification of certain medical recommendations over others (Trostle 1988; 
Greene 2004). When masking has been mandated by law or strongly advised and widely 
participated in, refusal or forgetfulness has been a source of judgement, social evasion, 
and sometimes outright shaming; this has likewise been the case for keeping a distance 
deemed appropriate to make viral transmission less likely (Hess 2020). Conversely, in 
phases of the pandemic where mask-wearing was yet to be widely adopted, or had been 
largely abandoned, wearing one has been construed as a signifier of illness or a marker of 
undue caution (Capraro and Barcelo 2020). The testimony of a Syrian refugee in Sweden, 
Habib, offers a useful understanding of how decisions around mask-wearing were condi-
tioned by government advice, the threat of familial shame, and broader systems of knowl-
edge about their global use:

My oldest child [16] says that the authorities say that we should not wear masks, that 
masks don’t protect against corona. Here you never see people in masks, not in the 
shops, not on the train. But all over the world you see people with masks, and they 
have rules and have to wear them. I thought we should buy masks but my daughter 
said no. She said that she would be ashamed if I walked around with a mask. But, 
if the government in other countries say you should have a mask, why is it different 
here? It is the same virus. (Wissö and Bäck-Wiklund 2021, 7)

Similarly, when keeping a pronounced physical distance is considered unnecessary by 
the majority of people in a public space, those who continue to do so are rendered hyper-
visible by the contextual absurdity of their attempts at avoidance. Although there is plenty 
of room in these examples for shame and stigma to interrelate—particularly through medi-
ators of risk from Covid-19 which can make protective behaviours more likely, such as 
disability or racialisation—it does not follow that they will necessarily do so (Hearne and 
Niño 2022). While pandemic shaming has always been inflected with pre-existing systems 
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of stigmatisation, it has also frequently transcended them; often encouraged in public 
health rhetoric, a heightened surveillance of individual behaviour has accompanied the 
imposition of new norms and boundaries to transgress (Cooper et al. 2023). 

But what is shame—as distinct from stigma—and why does it matter? Shame, we 
argue, is best defined as a negative, self-conscious emotion. Shame occurs when people 
feel themselves to have been seen and judged to be flawed in some crucial way, with some 
aspect of their identity or selfhood perceived to be inadequate, damaged, inappropriate, or 
immoral. While it can sometimes be related to guilt, guilt becomes shame when the worth 
of the person—as opposed to a negative valuation of isolated behaviour—is thought to be 
at stake, often through the social and cultural magnitude of the guilt-inducing act (Miceli 
and Castelfranchi 2018). While shame can stem from the personal transgression of laws, 
rules, and values, it is also a political emotion, a matter of how individuals are positioned 
in relation to unjust structural circumstances or social norms. It can be usefully understood, 
therefore, as the lived and subjective emotional, psychological, and physiological correlate 
or response to situational or systemic judgement, degradation, or exclusion. Variants of 
shame include a wide array of negative self-conscious experiences such as embarrassment, 
humiliation, chagrin, mortification, feelings of defectiveness, heightened self-conscious-
ness, and low self-worth (Retzinger 1995).

Shame itself can also be a potent source of shame; admitting to the experience can be 
difficult, and shame is frequently concealed or avoided as a result. Precisely because it is 
often hidden and unspoken, shame is a powerful force in personal experience and interper-
sonal encounters. People go out of their way to avoid shame, even when patterns of avoid-
ance are self-defeating or destructive; for many, escaping shame can feel like a life-saving 
measure (Marcinko, Bilic and Eterovic 2017). Experiences of shame can also be height-
ened for certain populations. For instance, feminist scholars have long noted the structural 
shaming experienced by women and others who are minoritised, discriminated against, 
or positioned lower down a social hierarchy (Bartky 1990; Dolezal 2015; Fischer 2018, 
Harris-Perry 2011). Those who live with stigmatised identities, circumstances, or attrib-
utes, for instance, addiction, homelessness, minority status, and experiences of poverty, 
lack of literacy, obesity, chronic illness, loneliness, or disability, may live with experiences 
of ‘stigmatising shaming’ (Harris-Perry 2011). Chronic shame, resulting from adverse 
experiences such as trauma, prolonged discrimination, or other social harms, can lead to 
avoidance behaviours such as substance abuse, social withdrawal, self-harm, and suicide 
(Dolezal 2022a). Chronic or persistent experiences of shame also cause prolonged stress in 
the body, with a clear physiological effect on the immune and cardiovascular systems. This 
can lead to or exacerbate ill health, through the chronic elevation of cortisol levels (Lewis 
and Ramsay 2002; Dickerson et al. 2004).

For these reasons, shame is pivotal to a good understanding of how ill health is actively 
lived, and how people interact with healthcare (and other) services (Dolezal and Gibson 
2022). Shame and embarrassment are common experiences for patients in healthcare set-
tings, and this frames how clinical encounters are imagined and anticipated; (prospective) 
patients often fear being judged and/or shamed by health professionals, particularly as such 
encounters are frequently accompanied by the exposure of their vulnerabilities and phys-
ical bodies, along with their (perceived) flaws, inadequacies, faults, or frailties (Dolezal 
2015). Experiencing or anticipating shame can add to the burden of illness in a variety of 
ways. Shame can lead to avoidance or procrastination in seeking medical attention, even 
when serious symptoms are experienced. It can lead to the concealment of a diagnosis 
from family or friends, or the failure to disclose important details of health status, situa-
tion, or identity in a clinical encounter. It can lead to the avoidance of testing for infectious 
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illnesses (such as HIV, Hepatitis C, or Covid-19), as well as failure to take up or complete 
courses of treatment (Dolezal and Lyons 2017). As this article asserts, it also colours how 
people respond to public health messaging, initiatives, and advice. Even when the witting 
or unwitting use of shame in public health appears to be successful, in terms of leverag-
ing short-term behavioural changes, the negative repercussions can be unpredictable and 
extensive.

