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Introduction: Experiences
of Health Risks

The idea of risk has gained widespread influence on how we live.
Individually and collectively, in official and mundane activities, risk has
become a catch-all concept expected to guide actions toward averting
unwanted future situations. Probabilities, as a cognitive tool developed
by statisticians, are constantly used to anticipate the future. The appeal of
these predictions is supported by widespread aspirations for control over
adverse events. Nevertheless, if risk started to shape the social fabric of
societies several decades ago, its ambition to improve society and people’s
circumstances keeps being challenged.

If for many, risk is a tool that should generate undisputable consensus
over how to act, the assumption that knowing more about risks is neces-
sarily beneficial can be challenged at the light of the societal disputes
regularly generated by the anticipation of harm. Indeed, risk is a pro-
foundly normative concept. It is used to regulate social activities, to allo-
cate resources to some anticipated harm while it denies or misses other
threats. In this book, I argue that recurrent debates about risk exist
because most of the time the notion leaves aside the complexity of social
processes surrounding actual experiences of vulnerability and danger in
society.

© The Author(s) 2024 1
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2 C. Burton-Jeangros

Some general features of the idea of risk are important to sketch
upfront as they contribute to the tensions taking place around the regula-
tion of adverse events. First, risk is intangible. It is a discourse, or a men-
tal construction, about what is likely to happen. It is a prediction based
on regularities observed on past experiences. Once misfortune takes
place, it is not considered a risk anymore, but it is framed as an event, a
catastrophe, a disease, or death. The pervasiveness of risk, as an abstract
entity existing only in terms of predictions, illustrates well the fact that
we live in a post-industrial context, in which information or knowledge
is central. Reflecting the overall quantification of social life, risk probabil-
ities are expected to play a prominent role in the conduct of human lives.
However, multiple filters affect both their formulation and their applica-
tion to real-life circumstances.

Second, risk is tightly associated with the ambition to control future
events, as formulated by Bernstein: “The revolutionary idea that defines
the boundary between modern times and the past is the mastery of risk:
the notion that the future is more than a whim of the gods and that men
and women are not passive before nature” (Bernstein, 1996, p. 1).
Predictions based on risk calculations are associated with thresholds,
standards, and recommendations to guide individual and collective
actions across various scenarios, defined as more or less desirable. The
authority of science is used to formulate a single course of action that
should be consensually preferred. However, depending on their multiple
relations with the situation and their other commitments, people often
do not agree on what is best and who should be accountable for danger.

Third, there is a profound contradiction between risk as a tool designed
to elaborate decisions enhancing collective security through cost—benefit
analyses and the promotion of individual responsibility in the modern
context. Predictions help to estimate what is likely to happen across a
number of people or places and can thus support governments and insti-
tutions in policy-making. Considering that adverse events will occur, risk
pooling generates solidarity across a group of people to support those
who will incur loss. However, the application of probabilistic risk reason-
ing at the individual level or for single cases is not operative, regardless of
the odds of disease, death, or catastrophe. Individual autonomy and col-
lective risk regulation are thus not easy to combine.
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Fourth, risk introduces a disconnection between increased expecta-
tions of safety and persistent experiences of harm. Risk has indeed
brought many benefits, as assessed by a range of social, economic, and
health indicators. However, predictions are constantly challenged by
unexpected crises, unforeseen events, or low-probability accidents. From
the Chernobyl accident in the 1980s to the recent COVID-19 pandemic,
the repetition of crises in multiple forms and domains keeps questioning
the promises raised by risk management. This disconnection contributes
to discrediting the very idea of risk and the trust that experts and institu-
tions had gained over the first part of the twentieth century.

By asserting that nothing happens by chance, risk profoundly impacts
society. However, risk only provides a map, reducing the complexity of
the world to a limited number of dimensions. Risk is not the territory,
the actual conditions in which people experience illness, suffering, and
misfortune. My aim is to discuss this tension.

On the one hand, conventional or formal risk management, supported
by the increasing capacity to predict harm for human lives and their envi-
ronments thanks to risk probabilities, has developed a generic model to
control the adverse consequences of anticipated threats based on cost—
benefit trade-offs. The characteristics of this model include notably being
top-down, intellectual, abstract, rational, and quantitative. It gained
legitimacy in organizing human activities in the best collective interest
and progressively expanded across all life domains. However, its promises
remain constantly challenged by its difficulty in fully anticipating
threats—which risks should be measured?’—and societal reactions—how
will people respond to forecasted danger?

In this book, I propose to focus on ‘experiences of health risks’ to bet-
ter understand how people domesticate their personal vulnerability,
including material, affective, symbolic, and interpersonal elements. This
approach considers that they have to turn the abstract or elusive category
of risk into something that they can relate to and therefore may act upon.
Indeed, risk brings discontinuity or disorder, questioning aspirations for
continuity in social life. Thus, people have to integrate unforeseen danger
into their routines, possibly revisiting these or accepting them despite
them being labeled dangerous. In addition, they make connections with
tangible elements, such as their past experiences, their personal condi-
tions, or current societal concerns to gain some grip over this unsettling
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idea. Being interested in experiences of risk implies to consider these
within their related institutional environments which, beyond informa-
tion, provide rules and recommendations, possibly sanctions. In addi-
tion, these experiences are shaped by constant interactions with others,
who in their different social roles—as relatives, friends, or profession-
als—validate some risk interpretations and actions while they devalue
others. These relations can generate both conflicts and alliances among
people facing potential harm.

In relation with my own research, I focus my attention on people’s
experiences with regard to health risks, a domain in which risk expansion
has been particularly prolific, from individual genetic risks to global pan-
demic risks. In recent decades, health has indeed gained much scientific,
mediatic, and societal attention. Continuous gains in postponing death
triggered interest in the anticipation of disease and the promotion of
health. Health, as experienced in individual bodies, is situated at the
crossroad of biological, social, and political processes. It thus occupies a
number of disciplines analyzing it under their specific lenses. As a soci-
ologist, I am interested in the multiple and multifold social processes
taking place around health issues. In the context of the HIV/AIDS epi-
demic, the stigmatization of infected persons early on was considered a
challenge as large as the diffusion of the virus. More recently, the World
Health Organization warned that the infodemic surrounding the
COVID-19 pandemic was as much a threat as the virus itself. These two
examples show how risk probabilities have social consequences.

I aim to show how the social sciences contribute to the understanding
of health risk prevention. Following Mol (1998), who considers pathol-
ogy to be a lived reality, or Kleinman (1978), who asserts that illness is
the lived experience of disease, I focus my attention on the lived reality of
health risks. In addition to being an abstract prediction, being at risk has
concrete implications for people’s lives, questioning their confidence in
their own bodies and their capacity to fill their social roles. In the health
domain, science and medicine play important roles, as their position
often prevails over others. Their perspective is pervaded by a narrative
dominated by a number of assumptions, including scientific reason as a
straightforward precursor to collective solutions, people as maximizers of
their own interest in every circumstance, and a specific set of values.
However, examining experiences of health risk and uncertainty unveils
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the situated character of prevention campaigns, their underlying power
dynamics, and their relations with health inequalities.

My goal is to understand how people in diverse positions, as members
of the general public or professionals, actually think, act, and interact
around experiences of risk. Influential scholars, such as Beck (1992),
Douglas (1985, 1995), Ewald (1986), and Giddens (1990, 1991), have
described the social transformations leading to the emergence of modern
risk culture(s). However, their thinking has remained mostly abstract,
and here, I wish to connect the social theories of risk propositions with
empirical studies focused on health risk experiences. These studies help
describe the challenges people encounter when they try to make sense of
risk, while taking into account the social influences that affect their
reactions.

To better understand how people actually handle health-related risks,
I address the following questions in the upcoming chapters. In Chap. 2,
how do people make sense of risks through multiple forms of knowledge?
In Chap. 3, what is the role of emotions associated with risks? In Chap. 4,
how are actions adopted to respond to risks justified? In Chap. 5, how is
risk prevention shaped by moral judgments in social interactions? In
Chap. 6, how do social structures expose and protect individuals differ-
ently? In each chapter, a first part brings together theoretical elements,
starting with sociological theory, followed by social theories of risk and
sociology of health insights. The second part presents empirical findings
to illustrate recurrent challenges across risks and contexts. I mostly dis-
cuss health risks in affluent countries, but I sometimes adopt a broader
scope such as when addressing re-emerging infectious diseases. Attention
is given to studies focused on members of the public but also to the role
of professionals in institutions, to emphasize how health prevention takes
place amidst relations, characterized by consensus or conflicts depending
on the issues tackled.

The COVID-19 pandemic clearly revived societal debates about risk,
uncertainty, precaution, mobilization of science, and resistance to experts’
views. These recent debates only expanded questions that have already
been present for a while. In this book, I follow health risks over time and
settings to document contrasting experiences attached to them across
society.
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Knowledge, Uncertainty, and Ignorance
Around Health Risks

Introduction

Risk is associated with science as a dominant institution in modern soci-
eties. Formal risk knowledge, based on scientific reasoning, is expected to
guide human action in a wide range of domains with the intention to
avert future harm. The capacity to calculate odds, valued by experts and
institutions, is associated with the prevention of risks as a widely shared
principle for the organization of individual and collective lives.
Challenging the assumption that the expansion of formal risk knowl-
edge is necessarily beneficial, I describe in this chapter how social con-
texts matter in the production, circulation, and reception of such
knowledge. Risk as an abstract idea raises attention before harm is actu-
ally present. At the same time, it highlights the extent and permanence of
uncertainty, namely, what is not yet known or even knowable. These fea-
tures of risk evidence are prone to generate controversies in society. In
addition to the increasing awareness of difficulties in estimating probabil-
ities that can help predict future misfortune, making sense of the con-
stantly increasing amount of risk knowledge is challenging. This chapter
intends to show how, over the past decades, the proliferation of the idea

© The Author(s) 2024 7
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of risk has contributed to transforming the relationships between science
and society in general and to undermining the authority of formal or
quantitative knowledge.

Across a range of health risks, including lifestyles, genetic or cancer
screening, exposure to environmental threats, and infectious diseases, for-
mal risk knowledge is constantly extending with the development of bio-
medical and epidemiological research. At the same time, this extension
continues to create new concerns. In addition to the difficulties reported
by people who have to make decisions based on predicted risks, the logic
of risk continues to expand the scope of possible actions. Consequently,
it creates opportunities for conflicts across contrasted views about the
best ways to promote and protect health. In addition, influences affecting
the production and circulation of knowledge, or its manipulation to serve
situated interests, suggest that multiple social filters affect how risk
knowledge is convened in the elaboration of recommendations to protect
individual and public health.

I am interested in how social actors, across their different positions and
circumstances, praise, challenge, complement, or manipulate tools
offered by probabilistic thinking. Against efforts of science to delimit and
establish solid facts on possible threats, thus usually looking at them as
isolated problems, social actors constantly navigate across a number of
health issues. They are regularly confronted to these at their own personal
level or as these issues affect people they know, but also to global threats
debated across multiple communication channels. By discussing a num-
ber of situations, defined as public health or clinical risks, in their real-life
application, I am interested in how the shortcomings of formal health
risk knowledge contribute to a questioning of the value of science.

In the first part of the chapter, I present elements of sociology of
knowledge and social theories of risk to sketch the background against
which the evidence about health-related risks has widely expanded. Then,
using empirical illustrations from a range of health domains, I discuss
how knowing about risks is generating multiple challenges at both the
individual and collective levels.
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Risk Knowledge Applied to Health
Sociology of Risk Knowledge

For social scientists, the production of knowledge is not a natural and
universal process of accumulation that goes unchallenged. Rather, they
are interested in what counts as knowledge, whose claims are considered
most relevant, and how knowledge circulates in society. This means that
the status of different forms of knowledge varies across contexts, reflect-
ing social hierarchies and shaping expected interactions across social
groups (Berger & Luckmann, 1991 [1966]). In this section, I first revisit
how probabilistic thinking became so dominant and how its success was
approached by social scientists.

The Scientific Approach to Risk

In the process of disenchantment of the world described by Max Weber
(1964 [1904]), science—or formal knowledge—took over the role previ-
ously played by religion and magic in sense-making. Modern secular soci-
eties favor explanations of the environment and human activities based
on experimentation, systematic data collection, and analysis. These tech-
niques are expected to produce knowledge that evacuates unexpected and
mysterious forces and offers control over events (Weber, 1963 [1919]).
Dismissing the value of common-sense knowledge, scientists focus on
regularities to formulate abstract generalizations. Over the Enlightenment
process leading to a rationalization of natural and social life, science has
become an authoritative system of knowledge. This implied formulating
claims of a ‘universalized truth’ valid at the worldwide scale, independent
of local circumstances (Swidler & Arditi, 1994). This was made possible
by the existence of institutions and people who gained sufficient author-
ity in establishing the truth and in arbitrating disputes. Since science
started to define what is actually thinkable, Michel Foucault (1989
[1966]) associated such authority with power. In modern societies char-
acterized by functional specialization and rationality, science turned into
expertise summoned to guide the organization of social life. Its dominant
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position was initially reinforced by the limited circulation of formal
knowledge, whose access was restricted through dedicated channels and
closed to the general public.

Through systematic observations of the past and the development of
statistical tools, science progressively became a dominant institution in
the management of the future through risks calculated as probabilities
offering quantified measures of the likelihood of specific events (Bernstein,
1996). In risk management, preventive actions are defined as the joint
evaluation of the probability of an event and its expected consequences
(Aven & Renn, 2009). Cost-benefit analyses define possible interven-
tions as a trade-off between positive and negative consequences of any
activity. Turning past unspecified dangers into calculable risks (Castel,
1983) led to major improvements in safety and security in all systems
supporting people’s lives. The capacity to calculate risks and thus to pre-
dict adverse events was crucial in the development of compensation
mechanisms through insurance and welfare systems (Ewald, 1986). Over
the course of the twentieth century, risk analysis has been increasingly
and systematically summoned to govern all human activities, such as
public transport systems, nuclear plants, and everyday mundane activi-
ties, as well as a tool for the regulation of public institutions. Over the
past century, formal risk knowledge has become ubiquitous and self-
evident, and the identification of potential threats turned into a key pillar
of individual and collective action. It follows an overall taken-for-granted
quantification of social life, to which considerable social and intellectual
resources are allocated (Espeland & Stevens, 2008).

Following the growing success of a probabilistic view of the world,
formal risk management is equated with reason and rationality.
Experimental and quantitative research designs purposively reduce the
complexity of the world to identify regularities that help to calculate risks
and to act preventively on hazards. The dissenting views formulated by
members of the public regarding the safety of technology and the impact
of human activities on the environment, hence statements questioning
science, have been attributed to a lack of rationality or to emotions, both
of which are considered antithetical to modern society and to science.
Studies on risk perceptions initiated in the 1960s (Slovic, 1992) attrib-
uted systematic gaps between experts and members of the public to the



2 Knowledge, Uncertainty, and Ignorance Around Health Risks 1"

latter’s cognitive deficits. Considering human activities under the lens of
the rational actor model, proper education of the public or risk numeracy
was deemed the solution to eliminate this gap and to reach social consen-
sus over risk issues (Leiss, 1996). Risk communication, set up as a com-
ponent of risk management, was then conceptualized as the last stage
occurring after scientific and technical processes, aiming at informing
and convincing the general public or specifically concerned groups about
relevant actions to reduce risks.

Opver the twentieth century, formal risk knowledge driven by faith in
progress and science had a massive impact on society’s organization and
cultural background. Through the elaboration of guidelines, thresholds,
recommendations, risk management broadly affected social norms by
suggesting adequate ways to think and act toward the future. In addition,
the ambitions of risk management fueled a zero risk narrative and a
never-ending quest for safety: “in contemporary society, we can never feel
safe or healthy enough” (Furedi, 2009, p. 217). Reflexive or post hoc
assessments of action in light of available evidence often associate the
occurrence of any unwanted event with human failure. While expanding
insurance mechanisms provide protection against their negative conse-
quences, each of these events still incarnates a missed opportunity for
prevention. It most often leads to evaluations of the accountability of
those—individuals in their private lives or officials in their professional
positions—who should have averted the adverse outcome.

However, this dominant perspective, considering the future to be
manageable and under human control, continues to be challenged by
alternative ways to approach danger and uncertainty. Hence, recurrent
dilemmas associated with risk management prompted developments in
the social theories of risks.

The Social Theory Approaches to Risks

The growing influence of risk has led social scientists to scrutinize its
impact on modern societies (Short, 1984). Amidst their diverse contribu-
tions, I focus here on elements related to the role of knowledge in risk
management.
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In his acclaimed book Risk Society, Beck (1992) contended that mod-
ern societies now have to address the management of the risks created by
the developments of technology and science. He framed increasing social
preoccupations toward nuclear energy and the environment as the result
of manufactured risks, that is, those new dangers generated by the devel-
opment of technologies in industrial society. With Giddens (1990), he
emphasized the globalization of risks, alongside important socioeco-
nomic transformations occurring at the worldwide scale. As illustrated by
the Chernobyl accident, such invisible and distant risks could only be
grasped through mediated knowledge elaborated by specialists. Since
then, widespread awareness of global risks has been sustained by analyses
and guidance developed by international agencies, such as the OECD
report on systemic emergent risks (OECD, 2003) or the annual report
on global risks of the World Economic Forum since 2006 (World
Economic Forum, 2023). In parallel, “risk profiling” started to cover
increasingly everyday life and intimate spheres, including health aspects
(Giddens, 1991), under the assumption that individuals would benefit
from any information about the risks they are exposed to.

At the same time, this process of constant expansion of risk knowl-
edge, inherent to scientific efforts, rendered visible the limits of what is
known and shed light on what is not known (Beck, 1992). According to
the distinction between risk and uncertainty, some events can be pre-
dicted based on existing data related to previous circumstances, while
others cannot be quantified due to the absence of any past occurrence.
This distinction, which was formulated by the economist Knight in the
early 1920s, was overshadowed by rapid scientific progress and concomi-
tant developments in risk management. Indeed, in the middle of the
twentieth century, sociologists Moore and Tumin wrote, “Ignorance is
commonly viewed today as the natural enemy of stability and orderly
progress in social life” (Moore & Tumin, 1949, p. 787). Nevertheless, a
few decades later, the social theories of risk emphasized the persistence or
even extension of nonknowledge as a result of the constant expansion of
science. Scholarship on uncertainty and ignorance (Gross & McGoey,
2015; Proctor & Schiebinger, 2008) developed to address the complexity
of nonknowledge. In addition to attention given to uncertainty and
hence to what is not known or knowable, social studies of science
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contribute to risk scholarship by showing how knowledge is produced, or
not produced in the case of ‘undone science’, while taking into consider-
ation how it is influenced by social, institutional, and material contexts
(Frickel & Vincent, 2007; Fujimura & Holmes, 2019).

On the one hand, nonknowledge refers to the absence of evidence
itself: no scientific fact merely exists, as is the case with new dangers such
as the HIV or COVID-19 viruses when they first emerged. The time
needed to collect and analyze data suggests that knowledge and non-
knowledge are not opposites but rather situated on a continuum that
includes “partial, inexact, uncertain, provisional and uneven knowledge”
(Heimer, 2012, p. 19). Indeed, the ever-increasing capacity to collect
more data, to pool data across locations, and to analyze them supports
the identification of further risks while simultaneously producing manu-
factured uncertainty (Beck, 1999). Partial and dynamic knowledge regu-
larly places individuals in front of the obligation to make personal or
collective decisions, while they know that their decisions will be revisited
later in light of new knowledge. I refer to this as uncertainty.

On the other hand, nonknowledge relates to the lack of command
over some facts by some people: evidence exists, but it is not known by
all. This understanding emphasizes issues related to the circulation of
knowledge at multiple levels. First, the ever-increasing specialization of
scientists means that they are knowledgeable in narrower domains
(Giddens, 1990) and thus struggle to keep up with existing evidence
within and outside of their own domain of expertise. The difficulty of
distinguishing between personal and collective ignorance is currently
exacerbated by the continuously increasing amount of research produced
and its rapid diffusion. Second, ignorance studies (Gross & McGoey,
2015) or agnotology (Proctor & Schiebinger, 2008) are interested in the
role played by this form of nonknowledge in debates around risks. Here,
nonknowledge is conceived as the result of different ‘social arrangements’
that can either passively end up in the absence of science or actively be
produced when the intention to deceive others is present (Pinto, 2015).
I refer to this as ignorance.

These social science developments show the transitory nature of formal
risk knowledge and the multiple influences affecting its production and
circulation. Considering its limited capacity to offer uncontested and
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stable ways to think about danger, attention given to risks thus inevitably
encompasses political dimensions. Douglas’ (1985) developments on the
social acceptability of risks highlighted that science is not sufficient to
generate social consensus on what ought to be done. She suggested pay-
ing attention to institutions rather than danger itself to understand how
perceptions of risk are shaped: “Since a focus on one kind of danger
directs attention away from others, it follows that the perceptual moni-
toring will not be random, but will be a function of the kind of organiza-
tion that is being achieved” (p. 55).

Therefore, modern risks associated with technology developments,
from nuclear plants to nanotechnologies or genetically modified organ-
isms, to the environmental impact of human activities or to the globaliza-
tion threats of infectious diseases have not only exacerbated debates about
evidence and uncertainty but also revealed how science and its limita-
tions generate contrasted reactions across society. This prompted new
policy developments. Participatory technology assessment, consensus
conferences, or different forms of lay participation around situations
entailing risks (Bogner, 2015; Callon et al., 2001) acknowledge the need
for deliberation to ensure democratic processes around decisions related
to risks. The emergence of the precautionary principle, which calls for
action before evidence is gained or action under uncertainty (Jonas,
1990), also reflects the growing awareness of the limits of formal risk
management processes.

The elements discussed above emphasize a growing awareness in soci-
ety of the shortcomings and dilemmas related to risk knowledge. In this
chapter, I show how, beyond scientific expertise and its circulation, know-
ing about risk is local and dynamic and informed by contexts and experi-
ences. After sketching these theoretical elements about formal risk
knowledge in general, I now turn to the more specific domain of health.

Formal Risk Knowledge Applied to Health

In recent decades, there has been a steady expansion of formal risk knowl-
edge around health issues. Prompted by difhiculties in treating diseases,
this knowledge supported the development of primary and secondary
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prevention strategies aimed at the general population or narrower catego-
ries of persons exposed to specific health threats. At the same time, aware-
ness about the absence of knowledge or uncertainty similarly increased
among both professionals and the general public. In this section, I am
interested in the consequences for health experiences of this intensified
proximity with risk and uncertainty. My account is shaped by the differ-
ent topics on which I have conducted research over the years.

The Expanding Scope of Health Risks

Alongside changing morbidity and mortality patterns, risks have been
calculated to anticipate the onset of disease. The accumulation of data,
improved technical and statistical capacities, and technological innova-
tions that offer new opportunities to measure some biological character-
istics, such as mammograms or genetic screening, have, for example,
jointly contributed to extending the production of formal risk knowledge
in health.

Over the second half of the twentieth century, epidemiological devel-
opments offered a new understanding of noncommunicable diseases after
they became the major causes of disease and death in modern contexts.
Etiological pathways often remain uncertain, and epidemiological analy-
ses have identified risk factors associated with the occurrence of cancer
and heart disease as prevailing causes of death in affluent countries. After
an initial focus on biological factors, such as increased blood pressure or
cholesterol, attention then shifted toward everyday behaviors as predis-
posing factors for disease (D. Armstrong, 2014). Following the emblem-
atic study of Hill and Doll in the 1950s, which established a correlation
between smoking and lung cancer among a cohort of British medical
doctors, large-scale studies on samples of the general population high-
lighted the role of lifestyles, including diet, physical exercise, tobacco and
alcohol use, as a determinant of disease (Nathanson, 1996).

These observations, which are now self-evident, were then completely
new. The way they were then framed by public health institutions
(O’Donnell, 2015) emphasized the idea of individual responsibility for
health. They led to health education campaigns aimed at modifying what
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was then labeled risk behaviors. A number of behavioral change models
focused on psychological mechanisms likely to trigger individuals” inten-
tions to alter their everyday life were developed at that time (Ogden,
1995). With the simultaneous expansion of mass media, prevention mes-
sages could easily be distributed to the whole population. Henceforth,
the importance of everyday social practices for health became common-
place, giving individuals a major responsibility in achieving their own
good health (Crawford, 1980).

In parallel, secondary prevention strategies supported by probabilistic
information have been developed (N. Armstrong & Eborall, 2012). Such
programs target groups of the population who are in good health but are
defined as being at risk due to their age or condition. Cancer screening
was first established with pap smears generalized in the 1970s, followed
by mammography screening for breast cancer and, more recently, pros-
tate and colorectal cancer screening. These techniques of secondary pre-
vention offered the possibility to detect early signs of the disease to
interfere with its natural history. Prenatal screening has also expanded in
recent decades to detect genetic anomalies early in pregnancy, notably
through techniques for screening for an elevated risk of Down syndrome
among pregnant women (Hammer & Burton-Jeangros, 2013). A more
recent expansion of genetic screening was prompted by the completion of
the Human Genome Project in 2003. The combination of molecular
profiling technologies and data mining strategies has opened up the field
of personalized medicine, aiming at tailoring therapeutic strategies to the
profile of each specific individual to overcome the limitations of the ‘one-
size-fits-all’ model used thus far in medicine (Rose, 2013). Such genetic
screening is notably used in oncogenetics to adjust treatments and iden-
tify genetic risks that could also concern members of the family (Caiata-
Zufferey et al., 2014). Access to genetic information is not only gained in
the medical context since over-the-counter offers for genetic testing have
increased over the past years (Saukko, 2018). These various forms of
screening share a similar goal, that is, identifying risks early, before any
visible symptom.

In addition to these individual and local circumstances, risk thinking
has also been at the center of approaches developed to address (re)emerg-
ing infectious diseases. After a brief distancing with infectious diseases in
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affluent countries (Bourdelais, 2003), HIV/AIDS in the early 1980s was
followed by a succession of epidemics, including SARS, H5N1, HINT,
Ebola, MERS, Zika (Bourrier et al., 2019; Washer, 2010), and, recently,
COVID-19. In the initial absence of medical responses, that is, treat-
ments and/or immunization, public health authorities focused on non-
medical, that is, behavioral, measures expecting the population to endorse
safe practices. The context of globalization, with its high mobility of
goods and people, was seen as particularly conducive to large epidemics
and prompted the development of global health as a new discipline.
Following a trend initiated by the HIV/AIDS epidemic, emerging infec-
tious diseases have typically been framed under the lens of risk. However,
their unfolding also emphasized the extent of uncertainty in the face of
new situations, such as HIV in the 1980s and COVID-19 in 2020, for
which past data to estimate risks were at first absent (Aven & Bouder,
2020). Epidemics have triggered efforts in epidemiological modeling to
address evolving uncertainty (Rhodes et al., 2020; Rhodes & Lancaster,
2022). The performative character of mathematics is important to stress
since hypotheses about the extent and speed of virus diffusion are what
make a pandemic exist ‘here-and-now’ even though knowledge is still
missing: “Models are deployed to imagine futures of unprecedented dis-
eases which cannot be known” (Rhodes et al., 2020, p. 2).

The expanding accumulation of data and their systematic analysis,
exacerbated by recent developments in big data approaches combining
biological data, electronic medical records, geospatial information, per-
sonal self-monitoring through mobile applications and social media, has
contributed to identifying further areas of vulnerability (Mooney &
Pejaver, 2018). Indeed, personal digital tools reinforce the monitoring of
health risks in everyday life by encouraging individuals to closely control
their personal efforts and achievements against the norms of good health.
The ‘quantified self” (Lupton, 2016) not only provides tailored advice to
individuals but also contributes to the accumulation of data.

In summary, people are currently constantly made aware of multiple
threats, whether they are behavioral, physiological, or even genetic, that
loom over their personal health. In addition to this individualization of
health, global forces associated with new epidemic dangers have raised
international concern, as shown by COVID-19 measures, as they
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potentially expose everyone to future harm. This extension of health risks
reflects a core characteristic of modernity, and the calculation of risks
continues to expose individuals to both globalizing influences and their
own personal dispositions (Giddens, 1991). To bring together common-
alities across these different risks, I present in the next section how the
social theories of risk and sociology of health have commented on the
different features of this expanding health risk landscape.

Challenges Associated with Surveillance of Health Risks

Health sociologists have widely discussed this extension of health risks
through the elaboration of different concepts. Risks, as abstract general-
izations gained from data collected across a large number of people, gave
rise to a new government of population health, as described by Foucault
(2004 [1978]). The identification and dissemination of risks became a
tool to govern individuals through their own self-discipline (O’Malley,
2016). These processes led to the formulation of policies based on abstract
correlations used to regulate individual behaviors and collective actions
in light of what are defined as problematic situations (Castel, 1983).
Armstrong coined the term ‘surveillance medicine’ (D. Armstrong, 1995)
to describe the shift toward the observation of normal populations that
emerged at the beginning of the twentieth century, extending the terri-
tory of medicine well outside the hospital by introducing routine obser-
vations into individuals’ everyday lives. Through this process, risk shifted
professional and population attention beyond the territory of disease by
making health a constant preoccupation, with ‘healthism’ turning it into
an individual responsibility (Crawford, 1980). This constant surveillance
of risks is also considered one of the key processes supporting biomedical-
ization (Clarke et al., 2003), and health has become a personal goal that
has transformed into an ongoing project and commodity.

Risks gained sufficient force to redefine the boundary between health
and disease, now considered on a continuum of in-between positions
defined by potential threats (Bourrier & Burton-Jeangros, 2014). Being
at risk, which is currently a commonly shared position, is often associated
over the long run with constant questioning of health and sustained
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attention to possible signs of entry into disease. Concepts such as ‘at-risk
health status’ (Kenen, 1996), ‘patients-in-waiting’ (Timmermans &
Buchbinder, 2010), or ‘proto-illness’ (Gillespie, 2015) are created by the
use made of statistical distributions by health professionals. These catego-
ries refer to intermediate states in which people are in good health but
whose biological make-up or behaviors have been flagged as making them
at greater risk of becoming sick than the average person. In addition to
redefining their identities, this status is associated with tasks, regular
encounters with the healthcare system, new technical devices, services,
and specialists to monitor at-risk statuses. Sociological analyses conclude
that the expansion of risks reinforces the power of expert systems, that s,
medicine and science.

As in non-health-related domains, the initial approach of probabilities
as both chance and risk is now most often focused on the latter
(M. Douglas, 1990): from global health risks to local and genetic ones,
attention is focused on identifying what could go wrong. In addition,
alongside social acceleration mechanisms, the expansion of risks, based
on the accumulation of more data and capacities to link information
across places, the constant anticipation of the future fuels a sense of
urgency. Specialists tend to consider that the earlier signs can be detected
and acted upon, the better the response should be. This is the case not
only for epidemic outbreaks, but also for biological markers. This gener-
ates some problematic side effects, or what Beck (1992) defined as manu-
factured risks in relation to global threats, as a result of a lower tolerance
to biological events or modifications. To name a few, there is a growing
awareness that cancer screening entails harm, such as unnecessary inter-
ventions and anxiety, that must be balanced against its benefits. This has
been approached in terms of overscreening and overdiagnosis (Chiolero
et al., 2015; Welch, 2011). In oncogenetics, testing can generate fortu-
itous results—or incidental findings—regarding risks other than those
that were initially sought, producing debates among specialists about the
necessity or relevance of conveying this additional risk knowledge to peo-
ple being screened (Owens, 2022).

The continuous accumulation of data is also creating volatility in
guidelines. The acquisition of additional knowledge can modify recom-
mendations based on new cost—benefit trade-offs. Over that process,
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standards and thresholds (re)define the border between normal and path-
ological positions, as observed for conditions such as obesity, hyperten-
sion, or diabetes. This leads to the inclusion of larger segments of the
population in the category of those who need attention (Nicholls, 2013;
Skolbekken, 2008). At the same time, forces going in the opposite direc-
tion, toward a reduction of situations defined at risk, are also reported.
The Swiss statement of HIV experts in Switzerland, published in 2008,
indicated that HIV-infected individuals under regular treatment were
not exposing their partner to risk (Vernazza & Bernard, 2016), generat-
ing ambivalent reactions at the international level. The authors invoked
transparency to justify this publication, at the light of potential incrimi-
nations of HIV-infected individuals in the transmission of the virus. In
cancer screening, a tendency toward a lower frequency of testing (mam-
mography, pap smear, prostate cancer screening) also reflects new consid-
erations regarding the respective benefits and harms of screening
(N. Armstrong, 2019), as well as economic pressures to reduce health
costs. In the early phases of the COVID-19 pandemic, the repeated revi-
sion of measures advocated by health institutions also revealed the extent
of uncertainty and the constant evolution of evidence (Vargas et al.,
2023). As a last example of fluctuations in official recommendations,
variations in guidelines across national contexts are used by some parents
as an argument to justify their hesitancy toward vaccinating their chil-
dren (Attwell et al., 2022).

