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In the early 1980s, ethicists 

began to grapple with the ques-

tion of whether fear could pose 

a threat to the autonomy of its 

targets, that is, whether it could 

amount to manipulation by 

triggering irrational emotions. 

More recently, bioethicists have 

worried that, intentionally or 

not, rational or not, grotesque 

or darkly comical, fear-based 

eff orts produce a sense of shame, 

thus explicitly or implicitly 

employing the social power of 

stigmatization.6

We explore the history of 

fear-based campaigns through 

the two challenges to public 

health that best exemplify the 

history of fear-based messag-

ing in the post–World War II 

era: tobacco, for which the use 

of fear was commonplace by 

the 1970s, and HIV, for which 

the use of fear campaigns has 

been hotly contested until very 

recently. In the case of tobacco, 

because of the lethality of this 

single product and a deceitful 

corporate actor, the use of fear 

has met little opposition. In the 

case of AIDS, the existence of 

groups already susceptible to 

discrimination and stigmatiza-

tion created a very diff erent so-

ciopolitical context for the fi rst 

three decades of the epidemic. 

Comparing the use of fear in 

antitobacco campaigns with its 

use in HIV/AIDS prevention 

campaigns reveals a striking, 

neglected continuity: when fear 

has been successfully framed as 

fair warning with the potential 
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terror.”4(p66) An antifear canon 

guided thinking in the fi eld of 

public health education from the 

1950s into the 1970s. Although 

it remains a powerful assumption 

by some, the orthodoxy that fear 

never works and, therefore, fear 

must always be a negative, ir-

rational emotion has been com-

pelled to yield to new evidence 

and the changing perspective of 

public health advocates.

In the social sciences and 

advertising literature, fear-based 

campaigns have been defi ned as 

eff orts to make individuals inter-

nalize a threat—of death, disease, 

suff ering, loss of beauty, loss of 

social status, even social exclu-

sion. A fear-based appeal need 

not make populations quake 

with anxiety or recoil in disgust 

when faced with gruesome im-

ages of death and disfi gurement. 

Rather, fear-based messaging, 

whether an image or narrative, 

can make a threat feel immedi-

ate and make target audiences 

feel vulnerable. Some fear-based 

appeals even rely on sharply 

framed humor.5

Fear of disease has been a 

public health messaging 

trope in popular journalistic 

culture for more than a century 

and a half. Around the turn of 

the 20th century, advertise-

ments appeared in popular 

magazines that featured gargan-

tuan fl ies menacing cherubic 

pink-cheeked babes, warning 

mothers to maintain proper 

hygiene and to vaccinate these 

innocents.1 Sexually transmit-

ted infection campaigns used a 

spectrum of scare tactics from 

the early 20th century through 

World War II, presenting images 

of skulls and crossbones or pic-

tures of corrupt (and corrupt-

ing) women beckoning from 

barstools or alleyways.2

Public health scare campaigns 

and panic mongering had, on 

occasion, been the subjects of 

popular or medical challenge in 

the period before World War II.3 

Paradoxically, fear came under 

more systematic attack in the 

Cold War era, in large measure 

because of increasing weari-

ness with the “politicization of 

See also Chapman, 

p. 1120.
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to correct misperceptions rather 

than as mere scapegoating, it 

can overcome opposition, even 

when that opposition has deep 

rights-based roots.

TOBACCO: FROM 
STATISTICS TO 
MESSAGING

In the early 1950s, researchers 

began reporting that smoking 

was associated with lung cancer. 

As public health sought to 

publicize the link, it initially ap-

proached smoking as a problem 

of information. Eff orts to com-

bat the threat of tobacco were, 

in the 1950s, primarily numeri-

cal in this decidedly “statistical 

era.”7 Numbers were objective 

and neutral; they conveyed the 

imprimatur of science. Public 

health, like clinical medicine, 

seized on the “cool thought” 

language of odds and probability 

in establishing authority.8 Media 

reports on smoking were newly 

peppered with risk assessments: 

“The odds of a nonsmoker 

dying of cancer in the next 12 

months are 10,000 to 1. They 

shorten to 300 to 1 in the case 

of a heavy smoker”9(p23); “The 

two-pack-a-day smoker mul-

tiples his chances of lung cancer 

52 times.”10(p3)