Shame and Covid‑19: A global challenge

The Covid-19 pandemic has been the context for widespread experiences of shame and 
shaming, particularly in regard to groups or individuals perceived to be transmitting the 
virus, breaking social distancing guidelines, or ignoring public health directives. These 
have included—but by no means been limited to—healthcare workers, people unable to 
wear face masks, the vaccine-hesitant, young people making use of public spaces, and 
those—such as commuters or Black Lives Matter protestors—for whom economic, social, 
religious, political, cultural, or relational motivations outweigh or compete with public 
health imperatives. Covid-19 has also worsened the experiences of populations already 
subject to persistent shaming, whether through racialized concerns over ‘contamination’ 
and global mobility, or stigmatising narratives on Covid-19 and overweight bodies (Cooper 
et  al. 2023). Frequently, experiences of shaming have been intersectional, cutting deep-
est where people and groups with long experiences of being publicly shamed became tan-
gled in newer dynamics of viral shaming (Mayer and Vanderheiden 2021). To a degree, 
many of these problems could plausibly have been anticipated. Shame and disease have 
a well-evidenced and documented relationship, and there are relevant literatures, particu-
larly on HIV/AIDS, which could have informed valuable learning on shame and Covid-
19 (Arnold 2021). In failing to sufficiently predict and address shame, many public health 
systems have limited the effectiveness of their own responses to Covid-19; allowed shame 
to further increase the social and relational burden of the pandemic; and made unnecessary 
and harmful room for explicit instances of shaming, through or in service to public health 
objectives.

Globally, non-compliance with public health measures has been the justification for 
numerous scenes of shame and shaming. In part, this reflects the (at times awkward) co-
option of different groups and agencies in doing or supporting public health work, such as 
police officers and elected officials. Towards the beginning of the pandemic, videos of Ital-
ian mayors condemning the behaviour of citizens gained international attention, with ‘little 
public consideration for whether such stigmatization… [was] proportionate or effective’; 
in the Netherlands, calls for Covid-19 patients with bad prognoses to make space in hos-
pitals for those with better chances of survival shifted blame for poor outcomes onto those 
who refused (Pelizza 2020). In China, India, and Indonesia, police have made rule-breakers 
submit to public shaming, forcing them to stand or parade in public with placards detailing 
personal information or promises to comply in the future, and uploading pictures of offend-
ers to social media (BBC 2021; Bagcchi 2020; AFP 2020). In the UK and Canada, broader 
political discourses on individual irresponsibility have been accompanied by shaming news 
coverage on ‘covidiots’, drawing attention to the seemingly blameworthy actions of people 
unable to justify themselves to officials. In the UK at least, this was part of a far wider cul-
ture of shaming encouraged and enlivened by political and public health rhetoric (Capurro 
et al. 2022; Cooper et al. 2023). Additional research in the UK context has taken sight of 
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public health messaging around obesity, arguing that attempts to raise awareness about the 
correlation between excess weight and Covid-19 morbidity and mortality have placed an 
unnecessary burden of shame on the people they target. Messaging on losing weight to 
ease the burden on health services misrepresents complicated challenges around exercise 
and healthy eating as matters of simple choice, implicating individuals in entrenched sys-
temic problems beyond their capacity to influence  (Dolezal and Spratt 2023;  Le Brocq 
et al. 2020).

Shame has also gathered—or been assembled—around healthcare workers, keying into 
anxieties over increased risk of contamination, a legacy of the early stages of the pandemic 
where the majority of cases were assumed to be present in hospitals, rather than communi-
ties and workplaces. Canada, Australia, and Poland each had particularly visible instances 
of doctors being shamed for supposedly spreading Covid-19, in some cases with disastrous 
consequences (Dolezal 2021; Cooper et al. 2023). Healthcare professionals have also been 
subject to shaming in Mexico and Malawi, where they were denied access to public transport 
and ostracised by neighbours in India (Bagcchi 2020). In Croatia and the UK, they have been 
further shamed for exhaustion and burnout, particularly in the context of inflated and damag-
ing ideals of national sacrifice (Marčinko et al. 2021; Cooper et al. 2023; Kohlt 2020).

Predictably, catching or spreading the virus has also been a significant source of shame 
(Peters et  al. 2022). Qualitative work with Israeli Covid-19 survivors has traced the 
nuances of shame at different stages of the disease, from the moment of discovery through 
to illness, infectiousness, potential hospitalisation, and convalescence. Participants stressed 
their desire to conceal the diagnosis, the guilt and shame of putting others at risk, the 
humiliation and exposure of medical treatment, and, in one passage that bears repeating, 
the abandonment and shame of physical quarantine: ‘They treat you as if you were a leper. 
I felt completely alone. That I am repulsive. As if anybody who would touch me would also 
become a leper’ (Dopelt et al. 2023). Research into the shame experiences of respondents 
living in Germany, Italy, South Africa, the US, Portugal, Canada, Germany, Australia, the 
Netherlands, the UK, Nigeria, and India has also addressed similar themes, articulating the 
significant emotional and relational burden that shame over Covid-19 has imposed (Mayer 
and Vanderheiden 2021). Reflecting the widespread ambivalence over shame in public 
health that the present article addresses, Mayer and Vanderheiden also note that the emo-
tion can have useful effects, such as increased mask-wearing or compliance with public 
health regulations; in this vein, they reproduce the testimonies of participants who refer-
ence ‘the positive effect of shame as a mechanism of social control’ (Mayer and Vanderhei-
den 2021, 9). This risks recapitulating precisely the uncritical acceptance of compliance as 
an unalloyed good, whose pursuit justifies any potential collateral damage (Trostle 1988).

These examples make it clear that shame has been a problem of (and for) public health 
work in a number of different cultural contexts. While some variant of shame is felt in 
almost every human society, the ways in which shame is experienced and responded to—as 
well as the spectrum of actions, feelings, experiences, and behaviours that are considered 
to be shameful—are conditioned by specific personal, social, political, economic, cultural, 
and historical processes and circumstances. Moving beyond outdated and simplistic theo-
risations of nation-level ‘shame cultures’, recent research on shame and culture calls for a 
closer attentiveness to how shame is produced and experienced in real-world relationships 
and situations (Cozens 2018). Broad cultural ideologies and practices around shame can 
help to frame and situate it as a lived experience, but culture has to be understood as com-
plex, local, and in a perpetual state of redefinition and reproduction. The landmark WHO 
report "Culture Matters" highlights UNESCO’s useful definition of culture as comprising 
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‘lifestyles, ways of living together, value systems, traditions and beliefs’, with national, 
religious, or ethnic affiliations as only part of the picture (Napier et al. 2017, x).