These variations over time and places, unsettling for the public and
professionals who have to adjust to different standards, render visible the
political nature of actions defined on formal risk knowledge. Such insta-
bility of what “normal” or “at risk” means (Skolbekken, 2008) implies
that both institutions and members of the public are constantly exposed
to concrete negotiations about the acceptability of risks (M. Douglas,
1985). After discussing the critics formulated by social scientists toward
the expansion of formal risk knowledge and the expectations it raises, I
now turn to interpretations and uses of risk knowledge in concrete con-
texts, when social actors have to actually handle such information.
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The Production, Circulation, and Reception
of Risk Knowledge

This second section of the chapter reports on empirical studies docu-
menting how risk knowledge is shaped, shared, and received in concrete
circumstances. First, I propose a synthesis of challenges generated by the
application of risk knowledge to individual situations, such as in mes-
sages encouraging the adoption of specific behaviors or in health care
interactions. Then, the application of risk knowledge in organizational
settings is discussed, revealing how undesirable knowledge is discarded or
avoided in diverse ways. Finally, I address the challenges of risk informa-
tion overload.

Interpretations of Health Risks in Their Social Contexts

In several contexts of primary and secondary prevention, individuals are
informed by representatives of medical and public health institutions
about being personally at risk of future harm. I address here the following
questions: How do people actually reflect on this risk knowledge in con-
crete situations? Which strategies do they use to make sense of this infor-
mation? The findings I bring together suggest that they reinterpret risk
information within their social contexts, anchoring their decisions to
what they can actually observe or relate to.

Probabilities Challenged

Risks are calculated through abstract constructs produced by statistical
procedures, purposively detaching conditions from their life contexts. In
primary prevention messages, this information remains fairly general,
while in interactions between health professionals and individuals dis-
cussing secondary prevention screening tests, actual probabilities are
often formulated. This is the case for prenatal screening procedures and
genetic screening (Burton-]eangros et al., 2013; Burton-Jeangros et al.,
submitted). In those cases, probabilities not only have individual
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implications but can also have consequences for others, such as the child-
to-be or biologically related members of the family. In this context, peo-
ple can hardly discard formal risk knowledge since they are often urged
to engage with this information.

One can argue that the focus on formal cognitive competencies reflects
the socialization of scientists, who learn to think about problems in an
abstract way and are detached from ordinary considerations. Research on
risk perceptions has emphasized the overall poor probabilistic competen-
cies of individuals in decision-making, and systematic ‘biases’ impeding a
proper evaluation of risks have been described (Slovic, 2000; Tversky &
Kahneman, 1974). It regrets the extent of poor judgments among mem-
bers of the public. Efforts developed to improve risk numeracy are aligned
with the ideal type of a ‘homo medicus’, which considers that individuals
make rational choices to maximize their health based on probabilities
(Peretti-Watel & Moatti, 2010). This assumption is, however, challenged
by empirical studies, including among experts.

In real-life situations, research continues to show challenges associated
with risk numeracy. It is observed that medical doctors’ risk numeracy is
weak (Wegwarth & Gigerenzer, 2018). Furthermore, this study high-
lights the misleading role of leaflets produced by the pharmaceutical
industry and medical journals, even the most prestigious ones, whose
communication tends to exaggerate risks. In the general public, people
admit that they struggle to make sense of the abstract construct of risk.
Some question the elaboration of formal risk knowledge. For example, a
pregnant woman presented with a probability of chromosomal anomaly
of her fetus directly challenged its relevance, associating it with gambling:
“There must be a basis, there must be something reliable and tangible in
those numbers, but I have the impression that it is totally... as if I was
playing lottery and was getting three pineapples or one gun, one pine-
apple and one peach [...] I am not at all impressed by numbers, well by
those numbers” (Burton-Jeangros et al., 2013, p. 11). Similarly, citizens
participating in deliberative forums on oncogenetics phrased their per-
plexity, as expressed by the following participants: “In fact, I did not
understand, for real I find that 87% said like this...”, “it means nothing”
or “for me, it is purely theoretical” (Burton-Jeangros et al., submitted).
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This can justify the frequent use of metaphors that people use to make
risks more concrete or to tackle uncertainty. Pregnant women undergo-
ing prenatal screening made references to pupils in a classroom or pieces
of a jigsaw (Burton-Jeangros et al., 2013); in forums discussing genetic
screening, participants used images of cars speeding on the highway or
planes crashing (Burton-Jeangros et al., submitted). Overall, these strate-
gies suggest the need to connect abstract risk figures with concrete situa-
tions so that they can gain some actual meaning to which people can
relate. At the same time, metaphors may serve to make persisting uncer-
tainty invisible. In other words, discarding or re-interpreting risk proba-
bilities might reflect a form of resistance to a formal definition of a
situation that is not directly echoed in people’s everyday lives.

In addition, the predictive nature of risks means that preventive mea-
sures do not exclude the possibility that the threat under consideration
will turn into an adverse event for the person; in other words, it could
occur regardless of the calculated probability. This has been described as
an ‘ecological fallacy’ by Heyman (1998) since a probability projected at
the individual level still leaves consequences open. Across settings, people
discuss this persistent individual uncertainty. A low probability is there-
fore not reassuring. In our study focused on prenatal screening, a preg-
nant woman categorized as low risk told us that “at this moment, I do not
know, maybe I will have a Down’s syndrome child, we do not know,
maybe I will be the 1 out of 1,600, it is possible” (Burton-Jeangros et al.,
2013, p. 12). What these women expressed was their deep conviction
that despite risk statements, their future remained open. A man inter-
viewed in the context of a sexual health consultation expressed it this
way: “For me, zero risk does not exist. This is why one needs to be careful,
since there is always a person who will be that person, the one who was
not lucky” (Debergh, 2022, pp. 257-258). While risk knowledge helps
define collective action, it does not eliminate the occurrence of adverse
events, including for those at low risk. Some people will still fall on the
wrong side of the equation and suffer harm, against odds. When this hap-
pens, they can become vocal about their personal harm and thus contrib-
ute to questioning the arbitrary nature of thresholds (Doron, 2016).

These empirical elements show that people—patients, members of the
general public, and health professionals—interviewed by social scientists
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struggle with probabilities and question the utility of risk thinking. These
findings highlight that in real-life situations, cognitive processes based on
a rational weighing of costs and benefits are insufficient. To make sense of
probabilities, people frequently mobilize past observations and experi-
ences to relate risks to concrete circumstances. Hope, faith, and magic
have been described as additional tools to tackle the difficulties of abstract
risk knowledge (Brown, 2021; Zinn & Schulz, 2024). Through this vari-
ety of references, people are connecting health-related risk decisions to
social life and add flesh to a narrow cognitive framing.

Experiential Risk Knowledge

These difficulties in grasping the very idea of risk relate to the fact that it
is only a mental image: it ‘exists’ because abstract knowledge about it has
been produced, but it is not a concrete entity that can actually be seen or
felt. Thus, people experience a gap between being at risk and their bodily
experience of health and disease. Research presented below suggests that
they strive to fill this gap by summoning knowledge based on their own
experiences and on that shared with others. Indeed, people get to know
about the world and events through actual experiences accumulated in
everyday life. Observations and recurrences help individuals to conduct
their life in an unproblematic manner (Schuetz, 1953). The idea of com-
mon sense refers to the knowledge ordinary people use in their everyday
life actions. Introduced in the 1950s by social phenomenology, it has
gained increasing attention since the 1980s (Swidler & Arditi, 1994).
This common sense or experiential knowledge does not meet the crite-
ria defined for elaborating formal ways of knowing; therefore, it has long
been discredited under the pressure of authoritative scientific knowledge.
Due to the prestige of medicine, health-related social science research has
initially adopted such a position, with anthropologists documenting the
‘biased’ views of people in distant parts of the world and sociologists
reporting on the gap between proper scientific formal knowledge on dis-
eases and ‘irrational’ perceptions among the public. Moving away from
this once dominant view, studies have progressively researched people’s
own understanding of their health and illnesses, acknowledging the
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importance of experience (Bjorn Hofmann, 2016; Bury, 1997). Around
risks, experiential, embodied, or local knowledge has gained in visibility
and status across different domains. Indeed, the illustrations below show
how the thinking associated with health, illness, and risk is anchored in
the social fabric through actual observations of what can be seen, touched,
and shared with others.

In the context of prenatal risk surveillance, some women refer to their
embodied knowledge of pregnancy to assess the development of the baby
and the potential presence of risks (Browner & Press, 1996; Burton-
Jeangros et al., 2013; Markens et al., 2010). Embodied knowledge relates
to different phenomenological indicators (e.g., bodily transformations)
and often integrates past experience, such as previous pregnancies. In
another context, some people informed of their elevated risk regarding
blood sugar screening questioned the existence of such an invisible risk
and preferred to value their bodily perceptions (Norddal et al., 2022).

In addition, feelings and intuitions are explicitly mobilized to interpret
a situation defined in terms of risk. This pregnant woman trusted how
she felt about the pregnancy more than the probabilities formulated by
her gynecologist. She emphasized her intimate convictions that the baby
was fine: “In fact no, I was not worried at all, I was not at all preoccu-
pied... well I told myself that... if there was a problem, I don’t know, I
would have felt it” (Burton-Jeangros et al., 2013, p. 11). Such references
are not only a prerogative of patients but are also encouraged by doctors
to their patients who have to make difficult decisions, for example, if they
are undergoing amniocentesis, which presents additional risks. In differ-
ent interviews, doctors praised their patients’ common sense and instinct:
“people have a good sense, and I believe that one can also trust them a
liccle”, or “I believe a lot in people’s instinct” (Burton-Jeangros et al.,
2013, p. 9). This was again reported in a study on women’s decisions
related to genetic modifications showing an elevated breast cancer risk:
one participant who was counting on her doctor’s help to balance com-
plex information reported that “He said that I had to follow my deepest
feelings, my instinct” (Caiata-Zufferey et al., 2014, p. 4). These empirical
elements confirm that risk thinking is similarly challenging for health
professionals who have to support patients’ decisions. For them, evidence-
based medicine, which aims at standardizing medical practices, implies a
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shift away from their own experience. However, relying on the ‘strength
of averages’ is challenging in clinical practice (Doron, 2016). Thus, ‘gut
feelings’ (Gigerenzer, 2008) or intuition fills some practical function;
anchored in social experiences, they facilitate making up one’s mind
about complex decisions, such as those expected in the presence of risks.

This importance of sensory experience has been reported for other
risks, especially those not quantified by science. In the aftermath of the
mad cow crisis and then rising preoccupation with food risks, people
elaborated their own rules in everyday life to delineate safe and unsafe
food, such as through the selection of food providers (Burton-Jeangros,
2004). Aesthetic elements and references to the taste, appearance, and
smell of food were mobilized to categorize what could be eaten or not
eaten (Green et al., 2003). In the domain of environmental risks, local
communities consider that bad odors, chemical residues observed on the
ground after rain, etc., offer better evidence of pollution than does
abstract scientific knowledge, which tends to eliminate such risks (Brown,
1987). The literature on air pollution also reports on different forms of
sensory awareness, including olfactory evidence and physiological effects
(Bickerstaff, 2004). The visible presence of a power plant and the first-
hand experience of disease or illness were considered signs of ‘tangible
evidence’, defined as “a specific form of lay knowledge that includes expe-
rience of disease and sensory perceptions of exposure” (Scammell et al.,
2010, p. 151). Overall, people elaborate meanings that help them over-
come the difficulties associated with uncertainty.

Finally, counterevidence, that is, observations of real-life situations
going against risk predictions, further weakens the relevance of risk. Such
experiences are regularly recollected as proof that the future is indeed dif-
ficult to predict. Pregnant women talked about occurrences of fetal mal-
formations in contradiction with prenatal screening predictions. Some
challenged the strict norms of alcohol abstinence, while in previous gen-
erations, pregnant women who drank alcohol without limitations
(including their own mothers) had not delivered children with birth
defects (Burton-Jeangros, 2011). Similar justifications have also been
mentioned in research dedicated to smoking (Wigginton & Lafrance,
2014). Such observations, based on individual and collective memory,
contradict the predictions formulated by probabilities.
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These illustrations across risks and places emphasize the importance of
local and embodied knowledge and the necessary appreciation of risks by
those who are directly exposed. The status of experiential or local knowl-
edge has progressively changed in recent decades. Given the visibility of
alternative evaluations of risks, broader attention was given to the com-
munity activism of those living in sites exposed to toxic waste. In what
was named ‘popular or lay epidemiology’, people’s experience emphasized
anomalies, particular cases, and possible susceptibilities that distant
experts could not be aware of (Brown, 1992; Wynne, 1996). The value of
experience has also been acknowledged regarding the mobilization of
activists who played a significant role in shaping experiments in AIDS
drug clinical trials (Epstein, 1998). Currently, communication technolo-
gies provide unprecedented opportunities for distant people to share
their experiential knowledge online. Online exchanges with other con-
cerned people provide immediate answers, and possibly reassurance,
while obtaining professional advice would take much longer time (Jurich,
2021). Through regular exchanges about their personal experiences and
frequent dissatisfaction in encounters with health professionals, these
groups can in some circumstances turn into ‘epistemic communities’,
sharing some local and situated knowledge while calling for the integra-
tion of their expertise in policy-making (Akrich, 2010) or in the context
of evidence-based activism (Rabeharisoa et al., 2014).

A growing legitimacy of these alternative forms of knowledge can be
observed across health risk issues. Initial references to lay knowledge
(Popay & Williams, 1996) and lay expertise (Prior, 2003) have been fol-
lowed by ‘experiential knowledge’ to reduce the negative connotation
associated with the notion of ‘lay’ (Caron-Flinterman et al., 2005). From
paternalistic and asymmetric relations described by Parsons in the 1950s,
in which the voices of patients were excluded, members of the public
have thus gained increasing credibility (Halloy et al., 2022). Such recog-
nition of experiential knowledge and of lay people’s expertise can be seen
as the result of the social science research conducted in recent decades.
In particular, qualitative studies gave a voice to people’s concerns and
encouraged the interactive or coproduction of knowledge on risks. As I
show in the next section, situations framed in terms of uncertainty,
rather than risk, have further contributed to making participatory for-
mats popular.
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After describing people’s efforts to make sense of risks potentially impact-
ing their own health, I now adopt a different angle by focusing on the
challenges associated with the production of evidence on risk and its cir-
culation across concerned publics. Studies shifting attention to the short-
comings of risk knowledge in institutional or corporate settings address
another facet of the experience of risks in modern societies. Ignorance
studies or agnotology (Gross & McGoey, 2015; Proctor & Schiebinger,
2008) notably emphasize the deliberate manipulation of knowledge to
protect the commercial interests of actors in the private sector, including
the pharmaceutical and tobacco industries. In addition, I report on
research documenting how passive ignorance in the organizational con-
text allows one to avoid uncomfortable knowledge that challenges preva-
lent frames.

Organizational Avoidance of Risk Knowledge

Endorsing risk knowledge is not only difficult for individuals informed of
their personal risk for developing some disease. It is also a challenge
within organizational contexts for those who have to accept a new defini-
tion of their reality or environment. Different case studies illustrate how
organizations manipulate risk information as a result of omissions or
interpretations serving alternative needs. Such an analysis was proposed
by Vassy et al. (2007) to understand why institutions failed to avert the
consequences of the heat wave in France in 2003, when risks were actu-
ally known. They claimed that while heat wave risks had been previously
documented, different factors related to the circulation of knowledge
contributed to the crisis. First, despite calls for action by a few whistle-
blowers, health authorities initially underestimated the issue since the
situation was not in line with the then prevailing cognitive framing of
health surveillance. In the early 2000s, attention was indeed focused on
infectious disease risks, which were emphasized in the context of re-
emerging infectious diseases and bioterrorist threats, while environmen-
tal threats were still rarely considered. Therefore, despite the available
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evidence, heat wave danger was not prioritized over other concerns con-
sidered more important at that time. In addition, mistrust toward early
data and across professional groups contributed to downplaying the
importance of the issue. Finally, the evidence remained scattered, a pro-
cess exacerbated by divisions across professional and administrative
entities.

Twenty years later, when COVID-19 emerged, similar shortcomings
were observed. Since the early 2000s, massive resources have been invested
in global health institutions and international and national capacities in
pandemic preparedness, and many experts were convinced that a pan-
demic would occur (Lakoff, 2017). However, in early 2020, most coun-
tries delayed their initial responses, particularly the United States despite
being ranked first on the Global Health Security Index (Lakoff, 2022).
Indeed, the management of the global pandemic has fueled important
debates about risk, uncertainty, prevention, and precaution (Aven &
Bouder, 2020). It became increasingly clear that epidemiological evi-
dence and forecasts about the diffusion of the virus were insufficient to
govern collective and individual actions.

Another case study described how, in the context of occupational pes-
ticide exposure in France, a danger previously downplayed, emerging risk
knowledge was discarded in institutional settings (Dedieu & Jouzel,
2015). As uncertainty long prevailed in that domain, new evidence docu-
menting the impact of pesticide exposure on workers was domesticated
or reinterpreted to fit within the existing institutional context. This study
shows how collaboration across disciplines was weakened and research
conclusions were dismissed. The capacity of actors working within these
organizations to ignore some existing knowledge since it did not fit
within their institutional structures was again underlined. In addition,
the authors stressed that discarding new risk knowledge resulted in allevi-
ating the administrative structure’s responsibility for adverse events, thus
avoiding the issue of accountability.

These examples suggest that fluctuating risk knowledge questions pro-
fessionals in their daily routines. Hence, they sometimes make a selective
use of this knowledge. In addition, their organizational contexts, more or
less explicitly, contribute to generating some ignorance through the divi-
sion of labor, rules, and tools, in other words, as a result of bureaucracy.
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These findings confirm the difficulty of managing complex accumulating
information, both at the individual and collective levels, necessarily lead-
ing to mechanisms of simplification. The need of individuals, groups,
and institutions to elaborate self-consistent versions of their reality can
justify in their eyes their partial use of existing knowledge (Rayner, 2012).
Therefore, case studies suggest that not only individuals in their everyday
life but also those in position to decide for others manipulate, more or
less consciously, knowledge and produce ignorance in relation to risk
decisions: “the social construction of ignorance is not only inevitable, but
actually necessary for organizations, even entire societies to function at
all” (p. 122).

More broadly, these illustrations reveal how the social reception of risk
knowledge is organized to make it compatible with people’s preexisting
environments. Such capacity is indeed at the core of social life, through
its permanent work toward maintaining some sense of safety and conti-
nuity: “one of the crucial jobs of culture, let’s say, is to help people cam-
ouflage the actual risks of the world around them — to edit reality so that
it seems manageable, so that the perils pressing in on all sides are screened
out of our line of vision as we pursue our everyday rounds” (Erikson,
1990, p. 123). In contrast, risk knowledge typically challenges preexist-
ing routines and interpretations of the world. It questions the taken-for-
granted normality that individuals but also organizations struggle to put
in place. In this section, I showed how the complexity of organizational
arrangements, competing interests, unstable and partial knowledge con-
cur to question the relevance of probabilities within organizations.

Deliberate Ignorance as a Result of Commercial Interests

A number of studies have also documented how political and economic
influences affect the production of formal risk knowledge itself. I con-
sider that they reveal conflicting interests related to the protection of
population health and the importance of power hierarchies in society.
Deliberate production of ignorance has indeed been described by
research documenting how corporate organizations have made sure that
the risks of their products would continue being considered as low.
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Tobacco industry strategies have in particular been scrutinized to high-
light how their manifold maneuvers have concealed the danger of smok-
ing and passive smoking. These strategies included an emphasis on
scientific uncertainty, support for research favorable to smoking, the
recruitment of acknowledged scientists, the creation of echo chamber
effects, and attacks on unfavorable scientific research (Fernandez Pinto,
2017). ‘Industrial epidemics’ of commodities detrimental to health,
including tobacco, alcohol, and ultra-processed food and drinks (Moodie
et al., 2013), have been observed at the global scale and are associated
with the increasing burden of noncommunicable diseases in low- and
middle-income countries. A number of strategies acting against public
health interests and minimizing health risks have been put in place by the
large transnational companies behind such commodities, whose exten-
sion has been facilitated by deregulation and globalization. They include
influencing research findings, co-opting professionals and policy-makers,
lobbying to oppose regulation, and calling for voters’ freedom over nanny
states (Sacks et al., 2018).

These illustrations show that the gray zone between risk and uncer-
tainty leaves room for the manipulation of knowledge through the active
role played by various stakeholders. Across domains, these studies illus-
trate how the production and reception of science can be manipulated
and how policies aimed at protecting populations” health are shaped by
contradictory forces. Given the increasing commercialization of academic
research (Fernandez Pinto, 2017), these issues bring to the forefront con-
flicts of interests, to which scientists are not immune. Such maneuvers,
unveiled by social science research, contribute to undermining the cred-
ibility of science as a neutral and rational way to approach risks. In addi-
tion, as they are also brought to light by the media, they shape the cultural
background in which health risks are widely discussed.

The Circulation of Risk Knowledge: From Risk
Communication to Infodemic

Over the first half of the twentieth century, experts controlled the dis-
semination of scientific evidence in a context of limited information
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channels. In its early days, risk communication was also a top-down pro-
cess of experts informing the public when considered necessary. The mas-
sive rise of media outlets and communication technologies over the
following decades has fully overturned this one-way communication.
Against these important transformations, I discuss how today traditional
and social media offer not only major opportunities for the circulation of
formal risk knowledge, but also act as a source of criticism and conflictual
claims, by providing a platform for competing forms of knowledge.

Risk Communication Challenges

Emerging in the 1980s, risk communication was first modeled as a one-
way and top-down process with experts giving advice to the public while
acknowledging the importance of integrating the whole society into the
risk management process (Renn, 2008). It then rested on the assumption
that public opinion could be controlled and would align with expert
views if properly designed messages were delivered. However, recurrent
controversies about risks, fueled by traditional media and later by social
media, have led to rethinking risk communication, now defined as an
interactive or two-way process based on information exchange between
concerned stakeholders (Hoppner et al., 2012).

The tight connections between risk communication and public health
(Glik, 2007) have been emphasized in times of health crises, notably
global epidemics (Burton-Jeangros, 2019). Guidelines produced by pub-
lic agencies, such as the Centers for Disease Control and Prevention
(CDCQ) in the United States and the World Health Organization (WHO),
emphasize the crucial and multifaceted role of communication, or shar-
ing knowledge, around health risks. The revision of the International
Health Regulations (IHR) adopted in 2005 stressed communication as
one of the eight core public health response capacities required for IHR
implementation globally, implying that capacity in risk communication
should be built in each WHO member state.

Indeed, public health crises—for example, epidemics, environmental
exposures, food safety, and drug side effects—exist and develop through
the circulation of information about risks across society. Media channels
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act as a resource for public health institutions to disseminate recommen-
dations to the public, especially in the context of crises such as the HIN1
and COVID-19 pandemics. Risks related to distant accidents (e.g.,
Fukushima) or outbreaks (e.g., Ebola) are being rapidly and massively
reported, generating global awareness. Local and global threats are thus
constantly brought to the attention of the public, the media making risks
exist and people aware of threats, whether they are directly exposed to
them or not. Indeed, risks are mostly mediated, by science and by the
media (Roslyng & Eskjer, 2017), rather than being personally experi-
enced. Nevertheless, people’s attention and emotions are continuously
triggered.

In the context of HIN1 and Ebola, interviews with public health offi-
cials emphasized their difficulties in responding to the demands of 24/7
media channels over long periods of time (Burton-Jeangros, 2019).
Coordination of communication within and across organizations also
proved challenging, suggesting that institutions underestimated the
resources and competencies needed to meet the expectations of their own
guidelines in terms of risk communication. In addition, the norm of
transparency often contradicts experts’ perception that they are expected
to know and who therefore feel diminished when acknowledging uncer-
tainty and the limits of scientific knowledge. As made visible during the
COVID-19 pandemic, journalists have continued to prompt scientists to
report on science that had not yet been done. In the context of massive
scientific research production and social expectations to access evidence
rapidly, journalists even started to report on findings before these were
peer-reviewed, adding to the cacophony of information circulating about
COVID-19 risks.

Indeed, as acknowledged in the risk communication developed by
public health agencies, the media have become an essential component of
outbreak management, with journalists playing an important role in the
diffusion of official information and recommendations (Burton-Jeangros,
2019). However, since the early days of risk management, experts have
questioned media reporting on risks, regretting the autonomy of journal-
ists. Indeed, the media do not simply accelerate the circulation of formal
knowledge; rather, they also actively report on ongoing controversies,
such as vaccine hesitancy, rendering visible alternative evaluations of
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risks. Journalists' commitment to balancing viewpoints leads them to
look for contrasting opinions, which they are likely to find among experts
but also among other stakeholders, including members of the public. It
has been documented how the tobacco industry, taking this commitment
seriously, made sure that diverging views about the risks associated with
smoking were carried over to the public, fueling questions about the
solidity of scientific evidence (Fernandez Pinto, 2017). In the same vein,
it has been claimed that food company marketing displayed in media
channels, with its emphasis on consumers’ choices, impacts not only con-
sumers but also policy-makers (Henderson & Hilton, 2018).

The role of mass communication media is thus multifold: on the one
hand, they are a major player in the circulation of formal risk knowledge
in society; on the other hand, they contribute to questioning the value of
scientific knowledge in complex issues. I now turn to research suggesting
that such ambivalence has been exacerbated by the rise of social media,
which offer sources of data contributing to the production of knowledge
on the one hand, and opportunities for the dissemination of alternative
knowledge on the other hand.

The Media as a Resource for Risk Knowledge Production

In the mid-nineteenth century, industrializing nations acknowledged the
value of epidemic surveillance and thus made efforts to standardize
reporting procedures across borders (Stern & Markel, 2004). In the con-
text of globalization, the importance of knowing early about emerging
infections accelerated the revision of the International Health Regulation
at the beginning of the twenty-first century. Indeed, it appears that
national governments are, more or less deliberately, slow to report out-
breaks, while news networks and the Internet disseminate information at
a much faster speed and at the global scale. This potential was identified
after an incident in 1994, when the World Health Organization first
heard about a plague outbreak in Surat, India, on CNN (Weir &
Mykhalovskiy, 2007).

In recent decades, the power of media and communication technolo-
gies to gather data on health hazards has challenged previous official and
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bureaucratic channels. As an illustration, Internet communication helped
to identify the SARS epidemic in Guangdong Province in late 2002, an
outbreak first concealed by the Chinese authorities (Heymann, 2006).
Public health intelligence has thus started to rely on electronic informa-
tion to identify health events at the global scale to maximize the timeli-
ness of responses to emerging threats (French & Mykhalovskiy, 2013).
Next to the revision of the International Health Regulations, different
networks (the Global Public Health Intelligence Network (GPHIN) or
Global Outbreak Alert and Response Network (GOARN)) emerged to
monitor the worldwide web to detect any emerging health crises, includ-
ing deliberate or accidental release of pathogens and chemical and radio-
nuclear materials. These developments supported a departure from
formal risk management toward acknowledging uncertainty and “a pre-
occupation, in public health discourse, with health events of incalculable
pandemic potential” (French & Mykhalovskiy, 2013, p. 181).

Infodemiology, a term combining information and epidemiology, sug-
gests a correlation between electronic communication patterns and pop-
ulation health (Eysenbach, 2009). Its potential for public health
surveillance combines analyses of available information on the Internet
(offer) and of demands formulated by the public in navigation tools,
which reflect emerging issues in specific locations. In addition, ordinary
Internet users can actively engage in the collection of data in the context
of citizen science projects. As an illustration, the BBC Pandemic project
recruited 36,000 volunteers to assess population contacts in spring 2020
(Klepac et al., 2020). This material provided detailed information on
contacts by age group in different contexts (home, work, education set-
tings) and characteristics (conversation or physical contacts) important
for estimating the COVID-19 pandemic diffusion. In the same vein,
apps for digital health, beyond their personal use, offer further opportu-
nities to gather large amounts of data (Mooney & Pejaver, 2018) that
contribute to the elaboration of further risk knowledge. At the same time,
public preoccupations about the privacy of collected data limit the diffu-
sion of these surveillance tools, as was particularly observed in the case of
COVID-19 contact tracing efforts, challenged by public mistrust toward
the government intentions (Akinbi et al., 2021).
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These various developments reflect the sense of urgency generated by
formal risk management. In addition, challenges associated with the
capacity of institutions to adequately and timely analyze the large
amounts of continuously collected data need to be assessed, particularly
so in the era of artificial intelligence.

Social Media as an Enhancer of Infodemic

Today, the Internet offers a knowledge base amplified by open science
principles and an interactive space where anyone can share her or his
experience and views, making them public after having long been hidden
in the private sphere (Conrad et al., 2016). I describe here how, beyond
their potential for research with access to large sets of data, digital sup-
ports trigger social mobilization.

Connections among concerned people, independently of experts, gen-
erate concerns in health institutions since these people might convey
information that does not meet scientific standards. The democratization
of information production and sharing through the Internet has indeed
rapidly been considered a threat by the World Health Organization: since
the early days of the COVID-19 pandemic, the organization warned
against the overabundance of information. It thus developed strategies to
fight infodemic, combining ‘true and false’ information (Pulido et al.,
2020), and its website rapidly offered resources to bust myths and debunk
false information. Infodemic has been labeled as a risk in itself, interact-
ing with virus diffusion risks (Krause et al., 2020).

Risk communication challenges have already been investigated in the
context of previous epidemic outbreaks, notably the HIN1 pandemic
and Ebola outbreaks. Institutions recommended early and intensive com-
munication to counter rumors. However, in competition with multiple
sources of information, official agencies strived to saturate communica-
tion channels with proper information, but thus contributed themselves
to the infodemic (Burton-Jeangros, 2019). On a more positive note, it
led some public health agencies to invest more resources in communica-
tion and in training their staff to acquire skills and competencies in a
rapidly changing landscape of communication technologies.
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In parallel, research has developed on misinformation or fake news,
which directly questions the authority of science. Misinformation refers
to information that is inadvertently false and shared with no intention to
cause harm, while disinformation is created and shared with the explicit
purpose of causing harm (Wang et al., 2019). Since it is difficult to draw
a clear distinction between intentional and unintentional purposes,
scholars tend to prefer the term misinformation to the latter as well as to
‘fake news’, which holds a politicized connotation. This systematic review,
conducted before the onset of the COVID-19 pandemic, concluded that
on the Internet, the volume of misinformation exceeds the amount of
accurate information (Wang et al., 2019). In addition, it showed that
health-related misinformation was frequently associated with infectious
diseases, including vaccine issues. These preexisting features and contro-
versies are likely to have contributed to COVID-19 infodemic.

Fact-checking aims at verifying claims in the news and on social media
(Krause et al., 2020); however, this strategy was hampered in the context
of COVID-19 by uncertainty and dynamic knowledge. Communication
patterns developed during the pandemic reflected the complex role of
traditional and social media in public health crisis management, acknowl-
edging them as important players in the unfolding of re-emerging infec-
tious diseases (Nerlich & Koteyko, 2012). Multiple and contradictory
voices coexisted, including those disseminating conspiracy theories on
the pandemic. However, defined as “explanations of significant events as
secret plots concocted by powerful and malevolent institutions, groups,
and/or people” (Earnshaw et al., 2020, p. 1/7), such theories are not new.
Multiple similar crises have been documented in the past, with alterna-
tive explanations being disseminated in different formats, such as films,
books, and music. What is new, however, is that social media not only
accelerate the dissemination of conspiracy beliefs but also reinforce the
polarization of online communities (K. M. Douglas et al., 2019).