In this context, the role of 

fear was commonplace yet 

increasingly subject to chal-

lenge. On one hand, public 

health was successfully using fear 

as a tool for institution build-

ing.3,11 On the other, the public, 

advocacy groups, scientists, and 

thought leaders were growing 

not only wary but skeptical of 

fear.12 In their landmark 1953 

study, Irving Janis and Seymour 

Feshbach concluded that the use 

of fear consistently backfi red.13 

Leona Baumgartner, the fi rst 

woman to head the New York 

City Department of Health and 

the fi rst health commissioner to 

systematically exploit both radio 

and television, managed fears of 

topics as diverse as fl uoridation, 

radioactive fallout, and polio. Al-

though she acknowledged strug-

gling with crises and profound 

fears behind the scenes, in front 

of the cameras she hewed to her 

belief that it is “very important 

not to scare parents,” or anyone, 

“to death.”14 Consequently, she 

always stressed that any health 

department public communica-

tions and, especially, educational 

materials must be “based on 

good scientifi c facts.”15

Tobacco companies had 

relied on an image of physicians 

and the authority of medical 

science to advertise cigarettes 

through the 1940s into the early 

1950s,16 and national voluntary 

organizations mirrored this ap-

proach. In 1958, for example, an 

American Cancer Society (ACS) 

leafl et underscored the idea that 

“to smoke or not to smoke is 

a personal decision” and went 

on to lay out the odds of all the 

diff erent health consequences of 

smoking in multiple numerical 

ways. Public health practitioners 

and clinicians believed that risk 

information alone would lead 

individuals to make the obvious-

ly superior, logical choice,17 to 

“decide,” for example, “whether 

smoking is worth the possible 

risk of cancer.”8 Such risk cal-

culations describing the hazards 

of smoking (and other behaviors 

and products) in multiplicative 

terms18 continued through the 

1960s, refl ecting the tenacity of 

belief “in the power of evidence 

to transform” practice and 

behavior.7

In 1964, when Surgeon 

General Luther Terry warned 

that smoking was linked to 

cancer and heart disease, public 

health responded by attempting 

to add an edge to what might 

otherwise have seemed like cold, 

impersonal data. For example, 

eff orts to encourage individu-

als to calculate their years of life 

lost refl ected a perceived need to 

drive home and personalize risk. 

Risk factor scores and health 

hazard appraisal tools, which 

sought to individualize the risk 

by calculating a person’s expira-

tion date, became a popular 

means to both quantify and per-

sonalize bad habits. Jane Brody, 

who wrote health columns 

for the New York Times, wanted 

readers to see a fl ashing red light: 

“Your risk factor score may be 

the only warning you get of the 

damage being done,” she wrote 

in 1977.19(p49)

The assumption, then, 

remained strong that armed 

with the statistical odds Ameri-

cans would make logical health 

choices—it was just a question 

of how best to present the data. 

Conversely, however, there was 

a collective eff ort to make risk 

sound an internal alarm, which 

anticipated that the numbers 

game and craze to “fi gure your 

chances” was reaching saturation 

point.20 Even Leona Baumgart-

ner, who had so studiously 

avoided tactics that even hinted 

of fear, warned that chronic 
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disease was a new dilemma 

for public health. For a pre-

amble to CBS’s National Health 

Test, which aired on national 

television in January 1966, she 

authored the introduction titled 

“Knowing Is Not Enough” and 

warned, “Man’s own contribu-

tion to the potency and distribu-

tion of disease and human disor-

ders is so alarming that in many 

cases it almost seems to cancel 

out the contribution which 

medical sciences has made.”21(p1) 

Although Baumgartner did not 

go so far as to endorse fear, she 

underscored that information 

had to carry “personal meaning” 

for each individual if it was to 

have “a motivating eff ect.”21(p1)

But smoking was not just any 

behavior. It was encouraged by a 

powerful advertising industry. By 

the mid-1950s, although fi ltered 

products began to fi gure promi-

nently in industry advertising, 

health claims were supplanted by 

appeals to smoking cigarettes as 

a lifestyle choice.16 Public health 

was confronted with a social 

world suff used by advertisements 

promoting the smoking of ciga-

rettes as enjoyable, relaxing, so-

cially desirable, and seductive. In 

response to new forms of com-

mercial persuasion, public health 

shifted tactics to compete, adding 

an emotional charge to the 

barrage of information. In 1967 

John Banzhaf, a public interest 

lawyer and antismoking activist, 

fi led a petition with the Federal 

Communications Commission 

(FCC) asking it to apply the 

fairness doctrine to antismoking 

advertisements and demanding 

broadcast time proportional to 

cigarette commercials. The FCC 

subsequently mandated free 

airtime: for every three tobacco 

pitches, there would be one 

counteradvertisement.22

Although public awareness 

of the troubling facts and data 

linking smoking and disease had 

made a marked impact on the 

prevalence of smoking, advocates 

and public health offi  cials came 

to believe that more was needed. 