Research on shame across cultures further emphasises that the English word ‘shame’ does 
not translate cleanly into other languages, with proximal words for shame carrying diverse 
weights and meanings which frequently escape outside observers. Work—such as the present 
article—which speaks to the problem of shame in multiple cultural contexts can only offer a 
loose overview of shared public health challenges. The ways that shame is thought, spoken, 
and felt will always differ by cultural context, if only fractionally. As Karolina Krawczak 
argues, drawing on the work of the linguist Anna Wierzbicka, it is ‘important that we avoid 
“absolutizing” the concept [shame] as “a universal human emotion” on the basis of its mean-
ing in a given language, such as English’ (Krawczak 2014, 443; Wierzbicka 1999). This is 
not to suggest that the experience of shame is entirely contingent on cultural, social, and 
linguistic conditions; rather, that universal claims about shame, routed through specific lan-
guages, fail to appreciate the nuances of particular cultural triggers. There may be a case for 
thinking of shame, at least in some respects, as a human constant, but all human constants are 
nevertheless culturally and historically bounded, as work on pain has shown (Bourke 2014). 
In practice, this means that shame, in terms of how it is produced and experienced, can be 
different for different people in different times and places. For example, tracking the connota-
tions of shame and its proximal words across a series of cultures on the individualism-collec-
tivism axis, Krawczak suggests that more collectivist cultures, ‘characterized by a relatively 
higher degree of interdependence and lower interpersonal mobility’, produce experiences of 
shame which are more closely defined by the threat posed by shameful acts to interpersonal 
relationships and community standing  (Krawczak 2017, 19).

Although the nation is frequently the standard unit of measurement for scholarship on the 
cultural contexts of health, it should of course be acknowledged that each country encom-
passes multiple porous and shifting cultures with different relationships to shame (Kollareth 
et al. 2018). In Canada, the Maritime provinces—New Brunswick, Nova Scotia, and Prince 
Edward Island—have been identified as particular sites for increased community surveil-
lance and public shaming, in part because of early successes in containing the virus, but 
also because of the presence of smaller, tight-knit communities (Fleguel 2021). In the UK, a 
government decision to keep the city of Leicester in quarantine at a point where restrictions 
elsewhere were easing was experienced by residents as directly increasing their burden of 
shame, creating a local context where shame had a significantly different valence than in 
neighbouring cities such as Nottingham or Birmingham (Dolezal and Spratt 2023). What 
might be shameful in one context, culture, or environment may not be in another, and the 
ways and sites in which shame is experienced will also differ. Bodily shame, for example, 
differs extensively according to the kinds of bodies that are valued or devalued in any given 
context. Literatures on shame which originate in countries benefiting from extensive exist-
ing research, including the present article, can only take public health policymakers in other 
contexts so far. Attempts to prevent or alleviate shame should always be attentive to cultural 
contexts and national and local histories and systems of knowledge (Roberts 2001, 123).

Shame‑sensitive public health

Layered through the differences in context noted above, each cultural framing of shame 
has been shaped and produced, at least in part, by unique histories of shame as a behav-
ioural tool in political rhetoric and public health messaging (Cooper et al. 2023). These 
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histories contribute to differences in how shame around health and illness is felt, but 
they also create institutional cultures which can either support or obstruct compensa-
tory measures, such as the development and application of shame-sensitive practice. In 
healthcare, shame has been identified as an ‘affective determinant of health’, and there 
is clear evidence that shame and strategies for shame avoidance both exacerbate and 
cause negative health outcomes (Dolezal and Lyons 2017). While shame and shaming 
can sometimes motivate positive behaviour and compliance with public health guidance, 
the effects of shame are unpredictable. As evidenced by Nathanson’s ‘shame compass’, 
we can never guarantee how shame will ‘land’ on an individual and the behaviours or 
reactions that it will provoke. The volatility of shame, coupled with its potential to lead 
to negative social and health outcomes, means that it is not a dependable ‘tool’ for pub-
lic health practitioners. Shame is not something that can be reliably deployed across a 
population, and its intentional use should always be avoided as there is no guarantee it 
will not result in harm, rather than good.

As a result, it is imperative that healthcare professionals and organisations become 
‘shame-sensitive’ (Dolezal and Gibson 2022). Shame-sensitivity acknowledges that 
shame is inevitable and that interactions with health services, or other professional 
bodies, can invoke or exacerbate shame, especially as a result of vulnerability, unequal 
power relations, and structural inequalities. In broad terms, adopting shame-sensitivity 
in healthcare entails being alert to the effects of shame, being able to identify, and miti-
gate against, shaming policies and practice, and being able to sensitively manage shame 
and shame dynamics in clinical encounters and within professional practice (Dolezal 
and Gibson 2022).

As discussed above, shame is easily incited by public health initiatives, policies, and 
practices. We therefore suggest four brief recommendations for shame-sensitive public 
health. Intended to be neither definitive, didactic, nor universal, these recommendations 
are offered as a starting point for policymakers interested in adopting evidence-based 
principles on avoiding or mitigating shame in their own practice and the institutions they 
work within.

1. Reject shame and shaming as behavioural tools in policymaking or practice. Not all 
shaming is accidental, and many initiatives and encounters still rely on shame as the 
inherent emotional driver of the change they set out to promote. An institutional com-
mitment to eliminating explicit shaming in policy and practice, as well as continually 
interrogating policies and practices for inadvertent shaming, is an effective starting 
point.

2. Build attentiveness to shame into institutional expertise and cultures, through the devel-
opment of ‘shame competence’ (Dolezal and Gibson 2022), along with shared tools 
and resources. Shame competence involves a systematic, nuanced, and collaborative 
understanding of how shame is produced and experienced. Through a foundation of 
shame competence among individual practitioners and within organisations, mutually 
agreed goals and frames of reference can be developed; this could take the form of an 
institutional code of conduct, or a shame-proofing toolkit.

3. Use these tools and competencies to conduct frequent and challenging reviews and 
audits on work of any description which has the potential to generate, spread, or exac-
erbate shame. Likewise, apply shame competence to pre-existing and emerging public 
health problems, asking whether, when, where, how, and for whom shame might be 
present, or likely to arise. Shame-sensitivity in public health entails both a commitment 
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to avoid representing people, choices, or behaviour in ways which could cause shame, 
and sustained critical reflection on how existing feelings of shame can be minimised 
and mitigated.

4. Engage and collaborate with excluded communities and publics to promote shame-
conscious health-seeking or risk-averse behaviour, and support them proactively to do 
so, including by fostering supportive networks and relationship-based practice. Shifting 
emphasis away from individual decision-making—and understanding that this approach 
creates shame—makes space for attention to the collective determinants of health, trust, 
belonging, dignity, and equity.