Risk communication guidelines advocate interactive communication
between official agencies and concerned communities; however, interac-
tions tend to remain limited (Burton-Jeangros, 2019). In contrast, it has
been observed that anti-vaccination sites are more interactive than official
websites and thus offer people a chance to raise and discuss their concerns
(K. M. Douglas et al., 2019). Alternatively, they support their reflexive
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monitoring of the multiple types of information circulating in parallel. It
has therefore been suggested that in times of crisis and anxiety, conspiracy-
related groups might bring a sense of community particularly appreciated
by their members (Earnshaw et al., 2020; Franks et al., 2017).

I discussed here how the acceleration of risk information circulation
reflects a variety of objectives and serves the needs of different groups in
society. | underlined that the media not only disseminate official infor-
mation, but also respond to multiple concerns raised in competing inter-
pretations of risk and uncertainty.

Conclusion

I discussed in this chapter the controversies and debates surrounding the
production, circulation, and reception of formal knowledge elaborated
around health risks, shedding light on the extent to which social influ-
ences shape the cognitive framing of health risks.

Formal risk knowledge formulates numerical assessments with the goal
of improving health: “Targets, rankings, projections, predictions, metrics
and audits all establish standards and benchmarks, which serve as coordi-
nation mechanisms to stabilize health and populations in particular ways”
(Rhodes & Lancaster, 2021, p. 2). It is important to emphasize that the
application of risk probabilities and formal risk management has indeed
generated important gains in many societal domains. However, ordinary
safety tends to be taken for granted in society and in social science research
and is often overlooked by the focus on extraordinary or poorly managed
risks (Gilbert, 2016).

Approaching health risks in terms of probabilities of future harm is
aligned with the quantification of modern everyday life (Espeland &
Stevens, 2008). It values numbers that turn common domains of life into
abstract entities that only experts can formulate, thanks to their training
and access to relevant data. Such quantification of possible adverse health
outcomes creates a specific way of knowing while assuming a shared cog-
nitive system across all segments of society. However, as stated by Espeland
and Stevens (2008), “an ethics of quantification should investigate how
the world is made by measures, but should strongly reject any conceit,
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scientific or otherwise, that measurement provides privileged or exclusive
access to the real” (p. 432). Quantification procedures imply by defini-
tion a simplification of reality or a decontextualization, with research
conducted in laboratories or based on a limited number of factors. These
procedures do not account for the complexity of undesirable events as
they occur in everyday life. Hence, probabilities constantly clash with
real-life experiences. Numbers produced by abstract systems remain
opaque to a majority of people (Giddens, 1991), including members of
the public but often also experts and professionals, especially when they
are outside of their zone of competence.

Efforts to control risks through quantification, often associated with a
zero-risk narrative promoted by prevention advocates, are regularly chal-
lenged by individual and collective events. First, counterevidence, when
a less likely event occurs, contributes to undermining the relevance of
formal risk knowledge and indicates that risks provide only partial access
to reality. Second, adverse events reveal that beyond the promises of risk
management, uncertainty remains omnipresent since an important num-
ber of situations are not amenable to calculations, such as in the case of
emerging threats (the COVID-19 pandemic or environmental expo-
sures). Third, people are more and more aware that the existence of for-
mal risk knowledge does not systematically equate with risk reduction
since conflicting interests might impact its production and circulation, as
revealed by controversies, notably those echoed in media channels.

I was particularly interested in how, depending on their position and
social circumstances, social actors praise, challenge, complement, or
manipulate tools offered by probabilistic thinking. I showed that in real-
life circumstances, people, as professionals or citizens, rely on local and
embodied knowledge, which helps them relate the abstract idea of risk to
their social contexts. Health risks are reinterpreted within these contexts,
encompassing elements—for example, senses, past occurrences, and rela-
tions—on which individuals have a more concrete hold. When people
use their own observations or hints to understand risks, they may com-
plement but also question standardized measures. They reflexively define
their own exposure to risk amidst contradictory sources of information

(Giddens, 1990). Or, as proposed by the process of individualization
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(Beck, 1992) encouraging them to making their own decisions, they act
as autonomous citizens weighing conflictual injunctions.

On another note, the coexistence of different ways of knowing about
risks reflects the ongoing discussion between research paradigms, which
define what counts as knowledge. The dominant position of natural and
positivist-oriented science has been challenged over the past decades.
Some experts, rather oblivious to the controversies associated with their
findings and propositions, remain convinced that this is the best way to
prevent future harm. They trust quantitative methodologies controlling
for possible factors of ‘noise’ diverting from the observation of a ‘pure’
phenomenon, therefore approached outside of real-life circumstances or
without paying attention to social factors. This implies for them that a
cognitive model of risk, based on probabilities, is preferable to other
forms of knowledge and that risk numeracy should be reinforced in soci-
ety. However, claims that formal risk knowledge is superior to any other
form of knowing can better be held when one is distant from concrete
decisions and is not personally involved. This distance is seen as a guaran-
tee of objectivity and reason; at the same time, it is often associated with
a depreciation of alternative views on risk and uncertainty. It can be con-
sidered as a strategy to not question one’s self-identity as an expert, who
has been ‘trained for certainty’ according to Atkinson (1984). Besides,
this identity has been forged over a long socialization and is often associ-
ated with prestige and resources.

However, this position is challenged by alternative models of what
counts as knowledge or by the qualitative culture of risk analysis advo-
cated by Jasanoff (1993). The ability to reframe an issue from another
person’s perspective can indeed lead some to revise their initial judg-
ments. | heard a local pediatrician state that he used to consider parents
hesitant toward vaccines ‘mentally retarded’ (sic). However, he admitted
that once he started listening to their concerns, his perception shifted:
“After a few years, I became more interested because I realized that these
people were much more vigilant when it came to health than the average
person” (Deml et al., 2020, p. 112949).

Real-life situations reveal that risk numeracy does not solve the chal-
lenges associated with the application of abstract knowledge to concrete
individual circumstance, including for medical doctors (Wegwarth &
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Gigerenzer, 2018). While formal knowledge is important, it provides
only a partial reading of the issues under consideration. This is why
empirical findings suggest that in many instances, both professionals and
members of the public combine formal and experiential knowledge.
Intuition, experiences, and moral convictions are often used by members
of the public, professionals, and policy-makers alike when they have to
make risk decisions.

In addition to the coexistence of these different forms of knowledge,
significant challenges are associated with the processing of large amounts
of information available on risks. The assumption that knowing is better
than not knowing reflects the high symbolic value of formal knowledge
in modern societies (Heimer, 2012). However, as well illustrated by
COVID-19 infodemic, the growing amount and rapid circulation of risk
knowledge generates important difficulties. Modern media accelerate the
diffusion of alternative forms of understanding, including conspiracy
theories. Their presence, far from being new since rumors are typical in
unsettled times, is reinforced by the viral nature of social media. This
massive circulation of knowledge contributes to feed speculations about
institutions’ potential hidden agendas, but it might also echo instances of
previous poor performance or communication of public health agencies.
Efforts put into place by officials to counter these alternative narratives—
like the material developed by the World Health Organization to respond
to the COVID-19 infodemic—suggest enduring power dynamics that
aim at maintaining the dominant position of science and expertise.

Conflicts and alliances across multiple forms of knowledge reveal the
political processes through which risks are considered acceptable, or not,
by individuals in their different social roles (M. Douglas, 1985).
Furthermore, the empirical elements I discussed in this chapter contrib-
ute to question the opposition between scientific knowledge on the one
hand, and uncertainty and ignorance on the other hand. The diffusion of
constant doubt and reflexivity as central features of modern societies
(Beck, 1992; Giddens, 1990) are indeed aligned with scientific thinking
itself. Risk, as a tool for danger management, settled at a time, in the
mid-twentieth century, when the authority of science was little chal-
lenged. Amid top-down relations, the trust of the public was often taken
for granted. However, a few decades later, the challenges and
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shortcomings of formal risk knowledge currently question the authority
of science in these matters.

When people challenge formal risk knowledge promoted by health
institutions, they more broadly question their authority. Historically,
natural and medical sciences prevailed over social sciences. In the context
of health risks, epidemiological and biomedical approaches continue to
be dominant, as observed in the management of the COVID-19 pan-
demic. However, it can be claimed that social sciences have played a
major role in the development of reflexivity across society over the past
decades by revealing the limits of science in its production and circula-
tion. They analyze the shortcomings of expertise by paying attention to
concerns ignored by dominant institutions, but central to some people’s
experiences.

These shortcomings call for the integration of additional elements in
the thinking developed around risks. In that respect, the social science
contribution is progressively better acknowledged. In addition, the pro-
motion of participatory formats in medical and public health decision
bodies, more often including patients and citizens, reflects a redistribu-
tion of power, progressively unsettling the authority of positivist science
through the inclusion of other forms of knowledge. Efforts dedicated to
the anticipation of harm contribute to these new dynamics.
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Anxiety, Fear, and Panic: The Role
of Emotions in Prevention

Introduction

The idea of risk emphasizes control over adverse situations and is expected
to eliminate fear in human activities. As a consequence, from the perspec-
tive of formal risk management, emotions such as anxiety, fear, and panic
are associated with disorder and considered to bias decisions. In risk com-
munication, messages typically struggle with the balance to find between
avoiding to induce fear and eliciting confidence. However, emotions are
inevitable in contemporary environments focused on risk reduction since
they reflect people’s engagement with their own life and with others. This
was formulated in an early social science definition of risk: “A hazard, in
our parlance, is a threat to people and to what they value (property, envi-
ronment, future generations) and risk is a measure of hazard” (Kates &
Kasperson, 1983, p. 7029). For social scientists, the expression of emo-
tions is framed by the sociocultural environment, which defines what
people should be afraid of and which fears are legitimate. Within the
prevailing cultural background of pessimism and anxiety, I claim that a
number of negative emotions profoundly shape social interactions and
views on what ought to be done to avert danger across society.
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I examine here the multiple, often ambivalent, roles that emotions
play in the anticipation of the future. In contrast to the formal risk man-
agement, which approaches them as a source of bias against rational
action, I suggest that anxiety, fear, and panic significantly shape the expe-
riences and strategies developed around risk. They are important in the
elaboration of meanings, and I discuss how they guide actions related to
the mitigation of harm in society in both official and lay responses.
Indeed, emotions seem to contribute to tackling intangible situations of
risk and uncertainty, as these regularly escape the control promised by
responses solely based on reason or cost—benefit trade-offs.

This chapter then discusses the role of emotions in health risk preven-
tion, as they are raised by screening and surveillance measures, encourag-
ing constant monitoring to initiate early action. At the same time, across
a number of health domains, emotions are often amplified by profession-
als and policy-makers when they strive to engage the public in preventive
actions. Hence, while risk management aims at removing fear, I show
that dealing with risk often involves emotional components, which can
contribute to unsettle experiences of health.

After describing how emotions are approached through a sociological
lens, I discuss how fear is addressed in social theories dedicated to risks,
from risk perception research to the description of the modern culture of
fear. Before turning to empirical illustrations, I also introduce a few ele-
ments related to emotions in sociology of health. The second part of the
chapter presents the contrasting ways in which emotions associated with
risks—ranging between anxiety and panic—have been addressed in
research focused on health risks.

Social Sciences Approach to Emotions
and Risks

Sociology of Emotions

Early sociologists analyzed the process of modernization with a focus on
the growing importance of secular rationality (Shilling, 2002), which
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attributed a marginal role to emotions in society. More serious attention
has been given to emotions only since the 1980s, as indicated by reviews
on the anthropology of emotions (Lutz & White, 1986) and sociology of
emotions (Thoits, 1989). Next to interpretative approaches to social real-
ity, scholars have introduced emotion in the analysis of human experi-
ence to move beyond the dominant focus on cognitive and
rational-economic motivations for action (Lutz & White, 1986).
Considering that affective components are inherent to human action,
they foster a sociological analysis of emotions, since according to Barbalet
(2002), “no action can occur in a society without emotional involve-
ment” (p. 2). Emotions contribute to creating bonds between individuals
and their context, as well as connections among individuals. Hochschild’s
concept of emotion work proposes that the expression of emotions is
context dependent: “we assess the ‘appropriateness’ of a feeling by making
a comparison between feeling and situation, not by examining the feeling
in abstract” (1979, p. 560). Therefore, beyond being physiological
responses, emotions are socially elaborated.

Among the vast range of emotions that can be observed, some are con-
sidered to play a more crucial role in the organization of society. Fear,
which is closely related to the anticipation of danger, is one of them.
According to Bericat (2016), people express fear when they think that
their interests are threatened. He considers that fear embraces a range of
more or less intense feelings between worry, anxiety, and panic or even
horror. Others make a distinction between fear and anxiety, suggesting
that fear is directed toward a definite object, while anxiety is more diffuse
and not specifically attached to any specific situation (Starkstein, 2018).

At the macro level, societies differ in their definitions of appropriate
emotional climates. Variations in fears across time and culture described
by anthropological and historical research (Bourke, 2006) confirm that
“emotional beliefs are both socially acquired and socially structured”
(Thoits, 1989, p. 319). Indeed, social contexts define appropriate emo-
tional responses to specific situations; within a range of relevant responses,
feeling rules shape what one should and should not feel or express
(Hochschild, 1979; Thoits, 1989). Such culturally appropriate emotional

climates and reactions are acquired via socialization and reproduced
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through interactions (Bericat, 2016), including display rules, defining
expectations toward others.

At the micro level, individuals react to the circumstances they encoun-
ter in prevailing emotional climates while taking into account their own
resources and relationships (Bericat, 2016). When facing danger,
resources are indeed important. Confidence toward the future is frequent
among those who have power and material resources (Francis, 2007;
Turner & Stets, 20006), while fear and anxiety are more prevalent among
those who feel powerless (Kemper, 1991). In addition, emotions are reg-
ulated by social interactions: “Fear often emerges in social contexts, not
as a mere individual reaction to a threat, but as the result of an intersub-
jective experience” (Bericat, 2016, p. 504). Relations can thus either rein-
force or value some emotional responses while attenuating or rejecting
others. As a consequence, individuals engage in emotion work when they
try “to change in degree or quality an emotion or feeling” (Hochschild,
1979, p. 559), making their reactions adequate in their specific context.

Taking emotions seriously implies to reject the assumption that fact-
based rationality is the unique yardstick to be used for action and that
emotions introduce biases in decisions (Bandes, 2008). Rather, following
Nussbaum (2001) suggesting that emotions reveal judgments about what
matters for individuals, they should be considered useful. First they help
to sort out massive amounts of information circulating about a specific
issue: “they help us to interpret, organize and prioritize the information
that bombard us” (Bandes, 2008, p. 422). Second the emphasis on ‘judge-
ments of value’ adds that emotions reveal the social meanings attached to
specific situations (Kahan, 2008). Hence “fear is the appropriate and
accurate judgment for someone who values her or another’s well-being in
the face of an impending threat to it” (Kahan, 2008, p. 109).

I thus want to stress here that, from a sociological perspective, emo-
tions are inherent to social action, reflect normative expectations, and
facilitate social interactions. Their appreciations in the social theories of
risk are introduced next.
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Social Theories of Risk and Emotions

With his early statistical work on mortality records in England in the
seventeenth century, Graunt explicitly stated that scientific knowledge
could eliminate fear of disease and death (Doron, 2009). Indeed, formal
risk management defines fear and panic in negative terms as irrational
and emotional reactions are devalued compared to actions aligned with
scientific knowledge and analytical reasoning. Early on, formal risk
knowledge strived to alleviate fear by framing possible futures and guid-
ing action according to cost—benefit analyses. Expressions of anxiety, fear,
and panic are therefore considered sources of disorder due to emotional
biases introduced in decisions. The very success of the notion of risk
explains this strong discrediting of fear; indeed, the antinomy between
knowledge and fear is central in modern culture: “rationality and emo-
tion are mainly understood as a duality of two factors which exclude
themselves mutually” (Zinn, 2006, p. 2). Approached as physiological
responses, emotions were also long associated with nature and passivity,
thus opposed to the active stance of action based on reason and science.

However, from its very beginning, risk perception research has pro-
vided insights into the importance of anxiety and fear in people’s reac-
tions to danger. The first empirical findings in the 1970s emphasized two
main dimensions of risk perceptions, namely, emotion and cognition
(Slovic, 2000). The first dimension, named ‘dread’, is explicitly related to
emotions with risks characterized by being uncontrollable, potentially
catastrophic, dangerous to future generations, and involuntary. It con-
trasted with the second dimension, named ‘unknown risk’, bringing
together cognitive features encompassing risks that are chronic, unknown
to those exposed, delayed, and new. While initially discarded, the positive
role of emotions in decisions, through the provision of hints in complex
and uncertain situations, has been later acknowledged in that research
tradition (Slovic et al., 2004).

According to social theorists of risk, against the assumptions of risk
management, anxiety, fear, and panic have not been alleviated in the risk
society but rather to the contrary (Lupton, 2013b). Indeed, Beck (1992)

emphasized the association between an increasing awareness of risk and
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the exacerbation of anxiety. The diminishing trust in institutions’ capac-
ity to protect individuals from risks induced by the very development of
modern society reinforces such an emotional climate. Furthermore, glo-
balization accompanied by a growing awareness of systemic and uncer-
tain threats (Giddens, 1990) has been adding to a general sense of
vulnerability. Wilkinson (2001) emphasized that the diffusion of anxiety
did not target specific events, rather it was reinforced by overall feelings
of uncertainty about the future. Preferring the concept of fear, Furedi
(1998), in the ‘Culture of Fear', and Bauman (2000), in ‘Liguid Fear,
described the main features of what they considered to be a new cultural
context. It is important to stress that these notions emerged at a time
when vulnerability was increasingly emphasized in relation to growing
social inequalities at the turn of the twenty-first century, with welfare
systems failing to protect individuals against new social risks (Castel,
2003). Together, these changes led to a shift from the overall optimism of
the post-1945 decades to a currently dominant pessimistic approach to
the future at both the individual and collective levels.

This negative stance has been reinforced by the proliferation of expert
statements warning against potential danger, the constant expansion of
insurance schemes to anticipate adverse outcomes, and the permanent
focus of the media on danger. Together, they challenge people’s confi-
dence in the regular course of their life. Indeed, they are regularly
reminded by institutions and the media that they might be exposed to
adversity and should thus consider themselves vulnerable (Bauman,
2006). Dominant safety preoccupations have transformed many activi-
ties—previously considered banal and unexceptional—into potential
risks. In the words of Bauman (20006), efforts to manage risks paradoxi-
cally fuel the gap between actual dangers, many of which are framed and
mitigated in modern societies, and fears expressed among the population.
In other words, there can never be enough safety since preoccupations
with risks continue to emphasize the marginal danger left unattended. In
his description of worst-case thinking, Clarke (2006) suggested that
“what really makes something worst is not the event itself but what peo-
ple think about the event” (p. 16, author’s emphasis). The idea of risk is
exactly about this: it frames a specific way to think about a potential situ-
ation. Constant anticipation of what could happen has been triggered by
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formal risk management, expecting individuals in their different posi-
tions—as professionals or as citizens—to be attentive to their action of
today at the light of what could happen later.

At the same time, unexpected circumstances, in which the course of
things did not follow expert scenarios, keep questioning the capacity to
control the future promised by risk calculations. The shortcomings of
science supported the development of alternative approaches such as the
precautionary principle, which is more popular in Europe and calls for
anticipation in the absence of knowledge to prevent the unexpected
(Ewald, 1996). At approximately the same time, in the United States,
possibilistic thinking gained in popularity in some organizational settings
or individual decisions, leading to anticipating the worst case character-
ized by the absence of control (Clarke, 2006). These approaches, which
depart from formal risk management, are likely to fuel emotional
responses. Indeed, members of the public experience a widespread “senti-
ment of being susceptible to danger, a feeling of insecurity and vulnerabil-
ity” (Bauman, 2006, p. 3). The anticipation of risk, leading to the
formulation of different scenarios, encourages individuals to make deci-
sions while anticipating the consequences of their decisions. This con-
tributes to feed emotional responses since “the possibility of choosing
creates anxiety, given that the outcomes of choices are often unknown”
(Starkstein, 2018, pp. 273-274). Overall, the prevailing values of auton-
omy and individual freedom are likely to exacerbate anxiety feelings in
society (Rebughini, 2021). However, these general statements need to be
nuanced since, as discussed in Chap. 6, anxiety and feelings of vulnerabil-
ity are not homogenous across social categories (Finucane et al., 2000).

In addition to declining trust in experts and institutions, individual
anxiety might further be fed by the awareness of “human company as a
source of existential insecurity” (Bauman, 2000, p. 132). For example, in
the context of the COVID-19 pandemic or environmental change, risks
induced through the actions of others were emphasized. Suspicion toward
others is amplified when individuals are asked to contribute to the pre-
vention of danger by signaling potentially dangerous individuals or
behaviors, as in the case of warnings in public transport. These schemes
not only reinforce the idea that danger is everywhere but also imply that
others should be systematically distrusted (as further explored in Chap. 5).
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In social theories of risk, the role of emotions has thus been progres-
sively integrated (see also Lupton, 2013b; Zinn, 2006, 2016). Furthermore,
other theoretical frameworks addressing the gap between emotional reac-
tions and actual danger should be mentioned here, including the literature
on fear of crime and moral panic. Both are interested in the mismatch
observed between the statistical framing of an issue and different groups’
interpretations. Fear of crime relates to the gap between statistical mea-
sures of crime risks and fears expressed in the population, that is, evalua-
tions of potential victimization (Warr, 2000). It is observed that
nondominant groups—for example, elderly people and women—express
more fear of crime. The distinction made between fear for self and fear for
others (adults for their children and for their elderly parents) also situates
such feelings of vulnerability within networks of relations (Kimber et al.,
2018). Some groups regularly report elevated feelings of vulnerability or
are constructed by others as vulnerable and in need of protection, next to
appraisals encompassing emotional dimensions beyond actual danger.

The moral panic literature refers to the, often short-lived, discrepancy
between an actual danger and sudden social attention tending to exagger-
ate its extent: “At times, substantial numbers of the members of societies
are subject to intense feelings of concern about a given threat which a
sober assessment of the evidence suggests is either nonexistent or consid-
erably less than would be expected from the concrete harm posed by the
threat” (Goode & Ben-Yehuda, 1994, p. 149). It has been considered
that mass media play a particularly significant role in these mechanisms
as they contribute to generating indignation (Walsh, 2020). These pro-
cesses are nowadays exacerbated by social media through the viral diffu-
sion of concerns: “By inflating the visibility of inflammatory content,
social media mobilize animosity toward common enemies and transform
uneasy concern into full-blown panic” (p. 845). Developed outside the
social theories of risk, both of these perspectives suggest that interpreta-
tions of danger that do not align with statistical measures are colored by
emotions, as indicated by the terms “fear” of crime and moral “panic”.
They have in common an emphasis on the framing of an issue by groups
of actors, as a social process leading to interpretations of risks amplifying

danger beyond probabilities.
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Emotions and risks thus appear as close companions across these vari-
ous theoretical contributions. The former seem to be an inevitable com-
ponent of risk, as they play an important role in society and in social
interactions. I also consider important to emphasize the currently high
prevalence of negative emotions, over positive ones, a process fed by suc-
cessive global crises of different nature.

Emotions in Sociology of Health

Emotions have been little integrated into sociology of health and illness
and then mostly approached through the lens of stress and mental health
(Francis, 2007). Their neglect reflects here again the uneasiness toward
domains outside a reason-based approach. Such a narrow focus contrib-
utes to restrict attention given to interactions that exist between individu-
als, in their embodiment, and their social contexts. Nevertheless, two
aspects are worth considering here. First, some authors suggest that emo-
tions might represent the missing link between the biological and social
dimensions of health, second the absence of emotions in scholarship is
interpreted as a sign of the strength of medical preferences for organic
explanations and technical solutions.

As regard the first aspect, several authors see emotions as a possible
connector between the biological or organic and the social realities.
Francis (2007) emphasized this connection by stating that: “emotion is
the touchstone for overcoming the rationalist dualism of Western
thought, in which self and society are viewed as irreductibly separate and
biology is unconnected to social structure” (p. 591). Emotions are
expressed through bodily reactions that relate individuals to their imme-
diate environment and to others (Powell & Gilbert, 2008). Hence, emo-
tional reactions feed intersubjectivity through expressions of the body
displayed according to socially shared rules (Francis, 2007). Such an
understanding encourages us to take emotions seriously.

Turning to the second aspect, debates about the origins of stress and
anxiety, as mental health issues, persist among scholars of different disci-
plines. While the medical approach is focused on their biological roots,
sociologists proposed that they are the result “of a generalized experience
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of powerlessness in the face of adverse existential conditions” (Freund,
1990, p. 463), since status insecurity generates existential anxiety. People
occupying less valued positions in social hierarchies, based on their social
class, gender, age, or race, would feel powerless and thus experience nega-
tive emotional states. By contrast, those occupying valued positions in
society tend to deny such experiences of powerlessness and their associ-
ated emotional reactions. They thus reproduce social hierarchies by
imposing a form of social control through the definition of proper reac-
tions toward adversity. The recurrent downplaying of ‘emotions’ in the
public by some risk experts and medical practitioners reflects such power
relationships: “Having one’s feelings ignored or termed as irrational is the
analogue of having one’s perceptions invalidated (Hochschild 1983:173)”
(in Freund, 1990, p. 460).

Not considering the social circumstances underlying emotional expres-
sions reflects medicine’s tendency to neglect the role of factors situated
outside of the organic body. Following the development of psychoanaly-
sis at the beginning of the twentieth century, psychiatry has endorsed
chemical solutions, including an expanding use of anxiolytics over the
twentieth century (Starkstein, 2018). “Overmedicalization is a logical
extension of the rationalization of Western thought, in which the indi-
vidual self is seen as prior to and separate from society. As such, causes of
emotional distress are seen as located in the biology of the individual, in,
for example, the levels of the neurotransmitter serotonin” (Francis, 2007,
p- 594). This individualized and biological approach makes it impossible
to consider the expression of emotions within social environments.

These elements confirm the poor consideration of emotions, reduced
to their physiological expression, by a number of disciplines. It results
from the overwhelming role attributed to reason and cognition and is
associated with limited attention given to bodies and emotions. A social
science perspective offers, however, valuable insights about the expres-
sions of fear, anxiety, and stress which encourage to situate emotions
within people’s social circumstances. As I show in the second part of the
chapter, emotions are omnipresent around risk prevention interventions;
it is thus important to examine their ambivalent roles.
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Anxiety, Fear, Panic, and Health Risks

Against this background showing that emotions are progressively being
integrated into the theorization of risks and health, I now turn to how
fear in its various forms has been approached across a number of health
risks. The multifaceted presence of fear across different prevention
domains reveals the ambivalence induced by emotions. First, I discuss
how the failing body, as emphasized by secondary prevention aimed at
detecting early signs of disease, is a source of anxiety and creates demands
for reassurance from the public. Second, I review how some primary pre-
vention campaigns deliberately summon emotions to induce behavioral
change by eliciting fear. Third, turning to the concept of panic, I address
how emerging or expanding risks, when perceived as out of control by
experts, generate official overreactions or moral panics aimed at overcom-
ing the assumed passivity of the public. Finally, the debated role of the
media in inducing panic, notably around infectious diseases, is addressed.
This diversity of aspects already indicates the omnipresence of emotions
in a field that tends to avoid them.

The Failing Body: Anxiety as a Consequence
of Routine Preventive Measures

The articulation of risk and anxiety around health issues was emphasized
early on, for example, by Rose et al. (2008 [1992]), who acknowledged
that prevention can produce anxiety. Social science research conducted
around the development of routine preventive measures reveals recurrent
tensions between the anticipation of risks, anxiety, and a need for
reassurance.

Currently, a number of screening procedures, such as cervical cancer,
breast cancer, prenatal testing, hypertension, for example, are routinely
performed on healthy individuals to determine their likelihood of devel-
oping a disease. Screening is valued in society as a means to anticipate
disease and is promoted by expert guidelines (Armstrong & Eborall,
2012). People usually undergo these procedures upon the invitation of
professionals or at their own initiative in the case of opportunistic
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screening programs. In all cases, screening produces new personal knowl-
edge: individual results are assessed against average values, which are used
to establish the division between normal and pathological results.

Nevertheless, regardless of the results, the process of screening inevita-
bly makes people aware of potential risks related to their health condi-
tion. This has been emphasized in the very common measurement of
child development according to a standardized growth chart: this routine
procedure keeps drawing mothers’ attention to potential deviations,
which are then labeled abnormalities (Olin Lauritzen & Sachs, 2001).
Prenatal screening, including regular tests over the pregnancy course, also
questions pregnant women’s confidence by constantly exposing them to
further results that might show flaws in themselves or their child to be
(Thomas et al., 2017). A gynecologist-obstetrician interviewed in
Switzerland observed that the provision of information on risk is ‘double-
edged’ (Burton-Jeangros et al., 2013, p. 7): while it confirms the proper
course of a pregnancy, it induces expectations for risk control and cer-
tainty that are in reality difficult to reach. In this study, we indeed identi-
fied a category of women whose experience of pregnancy was characterized
by constant worry: they tended to expect something bad to happen, talk-
ing about the viability of their fetus, the risks of miscarriage, fetal anoma-
lies, or premature delivery even though none of the tests they had
performed could substantiate their anxiety (Hammer & Burton-
Jeangros, 2013).

The medical surveillance of risks encourages mothers to assess the risks
associated with their daily routines, and some expressed anxiety about
being personally responsible to avoid harm. A mother reported to me
that to mitigate the risk of mad cow disease in the late 1990s, she was
using agar—agar as a replacement for gelatin, but without being sure that
this strategy would protect her family (Burton-Jeangros, 2004).
Discovering the impossibility of finding definite answers to potential
adverse consequences of mundane actions while pregnant also produces
discomfort. The uncertainty regarding the potential harm of cosmetic use
or some specific foods makes pregnant women the sole arbitrator of their
decisions. Their constant attention to averting risks—promoted by rou-
tine pregnancy medical surveillance—turned for some into a never-
ending quest for safety that proves unreachable (Burton-Jeangros, 2011).
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Their preoccupation is aligned with the precautionary principle, suggest-
ing that the absence of evidence is not proof of the absence of danger.

The potential harms of expanding genetic testing are being discussed
(Sturdy, 2022). While knowing about actionable risks can support pre-
ventive measures, some of the observed genetic variations are not related
to any possible preventive measures, such as being at increased risk for
Alzheimer’s disease. In addition, even when measures can be taken, just
knowing about one’s own increased risk is a source of concern. The peo-
ple we convened in forums to discuss developments in oncogenetics fre-
quently raised concerns about the emotional cost of this knowledge.
Knowing one to be at risk was considered a source of stress, and several
participants suggested that it could in itself reduce their quality of life
(Burton-Jeangros et al., submitted). This was also observed in the context
of a mass screening program on abdominal aortic aneurysm in Sweden,
with members of the targeted population of men aged over 65 reporting
ambivalent feelings toward knowing more about their personal risk
(Hansson et al., 2012). These statements suggest that more knowledge
can therefore prove counterproductive.

In contrast, screening results of individuals situated in the ‘normal’
group—that is, below the threshold defining a pathological value—rep-
resent the optimal scenario for both professionals and people under sur-
veillance. In a study on screening for prediabetic status, when no risk was
identified, “participating in a screening induced positive emotions of
relief and reassurance” (Norddal et al., 2022, p. 12). Some participants
valued the knowledge they had gained, feeling empowered by their ‘body
audit’, comparing it to ‘getting your car checked’. Reassurance was
defined as having gained more years of good health and as having a favor-
able impact on quality of life.

Opverall, anxiety generated by screening procedures modifies the rela-
tionships between screened individuals and professionals. Indeed, when
confronted with uncertainty, both doctors and patients are inclined to
ask for more tests, with the hope of gaining more knowledge and hence
reducing anxiety. This came up in studies on cervical cancer screening
(Burton-Jeangros et al., 2015), pregnancy surveillance (Hammer &
Burton-Jeangros, 2013), and prediabetic screening (Norddal et al., 2022).
In ethnographic observations of sexual health consultations, professionals
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agreed to perform an HIV test, even when unwarranted, merely to reas-
sure a client (Debergh, 2022). Gynecologists-obstetricians have also been
shown to use more technical procedures—such as an additional morpho-
logic ultrasound—to better evaluate Down syndrome risks when the ini-
tial statistical values were borderline. Nevertheless, additional information
still did not provide certainty about the absence of chromosomal anoma-
lies (Cavalli, 2014a). These illustrations reveal the new dynamics induced
by efforts to identify risks: they create demands for reassurance since
expectations for certainty induced among the public by risk thinking
contribute to anxiety.