An earlier academic consensus 

on scientifi c communication 

and behavior change had lost 

its hegemonic status—at least 

when the behavior in question 

was smoking. Public service 

announcements sponsored by 

voluntary associations such as 

the ACS and American Lung As-

sociation (ALA) evoked fear and 

guilt—initially only gently—of 

harming children, family, friends, 

and, fi nally, oneself.22 The tone 

became sharper in the late 1970s. 

The ACS and the ALA increas-

ingly painted smoking as a form 

of personal misbehavior that 

would and, indeed, should lead 

to social rejection.23–25 Internal 

tobacco industry documents 

revealing a sustained pattern of 

corporate deception and ma-

nipulation provided a critically 

important social warrant for fear.

The pioneering bioethics lit-

erature off ered cautious support 

for the use of fear. Dan Wikler, 

Ruth Macklin, Tom Beauchamp, 

Gerald Dworkin, and Ruth 

Faden26—all central to the intel-

lectual and philosophical founda-

tions of bioethics—struggled 

with the moral dilemmas posed 

by public health campaigns dur-

ing a period of concern over be-

havior control. Although all were 

concerned that health messaging 

not even inadvertently cross the 

boundary from education to 

manipulation, there was general 

agreement that it was vital for 

individuals to understand the 

risks of behavior in “an emotion-

ally genuine manner.”27(p77) When 

information alone, communi-

cated in the neutral language 

of science, was insuffi  cient to 

convey the seriousness of a threat 

and “break through the fog” of 

denial, adding emotion could 

enhance autonomy.28

Although we focus here on 

what happened in the United 

States, it is important to note that 

it was Australia that led the way 

in the 1990s, using images of 

arteries that looked like sausage 

skins packed with cottage cheese 

to counter the allure of the 

cigarette. Antitobacco ads began 

to use graphic imagery power-

ful enough to break through the 

“fog of denial” among smokers, 

no longer depicted as wrongdo-

ers, but victims.29,30 The goal, 

explained campaign theorists and 

developers, was to produce “a 

strong visceral ‘yuk!’”28

New York City moved to 

the vanguard of this new hard-

hitting approach from 2002 to 

2013, during the administration 

of Mayor Michael Bloomberg, 

known for aggressive, paternalis-

tic public health policies. Health 

offi  cials were determined to 

call on what extensive review 

of the literature and their own 

focus groups of current smokers 

were telling them: it was time 

for some gore. Remarkably, 

considering the antagonism to 

such approaches that defi ned the 

early outlook of public health 

offi  cials involved in combatting 

AIDS, the antitobacco move-

ment was able to expand and 

intensify the use of fear-based 

appeals and shield the practice of 

denormalization from the charge 

that such messages intentionally 

and inappropriately stigmatized 

smokers. However, noth-

ing more tellingly reveals the 

embrace of fear and gore in the 

public health response to smok-

ing than the graphic tobacco 

warnings that the US Food and 

Drug Administration sought to 

place on cigarette packages. Al-

though ruled a violation of the 

First Amendment because they 

constituted compelled speech, 

for tobacco-control advocates, 

the warnings were critical for 

breaking through the fog.
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Graphic messages continued 

through 2017 with the Cen-

ters for Disease Control and 

Prevention’s (CDC’s) nationwide 

Tips From Former Smokers 

Campaign, which features real 

Americans who describe their 

own challenges living with 

smoking-related illnesses.