What these principles do is open up an alternative way of thinking about the emotions 
and how campaigns, actions, images, and rhetoric in the service of public health activate 
or exploit them. Had shame-sensitivity been significantly embedded in the processes and 
institutions that create public health work during the pandemic, it is reasonable to suggest 
that such work might have taken place in a far less harmful and divisive affective register. 
For the reasons we outline above, this would have lessened the burden of shame in two 
ways; by avoiding unnecessary and artificially imposed instances of shaming, and by struc-
turing a heightened attentiveness to shame where it otherwise occurred.

Shame and public health ‘after’ Covid‑19

Pandemics rarely—if ever—end cleanly (Greene and Vargha 2020). Prefixing Covid-19 
with ‘post’, even in speculative or future-facing work, is an uncomfortable act of writing. 
The assertion that we are ‘post’ something—represented in this case by a supposed shift 
to endemicity—can be profoundly politically loaded, putting the illusion of historical dis-
tance between ongoing challenges and our ethical responsibility to address them (Vallu-
van 2016). Indeed, pandemic temporalities are not collectively or evenly experienced, but 
fragmented and fractured; for many, the virus is just as pressing a risk—and a constraint 
on everyday life—as it was in 2020 or 2021. The bereaved, traumatised, acutely or chroni-
cally shamed, post-virally disabled, and otherwise significantly harmed might plausibly be 
described as being ‘post-covid’, but in the sense that many countries in the late 1940s, 
1950s, and 1960s were ‘post-war’, still living the reverberations of a shattering and seismic 
rupture, an era-defining catastrophe with a long and violent shadow.

What scholarship and activism on the pandemic has done—and continues to do—is 
bring a raft of health, economic, social, and political problems into more visible states of 
contention (Scambler 2020a). It may not be possible to think of Covid-19 as ‘over’ for a 
very long time, but it has been repeatedly superseded in political and public imaginations 
by new crises and emergencies. The question, therefore, becomes about how to best mobi-
lise the systems of knowledge that have been created around—or deepened by—Covid-19, 
whether in response to the present pandemic, as a new lens on the historical challenges and 
inequalities that framed how it landed, or as a form of preparedness for emerging diseases 
and disasters (Engebretsen and Baker 2023).

In this context, our research identifies a significant and pressing need for public health 
systems to grapple meaningfully with the problem of shame. This omission pre-dated 
Covid-19, though, as we have shown, it had particularly extensive and damaging conse-
quences for public health responses to the virus. At worst, interventions and communica-
tions which actively relied on shame—or which promoted it unwittingly through inattention 
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to how the emotion works—have contributed considerably to the social and medical bur-
den of the pandemic. At best, public health responses which might have been otherwise 
benign have been weakened by an inability to anticipate, reckon with, and manage shame 
in the populations they attempt to engage. One important lesson that can be extracted from 
Covid-19 is that policymakers urgently require good evidence on shame, how it works, 
and its short- and long-term harms, and effective scaffolding to transition from interven-
tions and messages which rely on or make room for shame to interventions which identify, 
acknowledge, and work proactively against it.

Alongside this necessity, which can be considered a vital component of future pandemic 
and crisis preparedness, sits a pressing need to resolve the social, relational, and medical 
legacies of heightened shame over the past 4 years. For many, shame over viral transmis-
sion or poor pandemic citizenship might have been something painfully new; for others, 
prior encounters with shame framed and conditioned the ways that pandemic shame was 
experienced and felt. In both cases, the deep or shallow marks left by shame work against 
vital determinants of health. They compromise positive and protective feelings of relational 
embeddedness and stoke mistrust in social and medical systems. They contribute to feel-
ings of isolation and alienation, whether incremental or acute; in extreme cases, they can 
ignite a lifelong relationship with shame which severely curtails the possibility for security, 
connection, or social and political engagement  (Dolezal 2022a). In being shamed, whether 
by politicians, public health initiatives, or other members of the public, individuals and 
populations can become shame-prone, more sensitive to future instances of shame, and 
less likely to engage fully in health systems or health-seeking behaviour. Shaming easily 
misfires, especially when targeted at vulnerable or shame-prone populations. Rather than 
being a pro-social force that motivates positive behaviour change, shame can easily lead to 
defensiveness, disengagement, and disempowerment (Nussbaum 2004). In attaching most 
forcefully to groups who have long experiences of being lower down social hierarchies, 
pandemic shame should also be considered as a significant vector for, and a component of, 
entrenched health inequalities (Scambler 2020b).

Already undergoing painful processes of collective trauma and grief, populations subjected 
to shame are populations with weakened capacities to stay well. Although this context for 
future policymaking may seem daunting, the long-term effects of shame are neither inevitable 
nor irreversible. We renew, therefore, earlier calls for shame to be acknowledged as a vital 
determinant of health (Dolezal and Lyons 2017). Shame is an indispensable theoretical tool 
for understanding public behaviour in the pandemic, the processes by which health inequali-
ties result in uneven viral outcomes, and the ways that adverse social, emotional, and relational 
experiences can threaten collective health in the longer term. Careful attention to shame in 
future public health work can help ward against rehearsing the same patterns of shaming as a 
means of behavioural inducement and begin to address some of the complex legacies of the 
emotion—including during Covid-19—for shamed individuals and communities.

Acknowledgements This research was funded in whole, or in part, by the Wellcome Trust [217879/Z/19/Z] 
and the UKRI Arts and Humanities Research Council [AH/V013483/1]. For the purpose of Open Access, the 
author has applied a CC BY public copyright licence to any Author Accepted Manuscript version arising from 
this submission. The authors acknowledge the support of the Wellcome Centre for Cultures and Environments 
of Health, University of Exeter, where these research projects are based.

Author contribution All authors contributed equally to the conceptualisation, analysis, authorship, and edit-
ing of this article.

Funding Wellcome Trust/UKRI-AHRC (see ‘Acknowledgements’ for grant numbers).



 Journal of Medical Humanities

1 3

Data availability No new data was generated for this research.

Declarations 

Competing interests The authors declare no competing interests.

Endnotes

1 This article draws on—and significantly expands and diversifies—a short briefing note written for (Cooper 
et al. 2022) in 2022.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, 
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other third party material in this article 
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly 
from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

AFP. 2020. Indonesia rolls out public shaming for Covid-19 violators. New Straits Times. May 29. https:// 
www. nst. com. my/ world/ region/ 2020/ 05/ 596258/ indon esia- rolls- out- public- shami ng- covid- 19- viola 
tors. Accessed 17 December 2022.