Indeed, techniques and instruments used to measure risks, as intangi-
ble elements beyond individuals’ actual perceptions, feed the increasing
gap between people’s conditions and their appreciation of them. As a
result, preventive procedures have been associated with the emergence of
the “worried well”, referring to individuals a priori in good health but
who do not feel confident in their own perceptions or in the absence of
any symptom. Following Bauman (2006), the idea of being susceptible
to risk could thus be sufficient to generate a sense of vulnerability. General
practitioners interviewed in the early 1990s already reported on this cat-
egory of “worried well” who end up overusing preventive services
(Williams & Calnan, 1994). Such anxiety inflation among some patients,
who are more often situated in privileged social positions, has gained
traction, and the term is now being used by clinicians and in United
Kingdom health policy-making (Gray et al., 2020). Criticizing the inad-
equate use of the term and its judgmental connotations, this article pub-
lished in the British Journal of General Practice emphasizes the central role
that general practitioners can play in providing reassurance. At the same
time, their capacity to provide such reassurance is continuously jeopar-
dized by risk thinking, which exposes professionals to litigation in cases
of improper anticipation (Manai et al., 2010). In other words, health
anxiety supports public demands for additional medical procedures and
testing; in parallel the logic of risk with its expectations of control makes
it difficult for professionals to dismiss these demands.

In summary, the implementation of biomedical risk management
involves eliciting emotions in the context of routine screening for the
early detection of disease or malformation. In policy debates and media
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reports, these are typically depicted as a problem since such expressions of
anxiety run against ‘feeling rules’ promoted by risk management, which
foremost see emotions as a source of bias. However, I claim that the accu-
mulation of risk knowledge is profoundly ambivalent: while providing a
rational means to gain control and thus discard fears, it simultaneously
generates negative feelings by continuously eliciting multiple scenarios
for the future without providing certainty and confidence. This might
contribute to explain why, despite improving health levels in the United
States, measures of well-being declined in the general population
(Schnittker, 2009). I consider that constantly monitoring individual risks
through routine screening not only impacts sociocultural expectations of
health, but more largely promotes a sense of inherent vulnerability.

Governing Through Fear

In addition to these ‘unexpected’ emotions resulting from the very
attempt to control risks, they are in some cases used as a resource by
health promoters. Scholars, notably ethicists and social scientists, con-
tinue to debate the pros and cons of using fear to encourage people to
change their behaviors across prevention campaigns dedicated to smok-
ing, obesity, cancer, road accidents, HIV/AIDS, or COVID-19 (Fairchild
etal., 2015, 2018; Guttman & Leyv, 2021).

In a context saturated with information and diversifying communica-
tion channels, health education campaigns starting in the last decades of
the twentieth century explicitly turned to marketing strategies to gain
public attention (Bunton et al., 1995). The use of threatening public
information has been particularly popular in Anglo-Saxon countries since
the early twentieth century in the United States to promote hygiene, vac-
cination, and the prevention of sexually transmitted diseases (Fairchild
et al., 2018). More recently, it has been especially prominent in smoking
prevention, at the international level with the massive adoption of scary
images on cigarette packages since the 2000s, supported by the European
Office of the World Health Organization. However, in the context of the
HIV/AIDS epidemic, the use of fear has been debated since the early
1980s, and a rather consensual position prevailed about avoiding
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messages inducing fear with the explicit intention to limit stigmatization
(Fairchild et al., 2018). Nevertheless, in the context of the COVID-19
pandemic, a number of reports have again indicated the use of fear in
different contexts to support the public’s adherence to official recommen-
dations. These included images of mass burials, COVID-19 patients suf-
fering in an overloaded hospital, sounds from a popular horror movie in
relation to a local curfew, or people acting as ghosts to pass on messages
(Guttman & Lev, 2021). This recurrence of fear-arousal messages con-
firms the intuitive attractiveness of scare tactics among some prevention
experts (Fairchild et al., 2015; Kok et al., 2018; Peters et al., 2013).

Appeals to fear reveal their conviction that emotions are appropriate
for modifying behaviors among passive and apathetic people (Lupton,
2013b): “These discourses suggest that such individuals should be fright-
ened, anxious, disgusted or ashamed, for it is these emotions that will
impel them into rational action: that is, taking steps to avoid contracting
illness or disease” (p. 644). Indeed, across a number of campaigns, some
specialists believe that scare tactics are justified for generating emotional
reactions. This was, for example, the case for smoking prevention in
Australia, with public health professionals prone to recommending fear
tactics (David Hill et al., 1998, p. 7). Confirming the importance of
emotions in decision-making, Chapman and Coups (2006) concurred
that “emotions are more immediate precursors of decision than are calcu-
lations of the risk probabilities and severity” (p. 88) and suggested that
interventions appealing to emotions are more likely to influence behav-
iors than those based on statistical measures of risk.

Even though it has been debated since the 1950s (Janis & Feschbach,
1953), scare tactics in public health continue to be both used and chal-
lenged. Some suggest that fear and worry are a proper avenue for health
education (Hammond et al., 2004; Lemal & Van den Bulck, 2010; Witte
& Allen, 2000). Others claim that it does not impact practices in the
expected manner (Earl & Albarracin, 2007; Peters et al., 2013). The con-
troversy is illustrated by the accumulation of reviews and meta-analyses,
as well as debates among researchers through comments on each other’s
conclusions in scientific journals. The debate concerns the size of the
impact and the different factors implicated in behavioral change. Critics
claim that the effects are limited and that the evidence is biased by
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publication politics which prioritize research showing effects over studies
producing null findings (Kok et al., 2018). Those who question this strat-
egy also emphasize that appeals to fear among individuals who have a low
sense of self-efficacy, hence those who do not believe they can actually
change their behavior, might backfire. Indeed, these people are likely to
discard the message and could even be reinforced in their practices:
“warning labels on packs of cigarettes seem ill-advised. They may in fact
increase smoking among smokers who derive self-esteem from their iden-
tity as a smoker” (Peters et al., 2013, p. S27). In that case, prevention
would be counterproductive, with consequences standing in contradic-
tion with its goals.

The controversy is further fueled by a number of methodological con-
cerns, notably as regards measurement of change in behaviors. First, the
impact is usually assessed as an intention to change rather than actual
change. Second, the effects of scary messages over time are not followed-
up and these could be short term and lead to denial or annoyance later
(Guttman & Lev, 2021; Hastings & Stead, 2004). In other words, some
scholars believe that the complex relationship between perception and
behavior is not sufficiently addressed in these strategies. In addition, ran-
domized controlled trials, the gold standard format for such research, are
difficult to implement to assess messages that are already largely dissemi-
nated in society (Kok et al., 2018), or when conducted in experimental
settings, they are not paying attention to people’s actual circumstances in
daily life (Hastings & Stead, 2004). In other words, these strategies are
not sufficiently attentive to real-life conditions of behavioral change.

Some scholars have also raised a number of ethical concerns in this
context (Guttman & Salmon, 2004; Guttman & Lev, 2021; Brookes &
Harvey, 2015; Oxman et al., 2022). First, deliberately raising anxiety and
worry in the public is deemed ethically problematic since it infringes on
individual autonomy. At the same time, individual freedom must be com-
pounded by the risks that people can impose on others with their deci-
sions, such as through smoking or avoiding vaccination (Oxman et al.,
2022). In the context of the COVID-19 facemask measures, these authors
discussed how messages can be situated on a continuum from information
to coercion, with intermediate stages of reccommendation, persuasion, and
manipulation. The emphasis on using evidence to formulate messages was
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particularly weak in the early stage of the COVID-19 pandemic and the
associated infodemic (Stolow et al., 2020). Second, the impact of scare
tactics is not uniform across the population. Considering the importance
of self-efficacy in behavioral change, scare tactics are more likely to benefit
more privileged people while inducing denial and/or distress among those
in less favorable social positions (Hastings & Stead, 2004). Thus, scare
tactics might contribute to increasing health inequalities across social
groups (see Chap. 6). Third, campaigns using emotions impact relations
across social groups. Appeals to emotion navigate between fear and disgust
toward those who do not endorse healthy lifestyles recommendations
(Fairchild et al., 2015; Lupton, 2013b). By generating such emotions,
campaigns establish divisions between people and reinforce the stigmati-
zation of those who do not comply with recommendations (Thompson
etal., 2009) (see Chap. 5).

Fourth, fear appeals should also question the agenda of policy-makers
encouraging such tactics. In the context of preventing sexually transmit-
ted infections in young adults in the United Kingdom, Gagnon stated
that “fear is inherently political since it is deployed by the state with the
clear objective of penetrating the collective and personal domains to
manage/govern the population and their sexual behaviors” (2010,
p- 249). This suggests that manipulation might be considered justified in
some circumstances to support some policy goals. However, campaigns
exaggerating risks to induce behavioral change do not match people’s
experiences. Thus, official agencies can be perceived as dishonest and
hypocritical in their selection of some risks, in some population groups,
while leaving aside other forms of danger (Hastings & Stead, 2004).
Ultimately, scare tactics might contribute to undermining the trust in
authorities criticized for using manipulative strategies. Such diminished
trust in institutions might have broader political consequences.

This ongoing controversy about the explicit use of fear tactics reveals
the ambivalence generated by emotions in public health spheres. Fear
tactics, as top-down approaches using psychological models to alter risk
behaviors, are considered legitimate by some to reach health promotion
goals. However, in addition to having undue consequences that run
against prevention, they can contribute to making policy-makers appear
deceitful and patronizing (Deml et al., 2019; Wynia, 20006).
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Panic in Public Health

The social amplification of risk theory aims at addressing the gap between
technical risk assessments and social reactions to these evaluations
(Kasperson et al., 1988). It pays attention to the circulation of informa-
tion about risks in society, and its potential distortion, in which emotions
might play a role. In this section, I first discuss how experts mobilize
emotions in their own appreciation of health threats and in their antici-
pation of general public reactions. Then, I raise instances of risk attenua-
tion by professionals, when danger is minimized to avoid emotional
responses in the public, and risk amplification, when danger is exagger-
ated behind the statistical measures to capture public attention. The sec-
tion thus shows how professional communication navigates between
contradictory intentions, on the one hand, the attention given to protect-
ing the public from undue anxiety and, on the other hand, the desire to
activate social reactions when danger is considered high.

Enduring Bias Toward Public Panic

Beyond the explicit use of fear discussed above, social science research has
addressed the role of emotions in expert judgments with the idea of
panic. According to Fairchild and Merritt Johns (2015), there is an
enduring conviction among policy-makers in the United States that the
public is prone to panic. They explain this as a legacy of LeBon contagion
theory, suggesting that emotion in times of crisis is rapidly circulating
from person to person and leading to social chaos due to irrational and
selfish behaviors. This belief in the likelihood of the public to panic has
been shown to be common among social science scholars, officials, and
leaders, as well as in the media and fiction (Clarke, 2002; Quarantelli,
2001; Sheppard et al., 2006). Hence, panic reactions in front of danger
seem intuitively appealing to many people.

At the individual level, panic refers to episodes of acute anxiety, labeled
‘panic attack’ or ‘panic disorder’ (Sheppard et al., 2006). In the context of
crises or emerging risks, it is usually approached at the collective level
with assumptions about how people are likely to behave under such
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circumstances. Clarke (2002) mentions the Oxford English Dictionary
definition of panic as an “excessive feeling of alarm or fear... leading to
extravagant injudicious efforts to secure safety” (p. 21). Next to the wide-
spread devaluation of emotions discussed above, panic is typically associ-
ated with negative characteristics such as being irrational, antisocial,
impulsive, nonfunctional, maladaptive, and inappropriate (Quarantelli,
1954). Attributes of reckless action and selfishness are common (Clarke,
2002). Panic is thus related to social disorder associated with a break-
down of social relations, possibly generating further danger (Clarke &
Chess, 2008).

Scholars describe officials’ enduring belief in panic, as apparent in
policy-making around infectious diseases and bioterrorism. Preparedness,
scenarios, and large-scale exercises entail measures to anticipate panic and
to control psychological reactions. This focus of experts on panic is, how-
ever, criticized: “planners and policymakers sometimes act as if the human
response to threatening conditions is more dangerous than the threaten-
ing conditions themselves” (Clarke & Chess, 2008, p. 994). This was
indeed the case with the World Health Organization efforts to counter
the adverse effects of the infodemic generated by the COVID-19
pandemic.

Against these pervasive assumptions, empirical evidence shows that
panic is rare. It was not observed in situations as diverse as the sarin
attacks in the Tokyo metro in 1995, the 9/11 World trade center evacua-
tion, the anthrax attacks in September 2001, the subway bombing in
London in 2005 (Sheppard et al., 2006), and Three-mile island accident
in 1979 (Glass & Schoch-Spana, 2002). Research on reactions to fire
over more than 100 years has reached similar conclusions (Johnson,
1987). In all these situations, contrary to expectations, disorder or chaos
was absent, while cohesion and cooperation prevailed among those
affected (Clarke, 2002; Quarantelli, 2001). Such statements do not imply
that fear was absent: “while strong emotions were experienced, these did
not lead to maladaptative behavior” (Quarantelli, 2001, p. 8). Scholars
conclude that rather than generating reckless and individualistic
responses, disasters reinforce the social fabric: “people are naturally social,
and calamities often strengthen social bonds” (Clarke, 2002, p. 25).
These findings suggest that, in crises and disruptive events, socialization
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and moral obligations might predominate over selfish considerations or
chaos (Clarke & Chess, 2008). Instead, they emphasize the profound
influence of social order on individuals (Sheppard et al., 2006).

One is then left to wonder why is public panic so often expected? This
could reflect the strength of the economic model of human behavior, sug-
gesting that individuals are rational and selfish (Frey et al., 2010). This
model, focused on individual behaviors, leads to the assumption that
crisis situations should generate selfish responses from people focused on
protecting their own interest. From another perspective, Clarke (2002)
considers that the ‘myth of panic’ might serve institutional interests since
it provides an official justification to retain some information on the pre-
sumption that this information might have detrimental consequences.
By maintaining the idea of a gap between rational experts and dispropor-
tionately emotional reactions among the public, these authors suggest
that panic can be considered “an approach that advances the power of
those at the top of organizations” (Clarke & Chess, 2008, p. 944).

The elements I discussed in this section imply that it is important to
question official assumptions regarding the propensity of the public to
panic. Their recurrence might reflect the extent of anxiety among profes-
sionals having to manage crises rather than a largely observed social
phenomenon.

Avoiding Public Overreactions

Case studies describe how, in some circumstances, officials deliberately
do not share some information to not create overreactions in the public.
In a French study on the late acknowledgment of the adverse conse-
quences of diethylstilbestrol (DES) on reproductive capacity, doctors jus-
tified the absence of communication to potentially concerned women by
their wish to avoid overreactions (Fillion & Torny, 2016). They assumed
that concerned patients had to be protected, anticipating their negative
emotional reactions. Another instance of professional emotional work is
offered in the work of Cavalli (2014b) on the management of informa-
tion by gynecologists-obstetricians when discussing low probability risks
related to prenatal screening. In the past, doctors collected and
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interpreted screening data without necessarily sharing their aims and
results with their patients. However, current bioethical standards require
health professionals to inform their patients about the procedures they
undertake. They are aware that the provision of information about poten-
tial risks can generate anxiety, while it is frequently undue when test
results show that an individual’s values do not show a personal elevated
risk. Therefore, some doctors acknowledged that they preferred to limit
the amount of information before performing screening, hoping that the
results would show that the pregnant woman was not at risk and thus
avoided inducing anxiety. In those cases, silence was deemed acceptable
against the expected negative emotional impact of the information if it
was delivered.

In the context of re-emerging infectious diseases, the gap between
experts and the public regarding emotional reactions was also discussed.
An analysis of HIN1 governmental material in Australia suggests that
official documents reflect how public health policy is navigating between
generating compliance with official measures while not creating overreac-
tions. For officials, pandemic control would be “a remarkably delicate art
of styling communication to promote compliance but without produc-
ing either complacency or panic” (Davis et al., 2011, p. 915). It appears
that on many occasions, experts do not trust people, often evoking their
emotional responses. This might contribute to explaining the lack of
engagement with local populations in the resolution of crises. This was
observed in the context of Ebola management when teams deployed
from international agencies often did not engage with local populations
(Bourrier, 2019). In the United States, Lakoff (2017) emphasized the
absence of the public in national preparedness exercises. In Switzerland,
the work performed by the Swiss National COVID-19 Scientific Task
Force—in which I participated—has also long remained confined to
experts with limited participation from civil society representatives.

The repetition of this divide keeps suggesting that the public should
not be trusted under conditions of danger and stress, while professionals
would present appropriate reactions. Nevertheless, I consider that the
bad press of emotions in risk management might backfire at the end of
the day in their relationships with the public. Indeed, when ofhcials keep
relevant information from people, to protect these against their own
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emotions, they stand in contradiction with the ethical principles of
autonomy and transparency in modern democracies. Common assump-
tions about the public as passive, “only capable of under- or over-reacting”
(Davis et al., 2011, p. 917), should be challenged. They also stand in
contradiction with participatory procedures that should be valued when
dealing with emerging threats.

Risk Amplification or Public Health Moral Panics

In other public health domains, official reactions have been analyzed as
being biased by experts’ fears toward specific issues: “Panic is an attribu-
tion that is almost exclusively applied when looking down at people who
do not occupy positions of power or authority. However, panic can also
be seen by looking up, although it is rare that anyone does so” (Clarke &
Chess, 2008, p. 1006). Such panic from experts would be more likely in
times of intense scrutiny from the media on official responses. This was,
for example, observed in the aftermath of the Katrina hurricane in New
Orleans, when officials disseminated misrepresentations of the local pop-
ulations accusing lower class residents of looting instead of paying atten-
tion to the impact of the catastrophe on the more deprived groups of the
population. In this section, I discuss instances of risk amplification sug-
gesting that moral panics might indeed result from overreactions among
experts, often reinforced by the media. They concern situations consid-
ered preoccupying, often referred to as an epidemic curve of increasing
cases and/or reflecting out-of-control issues; they include notably obesity,
tobacco, re-emerging infectious diseases, and bioterrorism.

In the context of re-emerging infectious diseases, it has been suggested
that official overreactions were observed in a number of crises, from the
swine flu controversy of the late 1960s to decisions to vaccinate millions
of people against smallpox after the 2001 anthrax episode (Fairchild &
Merritt Johns, 2015). In the management of A(HIN1), Margaret Chan
WHO?s director-general initially decided against declaring a pandemic in
May 2009 “because the very term ‘pandemic’ was feared to trigger global
panic” (Gilman, 2010); however, she still declared it a pandemic a few
weeks later. Bonneux and Van Damme (2011) suggested that the WHO
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response at that time was prompted by the general culture of fear and
worst-case thinking, aligned with the importance of a preemptive strike:
“The pandemic policy was never informed by evidence, but by fear of
worst-case scenarios” (p. 539). The alarmism of the World Health
Organization in 2009 was criticized once the virus turned out to have
limited consequences (Bourrier et al., 2019). According to Gilman
(2010), the WHO reaction was stirred by the anticipation of an upcom-
ing major epidemic with the associated expertise: “Such a situation stirs
many qualities and emotions to create an illness, not in the sense of
inventing it, but in the sense of shaping our experience of it. The 2009
HINI1 influenza turned out not to be the equivalent to 1918. Yet the
power of the threat and the attendant panic was [sic] real” (p. 1867). I
personally witnessed the importance of emotions while attending virtual
meetings of the Swiss National Science COVID-19 Task Force in Spring
2020 when epidemiological evidence was interpreted in completely con-
trasting ways by different members of the group, some calling for a total
long-term lockdown while others were being much more lenient. In all
these cases, the preparedness and training of experts did not eliminate the
role of emotions in decisions related to unprecedented and little docu-
mented events.

Opver the past two decades, a number of social scientists have discussed
how emotions pervade obesity prevention as a major public health con-
cern. A body of literature discusses the gap between scientific evidence
and official positions on obesity, tainted by emotions, and the role of the
media in this amplification of obesity risks. In the context of noncom-
municable diseases, obesity has become a major target for public health,
initially in Anglo-Saxon countries but more recently turning into a major
global health concern due to its international expansion. Epidemiological
data showing the increase in obesity rates in affluent countries over the
past decades have led some specialists to formulate alarmist predictions
using a vivid vocabulary depicting the “epidemic” of obesity and compar-
ing its impact on society to the threat of terrorism. For example, a leading
official in the United States (formerly Attorney General Richard
Carmona) referred to the obesity epidemic as “a ‘terror within’ and pre-
dicted that it would ‘dwarf 9/11” in terms of human suffering” (Patterson
& Johnston, 2012, p. 273). Major public health agencies such as the
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Centers for Disease Control and Prevention in the United States and the
World Health Organization contributed to this framing with documents
that “frequently sensationalize obesity as a disease to be feared, and a
contagion to avoid” (p. 282). These positions are not aligned with scien-
tific evidence, since findings now suggest that obesity rates might be sta-
bilizing or even declining in Western countries (Bombak, 2014).
However, it has been observed that some specialists dismiss or challenge
the facts that counter their own position on the obesity issue and new
results are “met with surprise, doubt, and resistance” (Bombak, 2014,
p. 516). By adhering to a model emphasizing individual responsibility,
they also dismiss alternative environmental explanations and social deter-
minants of health. These reactions have been attributed to the ‘fat phobia’
of some experts.

Such framing by scientists was extended by the media, whose attention
to obesity increased in parallel to the developments of research in that
domain (Saguy & Riley, 2005). Empirical analyses suggest that obesity
risks are dramatized and sensationalized in mass media coverage
(Monaghan et al., 2019; Patterson & Johnston, 2012), associated with a
moral panic dynamic or even a fat panic. Terms connotated with fear and
anxiety are typically used, including “epidemic”, “war”, or “time bomb”.
As an illustration, the Daily Mail in 2015, a popular UK tabloid, reported
as a headline the words of the Chief Medical Officer who declared that
women’s obesity was “as dangerous as terror threat” (Monaghan et al.,
2019, p. 4). Like scientists, media outlets have shown limited endorse-
ment of newer epidemiological findings. Media were considered so biased
that specialists published a piece in the Lancet, a leading medical journal,
asking the media to tone down their reporting (Flint et al., 2018).

It is considered that overreactions toward obesity have been supported
by a range of “obesity epidemic entrepreneurs”, including scientists, offi-
cials, and the media, whose intention was clearly to capture society’s
attention about this new risk. In addition to fear, other emotions, such as
shame and disgust, have also been commonly convened (Lupton, 2013a),
which further color reactions toward obese people. These elements reflect
an elite-engineered moral panic around obesity, which is considered by
some to be out-of-control and inducing social disorder that needs to be
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averted. In this case, moral judgments and fear have contributed to shap-
ing interpretations of epidemiological evidence (Bombak, 2014).

With these examples, I wanted to illustrate the extent of alarmist reac-
tions by public health officials across different domains. These reactions
confirm that anxiety, fear, and panic are also omnipresent in expert risk
thinking. They often remain implicit or invisible since they are consid-
ered not legitimate. At the same time, some note that panic can serve the
interest of experts: “invoking panic is an extremely effective means of
riveting public attention at a moment of risk and uncertainty, securing
resources, and establishing or challenging policies aimed at either control
or amelioration of the disease or other threats we associate with social
disorder” (Fairchild & Merritt Johns, 2015, p. 178). These considerations
further confirm the important role of emotions in the regulation of risk
in society.

Media Studies on Fear and Panic Related
to Health Crises

It has long been considered that traditional media coverage of health risks
does not align with their statistical distribution. For the media, crises,
risks, uncertainties, and emotions are good ingredients for capturing
public attention. Indeed, as I show in this section, their reporting has
been considered akey elementin moral panics (Ingraham & Reeves, 2016).

At the beginning of the twenty-first century, scholars started to discuss
the ambivalent role of the media in outbreaks of infectious diseases.
Indeed, the acceleration of public health crises has mirrored the radical
expansion of mass media since the 1980s (Washer, 2010). Infectious dis-
ease outbreaks seem particularly prone to media amplification, as recently
observed in the context of the COVID-19 pandemic. Such amplification
is, however, rather recent. In the early phases of the HIV/AIDS epidemic,
the long-term silence of the mass media was emphasized (Herzlich &
Pierret, 1989; Ungar, 1998). Media interest in infectious diseases started
in the mid-1990s with the reinforcement of re-emerging infectious dis-
ease expertise and the dissemination of dramatic scenarios in popular

culture through film and fiction writing (Ungar, 1998). While the media
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remained fairly silent over the first decade of the HIV epidemic, scientists
later blamed them for generating undue fear and panic among the popu-
lation through the reporting of “inaccurate, sensationalized, or mislead-
ing stories [...] that are not necessarily the most scientifically significant”
(Glik, 2007, p. 42).

As mentioned in Chap. 2, relationships between public health special-
ists and the media are charged with contrasted agendas and roles.
Considered an indispensable partner of official risk communication
efforts (Burton-Jeangros, 2019), the media still claim their autonomy.
On the one hand, they have a duty to monitor the performance of the
government and institutions (Hughes et al., 2006) and thus report on
controversies. On the other hand, they do more than reproduce official
sources of information since they produce narratives of risk, integrating
facts into normative and social contexts (Mairal, 2011). From the per-
spective of the social amplification of risks, the extent of the dramatiza-
tion performed by the media continues to be debated (Rossmann
et al., 2018).

Efforts have been made to empirically measure media amplification.
Media studies typically assess the volume and content of media reports
on epidemics. Findings obtained in the pre-COVID-19 period suggest
that if the volume of media content generated by infectious diseases is
often high, it is usually rather short-lived. Importantly it has been
observed that media coverage does not systematically overlap with the
number of cases (Brodie et al., 1998; Hilton & Hunt, 2010), that is,
media reporting does not simply mirror the increase and subsequent
decrease in the number of epidemiological cases. However, a number of
media content analyses concluded that their reporting remains factual
and neutral (Hilton & Hunt, 2010; Kilgo et al., 2018; Klemm et al.,
2016; Vasterman & Ruigrok, 2013). In regard to HIN1, differences were
noted between “quality” and “tabloid” papers, with a stronger emphasis
on drama and emotions in the latter than in the former (Rossmann et al.,
2018). Overall, empirical evidence thus does not support the claims that
the media are misrepresenting outbreaks as disproportionately danger-
ous. Some scholars have concluded that negative emotions related to out-
breaks, in the case of H5N1 (Nerlich & Halliday, 2007) or HINI1
outbreaks (Vasterman & Ruigrok, 2013), result from the combined
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reactions of experts, officials, and journalists, more than from media
overreactions in themselves.

However, the role of social media has been appraised differently. A
number of authors suggest that they exacerbate collective alarm (Walsh,
2020). Indeed, they contribute to the amount of information shared, and
they accelerate the pace of diffusion, while their content remains unfil-
tered. These supports are not only used by officials and lay individuals
but also harnessed by nonhuman sources, with bots generating auto-
mated content (Keith Conti et al., 2020). On the one hand, social media
channels offer opportunities for those who feel that they lack the means
to share their views, particularly to express dissenting positions, and
hence are usually loaded with emotions. On the other hand, an analysis
of the Centres for Disease Control Facebook page related to the Zika
epidemic showed that members of the public blamed the agency for hav-
ing exaggerated the extent of this epidemic through the media, using a
narrative of fear. Some people questioned the collusion between the
U.S. Centers for Disease Control and Prevention and Big Pharma, sus-
pecting biases in scientific evidence as a result of economic incentives that
together encouraged the purchase of unnecessary vaccines (Laurent-
Simpson & Lo, 2019). Such suspicion had been present earlier in the
HIN1 pandemic and later in the COVID-19 context, supported by the
massive economic benefits of the pharmaceutical industry.

In other words, the media are clearly part of the prevalence of negative
emotions related to health risks. However, I showed that they are not
solely responsible for generating anxiety and fear since emerging or devel-
oping health threats are good candidates for moral panics. A number of
moral entrepreneurs converge in producing emotionally and morally
laden views, which in turn shape public reactions.

Conclusion

This chapter showed that emotions related to health issues are very pres-
ent in contemporary contexts as a result of the pervasiveness of risk think-
ing. Probabilities and epidemiological modeling create possible—more
or less likely—futures, most often foreseen on their dark side in terms of
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upcoming catastrophes, pandemics, accidents, or diseases. The constant
projection toward the future brought about by risk thinking expands the
sense of personal and collective vulnerability. Acute concerns regarding
individual and collective health, as a fundamental condition of social
order and functioning, are likely to fuel stress and anxiety. Indeed, I sug-
gest that such fear is exacerbated by the eagerness to gain control over
future situations, as promoted by formal risk management. What is new
is not the extent of anxiety, since it has been omnipresent in past societies
(Giddens, 1991), but rather the fact that it tends to be considered
inappropriate.

Nevertheless, against the dominant narrative of control, people remain
aware of their still limited capacity to mitigate upcoming danger.
Depending on their resources, they are likely to feel more or less vulner-
able but also more or less able to respond to the different dangers to
which they are exposed (see Chap. 6). These features support the expres-
sion of negative emotions, especially since people are frequently reminded
of the accumulation of global threats and their individual vulnerability,
which unsettle their confidence in the future.

Risks continue to question routines and taken-for-granted reality by
forecasting disruption, and they rarely leave people indifferent. Hence,
emotions attached to experiences of risk reveal people’s commitments to
their social world, with others who matter to them and, more broadly,
with what they value, as proposed by Kates and Kasperson (1983).
Therefore, I claim that people actually engage with risks through emo-
tions associated with embodied experiences: fear and anxiety, but also
intuition, pleasure, guilt, and shame—additional emotions addressed in
further chapters—which are inevitable components of this engagement.
For instance, screening tests are more than information on a physiologi-
cal parameter; they depict a more or less likely and desirable future.
Interpretations of how this imagined future might impact one’s social
roles and engagements toward others convene emotions beyond cogni-
tive elements. Emotions are particularly important to consider in the
interactions occurring between physical and mental health, since they
provide a link between feelings of personal vulnerability in health and
recurrent references to collective challenges in controlling risks.
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Considering the shortcomings of a rational approach to health risks,
emotions can thus help people select among massive and contradictory
information (Bandes, 2008). Such selection usually serves to confirm
their identity through attachment to their loved ones and to social groups
who share their interpretations of danger and validate their reactions. At
the same time, emotional reactions set a distance with others who either
take risks or are overcautious, inducing moral judgments associated with
blaming and othering, aspects that I develop in Chap. 5.

The recurrent presence of emotions in prevention campaigns and offi-
cial statements reveals that public health specialists maintain ambivalent
relationships with emotions related to risk. A number of situations show
that experts are not immune to emotional reactions themselves in the
way they handle communication about health risks. Across various
instances, they express fear but also contempt, disgust, or anger, as
observed in smoking and obesity prevention campaigns: “Public health
professionals also engage in judgments about risks and how best to deal
with them that may be laden with intense emotion” (Lupton, 2013b,
p. 642). These observations are aligned with the assumptions of moral
panics, as a recurrent exaggeration of some situations defined as problem-
atic, supported here by the moral judgments formulated by public health
specialists and reinforced by the media.

Fear-based campaigns have been considered aggressive and paternalis-
tic (Fairchild et al., 2018); however, they are sometimes presented as
acceptable for reaching the ultimate goal of ‘good health’ through indi-
vidual efforts. This confirms that the use of fear serves political interests
(Gagnon et al., 2010) when considered a legitimate mode of governing a
passive public. In parallel, other professionals who are in direct contact
with the public in medical encounters, for example, feel like they have to
perform ‘emotion work’: they strive to minimize anxiety when they bal-
ance the pros and cons of providing information about risks. These illus-
trations show the contradictions that exist between the limited place
attributed to emotions in formal risk management and their role across a
number of health risks. Their absence in this scholarship is associated
with unawareness and misconceptions about the likelihood of panic or
the legitimacy of using fear to convince. In that sense, emotions appear
to have long been a terra incognita for decision makers. However, research
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on the topic is expanding and emphasizes the importance to address their
role. Indeed, on the one hand, emotions obviously help to connect
abstract risk knowledge and concrete experiences, but, on the other hand,
they can be manipulative and counterproductive.