HIV AIDS: THE FALL 
AND RISE OF THE GRIM 
REAPER

Although they would ulti-

mately face deep criticism, emo-

tionally laden, fear-based appeals 

were one of the hallmarks of the 

early global AIDS campaign. The 

most vivid was, perhaps, Aus-

tralia’s Grim Reaper campaign 

depicting Death—a shrouded, 

skeletal fi gure—using a bowling 

ball to mow down men, women, 

and children.31

The approach resonated with 

some early gay activists. Larry 

Kramer, in a controversial piece 

in the gay weekly New York Na-

tive, argued that there was a mor-

al imperative to “scare the shit” 

out of gay men.32 Randy Shilts, a 

gay journalist who meticulously 

chronicled the early years of the 

epidemic, critiqued the opposi-

tion to the use of fear-based 

warnings of some early gay ac-

tivists. The stance, “Don’t off end 

the gays and don’t infl ame the 

homophobes,”33(p69) he argued, 

paved the road to crisis. He 

concluded, “It would always be 

the unwritten policy of health 

bureaucrats throughout the epi-

demic that, when in doubt, don’t 

scare the horses.”33(p107)

If gay men were concerned 

about rolling back whatever 

progress had been made in the 

struggle against homophobia and 

sodomy statutes, public health 

professionals involved in AIDS 

prevention were concerned 

that the use of fear—despite 

what might be construed as the 

permission given by some out-

spoken gay advocates—would 

be seen as panic mongering, 

particularly amid widespread, 

unfounded fears that AIDS 

could be transmitted through 

casual contact. Jim Curran, a 

prominent CDC offi  cial during 

the fi rst days of AIDS, observed 

that this new infectious threat 

taught public health the limits 

of heavy-handed tactics. Cur-

ran recalled both politicians 

and the public as acting “like a 

rheostat,” at any particular mo-

ment generating a current that 

pushed the national mode from 

“Complacency (Neglect) to Fear 

(Panic).” He thus described the 

importance of throwing into 

bold relief, in early public service 

announcements, all the ways 

that this new disease could not 

be spread. “The smoking people 

are all social control people,” he 

observed. “They come from a 

diff erent point of view.” With 

AIDS, he said, “things were 

going in the wrong direc-

tion,” making it imperative to 

quell rather than stir fears (A. L. 

Fairchild interview of James 

Curran, April 2014). Public 

health offi  cials had, in addition, 

more pressing challenges: how 

to convey sex-positive warnings 

to gay men in a society in which 

public health messaging virtually 

never addressed sexuality as a 

pleasurable activity and certainly 

never with gay men.

Curran’s views were pro-

foundly infl uenced by gay 

activists who sought not simply 

to change behavior but to frame 

sexual liberation as healthy, argu-

ing that fear-based “missionary” 

measures were moralistic, repres-

sive, archaic, and, ultimately, 

damaging.13,34 In addition, his 

understanding was informed 

by the health and human rights 

perspective in global AIDS 

policy. Interventions with any 

kind of paternalistic, coercive, 

or stigmatizing dimensions 

became the subjects of sharp 

critique. Preeminent fi gures in 

the health and human rights 

movement spoke out on this. 

Johnathan Mann, who headed 

the World Health Organization’s 

fi rst concerted eff ort to confront 

AIDS, wrote, “The evolving 

HIV/AIDS pandemic has shown 

a consistent pattern through 

which discrimination, marginal-

ization, and stigmatization and, 

more generally, a lack of respect 

for the human rights and dignity 

of individuals and groups height-

ens their vulnerability to being 

exposed to HIV.”35(p20–21) Peter 

Piot, director of the Joint United 

Nations Program on HIV/

AIDS, asserted that the “eff ort to 

combat stigma” was at the top of 

Example of Fear-Based HIV/AIDS Messaging. Reproduced with permission by the San 
Francisco AIDS Foundation.



AJPH    September 2018, Vol 108, No. 91184    Public Health Then and Now    Peer Reviewed     Fairchild et al. 

AJPH HISTORY

his list of the “fi ve most pressing 

items on [the] agenda of the 

world community.”36(p14)

AIDS activists quickly came 

to regard fear as inherently 

stigmatizing.36 Some research-

ers described the subsequent 

emergence of a solid antifear or-

thodoxy that uniformly rejected 

fear in favor of sex-positive 

approaches.13

The epidemiological trajec-

tory of the HIV/AIDS epidemic 

in countries with high resources 

and affl  uent, activist gay popula-

tions seemed to affi  rm the logic 

that, in fact, fear was not neces-

sary to combat an epidemic. Yet 

it would become obvious in the 

early 21st century that AIDS had 

not been conquered. Even as 

overall case rates declined in the 

United States, there were upticks 

in the rate of HIV infections 

among young minority men of 

color who had sex with men. 