Aristotle. 1994. The ‘art’ of rhetoric. Trans. John Henry Freese. Cambridge: Harvard University Press.
Arnold, Carrie. 2021. Covid-19: How the lessons of HIV can help end the pandemic. British Medical Jour-

nal 372: Feb. 16. https:// doi. org/ 10. 1136/ bmj. n216.
Bagcchi, Sanjeet. 2020. Stigma during the COVID-19 pandemic. Lancet Infectious Diseases 20(7): 282. 

https:// doi. org/ 10. 1016/ S1473- 3099(20) 30498-9.
Bartky, Sandra Lee. 1990. Femininity and domination: Studies in the phenomenology of oppression. Lon-

don: Routledge.
Bateson, Melissa, Daniel Nettle, and Gilbert Roberts. 2006. Cues of being watched enhance cooperation in a 

real-world setting. Biology Letters 2: 412–414. https:// doi. org/ 10. 1098/ rsbl. 2006. 0509.
Bourke, Joanna. 2014. The story of pain: From prayer to painkillers. Oxford: Oxford University Press.
Brennan, Linda and Wayne Binney. 2010. Fear, guilt, and shame appeals in social marketing. Journal of 

Business Research 63(2): 140–146. https:// doi. org/ 10. 1016/j. jbusr es. 2009. 02. 006.
Brewis, Alexandra, and Amber Wutich. 2019. Lazy, crazy and disgusting: Stigma and the undoing of global 

health. Baltimore: Johns Hopkins University Press.
British Broadcasting Corporation. 2021. China: Public shaming returns amid Covid fears. Dec. 26. https:// 

www. bbc. co. uk/ news/ world- asia- china- 59818 971.
Callahan, Daniel. 2013. Obesity: Chasing an elusive epidemic. Hastings Center Report 43: 34–40.
Capraro, Valerio and Helene Barcelo. 2020. The effect of messaging and gender on intentions to wear a face 

covering to slow down COVID-19 transmission. Journal of Behavioral Economics for Policy 4: 45–55. 
https:// doi. org/ 10. 31234/ osf. io/ tg7vz.

Capurro, Gabriela, Cynthia G. Jardine, Jordan Tustin and Michelle Driedger. 2022. Moral panic about ‘cov-
idiots’ in Canadian newspaper coverage of COVID-19. PLoS ONE 17(1): e0261942. 10.1371/ journal.
pone.0261942.

Centres for Disease Control. 2020. Reducing stigma. https:// www. cdc. gov/ menta lheal th/ stress- coping/ 
reduce- stigma/ index. html. Accessed 14 Mar 2023.

Cooper, Fred, Luna Dolezal, and Arthur Rose. 2022.  Shame-Sensitive Public Health and COVID-19. WHO 
Regional Office for Europe Behavioural and Cultural Insights Hub. https:// bci- hub. org/ docum ents/ 
shame- sensi tive- public- health- and- covid- 19.

http://creativecommons.org/licenses/by/4.0/
https://www.nst.com.my/world/region/2020/05/596258/indonesia-rolls-out-public-shaming-covid-19-violators
https://www.nst.com.my/world/region/2020/05/596258/indonesia-rolls-out-public-shaming-covid-19-violators
https://www.nst.com.my/world/region/2020/05/596258/indonesia-rolls-out-public-shaming-covid-19-violators
https://doi.org/10.1136/bmj.n216
https://doi.org/10.1016/S1473-3099(20)30498-9
https://doi.org/10.1098/rsbl.2006.0509
https://doi.org/10.1016/j.jbusres.2009.02.006
https://www.bbc.co.uk/news/world-asia-china-59818971
https://www.bbc.co.uk/news/world-asia-china-59818971
https://doi.org/10.31234/osf.io/tg7vz
https://www.cdc.gov/mentalhealth/stress-coping/reduce-stigma/index.html
https://www.cdc.gov/mentalhealth/stress-coping/reduce-stigma/index.html
https://bci-hub.org/documents/shame-sensitive-public-health-and-covid-19
https://bci-hub.org/documents/shame-sensitive-public-health-and-covid-19


Journal of Medical Humanities 

1 3

Cooper, Fred, Luna Dolezal and Arthur Rose. 2023. COVID-19 and shame: Political emotions and public 
health in the UK. London: Bloomsbury.

Coronavirus.gov.uk. 2023. Deaths in United Kingdom. https:// coron avirus. data. gov. uk/ detai ls/ deaths. 
Accessed 12 Jan 2023.

Cozens, Simon. 2018. Shame cultures, fear cultures, and guilt cultures: Reviewing the evidence. Interna-
tional Bulletin of Mission Research 42(4): 326–336. https:// doi. org/ 10. 1177/ 23969 39318 764087.

Creed, W.E.D. Douglas, Bryant Ashley Hudson, Gerardo A. Okhuysen and Kristin Smith-Crowe. 2014. 
Swimming in a sea of shame: Incorporating emotion into explanations of institutional reproduction 
and change. Academy of Management Review 39(3): 275–301. https:// doi. org/ 10. 5465/ amr. 2012. 0074.

Dear, Keith, Kevin Dutton, and Elaine Fox. 2019. Do ‘watching eyes’ influence antisocial behavior? A sys-
tematic review & meta-analysis. Evolution and Human Behaviour 40(3): 269–280. https:// doi. org/ 10. 
1016/j. evolh umbeh av. 2019. 01. 006.

Dickerson, Sally S, Tara L. Gruenewald, and Margaret E. Kemeny. 2004. When the social self is threatened: 
Shame, physiology and health. Journal of Personality 72(6): 1191–1216.

Dolezal, Luna. 2015. The body and shame: Phenomenology, feminism and the socially shaped body. Lex-
ington Books.

Dolezal, Luna. 2021. Shame, stigma and HIV: Considering affective climates and the phenomenology of 
shame anxiety. Lambda Nordica 26: 2–3. https:// doi. org/ 10. 34041/ ln. v27. 741.

Dolezal, Luna. 2022a. The horizons of chronic shame. Human Studies 45(4): 739–759. https:// doi. org/ 10. 
1007/ s10746- 022- 09645-3.

Dolezal, Luna. 2022b. Shame anxiety, stigma and clinical encounters. Journal of Evaluation in Clinical 
Practice 28(5): 854–860. https:// doi. org/ 10. 1111/ jep. 13744.

Dolezal, Luna and Barry Lyons. 2017. Health-related shame: An affective determinant of health? Med 
Humanities 43(4): 257–263. https:// doi. org/ 10. 1136/ medhum- 2017- 011186.