The fact that the value attributed to emotions is not symmetrical
reflects power dynamics between experts and the public. On the one
hand, emotions are seen as a source of bias when they are expressed in the
public against the norms prescribed by public health institutions. On the
other hand, they are perceived as legitimate resources for triggering
changes when fear is purposively used in health education campaigns to
alter social practices. Such asymmetry may more generally contribute to
undermine trust in institutions. Using fear may backfire when, depend-
ing on how the threat actually materializes, the public questions official
reactions manipulating evidence to either avoid overreactions or activate
social responses.

In this chapter, I aimed to address the tension between formal risk
management expectations to relieve fear through a reason-based approach
to the future and the contemporary omnipresence of fear and anxiety.
[llustrations have suggested that their presence should not be denied,
including among professionals. Rather, it is critical to address emotions
since they contribute to elaborate meanings and responses; therefore,
they constitute an importantdimension of health experiences. Challenging
the cognitive framing of risk management, emotions bring into play
bodily reactions, in addition to experiential knowledge, a combination of
elements which help people to actually handle risk and uncertainty.
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Social Practices and Health Risks

Introduction

The idea of risk is tightly associated with actions to mitigate harm. Formal
risk knowledge provides a blueprint for how institutions and individuals
should behave across a number of domains to avert future harm. It
sketches various scenarios that are more or less valued. This relates to a
central question of sociology, that is, how much action is determined by
the strength of social regulation and how much freedom individuals have
amid collective expectations. It is quite obvious that, in any sociohistori-
cal context, people do not act randomly: they are influenced by the social
environment in which they live. Considering the current authority of
science, rules formulated on risk evidence are expected by many to gener-
ate consensus and to lead to a unique set of actions, that is, people should
avoid risk to maximize their self-interest. Nevertheless, individuals and
communities regularly express their autonomy when they select which
risks they want to avoid and which ones they are ready to take or ignore.

After the preceding chapters addressing how people know and feel
about health risks, I discuss here how they actually act when confronted
with future threats. The analysis of how recommendations formulated on
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risk evidence are endorsed, or not, by individuals in their practices pro-
vides insights into the respective role of social structures and individual
agency. I am particularly interested in the various arguments people use
to justify either aligning their actions with public health recommenda-
tions or deviating from them. Formal risk management emphasizes the
maximization of collective trade-offs between risk and safety, usually
addressing risk issues in isolation and considering that this mechanism is
similarly relevant for individuals’ decisions. In social experiences, these
views are contradicted by the prevalent value of individual autonomy,
which, coupled with reflexivity prompted by access to multiple informa-
tion, encourages more complex courses of action, potentially departing
from those prescribed by institutions.

This contradiction is particularly true in the domain of health. Public
health and medical advice regularly invites people to mitigate their per-
sonal risks while emphasizing personal responsibility in health decisions.
In a top-down stance, experts frequently define members of the public as
entrepreneurs of their own health, through a model of action in which
they should systematically endorse risk-reducing strategies. However,
across health risks, it is commonly observed that some people informed
about potential harm make decisions that deviate from recommenda-
tions. Approaching these deviations as social practices set in their broader
contexts helps understand the multiple forms of contestation that indi-
viduals develop against dominant norms. References to pleasure, mod-
eration, a sense of personal immunity, and critiques of institutions
explicitly challenge many risk management assumptions and reveal the
complexity of risk experiences in society. This chapter presents a range of
strategies and rationales underlying social practices related to health risks.

It starts with some insights into social action from a sociological per-
spective, followed by propositions of social theories of risk and sociology
of health as regards social practices. I consider that these are helpful for
better understanding the range of responses people adopt in front of pre-
vention messages. In the second part, I illustrate these variations, with
empirical findings across studies looking at people’s motivations when
they are faced with risk decisions.
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Sociological Insights on Action, Risk,
and Health

Sociological Models of Action

Sociological theory has formulated different models of action, endorsing
various perspectives on the intersection between individuals and society.
How much are individuals autonomous from external constraints and
able to exert their free will to maximize their own benefits when selecting
a certain course of action over various options? To what extent are their
actions influenced by social structures and collective norms? Since this is
not the place to provide a lengthy discussion about the multiple answers
offered to these questions, I limit my presentation to a few elements that
I consider useful for the analysis of social actions related to health risks
described in the second part of this chapter.

Some sociologists focus on the agency of individuals who make deci-
sions based on their motivations with the ultimate goal of maximizing
their personal interest. Following approaches focused on purposive ratio-
nal action, the homo economicus’ model states that social order ema-
nates from the sum of individual actions motivated by personal interest.
An alternative view, initiated by Emile Durkheim, emphasizes the pre-
dominance of society over individuals, exerted through collective influ-
ences shaping individual actions. In this second model, labeled the homo
sociologicus’ model, social norms enforced through individual actions
support social order (see, e.g., Reckwitz (2002)). Against this opposition,
some authors have proposed theorizations reconciling the role of social
structure and individual agency by considering that they inevitably inter-
act in social practices (Bourdieu, 1979; Giddens, 1986). More recently,
the theory of social practice, which offers a new perspective for approach-
ing human behaviors, invites to tackle practices as bodily and mental
activities integrating material objects, set in a background encompassing
specific emotional and cognitive elements motivating action.

Three elements are worth mentioning in relation to developments in
social practice theory. First, it encourages shifting attention to how peo-
ple perform mundane and everyday actions. It thus stands against
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hyperintellectualization, which considers “human agency as a highly
reflexive and formally rational enterprise which resembles to an amazing
extent the self-images of modern intellectuals and their life-world — in the
form of calculating or duty-obeying agents” (Reckwitz, 2002, p. 258).
This has two important implications. On the one hand, concrete or mate-
rial elements are important. The role of the human body in social action
is emphasized: “A practice can be understood as the regular, skillful ‘per-
formance’ of (human) bodies” (Reckwitz, 2002, p. 251). Beyond con-
necting mental or cognitive and bodily activities, it further invites paying
attention to the role that objects play in social action, for example, a
technology developed to support prevention (i.e., a vaccination). On the
other hand, it stresses the routinized character of concrete contexts of
actions. The fact that these are guided by a socially shared script and
repeated across individuals facilitates everyday life and contributes to col-
lective order through social reproduction. This means that unexpected
circumstances and/or demands for changes in routines—such as those
introduced by formal risk knowledge—are interrupting and questioning
regular daily life, with discontinuities representing “crises of routines”
(Reckwitz, 2002, p. 255).

Second, when sociologists consider the role of subjectivity or reflexiv-
ity in social action, they are interested in how agency may lead to prac-
tices that deviate from dominant social rules. Bourdieu (1979) elaborated
this diversity in his detailed descriptions of variations in tastes across
social positions, showing how routine actions are shaped by people’s
socialization. Giddens’ (1991) emphasis on the reflexivity of social agents
means that they navigate across multiple normative systems, suggesting
that they are capable or even encouraged to act in ways that do not align
with the script formulated by institutions. These approaches link the cen-
tral role of cognitive and symbolic structures with the production of
shared meanings to orient social action (Reckwitz, 2002). In these mech-
anisms, practices are shaped in interactions as a result of proximity to
significant others and distance from distrusted others.

Third, actions are not static and do not occur as single or detached
occurrences. Individuals are embedded in specific spatial and temporal
contexts that impact their daily decisions. The dynamic nature of social
practices is formulated in this statement about human agency as “a
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temporally embedded process of social engagement, informed by the past
(in its habitual aspect) but also oriented toward the future (as a capacity
to imagine alternative possibilities) and toward the present (as a capacity
to contextualize past habits and future projects within the contingencies
of the moment)” (Emirbayer & Mische, 1998, p. 964). Practices related
to risk typically involve such a temporal dimension.

These theoretical insights are relevant for the upcoming discussion
about social practices related to health risks since I consider important to
situate actions in concrete social contexts, thus to encompass interactions
and engagements with others. In addition, these insights question the
capacity and willingness of individuals to change their behaviors in
response to risk knowledge; indeed their health practices are organized as
routines whose repetitive character facilitates social life.

Social Theories of Risk and Action

After revisiting various assumptions of risk management underlying offi-
cial expectations toward action, I then move in this section to the contri-
bution of the social theories of risk to the question of social action.

The blueprint for action suggested by formal risk management
approaches is elaborated following the ‘homo economicus’ model of
action, assuming that individuals behave with the intention to maximize
their benefits over the costs of their actions. From this perspective, scien-
tific evidence is expected to provide the knowledge necessary to define
standards that are meaningful for all and lead to one single course of
action. People’s lack of adherence to risk recommendations has been
attributed to faulty cognitive mechanisms biasing decisions (Slovic, 20005
Tversky & Kahneman, 1974). These initial but still influential assump-
tions have been challenged by the growing awareness of uncertainty, as I
discussed in Chap. 2. The precautionary principle and possibilistic think-
ing, both questioning the relevance of risk probabilities, indeed encour-
age anticipatory action (Anderson, 2010). This means that the anticipation
of a potentially adverse future is deemed sufficient to act in the present:
“Common to all forms of anticipatory action is a seemingly paradoxical
process whereby a future becomes cause and justification for some form



98 C. Burton-Jeangros

of action in the here and now” (Anderson, 2010, p. 778). In that respect,
precautionary and possibilistic thinking notably extend the scope of pos-
sible or desirable action to mitigate danger.

In addition to their focus on the globalization of risks, Beck and
Giddens’ writings also discuss the major consequences of risk for people’s
everyday lives. The obligation to choose among different “possible worlds”
(Giddens, 1991, p. 29) means that individuals are regularly confronted
with potentially difficult but engaging decisions. They are routinely asked
to consider counterfactuals, with decisions that might later prove to be
wrong. These demands do not sit comfortably with their need for a sense
of ontological security, defined as “the confidence that most humans have
in the continuity of their self-identity and the constancy of the surround-
ing social and material environments of action” (Giddens, 1990, p. 92).
Douglas (1985) also emphasized the importance for individuals to define
their self-immunity against the dangers of everyday community life,
whose constant presence in society, through warnings in official and
media channels, creates a sense of personal vulnerability.

Authors using Foucault’s concept of discipline emphasized how formal
risk knowledge gave power to institutions in defining appropriate action
and organizing individual lives without surveillance being experienced as
constraining: “advanced liberal rule seeks to govern through freedom,
that is, through the regulated choices of individuals construed as autono-
mous and responsible subjects who live life as if it were an outcome of
choice” (Sharon, 2015, p. 298). These scholars emphasize the subtle reg-
ulation of social practices and the reproduction of power relations
between experts and members of the public through risk management.
Following the initial focus on social control induced by risk surveillance,
more recent work has, however, been interested in how people resist this
normative context in some circumstances. It is thus proposed that the
power exerted on people can be not only repressive and constraining, but
also productive and enabling as already envisioned in Foucault’s work
(Sharon, 2015). These elements can be related to the interplay between
structural determinants of action and individual agency.

By tackling the social acceptability of risk, Douglas (1985) pointed out
the political character of decisions, and the possibility that people may
respond to risk in different ways is entailed in her typology of four
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profiles defined at the intersection of two axes differentiating people’s
positions toward social structures and toward others (Douglas &
Wildawsky, 1983). The grid axis considers people’s relation to their social
environment, as either tight or loose in regard to collective rules, and the
group axis refers to social integration, as either individually focused or
group oriented. She describes four ideal types of reactions to risk.
Individualists are risk takers characterized by minimal social connections
and avoidance of externally set regulations; bureaucrats are the opposite
profile, being embedded in tight sets of relations and applying externally
set regulations; egalitarians are socially integrated but reluctant to endorse
outside regulations and thus claim alternative ways to act in front of dan-
ger; and the excluded group is little connected with others, while their
actions are constrained by outside expectations, which means that they
adopt a passive and fatalistic perspective on risks. This typology antici-
pates the coexistence of contrasted responses to risk situations, consider-
ing both individual agency and people’s embedding in social structure
and interactions.

The contribution of foundational authors to the social theories of risk
mentioned in this section has mostly remained theoretical and has little
engaged with empirical findings. This can be attributed to the difficulty
of actually measuring risk-related social practices, which are much less
often reported than ‘risk perceptions’. However, how people rate risks
does not necessarily align with their actions. In the second part of the
chapter, I develop insights based on empirical research on health risks
with the aim to better understand how individuals act in the face of
future harm.

Sociology of Health Practices

Before turning to these empirical insights, I first present a number of
theoretical elements developed in sociology of health. The importance
attributed to individuals in the management of their health has radically
changed over the past decades: in the mid-twentieth century, people were
expected to visit doctors when they were sick, while today, they are repeat-
edly encouraged to promote their own health and anticipate risks in their
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everyday practices. In this section, I describe how they have been granted
this agency in the shift from treating diseases to promoting their own
health and acting early on pathological biomarkers, with a strong empha-
sis on their responsibility toward health. Then, I present various models
of health behaviors proposed by health agencies, and recent develop-
ments in sociological theory about health practices are introduced.

Self-Responsibility and Autonomy Toward Health

In the founding work of medical sociology in the 1950s, Parsons (1951)
proposed that medicine’s role was to make sick individuals healthy again
since their disease conditions were threatening the proper functioning of
society. Without questioning the respective merits or limits of medicine,
he portrayed passive individuals as happy to comply with medical recom-
mendations. Although the legacy of his sociological perspective on medi-
cine, then groundbreaking, should not be undermined, his propositions
on the sick role have rapidly been challenged. The assumed compliance
of sick individuals who would adhere to the prescriptions of doctors
could only be maintained as long as medical power was uncontested. In
the following decades, the adoption of an anthropological perspective ‘at
home’—that is, when scholars approached health and illness conceptions
also in Western countries (Bury, 1997; Herzlich, 1992)—and the appre-
ciation of patients’ perspectives on their own illnesses emphasized their
active role and likely conflicts with medical expectations (Freidson,
1988). In the context of chronic and long-term diseases, patients experi-
encing ailments over long periods of their life course became active play-
ers not only in their treatments but also in the prevention of risks.
Currently, self-management models rely on the autonomy of patients
who are considered able and willing to endorse some of the competencies
previously attributed solely to professionals (Armstrong, 2014;
Meénoret, 2015).

Within medicine, the emergence of bioethics also encouraged the
increasingly active role of patients. The diffusion of informed consent
procedures, incarnating the new normative imperative of individual
autonomy in medical decisions (Corrigan, 2003), reflects a shift in power
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balance between providers and users of medical services. While the risks
and benefits of medical procedures are constantly being weighed in clini-
cal encounters, patients are nowadays regularly required to make personal
decisions among a range of options, in circumstances in which uncer-
tainty about the best course of action often prevails (Aronowitz, 2015).

In parallel to these important transformations within clinical settings,
the surge of chronic diseases and the associated limits of medical responses
gave new momentum to public health in the 1970s (Petersen & Lupton,
1996). Primary prevention campaigns promoted the self-responsibility of
the general population toward health. The focus on lifestyles meant that
members of the public would not only be expected to turn to professional
help in case of poor health but also that they would pay continuing atten-
tion to their health in everyday life, representing an important extension
of their duty toward their own health conditions. This extension was
aligned with emerging conceptions equating personal responsibility with
good citizenship (Crawford, 20006). It was also associated with expecta-
tions that members of the public endorsing autonomy would be eager to
receive more information to guide their actions. At the same time, it
implied an invasion of health concerns across their everyday private
routines.

The success of health education over the past 50 years reflects the
development of behavioral sciences, which are indeed very popular and
continue to offer new insights into how to effectively modify social prac-
tices (e.g., Coreil, 2024). Primary prevention messages addressing the
whole population a priori in good health aim at convincing people that
they are actually vulnerable and capable of acting on risks. Some critics
associate the emergence of individuals as ‘health entrepreneurs’ with
larger transformations of the welfare state. Activation policies in the
domain of unemployment are indeed aligned with public health focus on
individual responsibility: “behaviorism has persisted as an approach in
public health practice while simultaneously gaining credibility in other
areas of public policy” (Crawshaw, 2012, p. 201). Such policies similarly
stress that citizens are the agents of their own welfare and health.
Encouragement to monitor one’s health through constant self-tracking
(with data on sleep, food intake, caloric burning, etc.) with connected
devices can be seen as an extension of this general trend (Lupton, 2016).
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In sociology of health, the limits of the health education model are
regularly discussed. Marketing and communication strategies encourag-
ing behavioral change still tend “to assume that people are blank sheets
ready to be receptive to health promotion messages” (Baum & Fisher,
2014, p. 215). The legacy of these approaches is, for example, observed in
obesity prevention: interventions remain focused on behavioral change
despite growing evidence regarding the importance of broader social
determinants (Blue et al., 2016; Fox et al., 2018). Despite the massive
efforts in developing techniques for behavioral change, evidence of their
efficacy remains limited (Cohn, 2014), and Meier states, “In reality, the
beneficial effects of even well-designed information, education and social
marketing interventions tend to be small, inconsistent and temporary”
(Meier et al., 2018, p. 207).

In sum, reflecting medicine’s growing uncertainty and declining power,
people were increasingly granted responsibility for decisions related to
their health. However, the constant extension of individual preoccupa-
tions with their health defined as a personal project has been questioned.
It can be associated with the broader movement of biomedicalization
encompassing everyday risk surveillance (Clarke et al., 2003). Conrad
(1992) defined this focus on behaviors in everyday life as healthicization,
in contrast to medicalization taking place in medical settings. Social sci-
entists have also emphasized the shortcomings of the model of autonomy
promoted by medicine and public health, since these disciplines assume
that such autonomy leads to decisions and behaviors aligned with their
recommendations.

In that respect, growing interest for health literacy among profession-
als reflects the expectation that the provision of adequate information
may be sufficient to improve people’s engagement with health institu-
tions. However, it remains a top-down initiative that ignores the sociopo-
litical dimensions of literacy. In contrast, critical health literacy (Abel &
Benkert, 2022) is an approach that acknowledges people’s autonomy and
empowerment toward the promotion of their own health through actions
addressing the determinants of health inequalities, hence moving away
from the individual focus of health education or health literacy models.

In other words, social scientists challenge the way responsibility and
autonomy toward health are defined by health professions, considering
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that the latter often do not sufficiently consider the social embedding of
health practices and risk decisions. I now move to forms of action devel-
oped in public health interventions that approach behavioral change with
a different perspective on responses to health risks.

Additional Prevention Models of Actions

In addition to the main model of health education, various approaches to
health risk prevention coexist within public health as a result of the vari-
ety of risks that professionals aim to prevent. Their specific features
demand contrasted engagement of the general public or targeted catego-
ries. It is important to have these different models in mind, as well as the
criticisms formulated by social scientists, since these approaches aim at
providing guidance to people’s daily practices, which are presented below.

Harm reduction strategies, developed in the domain of addiction
interventions, pay attention to the adverse consequences of the promo-
tion of abstinence or zero tolerance, notably in terms of moral judgments,
since the practices continue to be used by some. The approach emerged
in the 1960s and 1970s, promoted by activists (workers, doctors, pro-
grams, and policy-makers) opposed to drug use suppression and chal-
lenging the oppression of users (Roe, 2005). The HIV/AIDS epidemic
generated additional support for this approach among policy-makers,
seeing it as an opportunity to limit the transmission of the virus among
people using drugs, hence limiting danger to wider society. What started
as a ‘bottom-up’ process was then later ‘mainstreamed’ in some govern-
ment policies. First adopted in Australia, the United Kingdom,
Switzerland, the Netherlands, and Canada, it later extended to Asia,
Latin America, and Central Eastern Europe (Ritter & Cameron, 20006).
For example, the Australian government adopted a harm reduction strat-
egy in alcohol prevention to develop “safer and healthy drinking cultures”
(Keane, 2009), with a focus on three domains: road accidents, injury and
violence, and social harms. In regards to smoking, considering that some
individuals will continue smoking despite the identified adverse effects
on their health (Choiniére et al., 2007), priority was to be given to reduc-
ing the amount of smoking. Such modifications of the product itself have
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been supported by the tobacco industry since the 1950s through the pro-
duction of cigarettes with filters, light cigarettes, or nicotine substitutes
developed by the pharmaceutical industry since the 1980s. This model
situates practices labeled as dangerous in their social environment, con-
sidering trade-offs between different types of harms, thus going beyond
the individual focus of biomedical or epidemiological approaches.

In parallel, a number of public health crises, especially re-emerging
infectious diseases, have challenged policy models based on risk evidence.
Anticipating rare and incalculable events with massive consequences
through possibilistic thinking in the aftermath of 9/11, governments ini-
tiated new strategies to engage the public in the management of collective
health risks (Lakoff, 2017). The terminology of preparedness and readi-
ness called for ongoing vigilance toward unexpected events. Preparedness
is focused on the consequences of a crisis, since past occurrences showed
that accidents or outbreaks cannot necessarily be averted by risk manage-
ment. It requires the population to be on alert and ready to react rapidly
in case of a public health emergency. The emphasis on people being con-
stantly at risk, including facing unpredicted crises, “established the per-
fect machinery for placing the population in a constant state of readiness
and awareness in regard their health” (Armstrong, 2014, p. 167).

The attention given to uncertainty and the precautionary principle
also permeated a number of prevention campaigns addressing individual
behaviors. The gap between evidence and prevention messages has been
examined in debates about alcohol use during pregnancy (Schnegg,
2018). After campaigns warning women about the documented risks of
smoking during pregnancy, alcohol consumption became a source of pre-
occupation. Health education materials produced in Scandinavian coun-
tries addressed the following question to pregnant women: “Why take
chances?”. Although evidence for the adverse consequences of moderate
or low alcohol consumption is lacking, a large number of countries now
advocate a total abstinence policy regarding alcohol consumption during
pregnancy (Leppo et al., 2014). According to these authors, “the ratio-
nale for this ban whether or not it is explicitly stated is precaution, a
response to uncertainty in which an outcome is considered so catastrophic
that action is taken to mitigate it irrespective of probability of it occur-
ring” (p. 524). Preemption strategies for potential threats have also been
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extended to smoking prevention in Australia (Diprose, 2008). Critics
emphasize the paternalism of such public health strategies, which con-
tinue to extend the scope of anticipatory action in society.

In response to health risks, different forms of actions are thus pre-
scribed by authorities through dedicated prevention campaigns and vari-
ous forms of communication. Beyond health education, harm reduction
strategies, preparedness, or precaution all try to engage the public in the
reduction of multiple risks. Nevertheless, all these models of action share
a central role attributed to individual responsibility, while they little
engage with the heterogeneous social circumstances of the public.

From Health Behaviors to Social Practices Related to Health

In addition to critics addressing the behavioral change model, social prac-
tice theory (Reckwitz, 2002) is gaining credit in understanding people’s
reactions when faced with health risk information. In this section, I high-
light the elements provided by this approach which help to situate action
in its social contexts and amidst interactions.

Addressing the social embedding of practices leads to the expectation
of the coexistence of contrasted health practices across the population,
affected by cultural and structural variations. Such diversity exists against
the dominant view of a unique course of action determined by the medi-
cal approach to health. In his elaboration of ‘illness behaviors’, Mechanic
(1961) emphasized the limited overlap between social practices adopted
in the face of illness and medical institution expectations. He pointed out
the coexistence of multiple forms of action toward illness, including a
large array of folk and lay forms of healing, indicating that a large amount
of social practices take place outside of the medical environment. Decades
later, Blaxter (2010) proposed this line of argument in the context of
prevention. To reflect the recurrent gap between the medical behavioral
model and actual prevention practices across the population, she coined
the term ‘enacted behaviors'. Interest in how individuals respond differ-
ently to prevention injunctions has also increased among scholars sup-
porting the medicalization thesis. Initially, described as a top-down
process, medicalization has increasingly been approached as an
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interactive process between professional and lay actors, with “a greater
focus on the complex ways that people engage with the imperatives of
healthy citizenship discourse” (Sharon, 2015, p. 298). Scholars have also
noted that individuals often do not systematically either accept or reject
healthy behaviors; rather, they may adopt discordant lifestyles. This
reflects how health-related social practices interact in multiple, and pos-
sibly contradictory, ways with the rest of people’s lives and their different
social roles (Mollborn et al., 2021).

Health sociologists hence propose a shift of research toward social
practices related to health, defined as “arrays of human activity which
depend upon shared skills or practical understandings” (Meier et al.,
2018, p. 208). Situating practices in their social context implies consider-
ing “the social, affective, material and interrelational features of human
activity” (Cohn, 2014, p. 159). While the individualist model decontex-
tualizes action, people are influenced by others and by social meanings
attached to their social practices: “Health behaviors are not isolated indi-
vidual decisions but embedded in people’s deeply complicated social
lives” (Mollborn et al., 2021, p. 399). Symbolic meanings and shared
understandings attached to health-related action also relate to individu-
als’ identity and position within society, as I further develop in Chap. 5.
Their practices reveal and confirm their affiliations with and differences
from others, according to the contrasted values they attach to health and
other domains of life. Social practices theory also proposes paying atten-
tion to the material dimension of practices: promoting health requires
specific materials or objects (healthy food, screening tests, vaccines).
These require resources granting access to such material but also compe-
tencies and skills to be used (Blue et al., 2016). In addition, meanings are
important in helping people connect with the materiality of these prac-
tices in their everyday life, making them either possible or not
(Maller, 2015).

Another shift of perspective proposed by the theory of social practices
is to consider practices rather than individuals: “the focus is upon prac-
tices, i.e., performances of routinized behaviors which are shared across
groups of people” (Meier et al., 2018, p. 208). This means that a range of
social practices often interact, such as alcohol use with other social prac-
tices entailing health risks (e.g. snacking) and occurring with other
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people. Therefore, it is important to consider ‘bundles of practices’.
Finally, the dynamic character of health practices is emphasized: “By
studying how drinking practices fit with practices in other domains such
as work, family and leisure, we can understand more clearly the processes
of change and continuity” (Meier et al., 2018, p. 201). Many health prac-
tices—such as smoking, eating, using condoms, or respecting social dis-
tancing—take place in routine daily activities. These routine actions are
concrete and continuous, and prevention messages calling for change
may introduce a discontinuity, clashing with preferences for coherence
and avoidance of conflicting practices (Blue et al., 2016). Indeed, both
change and its absence must be justified toward others (family members,
coworkers, etc.), who might prove supportive or resistant to change.

Additional insights into changes in practices related to health can be
gained by using a life course perspective. The meanings and implications
of specific health practices can greatly vary across life stages, while reflect-
ing one’s socialization, embodied social knowledge, and lived experiences
(Savage et al., 2013). At the same time, transformations across historical
time impacting successive generations are also important to consider
(Mollborn et al., 2021). In her analysis of obese societies, Blue et al.
(2021) indeed suggested that “seemingly private matters and individual
problems [should be addressed] as sociohistorical issues” (p. 1054). The
meanings and experiences attached to health issues vary depending on
socioeconomic and environmental conditions. However, they also change
as a result of developments in scientific knowledge and therapeutic solu-
tions over time (e.g., with treatments for HIV/AIDS). Successive genera-
tions are exposed to these constantly changing conditions, creating
potential tensions between cohorts.

In the next section, focused on health risks, I present empirical find-
ings that describe the different responses people adopt when confronted
with risks and the dilemmas these can raise. In a number of health
domains, actions prescribed by health institutions are indeed met with a
variety of responses, revealing people’s agency and reflexivity through
multiple forms of action.
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(Re-)Actions Around Health Risks

I now mobilize qualitative studies on actions related to health risks to
discuss the various arguments motivating practices related to health, in
both their adherence to preventive norms and deviation from these
expectations. The next sections describe practices related to health risks
according to a continuum ranging between compliance, or even the
extension of anticipatory action to encompass uncertainty, and resistance
to risk reduction. The objective is to understand how people navigate
across the multiple risk knowledges they are exposed to and how they use
these to orient their everyday preventive actions.

From Self-Discipline to Anticipatory Action
in the Absence of Evidence

Many people comply with formal risk prevention messages. This is regu-
larly measured in quantitative population studies monitoring the propor-
tion of people actually meeting official recommendations regarding
eating habits, physical activity, use of alcohol and tobacco, and health
screenings. Their motivations are rarely elaborated or problematized since
they are consistent with professional expectations. However, it is still rel-
evant to consider the rationale behind their actions. In that respect,
insights into the trust people express toward official recommendations
might be easier to capture in fateful moments, such as during pregnancy
or genetic screening. Following tight risk monitoring, pregnant women
have been observed to endorse individual responsibility consistent with
medical recommendations with the explicit intention to minimize risks
(Copelton, 2007). Some mothers reported being happy to delegate the
surveillance of risks to experts: “I don’t wonder much to be honest, for I
trust medical staff to do the necessary tests [.] I fully trust the standards”
(Hammer & Burton-Jeangros, 2013). This extended to practices in every-
day life, with women valuing their capacity to avoid risks through the
adoption of healthy lifestyles (Burton-Jeangros, 2011; Copelton, 2007).

The importance of healthy lifestyles is observed when people report
that they endorse them in relation to some screening results, when these
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indicate, for example, that they present an elevated cholesterol risk or
when men are informed that their prostate-specific antigen exceeds the
average level (Gillespie, 2015). In our genetic cancer screening study,
some participants associated being informed about an elevated risk of
cancer with adopting healthier lifestyles to mitigate the risk of becoming
sick (Burton-Jeangros et al., submitted). These findings show how much
messages about healthy behaviors are largely disseminated as a legitimate
response to a number of health threats. In addition to their role in pri-
mary prevention targeted to the general population, they have become
‘preemptive therapies in the context of secondary prevention
(Gillespie, 2015).

The value of actions that protect against risks and alleviate fatalities has
been publicly supported by Angelina Jolie’s article in the New York Times
on May 14, 2013, entitled ‘My medical choice’, in which she states, “I
decided to be proactive and to minimize the risk as much I could. I
decided to have a preventive double mastectomy”. She acted before the
onset of disease, based on probabilistic information. Such an imperative
to act upon genetic information has been described in empirical studies,
with women identified as being at elevated risk for breast cancer due to
their genetic make-up emphasizing their agency: “I don’t want to be a
victim. I made a decision. I decided that... well, I'll block its [the gene’s]
path. I know that I carry the gene, OK, then I am not going to wait. No.
Not this kind of fatalism. I will not end up like them [family members
who died from cancer]. I'll live my own life” (Caiata-Zufferey et al.,
2014, p. 4).

Compliance with recommendations might reflect a sort of blind trust
in science and experts (Giddens, 1990), as well as in the set of guidelines
they offer. Parents who comply with children’s immunization schedule
visit with pediatricians to follow the immunization standard protocol, as
reported by this mother: “You can sense that it’s organized (...) and that
it's planned out, even for parents who have not yet accepted vaccination”
(Deml et al., 2021, p. 46). Endorsing medical and public health advice is
experienced as favorable, following the authority and regulation proposed
by experts.

Regular risk surveillance has thus certainly gained an important place
and is guiding social practices in multiple health domains. At the same
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time, its omnipresence and success induce further expectations for con-
trolling undesirable outcomes. While experts started calling for anticipat-
ing incalculable risks, some members of the public now also worry about
potential harm and adopt anticipatory action even in the absence of evi-
dence. Under the tight medical and everyday life surveillance of risk dur-
ing pregnancy, women are socialized into being constantly attentive to
danger. It should therefore not come as a surprise when pregnant women
and mothers worry about a number of risks they might impose on their
(future) children, especially if experts advise for action even in the case of
uncertainty, as in the case of alcohol consumption. In our study, pregnant
women worried about the food they ate, as a potential vector of malfor-
mations, aware that such risks are small but also about other sources of
danger, such as cosmetics, for the development of their fetus that are not
yet documented. This supported the adoption of a precautionary posi-
tion in everyday life, as formulated by this interviewee: “When in doubt,
one does abstain from many things” (Burton-Jeangros, 2011, p. 426).
In their role as mothers, women have been privileged targets of medi-
cal supervision and prevention campaigns (Ehrenreich & English, 2005
[1978]). Their socialization into prevention means that they are inclined
to adopt anticipatory action in the presence of uncertainty. Responses to
the uncertainty surrounding the mad cow crisis at the end of the 1990s
included anticipatory measures in a context of scientific uncertainty and
in the absence of any official guidelines about beef consumption (Burton-
Jeangros, 2004). A small proportion of the mothers who participated in
that study reported having eliminated all the beef meat and related prod-
ucts to play it safe. This crisis can be considered an important milestone
in the attention given to food in modern societies, with increasing aware-
ness of the risks entailed by industrial food production. In more recent
crises, ethnographic studies revealed how people exposed to the Chernobyl
and Fukushima accidents struggled with the ‘invisible’ radio-nuclear risks
whose existence has been denied by experts and authorities in both con-
texts (Kimura, 2016; Kuchinskaya, 2014). Maternal preoccupation with
food in the aftermath of the Fukushima accident was raised in the absence
of guidelines from authorities. Women claimed their agency by refusing
to buy food from contaminated areas but also by attempting to establish
their own evidence through the use of dosimeters to assess food nuclear
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contamination (Kimura, 2016). Hence, concrete strategies have been
developed locally to address uncertainty.