Latinos were twice as likely and 

Blacks were four times as likely 

to be infected with HIV than 

were Whites.37,38

Alarm that these groups were 

not getting the message sparked 

new, vigorous responses to HIV. 

Created by the grassroots Stop 

AIDS Project (SAP), “HIV 

is no picnic” exposed fi ssures 

among activists worried about a 

resurgence of AIDS within a gay 

community grown weary of saf-

er sex messages.39 San Francisco, 

Calilfornia’s HIV Health Ser-

vices Planning Council, a com-

munity advisory body, embraced 

the campaign. It argued that 

it was time for a reality-based 

approach, particularly because of 

the fantasy vision of living with 

HIV promoted by the phar-

maceutical industry.40 Although 

several hundred people signed a 

petition to end the campaign, 

SAP’s program director responded 

to the petition by arguing, “The 

HIV-positive guys who make 

up our Positive Force Program 

have been waiting to tell nega-

tive guys how tough it can be to 

live with HIV. We consider this 

a truth-in-advertising cam-

paign.”41  Baltimore, Maryland, 

where Mayor Martin O’Malley 

declared a state of emergency in 

the face of increasing HIV infec-

tions, also adopted hard-hitting 

poster campaigns in 2002.42

Although New York City did 

not use a fear-based approach 

for another eight years, the 

San Francisco and Baltimore 

campaigns generated animated 

discussion within the city’s gay 

community. In November 2003, 

CBS’s 60 Minutes covered a 

packed open meeting at a gay 

community center in Man-

hattan chaired by actor and 

playwright Harvey Fierstein. He 

had joined the fray with a New 

York Times op-ed challenging the 

normalization of HIV. As had 

some activists in San Francisco, 

Fierstein blasted the message 

of drug companies as “lies. The 

truth is that AIDS is not fun,” 

he stressed. “It’s not sexy or 

manageable. AIDS is a debilitat-

ing, deforming, terminal and 

incurable disease.”43

As was true in the history of 

tobacco, renewed interest in fear 

was not limited to the United 

States. The US debates refl ected 

revitalized international discus-

sion about the need for a vigor-

ous response to AIDS in the 21st 

century. In some instances, it was 

youth groups who proved warm 

to the use of fear.44 In other 

instances, health offi  cials and 

activist groups aimed to shake 

sexually active populations—gay 

and straight—out of complacen-

cy, about HIV and all sexually 

transmitted infections. “You’ll 

feel like you’re peeing razor 

blades,” warned one campaign 

variant that urged both testing 

and treatment.45–48 Pharmaceuti-

cal companies once critiqued 

for promoting complacency and 

downplaying the consequences 

of lifelong HIV infection like-

wise felt a new license to scare.49

The new openness to using 

fear emerged at a moment of 

increasing concern about the 

burdens imposed on communi-

ties of color by wealth inequality, 

enduring racism, mass incarcera-

tion, and deeply rooted distrust 

of public health expertise. It 

was in this charged context 

that New York City launched a 

graphic, even shocking, cam-

paign in 2010 called “It’s Never 

Just HIV.” This campaign tar-

geted young men of color who 

had sex with men, like the ones 

who had, in focus groups, urged 

health offi  cials to deliver a more 

potent message. Despite this im-

portant support, the campaign’s 

graphic images of coinfections 

like anal cancer, which seemed 

to shame the young Latino and 

Black gay men pictured in the 

campaign, provoked tremen-

dous opposition on the part of 

many in the gay community.50 

Predictably, Larry Kramer sup-

ported the campaign and wrote 

to colleagues, “This ad is honest 

and true and scary, all of which 

it should be. H.I.V. is scary, and 

all attempts to curtail it via lily-

livered nicey-nicey ‘prevention’ 

tactics have failed.”51

FEAR REDUX: FEAR, 
STIGMA, AND EVIDENCE

The 1980s had seen a 

relatively unifi ed gay and public 

health community when it came 

to fear-based campaigns: there 

was wide agreement that gay 

men should not become the 

culprits in an infectious disease 

epidemic. After 2002, pharma-

ceutical advertising strategies 

combined with concern that a 

community had lost a sense of 

urgency, that orthodoxy would 

no longer hold. Even so, there 

remained no single product to 
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target. Hard-hitting approaches 

remained controversial, but not 

unthinkable.52 In sharp contrast, 

as tobacco ads began to hit hard-

er and harder, there emerged, 

with few exceptions,53 no 

rights-based opposition. Indeed, 

denormalization of smoking has 

been embraced as a legitimate 

public health strategy. Despite 

some early public health eff orts 

to explicitly stigmatize smokers, 

as well as smoking, Big Tobacco 

emerged as the clear culprit. 