Dolezal, Luna and Matthew Gibson. 2022. Beyond a trauma-informed approach and towards shame-sen-
sitive practice. Humanities and Social Sciences Communications 214: 1–10. https:// doi. org/ 10. 1057/ 
s41599- 022- 01227-z.

Dolezal, Luna and Tanisha Spratt. 2023. "Fat shaming" under neoliberalism and COVID-19: Examining the 
UK’s "tackling obesity" campaign. Sociology of Health and Illness 45: 3–18. https:// doi. org/ 10. 1111/ 
1467- 9566. 13555.

Dopelt, Keren, Nadav Davidovitch, Nikol Davidov, Ira Plot, Hagai Boas and Paul Barach. 2023. ‘As if we 
are branded with the mark of Cain’: Stigma, guilt, and shame experienced by COVID-19 survivors in 
Israel: A qualitative study. Current Psychology. https:// doi. org/ 10. 1007/ s12144- 023- 04241-9.

Duan, Wenjie, He Bu and Zheng Chen. 2020. COVID-19-related stigma profiles and risk factors among 
people who are at high risk of contagion. Social Science and Medicine 266: 11345.

Engebretsen, Eivind, and Mona Baker. 2023. Health preparedness and narrative rationality: A call for nar-
rative preparedness. International Journal of Health Policy Management 12: 7532. https:// doi. org/ 10. 
34172/ ijhpm. 2023. 7532.

Fischer, Clara. 2018. Gender and the politics of shame: A twenty-first-century feminist shame theory. Hypa-
tia: A Journal of Feminist Philosophy 33(3): 372–383.

Fleguel, Jordan. 2021. Keep shtum: COVID-shaming is highest in the Maritimes, professor says. National 
Post. March 26. https:// natio nalpo st. com/ news/ canada/ keep- shtum- covid- shami ng- is- highe st- in- the- 
marit imes- profe ssor- says. Accessed 14 March 2023.

Greene, Jeremy A. 2004. An ethnography of nonadherence: Culture, poverty, and tuberculosis in urban 
Bolivia. Culture, Medicine and Psychiatry 28: 401–425.

Greene, Jeremy A. and Dora Vargha. 2020. Ends of epidemics. In COVID-19 and world order: The future 
of conflict, competition, and cooperation, ed. Hal Brands and Francis Gavin, 23-19. Baltimore: Johns 
Hopkins University Press.

Harris-Perry, Melissa. 2011. Sister citizen: Shame, stereotypes and black women in America. New Haven 
and London: Yale University Press.

Hearne, Brittany N. and Michael D Niño. 2022. Understanding how race, ethnicity, and gender shape mask-
wearing adherence during the COVID-19 pandemic: Evidence from the COVID impact survey. Jour-
nal of racial and ethnic health disparities 9(1): 176–183. https:// doi. org/ 10. 1007/ s40615- 020- 00941-1.

Hess, Amanda. 2020. The social-distancing shamers are watching. The New York Times. May 11. https:// 
www. nytim es. com/ 2020/ 05/ 11/ arts/ social- dista nce- shami ng. html. Accessed 28 Feb 2023.

Kohlt, Franziska. 2020. "Over by Christmas": The impact of war-metaphors and other science-religion nar-
ratives on science communication environments during the Covid-19 crisis. SocArXiv. 10 November. 
https:// doi. org/ 10. 31235/ osf. io/ z5s6a.

https://coronavirus.data.gov.uk/details/deaths
https://doi.org/10.1177/2396939318764087
https://doi.org/10.5465/amr.2012.0074
https://doi.org/10.1016/j.evolhumbehav.2019.01.006
https://doi.org/10.1016/j.evolhumbehav.2019.01.006
https://doi.org/10.34041/ln.v27.741
https://doi.org/10.1007/s10746-022-09645-3
https://doi.org/10.1007/s10746-022-09645-3
https://doi.org/10.1111/jep.13744
https://doi.org/10.1136/medhum-2017-011186
https://doi.org/10.1057/s41599-022-01227-z
https://doi.org/10.1057/s41599-022-01227-z
https://doi.org/10.1111/1467-9566.13555
https://doi.org/10.1111/1467-9566.13555
https://doi.org/10.1007/s12144-023-04241-9
https://doi.org/10.34172/ijhpm.2023.7532
https://doi.org/10.34172/ijhpm.2023.7532
https://nationalpost.com/news/canada/keep-shtum-covid-shaming-is-highest-in-the-maritimes-professor-says
https://nationalpost.com/news/canada/keep-shtum-covid-shaming-is-highest-in-the-maritimes-professor-says
https://doi.org/10.1007/s40615-020-00941-1
https://www.nytimes.com/2020/05/11/arts/social-distance-shaming.html
https://www.nytimes.com/2020/05/11/arts/social-distance-shaming.html
https://doi.org/10.31235/osf.io/z5s6a


 Journal of Medical Humanities

1 3

Kollareth, Dolichan, Jose-Miguel Fernandez-Dols and James A. Russell. 2018. Shame as a culture-specific 
emotion concept. Journal of Cognition and Culture 18(3–4): 274–292. https:// doi. org/ 10. 1163/ 15685 
373- 12340 031.

Krawczak, Karolina. 2014. Shame, embarrassment and guilt: Corpus evidence for the cross-cultural struc-
ture of social emotions. Poznań Studies in Contemporary Linguistics 50(4): 441–475.

Krawczak, Karolina. Reconstructing social emotions across languages and cultures: A multifactorial 
account of the adjectival profiling of shame in English, French, and Polish. Review of Cognitive Lin-
guistics 16(2): 455–493. https:// doi. org/ 10. 1075/ rcl. 00018. kra.

Krawczak, Karolina. 2017. Contrasting languages and cultures: A multifactorial profile-based account of 
SHAME in English, Polish, and French. FMSH-Working Papers-2017-121. https:// shs. hal. scien ce/ 
halshs- 01464 866v3/ docum ent.

Le Brocq S, K. Clare, M. Bryant, K. Roberts and A. Tahrani. 2020. Obesity and COVID-19: A call for 
action from people living with obesity. Lancet Diabetes Endocrinol 8: 652–654. https:// doi. org/ 10. 
1016/ S2213- 8587(20) 30236-9.

Lewis, Michael and Douglas Ramsay. 2002. Cortisol response to embarrassment and shame. Child 
Development 73(4): 1034–1045. https:// doi. org/ 10. 1111/ 1467- 8624. 00455.