These examples show how the different forms of thinking initiated by
formal risk management are being integrated into a range of social prac-
tices aimed at protecting one’s own and children’s health. Ascertaining
risks has more broadly fueled awareness of uncertainty across society. I
suggest that the impulse to act in some circumstances despite the absence
of evidence can be perceived as a form of agency, next to limited trust in
medical recommendations and adherence to the precautionary principle.
At the same time, anticipatory actions exponentially expand the domains
of possible interventions, as well as areas of contention between groups of
people interpreting risk and uncertainty in contrasting manners.

Pleasure in Daily Life Against Risk Prevention

In addition to responses seeking more control over the adverse health
consequences of everyday life activities in the long run, I describe here
other reactions focused on the immediate pleasure provided by a number
of social practices qualified as dangerous by experts. They can be related
to recent developments on the motivations and dynamics of risk-taking
practices (Zinn, 2020).

A range of social activities encompass immediate enjoyable conse-
quences for the self, in terms of pleasure associated with, for example,
eating, smoking, drinking, or sexual interactions. The positive emotions
associated with these actions conflict with risk prevention messages
emphasizing the adoption of practices expected to avoid or delay the
occurrence of diseases at a later stage in life (Coveney & Bunton, 2003).
These risk-taking practices are often interpreted according to the concept
of edgework coined by Lyng (1990), who suggested that some individu-
als learn to navigate between the gains associated with risk taking and the
limits they still strive to respect to avoid chaos.

Empirical studies, while limited in number, have regularly pointed out
how individuals, in some circumstances, prioritize immediate pleasure
over discipline for long-term gains. In his description of two cultural
accounts of health, Crawford (1984) described how some interviewees
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defined health foremost in terms of pleasure seeking, well-being, and
enjoyment. To them, release was clearly preferable over a disciplinary
regime promoted by health education, even though the latter might
equate with better future health. A more recent study on the adoption of
health lifestyles in Finland reported the presence of a pleasure repertoire
in which interviewed individuals insisted on enjoyment as being part of
a good life, whereas endorsing the dominant values of prevention could
prove constraining (Pajari et al., 20006).

A similar balance between discipline and pleasure is reported in quali-
tative studies investigating the motivations of smokers: while they are
aware of the dangers of their habits, they report that smoking is pleasur-
able and experienced as a relaxing habit (Katainen, 20006). Interpreted
within their social circumstances, smoking offers a way to manage stress
and dullness and provide affordable time off for those living in more
deprived social circumstances (Peretti-Watel & Constance, 2009). In
addition to these individual benefits, smoking also entails social relations
with other smokers, which has positive consequences (Katainen, 2006).
The social dimensions of binge drinking and eating have been explored in
groups of hipsters and gamers (Cronin et al., 2014), emphasizing how
these practices generated communities of consumption developing spe-
cific rituals of solidarity. The label of carnivalesque consumption under-
lines the temporary character of these extreme practices, allowing people
to suspend the rules of ordinary life (Cronin et al., 2014): “In this way,
the activity of edgework becomes a strategy to allow consumers to col-
lectively rise above social demands, controls and regulations that attempt
to dictate what’s good or what’s bad for individuals” (p. 1136).

These accounts confirm the importance of situating practices within
their social contexts, since these shape individual actions sometimes
against professional interpretative frameworks. Indeed, risk prevention
often ignores the multiple ramifications of health practices in terms of
identity and relations. People taking risks challenge the value of modera-
tion, which gained a prominent place as an extension of the Protestant
work ethic, emphasizing the importance of ascetism (Crawford, 1984).
At the same time, some studies emphasize the presence of control, mea-
sured pleasure, or ‘calculated hedonism’ (Cronin et al., 2014). Hence,
since risk-taking practices occur even when people are aware of the risks
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they expose themselves to, these findings suggest that some individuals
might struggle to reconcile contradictory goals of their actions. Indeed,
pleasure and hedonism have sometimes been acknowledged by preven-
tion campaigns. In the context of HIV, some official messages from the
early days of the epidemic associated safe sex and pleasure, departing
from other campaigns emphasizing the control of risks through absti-
nence or stable relationships (Sandset et al., 2021). Health promotion
messages in Danish campaigns have also acknowledged the importance
of pleasure, adopting a less authoritarian view on health lifestyles (Karlsen
& Villadsen, 2016).

According to the theory of social practices, these arguments related to
concrete circumstances suggest that against the ascetic ethos promoted by
risk evidence, some people place more value on the ‘good life’ rather than
on the ‘long life’ underlying risk prevention (Sharon, 2015). A parallel
can be made with the emergence of ‘quality of life’ in health care in the
1970s, in reaction to technological developments and medicalization
striving to add years to life (Armstrong & Caldwell, 2004). Attention
given to quality of life or well-being values people’s immediate experi-
ences rather than technical or medical quantitative gains. Such reasoning
resonates with current concerns regarding sustainable development,
which invites to value limitations over constant expansion.

A Sense of Low Personal Vulnerability

Another set of empirical results emphasizes the fact that people do not
change their behaviors since they claim that they are less at risk than oth-
ers; hence, social comparison processes are important. Across a number
of contexts and issues, it has been observed that proximity to risks reduces
salience and increases personal sense of control. Indeed, situations or set-
tings defined as risky that have not brought any concrete adverse conse-
quences yet encourage individuals to feel protected. Hence, past individual
and collective experiences are likely to affect risk appreciations and influ-
ence practices. In this section, I discuss the arguments used by people to
justify their distance from risk prevention as a result of their sense of
personal immunity.
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Quantitative studies have reported people’s tendency to minimize or
even deny personal health risks, while they acknowledge that these risks
exist for others. These findings showed that across a range of threats, indi-
viduals rate their own risk of being affected as lower than that of others
(Burton-Jeangros, 2004; Sjoberg, 2000). Research on infectious diseases
confirms this phenomenon, in addition to observations made in the con-
text of HIV/AIDS studies (Joffe, 1999), a systematic review of 2009
influenza a (HIN1) pandemic perceptions highlighted that most people
considered themselves to be less at risk than others (Bults et al., 2015).
Early results related to COVID-19 risk perceptions across four European
countries (McColl et al., 2022) further confirmed this with individuals
frequently stating that the risk for themselves was lower than that for oth-
ers. Smokers often acknowledge that smoking is bad at the population
level, but not for themselves specifically. By presenting smoking as a pri-
vate active choice, they emphasize their self-control (Heikkinen et al.,
2010). These attitudes tend to be associated with lower adoption of pro-
tective practices.

The literature on vaccine hesitancy is replete with illustrations of this
mechanism. Mothers who are hesitant toward vaccines argue that their
child is not the ‘average child’ targeted by immunization campaigns.
They elaborate a symbolic border between their family and others valuing
their own cognitive resources and supportive health practices, in com-
parison to others who are less fortunate (Senier, 2008). Claiming exper-
tise as regard the specific needs of their own, unique, child, these mothers
build what Reich (2014) calls an imagined ‘gated community’ protecting
their children from dangerous outsiders, in association with their intense
parenting habits. The idea of herd community promoted by authorities
in charge of vaccination programs is therefore not relevant to them. This
was explicitly formulated by complementary and alternative practitioners
who commented on their interactions with parents about vaccination
risks, as illustrated by the statement one of them formulated “We treat
humans, not herds” (Deml et al., 2019). Hesitant or reluctant parents
tackle vaccination as an individual choice, balanced against their other
virtuous health practices, including diet, physical activity, sleep, and
overall hygiene, that they consider sufficient to protect their family from
infectious risks (Reich, 2020).
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As further developed in Chap. 5, setting symbolic boundaries between
the self and the dangerous ‘other’ or others at risk is a recurrent mecha-
nism: it provides a possibility to feel safer and to claim agency over one’s
own practices, seen as protective in the context of a risk society which
keeps stressing omnipresent threats to health. These boundaries illustrate
the need for ontological security (Giddens, 1990) or subjective immunity
(Douglas, 1985) evoked above, reflecting a fundamental hope that one is
not constantly exposed to adverse risk situations, but rather can keep liv-
ing with some sense of security. This separation of the self from others
might be reinforced by the emphasis on self-responsibility toward health.
Indeed, the promotion of autonomy—against the long-standing pater-
nalism of health institutions—reinforces individuals’ claims for self-
regulation based on their personal appraisal of risks. Vaccine hesitancy
more commonly observed among privileged families in affluent countries
can thus also be interpreted as a form of social distinction (Bourdieu,
1979), emphasizing the endorsement of such personal responsibility.
Indeed, identity work contributes to establish one’s position compared to
others (Mollborn et al., 2021).

These findings suggest that practices that do not mitigate health risks
can be collectively defined as harmful, but as individually beneficial.
Their adoption reflects the need to maintain a sense of personal immu-
nity in everyday life, which contrasts with calls for being constantly alert
to potential threats. This second position not only encourages a never-
ending cycle of anticipatory action but also may contribute to the sense
of vulnerability and prevalence of anxiety described in Chap. 3.

Private Choices Against Institutional Regulation

In a different line of argument, individuals justify their health practices in
the larger environment in which these occur, emphasizing the detrimen-
tal role of external forces on individual health. In those accounts, indi-
viduals refuse to adopt practices prescribed by institutions because they
do not trust these or consider them to be responsible for additional
sources of risk. These justifications are often related to power relations.
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Public health strategies aim at protecting population health while
respecting individual freedom as a cardinal value in modern societies.
Indeed, restrictions or calls for change in individual behaviors sometimes
generate reactions against the ‘nanny state’ accused of paternalism
(Calman, 2009). At the same time, it is acknowledged that in its duty to
ensure conditions supportive of collective health, the state may have to
restrict people’s choices in some circumstances. Debates about potential
COVID-19 vaccination mandates in 2021 reflected this tension between
the state’s duty to protect population health and individual autonomy.

It has been observed in the United Kingdom that organized groups of
parents who voiced their concerns about vaccines, notably about the evi-
dence of their benefits over their risks, encouraged other parents to
become knowledgeable instead of blindly trusting official recommenda-
tions (Hobson-West, 2007). The efforts of providers to coerce parents
into vaccinating their child, using fairly dramatic warnings about the
consequences of the lack of immunization including threats that their
child might die as a result of parental decision, may indeed contribute to
parents” distrust (Deml et al., 2021). These top-down injunctions lead
some parents to prefer complementary and alternative practitioners who
take time to consider their concerns. Indeed, this study emphasizes that
some parents explicitly question vaccination, as a result of their distrust
toward biomedical providers who tried to persuade them to vaccinate
their child. Vaccine hesitancy thus provides a good illustration of the ten-
sion between encouraging people to be entrepreneurs of their own and
children’s health and utilitarian public health advice (Reich, 2014).

In addition to claims for their individual autonomy over state regula-
tion, some people question the independence of public institutions.
Across a number of issues, including tobacco, HINI1, Zika, and
COVID-19 vaccines, some members of the public express concerns
regarding alleged conflicts of interest between public institutions and pri-
vate industries (Laurent-Simpson & Lo, 2019; Peretti-Watel & Constance,
2009; Ward, 2023). They emphasize the hypocrisy of state institutions,
which earn money through cigarette taxation; furthermore, they criticize
the collusion between governments and various industries. The detri-
mental influences of the food and tobacco industry on policy-making
have indeed been documented by researchers (Moodie et al., 2013; Sacks
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etal., 2018). These findings echo Douglas & Wildawsky’s (1983) sugges-
tion that those who are marginalized in society tend to not trust institu-
tions and experts. Beyond alleged commercial influences, the reluctance
of governments and agencies to question their past failures across various
scandals, notably about vaccines in France and Italy (Attwell et al., 2022),
is likely to further fuel mistrust toward institutions.

With these accounts, I aimed at presenting how various segments of
the general public express serious critiques of risk management promoted
by health institutions. As reflexive citizens accessing multiple sources of
knowledge and reflecting on the shortcomings of risk evidence, they
question the legitimacy of top-down strategies and shed light on the
power relations taking place in the context of health risk regulation.

Trade-offs to Minimize Harm

Carried by the expectations of control of diseases and the associated zero-
risk narrative, some prevention programs strive to eliminate risks. This is,
for example, illustrated by the New Zealand program to be a smoke-free
country by 2025. At the same time, more moderate approaches exist,
such as harm reduction strategies, which illustrate efforts to consider
exposing oneself to risk as acceptable through negotiations across differ-
ent threats to health. The idea of harm reduction is in fact present in
empirical studies of everyday life decisions. Individuals report practices
aimed at establishing trade-offs between different adverse consequences
through moderation and/or compensation across practices defined as
dangerous, thus considering their practices in bundles as suggested by the
theory of social practice. This could help to explain why discordant prac-
tices are commonly observed (Mollborn et al., 2021). In this section, I
present qualitative findings documenting the negotiations people make
to justify their unhealthy practices.

In everyday life, people commonly report their efforts to reduce
harm through moderation strategies. Smokers mentioned limiting the
number of cigarettes they smoke, such as setting a favorable compari-
son with those who were not able to establish such a personal limit and/
or preferring light cigarettes (Heikkinen et al., 2010; Peretti-Watel &
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Constance, 2009). Pregnant women who continue smoking describe
their struggle to reduce smoking and to set some acceptable thresholds
for themselves, as this woman proudly reported her success in limiting
smoking while she was pregnant, reducing her consumption to half a
cigarette and then to a third per day (Burton-Jeangros, 2011). Low-risk
drinkers in the adult population also elaborate on their personal com-
petence, which enables them to moderate their alcohol use through
self-imposed rules regarding the number of drinks while being fully
aware of the standards (Mugavin et al., 2023). Pregnant women
described their personal negotiations as regard food labeled as risky
while pregnant; they had reduced their intake of such foods without
completely eliminating them (Burton-Jeangros, 2011): “Sometimes I
ate salad when I should not have, well I was not totally obsessed by this”
(p. 8). Others who were not fully compliant with norms considered
that they were ‘doing enough’ (Copelton, 2007). These accounts reveal
that people strive to control risks across situations by setting their own
rules. If these do not match official rules, they still give them a sense of
empowerment or agency based on their own standards.

These practices, which do not fully eliminate risks, are discussed in
relation to their personal and social benefits. Alcohol enhances social
interactions and is a personal reward in the context of daily life (Mugavin
et al., 2023). The danger of smoking during pregnancy is balanced with
the consequences of quitting, as reported by this interviewee: “I still
smoke, and I've chosen to smoke two cigarettes per day in the evening
because I enjoy it and I assume it’s better to smoke them than bang my
head against the wall” (Hammer & Inglin, 2014, p. 7). In all these con-
texts, interviewees are fully aware of the official norms and thus feel the
necessity to justify their private arrangements with the rules. Furthermore,
the moral pressure of risk guidelines is very present when pregnant
women express the extreme guilt they feel by not being able to adhere to
recommendations. Thus, they use some justifications to reduce cognitive
dissonance, “stacking the facts”, justifying their behavior (Wigginton &
Lafrance, 2014, p. 537) during interviews. They provided indicators of
the absence of harm to their children—*I am lucky they are ok’—while
stating that smoking was beneficial to their own mental health. The par-
ticipants appreciated the support of health professionals, whose authority
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made their deviation acceptable (Wigginton & Lafrance, 2014). This
woman indeed indicated that her obstetrician had set an upper limit for
her smoking: “He [obstetrician] told me that I could smoke up to five
cigarettes, not more, and that I shouldn’t get stressed out, that it shouldn’t
be a cause for anxiety” (Hammer & Inglin, 2014, p. 7). These accounts
reveal the trade-offs performed across various consequences of risk prac-
tices, in this case balancing physical health risks to their children with
their own mental health.

In summary, breaching public health norms regarding individual
health prevention is common. People continue to endorse practices that
entail some potential adverse consequences for their health; thus, they do
not systematically respond to preventive action invitations. Resistance to
dominant norms has been observed around all public health issues, rang-
ing from risky lifestyles, vaccine hesitancy, or not up-to-date screening.
At the same time, I showed that in many contexts people’s accounts reveal
the moral pressure associated with preventive expectations. Hence, I want
to stress that they rarely simply adopt careless behaviors, rather they
struggle with potential contradictions between their personal circum-
stances and dominant discourses (see Chap. 5).

Conclusion

The idea that health is doable, situated under the control of human
agency, is recent. From this perspective, models of action promoted by
health institutions emphasize the active role individuals should play in
achieving good health across a large range of risks. They approach human
action under the lens of homo economicus assumptions, considering that
people who have appropriate information behave in ways that minimize
the risks they are exposed to. However, I showed in this chapter that these
assumptions oversimplify the complex nature of social practices.

The pervasiveness of messages about health risks means that today, all
social practices potentially have an impact on health, and health-aware
individuals are expected to pay attention to these consequences. However,
studies show how these messages are met with multiple reactions, oscil-
lating between overcompliance at one end, represented by practices
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influenced by precaution and uncertainty, and explicit resistance at the
other end, with action that is not alleviating health risks as defined by
experts. These practices rest upon contrasted relations with health institu-
tions. Compliance and trust are present among those who prefer to del-
egate decisions to professionals, whose advice is then explicitly valued.
However, other people are unsettled by the extent of potential danger,
and their reflexivity questions the value and limitations of scientific evi-
dence; their preoccupation and additional demands even create potential
tensions with professionals. Still others express their lack of trust in insti-
tutions, motivated by skepticism toward the latter’s performance and
interrogations about the independence of official recommendations. As
emphasized by Brown (2016), there exist complex relations between risk
and trust that can both be used as coping strategies to face vulnerability.

This variety of social actions suggests that members of the public
indeed validate the value of autonomy without simply endorsing the pre-
cepts of health institutions. Vaccine hesitancy nicely illustrates the con-
tradiction between enforcing people’s autonomy in health decisions,
hence inviting them to opt out of vaccinations that are recommended
and rarely mandatory, and the principle of solidarity underlying immu-
nization programs. Hence, people express contrasting forms of proximity
or distance from the abstract systems of science and medicine. In return,
professionals feel more or less able and willing to respond to such variety
of social responses.

In addition to formal risk management in the form of health education,
strategies for harm reduction or precaution are also used in private health
practices. Precautionary action suggests that anticipatory action even in
the absence of evidence is sometimes deemed preferable. Following the
motto ‘better safe than sorry’, safety should prevail over other consider-
ations. However, the expectation to control any future potential harm
may encourage overreactions when risk and uncertainty become perfor-
mative despite being intangible entities. The emotional costs of these pre-
ventive actions should not be underestimated.

At the same time, findings suggest that people are rarely oblivious to
formal risk injunctions and that those leaning toward harm reduction
through moderation are aware of their lack of compliance. It can be asso-
ciated with the expression of negative emotions, such as guilt and shame,
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as a result of not endorsing risk reduction. These emotional implications
are not supportive of people’s general health and well-being; their weight
seems even greater among people taking responsibility for others, in care
work, that is, most often women in charge of children and family health
in general. Positions that explicitly question the legitimacy of health
institutions in formulating risk recommendations may also have costs for
those who hold them since their criticisms generate strong expert and
public reactions that, at the end of the day, increase divisions in society,
as I discuss in Chap. 5.

The theory of social practice helps to move away from the narrow
behavioral focus of prevention campaigns. It considers how health prac-
tices are embedded in symbolic meanings and sets of values, such as the
personal capacity for control over one’s life conditions, projections toward
the future, preference for delayed gratification over immediate pleasure,
and health-related past experiences. All these affect the relevance of risk
reduction messages. Material elements also matter in accessing health-
promoting resources, such as access to food or leisure activities. Social
practices related to health also depend on specific skills that individuals
acquire and develop over time but that tend to be constantly questioned
or revisited by new threats or changing official recommendations. In their
everyday practices, people often have to arbitrate among various health
behaviors that can compensate for each other. Contradictions and incon-
sistency indicate that these practices are not solely governed by the inten-
tion to maintain good health. Indeed, changes in practices advocated by
formal risk knowledge disrupt routine social practices, which strive to
leave adversity and uncertainty aside.

This chapter showed that the normative framework resting on formal
risk management is regularly challenged in people’s health experiences.
This model, focused on cognitive processes of rational action, continues
to be disseminated in campaigns emphasizing values of individual respon-
sibility and self-realization around health (Mikkelsen, 2017) as an exten-
sion of activation policies attributed to neoliberal deregulation. However,
it brackets out multiple aspects of social practices. In people’s experiences,
health often appears as something that is not just ‘doable’. Health prac-
tices depend on their resources and social positions, as developed in
Chap. 6. Furthermore, multiple external forces contradict individual
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efforts, be they genes, viruses, or industries. Health experiences thus sug-
gest that the capacity for control promoted by prevention messages is not
relevant and applicable for everyone.
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Moral Judgments Around Experiences
of Health Risks

Introduction

Risk is associated with collective and personal adverse events, hence it
announces possible disruptions. As a result, it generates reactions toward
maintaining social order. When dealing with risk, institutions and indi-
viduals elaborate different forms of social control: the distinction between
proper and inadequate responses toward risks induces moral judgments.
When they elaborate and disseminate such evaluations about the origin
and management of disorder, people praise some individuals for their
responses to risk while they devalue others. The latter is often the case for
individuals or groups who do not act according to risk calculations; they
are not only labeled but also blamed. These reactions stress the impor-
tance of social meanings constructed around risk, which form a norma-
tive framework. This normative framework is elaborated and maintained
through social interactions, whether face-to-face or more frequently
remote, based on faceless commitments in societies characterized by a
high degree of specialization and division of labor (Giddens, 1990).

This chapter aims to address the mechanisms through which social
norms are elaborated but also contested in relation to risk, next to
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dynamic boundaries between safety and danger. On the one hand, the
emphasis on human and individual responsibility in risk mitigation exac-
erbates the question of accountability: someone is to be blamed when risk
is transformed into an adverse outcome. On the other hand, the multiple
symbolic meanings that develop around new threats typically draw on
preexisting divisions in society. Considering that risk surveillance intro-
duces suspicion in social relationships, this chapter shows how interpreta-
tions of risk and uncertainty reinforce social and cultural divisions when
making sense of emerging threats.

Preventive messages providing information on different health risks
contribute to setting boundaries between others who are deemed danger-
ous—for example, because they are infected or because they smoke—and
the virtuous self. Moral judgments associated with health risks typically
use hierarchies defined by social differences, notably social class, race, and
gender, and reproduce them. It is regularly observed that efforts to con-
trol risks generate othering and stigmatization toward those who adopt
another appreciation of risk or integrate uncertainty in their evaluations.
These social reactions are elaborated across various interpretations of
risks, as formulated by scientists, policy-makers, media discourses, and
everyday conversations. They have concrete implications for those who
are blamed, as research shows that stigmatization and discrimination act
as social determinants of health.

After introducing how sociological thinking addresses the permanent
tension between individual autonomy and social order, I discuss the con-
tribution of social theories of risk regarding the normative framework
surrounding risks. I then present sociology of health insights about the
role of moral judgments in shaping people’s adoption of health advice
and the consequences of stigma on the distribution of health. In the sec-
ond part of the chapter, I summarize the empirical research on health
risks to show how meanings actually reproduce social divisions while
considering their diverse sources and consequences for risk surveillance.
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The Normative Regulation of Risks and Health
Social Order, Social Norms, and Power Relations

The discipline of sociology developed at the end of the nineteenth cen-
tury around emerging preoccupations in regard to the functioning of
society. Emile Durkheim, one of the founding figures of the discipline,
was foremost interested in understanding the capacity of social organiza-
tions to regulate themselves, managing to integrate individuals and social
groups with diverging interests and preoccupations. Indeed, sociology,
which then aimed to counter the economic perspective focused on the
individual quest for self-interest, is particularly interested in how indi-
viduals incorporate the moral order of the society in which they live
(Janowitz, 1975). The social fabric is maintained through norms, that is,
assumptions shared by a number of individuals, which provide a com-
mon definition of situations, frame expectations toward others, and
define specific ways to act in routine social circumstances (Ensminger &
Knight, 1997). Fundamentally, social norms make social life possible by
shaping interactions through the coordination of action across individu-
als. In other words, norms, which can be both formal and informal, orga-
nize mutual expectations and define common goals.

Living together is particularly challenging in times of social change.
Durkheim was thus specifically interested in how social order could be
maintained over the many transformations brought about by the indus-
trial society, with needs for coordination between individuals and organi-
zations at a larger scale than in previous centuries. At the end of the
twentieth century, globalization brought again these questions to the fore
at a broader scale, with concerns related to the management of global risk
and uncertainty (Beck, 1992), as in the case of nuclear catastrophes or
pandemics.

The interactions between the social organization and individuals,
shaped by and reproducing social norms, define proper ways of living
together. This implies different forms of sanctions directed toward indi-
viduals who do not respect norms. Indeed, conformity and social order
are maintained as long as undesirable behaviors are identified and acted
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upon. These deviations have been examined under the lenses of deviance
(Becker, 1997 [1963]) or stigma (Goffman, 1990 [1963]), which is of
particular interest for the discussion of health risks below. For sociology,
multiple definitions of deviance coexist, considering that it depends on
how people react to each other’s behaviors: “deviance is not a quality that
lies in behavior itself, but in the interaction between the person who
commits an act and those who respond to it” (Becker, 1997 [1963],
p. 14). For Goffman, social norms define categories of ordinary action
and deviant behaviors within specific interactional contexts. As a result of
this categorization, social interactions are loaded with moral judgments
toward others, whose behaviors are labeled either worthy or unworthy.
Statements about what is safe and, by contrast, what is dangerous con-
tribute to establishing such symbolic frontiers between valuable and
depreciated responses—whether in meanings or in actions.

To achieve the overall goal of social order, moral judgments are associ-
ated with stigmatization toward people whose actions are not aligned
with dominant norms. Indeed, stigma exists only through relations: “it
should be seen that a language of relationships, not attribute is really
needed” (Goffman, 1990 [1963], p. 13). Such relations, based on differ-
entiated normative appreciations of others, reflect the distribution of
power in society. Indeed, asymmetric relations facilitate stigma since it “it
takes power to stigmatize” (Link & Phelan, 2001, p. 375). As developed
later in this chapter, stigmatization occurring around health concerns is
interlocked in contrasting ways with the power of officials associated with
formal risk management in general and the medical profession in particu-
lar (Parker & Aggleton, 2003; Pescosolido & Martin, 2015).

These mechanisms geared toward sanctioning noncompliant individu-
als, potentially threatening social cohesion, consolidate the control
exerted by those having power and their dominant position. Indeed,
from a sociological point of view, such symbolic divisions are necessary
since dominant positions can exist only against marginal positions.
Beyond the lens of stigma, these enduring social processes have been
approached through the concepts of blaming and othering. These empha-
size the power imbalance that exists across social groups: “Othering is a
practice that occurs when one group of people—usually a majority group
or an in-group—treats another group of people—often a marginalized
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group or an out-group—as though there is something wrong with them”
(Dionne & Turkmen, 2020, p. E214).

In the mid-twentieth century, scholars in deviance studies introduced
an important contribution with their emphasis on how social norms shape
interactions in power relations. However, they tended to approach those
targeted by stigmatization as passive and unable to react against dominant
norms (Anspach, 1979), even though Goffman (1990) considered their
potential agency when discussing strategies of information management
and the contingency of interactions. Since then, the capacity for resistance
of those negatively labeled has been more and more considered, taking
into consideration their potential for social mobilization against the moral
judgments that keep depreciating them (Anspach, 1979).

Stigmatization and othering thus call for a theoretical approach
addressing the relations or interactions generated by moral judgments.
This requires further research beyond a focus on those suffering from
stigma and their reactions to their spoiled identity. Indeed, attention
must be paid to the ‘moral entrepreneurs’, defined by Becker (1997) as
the people who actually define deviance. They are at the origin of labeling
mechanisms and can induce discrimination, whether voluntarily or not
(Scambler, 2009). This includes scientists and policy-makers, who pro-
duce social norms through risk communication, both in general and in
the domain of health. Their messages encompass moral judgments and
thus contribute to blaming, othering, and stigmatizing. The concept of
‘stigma complex’ (Pescosolido & Martin, 2015) aims at adopting such a
broader perspective by paying attention to the transversal features of nor-
mative mechanisms that, across societies and multiple levels of analysis
(from the biological to the social), transform differences into labels or
marks that acquire social significance.

In summary, I presented different streams of research which have
addressed issues related to the regulation of collective action through
social norms shared in interactions. They concur regarding the recurrence
of moral judgments in the maintenance of social order. Heterogeneous
reactions toward danger generate judgments that either praise or alterna-
tively devalue these reactions, in light of official recommendations.
Through these processes, some categories gain or reinforce their standing,
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while others lose status. Below, I show that such power dynamics play out
in the way health risks are addressed.

Social Theories of Risk and Social Order

The strength of technical risk management can be assessed through its
capacity to set norms regarding proper versus improper responses to dan-
ger. Indeed, formal recommendations, largely circulated through official
communication and media channels, set a normative framework that
associates differentiated values with social practices adopted toward risks.
Presenting some of these responses as inadequate or unworthy, by exten-
sion generates moral judgments toward those who adopt such responses.

Self Versus Others

As discussed in Chap. 4, new threats encourage individuals to reaffirm
their own identity since danger jeopardizes their personal sense of secu-
rity. Reaffirming social boundaries between the self and the rest of the
world or, said differently, valuing one’s in-group, reinforces a sense of low
personal vulnerability. In addition, it prompts the formulation of shared
understandings of risks that help to construct and strengthen a moral
community whose members agree on the proper ways to deal with risk.
This consensus produces cultural homogeneity within, in the sense of
culture as “a system of persons holding one another mutually account-
able” (Douglas, 1990, p. 10). At the same time, identity is elaborated and
maintained through constant work of comparison with others (Joffe,
1999). This need for a sense of personal safety is encouraging to displace
risks outside one’s own group or community and, in return, it is fostered
by the distance thus symbolically created with danger (Joffe, 1999).
Blaming produces and maintains shared meanings within one’s own
group and consequently reinforces social cohesion in problematic situa-
tions. As formulated by Douglas (1995), the production of outsiders—
through the ritual transfer of evil from inside toward the outside of the
community—foremost serves to reinforce the order within.
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The permanent search for a sense of personal safety encourages blam-
ing and othering toward those who represent a potential source of disor-
der or chaos (Joffe, 1999). Agreements on how to handle danger reinforce
lines of division toward others who do not think and act in the same way
(Douglas, 1990). These differences are typically associated with preexist-
ing social divisions and hierarchies. Social psychology refers to in-group
and out-group, sociology to the division between ‘them’ and ‘us’, or
‘insiders’ versus ‘outsiders’. These binary oppositions support existing
representations of the world, typically shaped by power relations.

Douglas (1990) considers that increasing attention to risks—be they
major or more mundane—contributes to mechanisms of stigmatization
or blaming. Depending on their position in society, people react differ-
ently to new threats, endorsing the formal advice of authorities, or devel-
oping alternative narratives (see Chaps. 2 and 4). To defend their
definition of the situation, those who are in a dominant position cast
doubt and devalue those who do not adhere to their advice. In these pro-
cesses, others are blamed to maintain social order. Douglas (1990) regrets
what she termed ‘the cultural innocence’ of risk management and risk
perceptions research, which has long ignored these persistent social pro-
cesses: “there is nothing old-fashioned or exclusively primitive about
social stereotyping. To assert that it is anomalous in our day is sheer cul-
tural innocence” (pp. 14—15). From a socio-anthropological point of
view, it is thus necessary to consider the situated understandings of dan-
ger that people elaborate when they are exposed to risks. The elements I
presented thus far in this chapter help guide the discussion of empirical
findings in the next section in two directions with, first, the role of moral
entrepreneurs in blaming processes and, second, the capacity to resist of
those who are blamed.

Risk Accountability: Who Is to Blame?