Fear provided an emotional yet 

rational antidote to a history of 

half-truths and outright lies.

The changing politics of 

fear-based campaigns took place 

against the backdrop of a steadily 

growing empirical literature 

making the case that fear, 

delivered correctly, worked.26 A 

groundbreaking 2015 meta-

analysis in the Psychological Bul-

letin, a leading journal in the 

fi eld of psychology, was free of 

ambiguities and uncertainties. 

On the basis of studies conduct-

ed between 1962 and 2014, the 

authors concluded that fear ap-

peals were eff ective at positively 

infl uencing attitudes, inten-

tions, and behavior; there were 

very few circumstances under 

which they were not eff ective, 

and there were no identifi able 

circumstances under which they 

backfi red and led to undesirable 

outcomes such as stigma.

Despite the steadily mounting 

evidence, in 2015, with some 30 

years of experience with HIV 

prevention campaigns as a back-

drop, the state health department 

of Arizona embraced a “new” ini-

tiative. “We . . . learned from the 

past. We didn’t want to shock and 

scare and judge the people we 

were talking to. . . . The research 

says that shocking and embar-

rassing and shaking your fi nger 

at the potential consumer does 

the exact opposite [of what you 

intend]. It makes them hide.”52

The stance of health offi  cials 

in Arizona underscores that 

potential challenges are not so 

easily resolved. Concern about 

stigma remains an important 

consideration. An important 

body of literature has linked 

HIV-related stigma to adverse 

health outcomes.54,55 Addition-

ally, fear—fear of disclosure, fear 

of losing friends, fear of family 

rejection—has been identifi ed 

as a component of HIV-related 

stigma.54–57 But evidence of the 

toxic impacts of stigma are not 

the equivalent of asserting that 

fear must always produce stigma 

or that no eff orts to mitigate 

stigma can be eff ective.58

Just as it is important not to 

paper over the evidence to make 

the case that fear never works, 

it is critical not to hew to a his-

tory suggesting that fear has and 

will continue to be rejected by 

communities at heightened risk 

of disease and death. Although 

the human rights perspective on 

fear has remained unwavering, 

a remarkably nuanced bioethics 

discussion has made clear that 

evoking strong emotions such 

as fear can be morally justifi ed. 

Some even argue that noncorro-

sive, noncoercive forms of stigma 

might be warranted.59

Central to the ability of fear-

based appeals to gain traction, 

then, has been some degree of 

social consensus on the part of 

communities that, in the face 

of persistent and unappreciated 

risks, they are owed the protec-

tion that fear-based campaigns 

might well provide. Importantly, 

even the strongest supporters of 

emotionally evocative campaigns 

have never suggested that fear 

is enough. Fear-based appeals 

alone cannot be an assault 

on the social determinants of 

health. To the extent that they 

fail to change the underlying 

conditions that generate disease, 

fear-based campaigns might well 

be viewed as a scolding nanny 

who makes us feel bad but fails 

to help us change. At worst, they 

might rightly be denounced 

as a pretext for neglecting the 

structural forces that produce 

disease and, indeed, a mechanism 

for blaming and shaming those 

at heightened susceptibility.

Anxiety about overstepping 

boundaries will undoubtedly 

persist. And certainly eff orts 

to counteract irrational fears 

will continue to defi ne pub-

lic health approaches. But it is 

important to underscore the 

fact that although fear can be 

irrational, it is not inherently so. 

Martha Nussbaum, who made 

a trenchant case against stigma 

as a tool for behavior change, 

made an equally compelling case 

for the idea that emotions, fear 

included, “are suff used with in-

telligence and discernment.”60(p1) 

Whether hard-hitting mes-

sages will be employed in public 

health campaigns and how such 

eff orts will be received depend 

on both political and social 

factors. They cannot, however, 

be simply dismissed as tarnished 

relics of the past that lack 

social, ethical, or evidentiary 

foundations.  
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