Link, Bruce G. and Jo C. Phelan. 2001. Conceptualizing stigma. Annual Review of Sociology 27: 
363–385.

Lupton, Deborah. 2015. The pedagogy of disgust: The ethical, moral and political implications of using 
disgust in public health campaigns. Critical Public Health 25(1): 4–14. https:// doi. org/ 10. 1080/ 
09581 596. 2014. 885115.

Magee, Kate. 2021. Will the government’s new emotive Covid ad make people obey the rules? Cam-
paign. https:// www. campa ignli ve. co. uk/ artic le/ will- gover nments- new- emoti ve- covid- ad- people- 
obey- rules/ 17056 34. Accessed  7th January 2023.

Marčinko, Darko, Vedran Bilić and Marija Eterović. 2021. Shame and COVID-19 pandemic. Psychiatria 
Danubina 33: 697–701.

Mayer, Claude-Hélène, and Elizabeth Vanderheiden. 2021. Transforming shame in the pandemic: An 
international study. Frontiers Psychology 14(12): 1–15. https:// doi. org/ 10. 3389/ fpsyg. 2021. 641076.

McClaughlin, Emma, Sara Vilar-Lluch, Tamsin Parnell, Dawn Knight, Elena Nichele, Svenja Adolphs, 
Jeremie Clos and Giovanni Schiazza. 2023. The reception of public health messages during the 
COVID-19 pandemic. Applied Corpus Linguistics 3(1): 100037.

Miceli, Maria, and Cristiano Castelfranchi. 2018. Reconsidering the differences between shame and 
guilt. Europe’s Journal of Psychology 14(3): 710–733. https:// doi. org/ 10. 5964/ ejop. v14i3. 1564.

Mullenlowe.co.uk. 2021. Look me in the eyes. https:// www. mulle nlowe. co. uk/ case- studi es/ look- them- 
in- the- eyes. Accessed 28 Feb 2023.

Napier, A. David, Michael Depledge, Michael Knipper, Rebecca Lovell, Eduard Ponarin, Emilia Sana-
bria, and Felicity Thomas. 2017. Culture Matters: Using a cultural contexts of health approach 
to enhance policy-making. Copenhagen: World Health Organisation Regional Office for Europe. 
https:// www. euro. who. int/__ data/ assets/ pdf_ file/ 0009/ 334269/ 14780_ World- Health- Organ isati on_ 
Conte xt- of- Health_ TEXT- AW- WEB. pdf.

Nathanson, Donald. 1992. Shame and pride: Affect, sex and the birth of the self. New York: W. W. Nor-
ton & Company.

Northrop, Jane Megan. 2017. A dirty little secret: Stigma, shame and Hepatitis C in the health setting. 
Medical Humanities 43(4): 218–224.

Nussbaum, Martha. 2004. Hiding from humanity: Disgust, shame and the law. Princeton, NJ: Princeton 
University Press.

Pelizza, Annalisa. 2020. Blame is in the eye of the beholder: Beyond an ethics of hubris and shame in 
the time of COVID-19. Misinformation Review 1: 1–5. https:// misin forev iew. hks. harva rd. edu/ artic le/ 
blame- is- in- the- eye- of- the- behol der- beyond- an- ethics- of- hubris- and- shame- in- the- time- of- covid- 19/.

Peters, Lynn, Sanne Burkert, Cecilia Brenner, and Beate Grüner. 2022. Experienced stigma and applied 
coping strategies during the COVID-19 pandemic in Germany: a mixed-methods study. BMJ Open 
12:e059472. https:// doi. org/ 10. 1136/ bmjop en- 2021- 059472.

Pierre-Louis, Kendra. 2021. In support of shame: Go ahead and call out people who break COVID 
restrictions. SLATE. April 2. https:// slate. com/ techn ology/ 2021/ 04/ shame- covid- restr ictio ns- psych 
ology- public- health. html.

Ransing, Ramdas, Rodrigo Ramalho, Renato de Filippis, Margaret Isioma Ojeahere, Ruta Karaliuniene, 
Laura Orsolini, Mariana Pinto da Costa, Irfan Ullah, Paolo Grandinetti, Drita Gashi Bytyçi, Omi-
tyah Grigo, Aman Mhamunkar, Samer El Hayek, Lamiaà Essam, Amine Larnaout, Mohammadreza 
Shalbafan, Marwa Nofal, Joan Soler-Vidal, Victor Pereira-Sanchez and Frances Adiukwu. 2020. 
Infectious disease outbreak related stigma and discrimination during the COVID-19 pandemic: 

https://doi.org/10.1163/15685373-12340031
https://doi.org/10.1163/15685373-12340031
https://doi.org/10.1075/rcl.00018.kra
https://shs.hal.science/halshs-01464866v3/document
https://shs.hal.science/halshs-01464866v3/document
https://doi.org/10.1016/S2213-8587(20)30236-9
https://doi.org/10.1016/S2213-8587(20)30236-9
https://doi.org/10.1111/1467-8624.00455
https://doi.org/10.1080/09581596.2014.885115
https://doi.org/10.1080/09581596.2014.885115
https://www.campaignlive.co.uk/article/will-governments-new-emotive-covid-ad-people-obey-rules/1705634
https://www.campaignlive.co.uk/article/will-governments-new-emotive-covid-ad-people-obey-rules/1705634
https://doi.org/10.3389/fpsyg.2021.641076
https://doi.org/10.5964/ejop.v14i3.1564
https://www.mullenlowe.co.uk/case-studies/look-them-in-the-eyes
https://www.mullenlowe.co.uk/case-studies/look-them-in-the-eyes
https://www.euro.who.int/__data/assets/pdf_file/0009/334269/14780_World-Health-Organisation_Context-of-Health_TEXT-AW-WEB.pdf
https://www.euro.who.int/__data/assets/pdf_file/0009/334269/14780_World-Health-Organisation_Context-of-Health_TEXT-AW-WEB.pdf
https://misinforeview.hks.harvard.edu/article/blame-is-in-the-eye-of-the-beholder-beyond-an-ethics-of-hubris-and-shame-in-the-time-of-covid-19/
https://misinforeview.hks.harvard.edu/article/blame-is-in-the-eye-of-the-beholder-beyond-an-ethics-of-hubris-and-shame-in-the-time-of-covid-19/
https://doi.org/10.1136/bmjopen-2021-059472
https://slate.com/technology/2021/04/shame-covid-restrictions-psychology-public-health.html
https://slate.com/technology/2021/04/shame-covid-restrictions-psychology-public-health.html


Journal of Medical Humanities 

1 3

Drivers, facilitators, manifestations, and outcomes across the world. Brain, Behaviour and Immu-
nity 89: 555–558. https:// doi. org/ 10. 1016/j. bbi. 2020. 07. 033.