According to Giddens’ (1990) statements about the disembedding of
social relations, individuals are self-centered more than ever and less affili-
ated with others. This could mean that moral judgments formulated by
others are less relevant; hence, people would be little affected by negative
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reactions generated by their own risk-taking practices. In parallel, formal
risk management has profoundly expanded the focus on human account-
ability in relation to danger. According to the dominant narrative, acci-
dents, catastrophes, or crises should have been averted (Bauman, 2006),
and it is important to identify who is behind any harmful course of
events. Efforts are thus made to associate a person with the unfolding
from risks toward adverse outcomes, whether a fallible operator or the
patient zero, for example. In contrast to other social environments in
which causes of misfortunes are externalized to supernatural forces or
gods will (Alaszewski, 2015), the contemporary focus on human account-
ability has at least three consequences.

First, risk surveillance, supported by the constant reflexive monitoring
of action (Giddens, 1990), contributes to the association of a single per-
son or member of a group with the origin of a risk and its harmful unfold-
ing. However, to be held accountable, people had to be informed about
the risks. This explains why distance from knowledge might be preferable
for some and ignorance may become ‘strategic’ (McGoey, 2012) to avoid
being held accountable. Caduff (2014) associates the success of the pre-
cautionary approach with the increased accountability of collective and
single actors who are summoned to subsequently justify the decisions
they made in the past when an adverse outcome occurred later. To him,
“precautionary action allows actors to leap over the gap that has opened
up between the present moment of decision and the future moment of
judgment” (p. 303). Hence, knowledge is not the sole driver of action
and justification since moral judgments are anticipated in risk regulation.

Second, moral judgments and blaming can lead to formal sanctions. In
his discussion of the crisis of responsibility generated by risk manage-
ment, Giddens (1999) considers that the focus on human accountability
reinforces litigation toward both officials and lay individuals. When mis-
fortune is interpreted as the result of someone not properly averting risk,
formal conviction can be warranted. This is, for example, illustrated by
the legal actions taken against several scientists in the aftermath of the
Aquila earthquake in Italy in 2009, who were accused of having underes-
timated the risks in information provided to the public a few days before
the catastrophe. The criminalization of HIV-infected people who did not
inform their sexual partners about their virologic status represents another



5 Moral Judgments Around Experiences of Health Risks 137

form of litigation (Mykhalovskiy, 2011). These cases emphasize the indi-
vidualization of responsibility and rest on a narrow understanding of the
use of formal risk knowledge (see Chap. 2).

Third, the combination of elevated expectations for control and human
accountability in case of adverse events encourages fear of human malefi-
cence, as mentioned in Chap. 3. Against the suspicion that some indi-
viduals or groups might have evil motives toward others (Bauman, 2006),
blaming and othering contribute to the attribution of accountability.
These processes have consequences for social interactions in that they
undermine trust in others. Thus risk management not only supports
blaming mechanisms, but may more broadly contribute to weaken trust
across society (Giddens, 1991).

To conclude this section on social studies of risk, I suggest that blam-
ing associated with danger and misfortune is inherent to the way that
risks are dealt with within social and cultural environments. The integra-
tion of risks possibly challenges the existing social order; thus it repeat-
edly produces symbolic interpretations, beyond risk knowledge,
integrating moral judgments that situate individuals and groups in a nor-
mative landscape. Over time, the social acceptability of risks changes,
creating tensions in interactions and changing patterns of blaming, yet
they remain omnipresent.

Regulation of Health in Society

In regards to health, the institutions of medicine and public health have
gained dominant positions in the management of disease and risk in
modern western environments. They play a major role in the definition
of how people should take care of their health, by formulating protocols
for screening (cancer, hypertension, etc.), providing advice on everyday
life behaviors (physical activity, eating, etc.), and preparing contingency
plans in prevention of major public health events. The position occupied
by these institutions is a result of their success in addressing diseases and
in developing preventive strategies, but more broadly reflects the political
process according to which other approaches to health and diseases (e.g.,
alternative medicine) have been devalued with the rise of modern
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medicine (Freidson, 1988). Accordingly, the diffusion of recommenda-
tions based on formal risk knowledge around health defines social norms:
some forms of thinking and of acting are valued, while others are dis-
carded. Professionals affiliated with medicine and public health act as
‘moral entrepreneurs’ (Becker, 1997). In other words, the rules and rec-
ommendations they formulate acquire moral connotations. I discuss here
the implications of these moral judgments in two theoretical directions:
first the concept of healthism emphasizes the moral value attached to
good health, second stigmatization is approached as a social determinant
of health, in interpersonal relations but also as a result of stigma conveyed
amid social structures.

Prevention and the Moral Value of Health

As stated previously, the increasing capacity to accumulate and analyze
data has extended the territory of health domains to act upon, in society
and in the clinic (Armstrong, 2023). Indeed, in response to the identifi-
cation of actionable risks threatening health—for example, an elevated
risk of breast cancer as a result of genetic testing—more interventions—
that is, a preventive mastectomy—are promoted. The pervasiveness of
these norms has been criticized by scholars since the 1970s, according to
their disciplinary power from Foucault’s perspective (Petersen & Lupton,
1996), even though large segments of the public endorse public health
and medical recommendations for risk reduction.

The extensive surveillance of health, over the whole lifespan from ges-
tation to death, has generated a moral obligation toward being healthy. In
affluent countries in which primary needs are met, the body and health
have turned into symbolic sites of personal value, and they confer prestige
to those who strive to preserve them. Crawford (1980) coined the term
‘healthism’ to emphasize the growing importance of health in society and
the social control mechanisms associated with prevention. Against this
background, individuals who do not make efforts toward their own
health receive negative labels and are considered unworthy. Furthermore,
the constant focus of risk factor epidemiology on individual accountabil-
ity encourages the labeling of people in poor health since they are deemed
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responsible for their condition. Blaming the victim (Crawford, 1977)
reflects still today a dominant narrative associating good health with indi-
vidual efforts through healthy behaviors, while exonerating contextual
determinants of health (see Chap. 6).

By defining what is ‘normal’, the normative framework of prevention
shapes deviance. The role of health agencies in inducing stigma through
prevention campaigns has been approached in various domains. In HIV/
AIDS prevention, the potential discrimination of concerned people was
emphasized early on, and in many contexts, it explicitly prompted mes-
sages countering the risk of stigma (Fairchild et al., 2018). In contrast,
the denormalization of smoking, questioning a long-valued social prac-
tice, promoted efforts to control the tobacco epidemic, which attached
stigma to smokers (David et al., 2024; Graham, 2012). Discussions about
the ethics of using stigma in public health interventions, Bayer (2008)
emphasizes the paternalism of prevention when it marginalizes the prac-
tices of some social groups. While some consider stigma to be a legitimate
strategy to support healthy behaviors, others find it unacceptable or even
a “barbaric form of social control” (Burris, 2008, p. 3). These insights
show how much interpretations and actions related to health are deeply
embedded in the social fabric.

Health Stigma as a Determinant of Health

As elaborated by Goffman (1990 [1963]) stigma is a social phenomenon
that occurs in interactions and has consequences for people who are
devalued. In recent years, health-related stigma research has expanded
from an initial focus on mental health toward a number of conditions,
notably HIV/AIDS or obesity (Pescosolido & Martin, 2015). Stigma
means that “a difference is translated into a marked, devalued distinction”
(p- 93). This difference is used to designate some persons as socially
unworthy, and stigmatization refers to the process through which some
individuals or groups in society attach stigma to others under specific
health conditions.

These mechanisms have consequences: Hatzenbuehler et al. (2013)
argue that stigma is a “driver of morbidity and mortality at a population
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level” (p. 813). It affects health status as an additional burden to indi-
viduals through the stress induced by adverse social reactions, impacting
the resources available to them and their integration in society. Expanding
beyond the role of stigma related to everyday social encounters, this
research is interested in the role played by the social environment to
address broader mechanisms: “Although widely acknowledged (but little
studied), the role of context in shaping the lifestyles and life chances of
individuals defines the nature of power and inequality, as well as norma-
tive determination of the good, the deserving, or the moral, and by con-
trast, the bad, the undeserving, and the immoral” (Pescosolido & Martin,
2015, p. 91).

According to formal risk management, adverse outcomes should be
attributed to individual poor decisions, failure, or weakness. From a soci-
ological perspective, they can be approached as the result of structural
conditions that shape relations across different groups and produce social
inequalities, as I further develop in Chap. 6. In this second reading, the
understanding of stigmatization calls for a consideration of power rela-
tions in a specific social context that allow some groups to negatively label
others, exposing them to additional adverse health consequences.

Social Regulation of Health Risks Through
Othering and Blame

After the presentation of theoretical elements helping to understand the
normative regulation of risks and health, in this second part of the chap-
ter I bring together the historical, anthropological, and sociological litera-
ture addressing blame mechanisms related to various health risks, to
discuss the content of these discourses, their different origins, and their
consequences for concerned people and society more broadly. The iden-
tification and publicization of health risks have for a long time created
new marks associated with prejudice and discrimination (Pescosolido &
Martin, 2015). Such differentiated value can be related to bodies or bio-
logical conditions through marks that are visible on bodies (e.g., obesity)
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or in health practices (e.g., smoking) or to conditions not directly percep-
tible but open to suspicion (e.g., a person being a carrier of a virus).

Othering and Blaming Around Health Risks

Faced with the necessity of ensuring continuity and order in social activi-
ties, individuals have always elaborated responses to the occurrence of
adverse events, as collective strategies to cope with danger and uncer-
tainty. Social sciences disciplines (psychology, anthropology, sociology)
use different terms to describe these mechanisms, including othering,
blaming, stereotyping, scapegoating, or stigmatization. All these terms
are loaded with moral judgments: they suggest that some people are
deemed to be of less social value because of the health risks they are asso-
ciated with.

Recurrent Lines of Social Division

Infectious diseases have been particularly prone to generate othering.
Geographical borders are used to provide a sense of safety by attributing
infections to those living elsewhere and by setting a physical frontier with
them. When syphilis spread across Europe in the sixteenth century, its
origins were located in the New World, while within Europe, it was sys-
tematically attributed to those living in another nation; for example, the
Germans named it the French disease, while the French called it the
Italian disease (Nelkin & Gilman, 1988). National borders have also
been recurrently used in the context of re-emerging infectious diseases
over the past decades. In the diffusion of HIV/AIDS, the blaming of
people living in African countries, between France and the United States,
or between the United States and Haiti has been common (Joffe, 1999).
At the beginning of the twenty-first century, SARS and H5N1 were sym-
bolically put at distance through discourses reinforcing the division run-
ning between the West and the East, with Asian countries blamed for
their lack of preparedness and for not properly disclosing outbreaks
(Washer, 2010). In the context of HIN1, narratives invoked the frontier
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between Mexico and the United States, and the rest of the world with
negative reactions toward suspected carriers of the virus. The sense of
protection associated with national borders was again made obvious in
the early months of the COVID-19 pandemic when borders between
countries were closed (Dionne & Turkmen, 2020).

The circulation of people through their migrant journeys provides
another target for blaming. In the United States, Chinatown in New York
and San Francisco have been historically portrayed as important reser-
voirs of infectious diseases (Dionne & Turkmen, 2020; Eichelberger,
2007), epitomized by the 1882 Chinese Exclusion Act. At the time of the
SARS outbreak in 2003, Chinese migrants were again portrayed as a
threat to the nation’s health, morals, and technological superiority
(Eichelberger, 2007). In the context of the COVID-19 pandemic, nega-
tive reactions toward migrants of Chinese or, more broadly, Asian origin
have also been reported across multiple countries (Dionne & Turkmen,
2020; Labbé et al., 2022).

Divisions among religious affiliations are also commonly reported,
with the circulation of religious communities seen as a source of danger.
Jews were blamed for spreading the bubonic plague in the fourteenth
century (Glick Schiller et al., 1994) and Muslims for the circulation of
cholera in the nineteenth century during their pilgrimages to Mecca
(Zylberman, 2007). In the context of the COVID-19 pandemic, Muslims
in different regions of India were targets of blame and accused of spread-
ing the virus (Dionne & Turkmen, 2020).

Dominant discourses typically use social distance to cast blame on
those affected by infections. Over the course of the nineteenth century,
cholera spread through industrialization, particularly affecting the poor
concentrated in developing urban settings. They were blamed for their
promiscuity, overcrowded housing, and alcohol use, all attached to
immoral behaviors encouraging the spread of infectious diseases and
more largely being a threat to the whole society (Nelkin & Gilman,
1988). In recent times, such divisions have focused on education rather
than on social positions, with recurrent negative connotations toward
people who do not adopt public health recommendations, hence not
endorsing the model of behavioral change. In the context of COVID-19,

the term “covidiot” was used in Canada to label those who refused to
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wear masks or get vaccinated, depicting them as silly and irrational (Labbé
etal., 2022).

Social distance is further incarnated in danger associated with cultural
practices that differ from those of people in dominant positions. In the
early days of HIV/AIDS, based on emerging epidemiological knowledge,
risks were associated with “people perceived as alien and exotic by scien-
tists, physicians, journalists, and much of the US population” (Treichler,
1988, p. 42) due to their sexual or drug use behaviors. In the connections
between HIV and Haiti, voodoo rituals were invoked. In the context of
HIN1, SARS, and COVID-19, ‘unsafe cultural practices’ in regard to
animals on Asian markets were noted. In Ebola outbreaks, local cultural
practices—including funeral rituals and food practices (bushmeat con-
sumption)—have been particularly blamed (Jones, 2011; Richards,
2016). In risk factor epidemiology, “culture itself is reconstituted as a
‘risk factor’ for infection in light of assumptions about African ‘Otherness’™
(Jones, 2011, p. 2). During the COVID-19 pandemic, episodes of hate
crime toward people of Chinese origin exposed in the media supported
the development of a general negative sentiment, leading to a broader
devaluation of their cultural practices, deemed unsafe, as reflected in a
disproportionate reduced attendance of Chinese restaurants, for example
(Labbé et al., 2022).

Infectious diseases are particularly prone to raise moral judgments, as
they potentially represent a threat for the whole society through their
progressive diffusion across borders and social groups. Therefore, people
who do not follow public health recommendations are sometimes labeled
selfish. This has been observed in the case of resistance to official
COVID-19 advice (Labbé et al., 2022), but more generally toward peo-
ple who hesitate to vaccinate and thus do not contribute to collective
safety (Attwell et al., 2022; Reich, 2020).

In primary prevention targeting smoking and eating habits, moral
judgments are also frequent and often focused on ‘insufficient education’
or a lack of health literacy. Obesity and overweight generate negative
social reactions, with fat people being blamed for their deviant bodies,
not respecting the norms of control and moderation emphasized by mod-
ern public health regimes. These reactions encompass negative images of

obese people, typically portrayed as greedy, lazy, or dirty (Lupton, 2013;
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Saguy & Gruys, 2010). Moral judgments also concern parents of obese
children blamed for not preventing overweight in their offspring; in par-
ticular, working mothers are frequently considered responsible for not
inculcating proper eating habits to their children. Given that obesity is
more prevalent among individuals in lower social classes, these opinions
reflect and reinforce class divisions.

Long associated with social prestige, smoking status has changed over
the course of a few years and is now associated with a range of negative
attributes, with smokers qualified as dirty, addicted, selfish, stupid, and
less productive at work (especially in the Anglo-Saxon world but also
beyond) (Chapman & Freeman, 2008). The greater adoption of anti-
smoking campaigns by more privileged social groups significantly altered
the social distribution of smoking and, currently, negative attitudes
toward smokers are indeed targeted toward less advantaged groups,
blamed for their inability to change their practices (Graham, 2012).

These recurrent lines of division indicate that risk knowledge actually
expands toward moral judgments: the social value of good health overlaps
with the differentiated prestige of social positions. Some elements are
worth highlighting across these regularities. First, blaming mechanisms
are independent of formal risk knowledge. Uncertainty and the absence
of evidence or experience can clearly exacerbate mechanisms of othering
to restore a sense of self-immunity, as typically observed when new infec-
tious diseases emerge, such as HIV in the early 1980s or COVID-19 in
2020. However, even when formal risk knowledge exists, moral judg-
ments use social and political divisions that do not necessarily overlap
with the actual distribution of a risk or a disease: “Associating a group
with a viral pandemic does not have to be rooted in epidemiological data,
as we recall how San Franciscans targeted the Chinese as a primary vector
of infectious disease during the third bubonic plague, but did not subject
Irish-born and other Caucasian immigrants to the same blaming and
scapegoating, despite reports of a higher rate of infection among Irish
immigrants” (Dionne & Turkmen, 2020, p. E223). In other words,
sense-making and blaming align with political goals and are independent
of actual health risks. This is further elaborated below.

Second, othering mechanisms according to geographical distance and
social divisions are recurrent but dynamic. They adjust to the changing
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status of a health risk, its familiarity, and the moral judgments it gener-
ates, adapting to changing definitions of the social acceptability of differ-
ent risks, such as smoking and obesity, which have in the past been
associated with prestige. Nevertheless, the repetition of instances of blam-
ing others in the context of disease is meaningful, confirming that defin-
ing the borders of safety and danger is an enduring social process. At the
same time, these mechanisms keep reinforcing power positions over time.
Geographical distance overlaps with long-established lines of devaluation
formulated by Western countries toward those situated in the East and in
the South. In addition, within countries, blaming groups according to
preexisting lines of social classes or race and ethnicity reinforces the dif-
ferentiated moral status of social categories. Indeed, blaming not only
uses preexisting biases defined by sexism, racism, or classism, but also
keeps reproducing them.

Third, blaming mechanisms should not be solely attributed to those in
power positions. Their persistent character is illustrated by the way that
those who are blamed and marginalized, in their turn, define ‘others’ who
are dangerous, shifting their attention to less advantaged groups. In the
context of SARS, long-settled residents in New York’s Chinatown blamed
more recent immigrants without a legal status and thus challenging the
local labor market economy through accepting lower salaries (Eichelberger,
2007). Parents who do not vaccinate their children blame those who vac-
cinate without questioning the safety of immunization. To them, compli-
ers are unhealthy; when endorsing official recommendations, they are
described as sheep, lazy, and passive (Attwell & Smith, 2017; Reich,
2020). Therefore, some symmetry exists in blaming mechanisms: “the
other ‘forms’ a potential repository of blame among hegemonic and non-
hegemonic group members alike” (Joffe, 1999, p. 29).

In sum, I showed in this section that othering and blaming are persis-
tent over time, circulate across society, and adapt to new threats. Moral
judgments not only support a feeling of personal immunity but also help
individuals face social disorder or restore social order, while maintaining
their self-identity.
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In this section, I describe how the multiple origins of blaming narratives
reinforce each other. Indeed, shared understandings emerge from the
combination of enduring symbolic representations of illness in society,
scientific theories, media, and political statements. They keep influencing
each other and together produce a complex language around health risks.

Scientific Language and Health Communication

Scholars emphasize how the elaboration of scientific knowledge and its
use in policy-making are shaped by social norms and reinforce them.
Scientists play an important role in understanding diseases. While their
statements are associated with scientific evidence, they contribute to
blaming and othering strategies in their role as moral entrepreneurs.

In the nineteenth century, public health became very moralistic, some-
times referred to as “medical police” (Rosen, 1958), and presented disease
as a penalty for immorality, with advocated measures targeting particular
races and classes in the United States, including former slaves, immi-
grants, and religious communities (Bayer, 2008; Nelkin & Gilman,
1988). When HIV/AIDS emerged, the Centers for Disease Control and
Prevention (CDC) in the United States defined epidemiological high-
risk groups using geographical, social, and cultural categories to delineate
safety and danger. The ‘“4H’ categories, pointing out homosexuals, hemo-
philiacs, heroin addicts, and Haitians, were defined to simplify complex
transmission mechanisms into a few groups (Treichler, 1988). However,
their emphasis on cultural practices, that is, sexual behaviors and drug
use, which diverged from mainstream social practices, also served to
establish a moral hierarchy (Glick Schiller et al., 1994). Treichler (1988)
warned early on that “Ambiguity, homophobia, stereotyping, confusion,
doublethink, them-versus-us, blame-the-victim, wishful thinking, none
of these popular forms of semantic legerdemain about AIDS is absent
from biomedical communication” (p. 37). The adverse impact of the dis-
semination of these shorthand labels in society was subsequently
emphasized.
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Public health has identified cultural practices as the source of health
risks in other contexts. This was described in the lead poisoning ‘epi-
demic that developed into a public health concern in France at the end
of the twentieth century (Fassin, 2005). More commonly observed
among migrants, specialists attributed it to geophagy, an ‘intentional’
practice of eating earth by children, exposing them to lead paint flakes.
This culturalist explanation was associated with Africans having migrated
to France, emphasizing their ‘exotic’ social practices but without paying
attention to their poor housing conditions, resulting from their precari-
ous positions in the labor market, as the source of this outbreak. In Ebola-
affected countries, public health professionals have also developed
culturalist explanations focused on funerary rituals and eating bushmeat
(Jones, 2011). Their calls for help from anthropologists reflect their hope
that the latter’s capacity to document cultural beliefs can provide tools to
transform what specialists consider risky cultural practices.

The association between an emerging disease and the place and people
it was first identified with is recurrent, as observed with SARS and China,
HI1N1 and Mexico, COVID-19 and China, and later variants in India
and South Africa, both in popular but also in scientific language.
Observing the adverse effects of the official naming of new diseases, the
World Health Organization formulated a statement about best practices
in 2015, recommending not using geographic location, people’s names,
animal or cultural references, or terms that amplify fear. These debates
show the tension between labeling a new situation, which helps to for-
mulate some understanding, and the social consequences of naming.
They emphasize the inevitable intersection between science, policy, and
society.

However, since the nineteenth century, health officials have also
expressed preoccupation with the potential stigma attached to public
health interventions. In the early days of the HIV epidemic, many public
health professionals raised concerns about the potential for stigmatiza-
tion of prevention campaigns. In France, Belgium, Switzerland, and the
United States, campaigns were considered exemplary in that respect
(Bayer, 2008; Pezeril, 2011). Attention to the risks of stigmatization and
marginalization was also present at the international level within the
World Health Organization and, later, the Joint United Nations



148 C. Burton-Jeangros

Programme on HIV/AIDS (UNAIDS), with a focus of communication
and interventions on human rights and human dignity.

Indeed, prevention campaigns may have adverse implications for tar-
geted populations. It has been observed that some tobacco control poli-
cies contribute to generating negative connotations associated with
smokers, such as dirt and smell (Graham, 2012). Some scholars have
therefore raised ethical concerns regarding the unintended or iatrogenic
effects of ‘hard-hitting’ anti-smoking campaigns on smokers and people
with lung cancer in terms of the stigma induced (Riley et al., 2017). The
discussion is extended to the relevance of audience segmentation, which
is sometimes adopted to improve the impact of campaigns. A systematic
review emphasized the negative effects of health communication adopt-
ing this approach since communication specifically tackling ethnic and
racial minorities using social comparison strategies—that is, emphasizing
higher risks among some groups—reinforces the stigmatization of at-risk
individuals (Peinado et al., 2020). Coupled with frequent individual
responsibility framing, these messages support victim blaming, present-
ing those who are affected by a health issue (HIV, obesity) as weak or as
lacking a sense of personal responsibility. The particularly strong impact
in terms of stigmatization of visuals used in campaigns, compared to
messages, has also been noted (Peinado et al., 2020).

With these elements, I suggest that in their activities and communica-
tion, scientists and public health specialists are not immune to blaming
mechanisms, and these are likely to be quite largely disseminated as a
result of the authority of science.

Politics and Policies

The movement of people across national borders particularly exacerbates
anxiety related to epidemic risks. Over time, the overlap between health
risk control and immigration concerns is shown through the regulation
of people’s circulation based on health grounds, with policies restricting
travel or entry to people considered to present a threat (Bashford, 2006).
The large increase in the number of pilgrims to Mecca in the late nine-
teenth century, at a time of increasing concern about infectious diseases
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in industrializing countries, led to the establishment of quarantine sta-
tions in Sinai in 1866, which imposed returning pilgrims to stop for 15
to 20 days when traveling on a boat with a suspected case of cholera
(Zylberman, 2007). The United States practiced tight control at their
borders in the late nineteenth and early twentieth centuries, refusing
migrants with “loathsome or... dangerous contagious disease(s)” (in
Fairchild & Tynan, 1994, p. 211), as well as in the Immigration Act of
1924, establishing restrictions based on eugenic arguments.

A century later, next to biosecurity concerns related to re-emerging
infectious diseases, efforts to protect against dangerous others can be sim-
ilarly observed. Such preoccupation developed in the United States in the
aftermath of 9/11, associating disease control with military responses
(Lakoff & Collier, 2008). It later permeated the World Health
Organization, which dedicated its 2007 annual report to “A safer future.
Global public health security in the 21st century” with an emblematic pic-
ture of the cover depicting a very dense a priori Asian city from a plane
window. While attempts to quarantine HIV-infected individuals in the
early 1980s were strongly criticized, the United States long denied entry
to HIV-infected immigrants (Fairchild & Tynan, 1994). More recent
outbreaks of infectious diseases, including H5N1, HINI, Ebola, and
COVID-19, have regularly reignited debates about border control strate-
gies. Efforts to prevent the spread of viruses are at the same time con-
stantly balanced against the economic impact of border closures. Indeed,
with the revision of the International Health Regulation, enforced in
2005, the World Health Organization promotes the protection of public
health while acknowledging “unnecessary interference with international
traffic” (article 2), emphasizing the difficult connections between disease
control and economic arguments. This debate became central during the
successive waves of the COVID-19 pandemic, as the protection measures
advocated by public health agencies were increasingly contested over
time by those arguing for economic continuity.

Nevertheless, border closure as a strategy to protect against dangerous
others was adopted by many countries in the early days of the first
COVID-19 wave in spring 2020, in the absence of solid epidemiological
evidence. While law scholars have debated whether border closure ran
against the International Health Regulation, it is considered that it
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violated international human rights law (Chetail, 2020). This strategy
certainly reinforced a sense of division between a safe space within the
national territory against potentially dangerous others obliged to remain
in other countries. Adverse reactions toward people of Chinese origin
have been validated by politicians who vilified the role of China in the
spread of the COVID-19 virus (Dionne & Turkmen, 2020). Ongoing
controversies in the context of important geopolitical tensions, debates
and uncertainty about the origin of the virus were thus used to reinforce
political divisions (Dionne & Turkmen, 2020). This shows how much
public health practices also contribute to conveying moral judgments
toward others, depicted as either dangerous or safe, on the grounds of
health risk control strategies.

Public health policies, sometimes coupled with migration policies,
reinforce a normative framework that has consequences beyond health,
with a detrimental impact on some groups of people. It turns out that
they are more often those with less power in society (Graham, 2012). The
role played by institutions and politicians in those mechanisms can be
associated with structural stigma since their different forms of regulations
restrict opportunities for some people (Pescosolido & Martin, 2015). In
other words, I show here that both scientific and policy language have
significant weight in society, and their role in the recurrence of blaming
mechanisms should not be underestimated, especially in times of emerg-
ing threats.

The Media’s Role in Othering Around Health Risks

Policy and scientific messages related to health risks are not only dissemi-
nated through official prevention campaigns and regulations, they are
further circulated by the media. The latter play a central role in the inte-
gration of emerging diseases, but also of issues considered critical by pub-
lic health, such as obesity and smoking, within society. Beyond providing
an interface between scientists, experts, politicians, and the population at
large (see Chaps. 2 and 3), I mobilize here research pointing out that the
media contribute to divisions and blaming mechanisms.
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In the early years of the HIV pandemic, coverage was low in the
absence of a risk for the general heterosexual population. However, analy-
ses have shown how AIDS initial media coverage reproduced dominant
stereotypes, blaming homosexual men and people of African or Haitian
origin in the spread of the epidemic (Sacks, 1996). As the virus circula-
tion started to decline and treatments became available in the second half
of the 1990s, media in the United States focused their attention on AIDS
abroad. They then adopted an optimistic view about its control within
the United States in contrast to the uncontrollable epidemic in African
countries (Stevens & Hull, 2013). Blaming people in Africa for the con-
tinuation of the epidemic fed international public health preoccupations
with the difficult control of infections in a globalized world.

Blaming can be conveyed in different ways. An analysis of images pre-
sented in the Swiss media in relation to H5N1 in 2005-2006 revealed
the dichotomy suggested by the visuals between the Swiss technical con-
trol of infected poultry and the Asian lack of regulation and proximate
relations between humans and animals in markets (Gorin et al., 2009).
These images illustrate once again the symbolic distance established
between another part of the world, Asia, which is depicted as outdated
and unsafe, and the Western context, Switzerland, which is characterized
by high protection standards. In the context of the COVID-19 pandemic
and amidst the avalanche of media contents, a group of researchers have
focused their attention on cartoons in the Canadian media, which are
considered barometers of prevalent cultural attitudes and values (Labbé
et al., 2022). Their analysis showed that these visuals reinforce moral
judgments about the protection offered by political borders: foreigners,
including people from China and from the United States, were presented
as responsible for the spread of the virus; in addition, travelers and people
living in cities compared to people in rural areas were portrayed as sources
of danger.

Beyond infectious diseases, analysis of health risk coverage by the
media repeatedly emphasizes the focus on individual responsibility
(Saguy & Alemling, 2008). Messages about prevention thus not only
reinforce the idea that individuals can control their health but also sug-
gest that those who are not healthy lack a sense of personal responsibility.
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This finding reinforces negative images associated with some groups of
people, including those who smoke or those who are overweight.

These multiple forms of communication, combining official preven-
tion campaigns, political positions, and media coverage of health risks,
tend to reinforce each other and together feed everyday encounters in
society, making othering mechanisms a normal part of the elaboration of
meanings in the face of new health threats. These processes reflect the
necessity of simplifying complex emerging situations presented as risky,
which leads people, in their different social roles, to use preexisting or
circulating categorizations when talking about these threats: “risk logics
are shaped by symbolic systems expressed in various systems of classifica-
tions and taxonomies” (Alaszewski, 2015, p. 217). It is important to
stress that scientific statements do not make symbolic responses redun-
dang; rather, these continue to develop next to medical and statistical
knowledge.

When these meanings associate social characteristics with different lev-
els of risk, they both make use and reinforce the division of society into
categories. As a starting point of many communication forms, epidemiol-
ogy’s potential for reinforcing racism, classism, sexism, or even placism
(Smith-Morris, 2017) should thus be considered. Furthermore, scientific
statements tend to have a long legacy in society, and original propositions
might endure even when they become overridden by new scientific evi-
dence. For example, while women treated for HIV are defined as having
undetectable levels of HIV according to recent medical evidence, they are
still exposed to discrimination, including from health professionals
(Fargnoli, 2021). In other words, I consider important to take stock of
the mutual influence of social, political, and media discourses that inter-
act, feed, and reinforce each other, including their adverse
consequences.

Consequences of Othering and Blaming

Beyond their role in elaborating collective meanings, blaming mecha-
nisms have consequences for both the sources and the targets of these
moral judgments. As discussed in Chap. 4, othering can contribute to
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complacency among those who convey it since the externalization of a
health risk to other people can contribute to exposing oneself to risks
(Dionne & Turkmen, 2020). For those who are blamed, othering can
backfire through the explicit rejection of official statements. In other
words, these mechanisms can run against public health recommenda-
tions rather than supporting them. In this section, I pay attention to the
consequences of othering on interactions across groups, discussing strate-
gies developed to cope with stigma and resistance toward official advice.

The Counterproductive Consequences of Stigmatization

The social processes discussed in this chapter emphasize how much inter-
pretations and actions related to health are loaded with moral judgments:
“Health and its meanings supply ‘symbolic capital’ for strategies of dis-
tinction and stigmatization” (Crawford, 20006, p. 403). These judgments
toward those who represent a threatare spoiling their identity in Goffman’s
terms (1990 [1963]). Women who smoke during pregnancy report being
exposed to social stigma and feel obliged to provide justifications of their
behaviors to “repair” their negative identity (Wigginton & Lafrance,
2014). A systematic review emphasized how they experienced smoking
during pregnancy as taboo and often felt “despised and disliked, and [...]
perceived as irresponsible, selfish, or poorly educated” (David et al.,
2024). Stigmatization emerges in actual interactions, for example, in the
body language or comments of relatives of heterosexual women infected
with HIV or in their encounters with health professionals (Fargnoli,
2021). However, it can also emanate from anticipated relations, leading
to self-stigma, which reflects the incorporation by devalued people of the
dominant negative representations of their condition: they endorse in
advance the idea formulated by other people that they are less worthy
(Pescosolido & Martin, 2015).