Retzinger, Suzanne M. 1995. Identifying shame and anger in discourse. American Behavioral Scientist 
38(8): 1104–1113. https:// doi. org/ 10. 1177/ 00027 64295 03800 8006.

Roberto, Katherine J., Andrew F. Johnson and Beth M. Rauhaus. 2020. Stigmatization and prejudice 
during the COVID-19 pandemic. Administrative Theory & Praxis 42(3): 364–378. https:// doi. org/ 
10. 1080/ 10841 806. 2020. 17821 28.

Roberts, K. 2001. Unemployment without social exclusion: Evidence from young people in Eastern 
Europe. The International Journal of Sociology and Social Policy 21: 4-6.

Scambler, Graham. 2004. Re-framing stigma: Felt and enacted stigma and challenges to the sociology of 
chronic and disabling conditions. Social Theory & Health 2(1): 29–46.

Scambler, Graham. 2018. Heaping blame on shame: "Weaponizing stigma" for neoliberal times. The Socio-
logical Review Monographs 66(4): 48–64.

Scambler, Graham. 2020a. Covid-19 as a ‘breaching experiment’: Exposing the fractured society. Health 
Sociology Review 29(2): 140–148. https:// doi. org/ 10. 1080/ 14461 242. 2020. 17840 19.

Scambler, Graham. 2020b. A sociology of shame and blame: Insiders versus outsiders. Basingstoke: Pal-
grave Macmillan.

Stangl, Anne L., Valerie A. Earnshaw, Carmen H. Logie, Wim van Brakel, Leickness C. Simbayi, Iman 
Barré, and John F. Dovidio. 2019. The health stigma and discrimination framework: A global, cross-
cutting framework to inform research, intervention development and policy on health-related stigmas. 
BMC Medicine 17(31): 1–13.

Trostle, James A. 1988. Medical compliance as an ideology. Social Science & Medicine 27(12): 1299–1308. 
https:// doi. org/ 10. 1016/ 0277- 9536(88) 90194-3.

Tyler, Imogen. 2020. Stigma: The machinery of inequality. London: Zed Books.
Valluvan, Sivamohan. 2016. What is ‘post-race’ and what does it reveal about contemporary racisms? Eth-

nic and Racial Studies 39(13): 2241–2251. https:// doi. org/ 10. 1080/ 01419 870. 2016. 12024 30.
Villa, Simone, Ernesto Jaramillo, Davide Mangioni, Alessandra Bandera, Andrea Gori and Mario Carlo 

Raviglione. 2020. Stigma at the time of the COVID-19 pandemic. Clinical Microbiology and Infection 
26(11): 1450–1452. https:// doi. org/ 10. 1016/j. cmi. 2020. 08. 001.

Walker, Robert. 2014. The Shame of poverty. Oxford: Oxford University Press.
Weiss, Mitchell G., Jayashree Ramakrishna and Daryl Somma. 2006. Health-related stigma: Rethinking 

concepts and interventions. Psychology, Health & Medicine 11(3): 277–287.
Wierzbicka, Anna. 1999. Emotions across languages and cultures: Diversity and universals. Cambridge: 

Cambridge University Press. https:// doi. org/ 10. 1017/ CBO97 80511 521256.
Wissö, Therése, and Margareta Bäck-Wiklund. 2021. Fathering practices in Sweden during the COVID-19: 

Experiences of Syrian refugee fathers. Frontiers in Sociology 11(3): 277–287. https:// doi. org/ 10. 3389/ 
fsoc. 2021. 721881.

World Health Organisation Regional Office for Europe. 2013. The European Mental Health Action Plan. 
https:// www. euro. who. int/__ data/ assets/ pdf_ file/ 0020/ 280604/ WHO- Europe- Mental- Health- Acion- 
Plan- 2013- 2020. pdf. Accessed 28 Feb 2023.

World Health Organisation Regional Office for Europe. 2017. Weight bias and obesity stigma: Considera-
tions for the WHO European Region. https:// www. euro. who. int/__ data/ assets/ pdf_ file/ 0017/ 351026/ 
Weigh tBias. pdf. Accessed 28 Feb 2023.

World Health Organisation. 2019. Global health sector strategy on HIV 2016–2021: Towards ending AIDS. 
https:// www. who. int/ hiv/ strat egy20 16- 2021/ ghss- hiv/ en/. Accessed 28 Feb 2023.

World Health Organisation/Unicef/International Federation of Red Cross and Red Crescent Societies. 2020. 
Social stigma associated with COVID-19: A guide to preventing and addressing social stigma. https:// 
www. who. int/ publi catio ns/i/ item/ social- stigma- assoc iated- with- covid- 19. Accessed 14 March 2023.

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

https://doi.org/10.1016/j.bbi.2020.07.033
https://doi.org/10.1177/0002764295038008006
https://doi.org/10.1080/10841806.2020.1782128
https://doi.org/10.1080/10841806.2020.1782128
https://doi.org/10.1080/14461242.2020.1784019
https://doi.org/10.1016/0277-9536(88)90194-3
https://doi.org/10.1080/01419870.2016.1202430
https://doi.org/10.1016/j.cmi.2020.08.001
https://doi.org/10.1017/CBO9780511521256
https://doi.org/10.3389/fsoc.2021.721881
https://doi.org/10.3389/fsoc.2021.721881
https://www.euro.who.int/__data/assets/pdf_file/0020/280604/WHO-Europe-Mental-Health-Acion-Plan-2013-2020.pdf
https://www.euro.who.int/__data/assets/pdf_file/0020/280604/WHO-Europe-Mental-Health-Acion-Plan-2013-2020.pdf
https://www.euro.who.int/__data/assets/pdf_file/0017/351026/WeightBias.pdf
https://www.euro.who.int/__data/assets/pdf_file/0017/351026/WeightBias.pdf
https://www.who.int/hiv/strategy2016-2021/ghss-hiv/en/
https://www.who.int/publications/i/item/social-stigma-associated-with-covid-19
https://www.who.int/publications/i/item/social-stigma-associated-with-covid-19

	Shame-Sensitive Public Health
	Abstract
	Stigma and shame
	Shame and Covid-19: A global challenge
	Shame-sensitive public health
	Shame and public health ‘after’ Covid-19
	Acknowledgements 
	References