Alongside the distinction between a discredited and discreditable mark
proposed by Goffman (1990 [1963]), people develop strategies to mask
their association with a devalued condition or with a health risk. Some
mothers who do not vaccinate their child report that in response to stig-
matization, they avoid disclosing this information to reduce negative
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reactions (Reich, 2020). Women who smoke during pregnancy also avoid
admission to their friends and relatives or in their encounters with health
professionals (David et al., 2024). In Amoy Gardens in Hong Kong, a
residential complex recorded with the world record of SARS cases (Lee
et al., 2005), residents reported concealing their residential status when
using services or applying for jobs. Such strategies, adopted to avoid
blame, may reduce the social integration of those concealing their poten-
tial risks. Furthermore, it might exacerbate negative reactions toward
them when they are discovered, leading them to remain even more
entrenched in their views (Reich, 2020).

Thus, risk-related stigma has its own health consequences. It has been
associated with deteriorated mental health among obese people (Puhl &
Heuer, 2010). Widespread judgments about HIV-infected people may
induce fear of social reactions whose consequences might be more detri-
mental than the actual infection itself, as stated by one HIV-infected
heterosexual woman saying “she could die from the gaze of others”
(Fargnoli, 2021, p. 215). These enduring social processes also limit the
impact of prevention campaigns through a boomerang effect: messages
emphasizing behavioral change are avoided or rejected by targeted audi-
ences who do not want to be associated with negative images (Peinado
et al., 2020). This may contribute to social and health inequalities across
social groups. Individuals with a diminished status would not only take
distance from advice, but also be particularly affected as a result of lower
self-esteem, of fears associated with the uncovering of their condition in
social interactions, and by the resulting social isolation. Consequently,
prevention campaigns can in some circumstances contribute to the stigma
described as a determinant of health (Hatzenbuehler et al., 2013).

These observations show the importance of considering how detri-
mental social interactions at the meso- and macrolevels interact with the
poorer health of less advantaged groups in society. In that respect, the
extent of stigmatization targeting women across a number of health risks
can be related to the social control that public health and medical institu-
tions, but also society at large, are exerting on their bodies, especially
when they are deemed to expose others, their sexual partners, or their
children, to undue risks (David et al., 2024; Fargnoli, 2021). This
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confirms that preexisting social divisions are reproduced in interpreta-
tions of health risks that circulate in society.

Resistance and Emancipation

In addition to research assessing the impact of stigma on devalued peo-
ple’s identity and health, this issue can be addressed through the lens of
social resistance to dominant norms (Bayer, 2008; Scambler, 2009).
Moving away from the image of passive recipients of stigmatization, the
concept of ‘identity politics’ proposed by Anspach (1979) emphasizes the
militant strategies elaborated by those labeled deviant. She defines iden-
tity politics as “a sort of phenomenological warfare, a struggle over the
social meanings attached to attributes rather than an attempt to assimi-
late these attributes to the dominant meaning structure” (p. 773).
Preexisting dominated positions according to characteristics that are
devalued in the social environment, to which health risks are added, can
end up in people endorsing a political role. Such a perspective has been
observed in society and researched by the social sciences since the
1970s—1980s

Social and health mobilization occurred across a number of health-
related domains, including HIV/AIDS, disability, obesity, and mental
health. These movements are carried out by concerned people having a
personal experience with these conditions, who sometimes have them-
selves an academic affiliation or are associated with researchers (Brown
etal., 2004). Their mobilization aims at “transforming a personal trouble
into a social problem” (p. 59) based on their personal experience while
challenging medical and epidemiological narratives. This engagement
reflects the capacity of some people to get together to denounce various
forms of oppression, including from health institutions.

The HIV/AIDS epidemic revealed the potential for social mobilization
against medical and public health perspectives. Homosexual men living
in affluent countries intervened in the mainstream medical approach to
the epidemic, managing to change scientific protocols and at the same
time transforming societal views on homosexuality (Epstein, 1998).
Their ability to do so was strongly supported by the economic, social,
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political, and symbolic resources of those among them who were occupy-
ing positions of power. In contrast, other highly affected groups, such as
heterosexual women, are still struggling today to have their voices heard
in dominant institutions (Fargnoli, 2021). As another illustration, moth-
ers who are resistant to vaccination and who are often very active in
searching for information and engaged in their parenting role use their
social capital to develop networks and strategies to convince other par-
ents not to vaccinate their children (Reich, 2020).

The capacity of some individuals to become active agents in their
responses to health institutions is dependent upon their preexisting rela-
tions which can act as a motor of resistance: “We suggest that power rela-
tions within society, and the position of nondominant minority groups,
may encourage members of these groups to actively engage, consciously
or unconsciously, in different everyday resistance behaviors” (Factor et al.,
2011, p. 1293). This resistance can remain implicit and individual based,
or it can become collective and supported by peer groups. In the United
States, the concept of ‘acting white’ has been proposed to suggest that
some members of black minorities, as a result of their long-standing
devalued status in society, deliberately reject behaving like the dominant
group (Factor et al., 2011). These observations, that these authors pro-
pose to extend to other types of hierarchical social relations, emphasize
the relational dimension of reactions to official recommendations.

In return, voices explicitly contesting the dominant narrative about
health risks are currently addressed, from those in central positions, under
the lens of conspiracy. It has been suggested that they can act as a ‘rhetori-
cal defense’ (Farmer, 1992, p. 247) for groups who have little power in
society. Such dissenting voices have long existed, already documented in
the early days of vaccination campaigns at the end of the nineteenth cen-
tury in the United States and the United Kingdom, with people express-
ing their distrust toward the government (Blume, 2006). Set in a global
context, resistance to immunization observed in Pakistan is related to
suspicions about the intentions of the state and might reflect the docu-
mented excesses of affluent countries strategies to eradicate smallpox
(Kleinman, 2010). These campaigns, described as militarized and aggres-
sive and conducted in the name of international public health interests,
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have indeed been shown to be disrespectful of local populations in that
region (Greenough, 1995).

It is thus important to better understand the dynamics behind the
formulation of conspiracy theories. Research suggests that the elabora-
tion of these positions responds to three needs (K. M. Douglas et al.,
2019): first, epistemic needs are prompted by curiosity and uncertainty
avoidance; second, existential needs refer to the attempt to restore a sense
of safety and control that has been weakened; and third, social needs
relate to the importance of positioning oneself and one’s group in a posi-
tive light. These elements suggest that conspiracy positions might in fact
be reinforced by the relations prompted by blaming. These views are held
by people fighting the dominant narrative that is shedding a negative
light on them. In other words, the extent of conspiracy or social resis-
tance might actually reveal the agency of those who are depreciated by
the dominant narrative, which labels them as ignorant or idiot. In a rela-
tional perspective, blaming and othering should be considered symmetri-
cal: those who are devalued formulate moral evaluations in return. Such
resistance might further be fueled by feelings of injustice, which are pres-
ent across various segments of the population.

In sum, I consider that blaming and the associated discrimination
prompted by risk prevention interventions might contribute to impulse
resistance, reflecting the capacity of reflexive publics to formulate critical
positions toward health institutions and to elaborate claims for justice in
their mobilization around health concerns.

Conclusion

Risk surveillance is embedded in social interactions that regulate reac-
tions elaborated to face danger across society. This chapter shows that
moral judgments around risk and uncertainty are common and develop
along preexisting social and cultural divisions. Official risk messages
unsettle the continuity of regular lives and consequently generate sym-
bolic reactions. Therefore, risk regularly triggers mechanisms associated
with “social categorization, division and cohesion” (Giritli Nygren et al.,
2022, p. 111). Indeed, as discussed in Chap. 4, people strive to maintain
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a sense of self-immunity, which includes the aspiration to strengthen
social cohesion with others who act similarly (Douglas, 1990). This
implies reinforcing the distance from those associated with dangerous
practices or attitudes. Findings presented in this chapter show that these
divisions are systematic, observed over time and across sources of danger.
They are elaborated across multiple sources of interpretations, including
scientific statements, policy-making processes, media discourses, and
everyday conversations. In these common social mechanisms helping to
restore a sense of order and continuity, preexisting social categories offer
ready-made lines of separation. The nowadays recurrent association of
risk with human agency might even further reinforce such blaming of
others, since the scientific narrative contributes to encourage the identifi-
cation of the human source of misfortune.

Once it is established that othering and blaming are recurrent, it is
important to consider their social implications. The adverse consequences
of depreciation for those within society not adopting recommended
behaviors, who are labeled uneducated, ignorant, or fatalist, should not
be minimized. The authority of health professionals or politicians, who
act as moral entrepreneurs, gives extra credit to these claims and thus
exacerbates social hierarchies and the marginalization of less privileged
categories. The reinforcement of social divisions generates stress, and stig-
matization acts as a detrimental influence on personal health. It might
additionally contribute to the radicalization of the positions of those who
fight back, as a result of their adverse experiences of unfair treatment in
the past.

The illustrations discussed in the chapter confirm the importance of
considering actual experiences against the model of risk management.
The cognitive framing of formal risk management is presented as an
‘objective’ approach to danger since it is based on numbers. As a result of
the quantification of life, “We trust that numbers will be more transpar-
ent and objective than other forms of knowledge because we believe that
numbers are impersonal; that the rules for producing them are clear,
shared, and constraining; that their validity can be checked by others;
and that their meanings are broadly interpretable” (Espeland & Vannebo,
2007, p. 38). However, the instances presented in the chapter challenge
this vision since, in addition to quantitative figures, normative and
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political statements are constantly being formulated. In other words, sci-
ence is socially embedded, and in their elaboration of risks and their
interpretations, experts are regularly involved in mechanisms of blaming
and othering.

Regulation through moral judgments pervades symbolic interpreta-
tions through interpersonal interactions but also through faceless com-
mitments, prevention campaigns, or media contents. As health risks
multiply, occasions of formulating moral judgments actually expand,
including both calculated risks and conditions characterized by uncer-
tainty as regard their potential for adverse outcomes. These judgments,
fueled by the omnipresent attention given to health in modern societies,
contribute to reshaping the moral fabric. Through blaming, othering,
and stigmatization, biological vulnerability is transformed or expanded
into social unworthiness when some groups are devalued by others. Such
biosocial mechanisms are further addressed in Chap. 6. Indeed, the
emphasis on individuals as the entrepreneurs of their own health contrib-
utes to blaming those who are in poor health, as it is attributed to their
own responsibility while it neglects larger determinants of health.

Othering and stigma are situated within social hierarchies. While
problematic others change over time, they always constantly only exist
through relations that separate people into categories based on risks.
Against the naturalization of health risks, the elements described in this
chapter show that moral judgments beyond being present across society
are also carried out by experts in different disciplines, as well as politi-
cians, through their multiple forms of communication around health
risks. Attention directed to the sources of othering and stigma has so far
remained limited, this could be because it implies to question positions
of power and privilege (Bayer, 2008). However, officials are moral entre-
preneurs: they shape dominant narratives about emerging issues and
frame issues in specific ways to gain collective attention. In that respect,
Wailoo (2006) suggested that the prevention of risk represents a dilemma
for public policy-making since the attention attributed to people who are
more exposed can ultimately further reinforce their disadvantaged posi-
tions and negatively affect their health. In other words, power dynamics
can reinforce the social and biological vulnerability of these groups
through mechanisms of structural stigma (Pescosolido & Martin, 2015).
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The attention given to health risks affects the way ordinary people
think about their environment, behave, and relate with others through
the informal regulation associated with moral judgments. Hence, other-
ing and stigma around health risks have pervasive social consequences in
terms of divisions. The repetition of these divisions across regions of the
globe, as well as within countries across social categories, emphasizes their
important social functions. At the same time, categories and divisions
oversimplify complex mechanisms while encouraging the essentialization
of groups or categories labeled as uniformly dangerous.

Against the emphasis on individual responsibility for health, I suggest
in this chapter that variations in health status and health practices
approached as individually preventable health risks contribute to chal-
lenge social cohesion. The language of risk can expand stigmatization
since others are suspected of either not being sufficiently careful or in
return to be too cautious. Finally, these considerations stress the tension
thatexists between the encouragement of autonomy and self-responsibility,
on the one hand, and the value of solidarity, on the other hand, as regards
health concerns in society.
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6

Social Structures as Determinants
of Health Risks

Introduction

Experiences of health risks reveal the strength of social structures.
Exposure to danger and resources to avoid or cope with adverse events are
not evenly distributed across society. Those with economic, social, and
political privileges are less exposed to adverse events and, when they are,
their resources allow them to better handle negative outcomes. While
global risks do not spare anyone, the COVID-19 pandemic showed how
much preexisting inequalities have been exacerbated and not reduced by
this public health crisis. Variations in responses to health risks across
social groups further illustrate the role of power relations. Some experts
define which risks are relevant and which protection measures are legiti-
mate, while they ignore or depreciate concerns raised by people who have
less power. This accumulation of advantages and disadvantages, respec-
tively, contributes to reproducing social hierarchies.

In both the social theories of risk and in the medical framing of health
risks, social structures are not at the central stage. In this chapter, I aim to
show that they play a predominant role across dimensions of health risk
experiences since they matter in exposure to risks, in capacities to respond
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to them and in their interpretations. Both quantitative and qualitative
research offer insights into how these social differentiation processes
shape experiences of health risks. I address the importance of various
social stratification factors, including social class, gender, and ethnic dif-
ferences, in both interactions and institutional arrangements. The discus-
sion suggests that by not considering the influence of social positions and
resources, institutional responses toward risk end up exacerbating social
inequalities rather than reducing them.

The overlap between social standing and exposure to risks is very well
documented in the health domain since extensive research on health
inequalities reveals the tight connections that exist between society and
biology. A range of theoretical models aim at revealing the chain of influ-
ences through which bodies actually integrate social conditions. They
help to understand contrasted exposures to risks across a number of
health threats that are socially distributed. Furthermore, research shows
how differences in social conditions and exposures influence interpreta-
tions and shape responses to danger.

In the first part of the chapter, I present some core elements about
social stratification and their consideration in the social theories of risk. I
also discuss the theoretical developments associated with the vast litera-
ture on health inequalities. The second part draws on empirical findings
illustrating the relations between people’s positions in society and adverse
conditions impacting their health in contexts that often still tend to
blame individual behaviors while obliterating structural mechanisms. I
also consider how mismatches between experiences and official responses
extend into contrasted interpretations of risk and health across categories
of the population.

Social Stratification and Health Risks
Basics in Social Stratification

Social stratification, a central preoccupation in sociological theory,
focuses on how individuals are positioned in society according to social
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hierarchies. Since the rise of industrial and capitalist societies, social class
based on positions in the labor market has been the dominant factor of
stratification. Against the prevailing ideal of social justice, scholars have
differently appreciated the importance of inequalities in society, with per-
spectives oscillating between acute attention to social polarization and
others highlighting the overall improvement in living conditions over
time and tendencies toward homogenization.

In his foundational work emphasizing the extreme polarization of the
emerging industrial society, Karl Marx proposed a conflictual perspective
according to the division between manufactures’ owners—or bour-
geois—and proletarians accomplishing the manual work needed to gen-
erate economic value (Grusky, 2019). Despite massive transformations
over the twentieth-century working environment, the analysis of class
positions by Bourdieu (1979) in France emphasized the strength of social
stratification. His propositions, which gained enduring influence, stressed
the multidimensionality of social differences through interactions
between economic capital, cultural capital, and social capital. He showed
that these various forms of resources often overlap; hence, individuals
situated at the upper hand of the social spectrum cumulate advantages in
material resources, knowledge, and power. In contrast, individuals situ-
ated in lower class positions tend to be deprived in all three domains.

In addition to their perspectives, other scholars have stressed homog-
enizing tendencies as a result of the strengthening of middle-class posi-
tions in modern societies. In particular, the economically exceptional
postwar period led to theories questioning the relevance of social stratifi-
cation. To them, the overall improvement of economic conditions and
massive shifts of the labor market toward employment in services rather
than in industry seemed to reduce social polarization. In an overall opti-
mistic climate, new opportunities in the labor market and the expansion
of education were expected to reduce inequalities among future genera-
tions. Reduced attention to social stratification was also prompted by
rising individualization, which emphasizes the importance of personal
agency over the influence of social structures (Pfefferkorn, 2007).

Nevertheless, recurrent economic downturns since the 1970s and glo-
balization forces have reshuffled these perspectives. Academic attention
has now turned to increasing social inequalities, both within and across
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countries. Recent decades saw the increasing accumulation of economic
resources and their associated assets, in the hands of the top 1%, a trend
documented at the global level (Piketty, 2017). In parallel, it seems that
the exceptional trajectories of those born around the 1950s will not be
experienced by more recent cohorts (Chauvel, 2002). Hence, aspirations
for upper social mobility, which prevailed over the second part of the past
century, are now replaced by fears of not being able to maintain the social
status gained by one’s parents. Therefore, many consider today that social
classes remain a central organizing force in society. While they are affected
by global socioeconomic transformations, their strength should not be
minimized.

Social positions have a widespread influence on society. They affect
people’s living circumstances through their differentiated access to both
material and symbolic resources (Grusky, 2019). These include economic
assets gained from work and accumulated wealth, political power or
capacity to influence others, cultural capital notably acquired through
formal education and informal socialization, and social ties that offer
support and access to additional resources. As elaborated below, health is
also part of individuals’ portfolio of resources. In democratic societies
valuing social justice, formal institutions engage in the distribution of
resources, for example, through the protection of workers, welfare mech-
anisms, fiscal redistribution, and universal access to education and health.

While efforts to mitigate inequalities reflect the value attributed to
social cohesion, scientists also emphasize the strength of social reproduc-
tion. Indeed, social classes should not be considered as isolated entities;
rather, they have to be approached in their relations: they exist one against
the others. As emphasized by Marx and Bourdieu, they form a system
that defines individuals’ position and identity compared to other social
categories. Those in privileged positions maintain their status by marking
their difference from less positioned individuals. They do so through
their privileges, allowing them to shape the distribution of resources for
others. In addition to their political influence, they informally display
their position and privileges through their specific ways of living and
values. By marking the frontiers that exist between them and others, they
ensure the maintenance and reproduction of their privileges and power.
At the same time, those in less favorable positions are constantly
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encouraged to aspire to a better social status, while everyday circum-
stances and struggles keep reminding them of the social distance that
separates them from privileged positions.

Although debates about social classes have been central in sociology
developments, more complex analyses of power in society are currently
taking into account other factors shaping social inequalities. The concept
of intersectionality was coined in the 1990s to approach the role played
by multiple axes of stratification, shaping distinct social locations for
individuals, as Crenshaw (1989) claimed that it was necessary to consider
the conditions of black women rather than their racial and gender identi-
ties separately. Indeed, people simultaneously hold multiple identities
that, when combined, generate specific forms of social stratification. Next
to gender, race, and social class, other aspects such as age, religion, sexual
orientation, dis/ability are considered. Hence, intersectionality aims at
shedding light on how individuals are situated within more complex sys-
tems of oppression and privileges that affect their life chances. Structural
intersectionality considers that institutional arrangements contribute to
reproducing divisions in society according to power lines by not paying
attention to the specific needs of some individuals (Shields, 2008).

This brief background emphasizes the importance of social stratifica-
tion across societies and over time. In addition to a general improvement
in living conditions, including at the global scale, I consider essential to
integrate the persisting and even increasing social polarization between
the better and the worse off in the analysis of health risk experiences.

Social Theories of Risks and Inequalities

In the original social theories of risk, authors paid limited attention to the
relations between social inequalities and risk. Therefore, the recent
Handbook of Risk and Inequalities edited by Curran (2022) is a welcome
contribution. Indeed, the original social scholarship dedicated to risk in
the 1980s—1990s foremost addressed the gap between the positions of
experts and reactions in the population, without explicitly addressing
social stratification mechanisms. In addition, this literature was produced
at a time when the influence of social classes in society was not central to
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the sociological literature. Nevertheless, some elements of this early social
science approach to risk are relevant for this chapter.

Douglas (1990) emphasized how much exposure to danger is shaped
by social arrangements when she stated, “The underlying problem in
talking about exposure to risk is still justice” (p. 15). Nevertheless, the
ideal types elaborated in her cultural analysis do not explicitly associate
these positions with social inequalities in society (Olofsson et al., 2014).
In his book Risk Society, Beck (1992) claimed that the distribution of
resources linked to socioeconomic positions in industrial societies was
overrun by the distribution of bads at the end of the twentieth century.
To him, being exposed to the possibility of catastrophic risks affects
everyone’s life chance, and no group is able to protect itself from the
major threats of the risk society. In his initial writings, he considered that
risks, which are increasingly difficult to measure and hence to anticipate,
have an equalizing effect across society, as expressed in the quote “poverty
is hierarchic, smog is democratic” (p. 36). Beck also talked about a boo-
merang effect, suggesting that even those behind the production of cata-
strophic risks would not be able to protect themselves from the harm
produced by technologies. He further elaborated his position on increas-
ing individualization, which weakens the sense of class identity through
shared life experiences, as was the case in industrial society.

Beck’s arguments have been met by criticisms and productive theoreti-
cal debates in which Beck took part can be traced (Curran, 2013; Giritli
Nygren et al., 2022; Rasborg, 2022). His contradictors emphasized how
much vulnerability to risk, notably environmental and financial risks,
remains shaped by social class positions; hence, they questioned the
equalizing effects of catastrophic risks. Nevertheless, Beck’s legacy on that
topic should not be undermined (Curran, 2018).

The governmentality perspective inspired by Foucault is interested in
how institutions exert power on individuals through technologies of risk
surveillance. Ewald (1986) showed how the idea of risk was crucial in the
laws put in place in France to compensate for work-related accidents in
the industrializing nineteenth-century context and in the establishment
of the welfare state. However, over the course of the twentieth century,
major demographic and socioeconomic transformations put pressure on
welfare regimes (Rasborg, 2022). It appeared that they were unable to
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respond to expanding new social risks resulting from major social trans-
formations, including the continuous aging of the population, the weak-
ening of traditional gender roles, and the increasing flexibility of labor
markets (Ranci, 2010). Giddens (1998, cited in Rasborg, 2022) then
considered that these new risks called for a shift from insurance repairing
damage to prevention strategies that should avoid the occurrence of
harm. Activation policies focused on individual responsibility, observed
in unemployment or health (see Chap. 4), indeed reflect such a shift.
They expect proactive citizens to self-manage risks when designated as
being ‘at risk’, rather than to claim compensation after damage occurred.
These arguments concur with Beck’s view that people should not expect
protection from institutions; instead, they need to develop personal com-
petencies to deal with pervasive threats (Cebulla, 2007). These perspec-
tives make risk management a personal responsibility, in doing so they
often remain silent on how social structures differently affect individuals’
vulnerability and capacity to respond to risk (Castel, 2003).

Finally, it is worth mentioning that risk perception research anchored
in psychology has paid limited attention to the role of sociological factors
in how people assess risks. This quantitative research was conducted
through the lens of public understanding of science, focusing on lay-
expert gaps. A paper by Boholm (1998) provides a reference for reviewing
the evidence about variations in risk perceptions. While he discusses the
importance of poverty, which is associated with perceptions of higher
risks, he calls for research that would more systematically take into
account social stratification factors such as gender, education, and occu-
pation. However, a more recent review of 40 years of risk perception
research acknowledges that the focus has remained on the characteristics
of the hazards (following the early work of Slovic based on factorial analy-
ses differentiating perceptions of the characteristics of danger), while
much less attention has been paid to the characteristics of people evaluat-
ing risks (Siegrist & Arvai, 2020).

Authors behind the initial developments in social theories of risk only
had a limited engagement with the role of social structures. Accordingly,
sparse empirical work has been devoted to studying the interactions
between social inequalities and risk (Olofsson et al., 2014). However,
interest in the intersection between risk and inequality is developing: “the
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intensification of the social distribution of risks may not only reproduce
class inequalities; it may intensify them” (Curran, 2022, p. 12). Calling
for an intersectional risk theory, Olofsson et al. (2014) suggest that it is
necessary to jointly examine the extent of risk and of growing inequalities
over the past decades. Indeed, they claim that the very modes of risk gov-
ernance contribute to inequalities. First, the prevailing approaches to risk
anchored in technical risk management and psychology make individuals
responsible for their own protection irrespective of their differentiated
capacity to do so, and thus, they mask the role of structural inequalities.
Second, by not considering social structures, formal risk management
contributes to reproducing preexisting inequalities and power relation-
ships. It does so by dismissing some reactions toward risk, deemed inad-
equate, without considering the role that various social markers such as
social class, gender, age ethnic origin, or dis/ability can play in the
responses elaborated across society. Not paying attention to these social
processes evacuates the central role played by moral values in thinking
and acting around risks.

Health Inequalities and the Distribution of Risks

After emphasizing that risk and social inequalities have been little consid-
ered together, reflecting incompatible research agendas over the end of
the twentieth century, I now turn to the theoretical perspective developed
around health, risks, and inequalities.

While they were at the core of public health initiatives during the nine-
teenth century, social inequalities in health were then long eclipsed as a
result of the success of modern medicine. Over the first part of the twen-
tieth century, the idea prevailed that access to medical treatment would
offer equal chances for everyone to be in good health. This optimistic
vision overlapped with the prosperous postwar period, during which
socioeconomic inequalities tended to decline and were thus littde
addressed.

Both social and health inequalities came back on scientific and politi-
cal agendas over the last third of the past century. A number of sharp
critiques toward medicine emerged in the 1970s, newly characterized
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by increasing costs, excessive medicalization, and the limitations of medi-
cal treatments in a shifting landscape of diseases (Illich, 1975). The need
to focus attention on good health rather than disease was at the heart of
the new public health movement (Petersen & Lupton, 1996), initiated
with the landmark report of Marc Lalonde, Health Minister, in 1974 ‘A
new perspective on the health of Canadians’. This innovative framework
geared attention toward prevention by highlighting that a range of health
determinants matter: beyond biology through individuals’ genetic make-
up and access to health care, the role of the social and physical environ-
ment as well as individual behaviors through health-related lifestyles was
emphasized. It was followed by the development of health promotion
under the influence of the World Health Organization in the 1980s.

In parallel, mounting evidence has confirmed that social factors defi-
nitely affect individuals’ health status. Following the pioneering work
conducted in the United Kingdom with the Black report in 1980, a social
gradient in health started to be systematically observed across contexts.
This gradient refers to the fact that for each step gained in the social hier-
archy, be it measured by social class, income, or education, individual
health status improves (Marmot, 2004). The international acknowledg-
ment of these inequalities led to the establishment of the World Health
Organization Commission on Social Determinants of Health in 2005.
Its report ‘Closing the gap in a generation’ (Marmot et al., 2008) stressed
the pervasiveness of the social gradient in health at the global scale while
developing policy propositions to address these inequalities.

According to epidemiological reasoning focused on the distribution of
population health, such inequalities reflect differentiated exposures to
risks. A central issue then consists in the definition of which risks need to
be identified and addressed. Accordingly, a number of competing explan-
atory models have been formulated since the 1980s, striving to clarify
how social inequalities “get under people’s skin” (Ferraro & Shippee,
2009). As presented below, the formulation of these different models
reflects continuing debates across disciplines regarding the roles of bio-
logical and social determinants, respectively.

In medicine, genome sequencing techniques have recently attracted
massive funding to support precision or personalized medicine, which
promises to tailor treatments based on individual genetic make-up.
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However, the contributions of these developments to population health
are questioned since nongenetic factors would outweigh the role of genes
in health (Vermeulen et al., 2020). In addition, social scientists have been
particularly critical of genetic determinism (Arribas-Ayllon, 2016), which
has been used in the past to explain variations in health. Following his-
torical infamous episodes, references to biological or genetic criteria to
explain poverty or social unworthiness and to justify the formulation of
eugenic policies have been severely criticized. At the same time, excluding
the biological underpinning of differences in health is currently consid-
ered inadequate (Harris & Schorpp, 2018); this exclusion is notably con-
tradicted by developments in epigenetics showing the complex interplay
occurring between biological and social conditions. Therefore, biosocial
approaches are currently advocated for analyzing the interactions that
exist between genes, behaviors, and the environment. Recent develop-
ments around the concept of embodiment invite us to examine how the
individual body incorporates social and ecological circumstances in a
dynamic manner, while adopting a perspective that challenges genetic
essentialism (Kelly-Irving & Delpierre, 2021).

The broad concept of the exposome was coined to counterbalance the
growing importance attributed by some researchers to the genome. It
shifts the attention to the environmental drivers of health and disease,
that is, to nongenetic factors, encompassing a large range of risks suscep-
tible to affecting health (Vermeulen et al., 2020). Indeed, the long absence
of an ecosystemic perspective on health is considered regrettable
(Cicolella, 2017), especially when one considers that the burden of non-
communicable diseases developed over decades characterized by an
increasing chemical pollution.

Despite the role played by a number of activists, such as Rachel Carson
in her book Silent Spring published in 1962, the environment indeed
long remained a black box for epidemiology. In addition to local evidence
gathered by concerned people activists and sometimes further explored
by social scientists, systematic research on environmental influences on
population health remains limited. Next to the data and methodological
challenges associated with analyzing the complex relationships between
multiple and cumulative exposures and individual health (Vermeulen
etal., 2020), it is observed that exposome research has so far paid limited
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attention to the role of social factors in environmental exposure
(Neufcourt et al., 2022).

Since the association between socioeconomic conditions and the dis-
tribution of disease is an enduring phenomenon, observed across time
and place despite important transformations in diseases and in factors
that expose or protect individuals, sociologists theorized about the mech-
anisms through which social health inequalities are reproduced. The fun-
damental cause theory (Clouston & Link, 2021; Link & Phelan, 1995)
proposes moving away from the proximate factors, typically behaviors
integrated into epidemiological models, to look at the distant social fac-
tors that shape health. Considering that inequalities are particularly large
in preventable conditions, this perspective emphasizes the importance of
access to a large range of resources since privileged people are systemati-
cally more able to avoid being sick. Protective resources, including money,
knowledge, power, prestige, and social connections, are all associated
with better health. Hence, their uneven distribution in society helps
explain the persistence of health inequalities across contexts and over time.

Intersectionality has been introduced in health inequality research to
consider how people’s lives and health are simultaneously shaped by their
multiple social identities. Indeed, systematic health disparities are
observed according to a number of social stratification factors. Hence,
intersectionality is mobilized to better understand health inequalities in
the context of the circumstances experienced by people as a result of the
overlap between their socioeconomic position, gender, and race
(Gkiouleka et al., 2018). This approach moves beyond analyses of how
single attributes impact individuals” health to consider the processes that
shape and reproduce health inequalities through the complex embodi-
ment of multiple identities.

Considering that social positions are relational implies that the privi-
leges of some exist because of the disadvantages of others, and recipro-
cally. How efforts to maintain one’s place in society contribute to the
stigmatization of others was discussed in Chap. 5. The combination of
stigma, experiences of stress, and social disadvantage contributes to
poorer health. It has been proposed that lower income groups are more
likely to experience a sense of ‘shame, inferiority and subordination’ as a
result of prevailing narratives about social worth (Marmot & Wilkinson,
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1999). In other words, interactions across social groups contribute to the
greater vulnerability of those situated in lower positions relative to others.
The effects of such social dynamic were observed in the early days of the
HIV epidemic, when Jonathan Mann (1997), then director of the WHO
Global Programme on AIDS, stated that “as the HIV epidemic matures
and evolves within each community and country, it focuses inexorably on
those groups who, before HIV/AIDS arrived, were already discriminated
against, marginalized, and stigmatized within each society” (p. 10).

Approaching privileges and disadvantages as the result of a power sys-
tem that distributes resources differently also encourages researchers to
pay attention to institutional arrangements. Indeed, in its multiple layers,
the social determinants of health framework points to the role played by
societal structures in exposure or protection from health risks. Institutions
define which categories of people need attention when other groups are
marginalized (Gkiouleka et al., 2018). In their discussion of the role
played by institutions, Frohlich & Potvin (2008) emphasize the short-
comings of standard population approaches in health prevention. Indeed,
universal perspectives which do not address the underlying mechanisms
shaping exposure to risks contribute to exacerbating differences across
social groups since more privileged people benefit more from prevention
strategies. The authors then advocate a vulnerable population approach,
different from population or at-risk group campaigns that target single
risk factors. A vulnerable population is defined by being at “higher risk of
risks” due to its social characteristics. This invites to consider how vulner-
able groups’ health is shaped through the combination of life course
influences and concentrations of risks: “Vulnerable populations, we
argue, are those who concentrate numerous risk factors throughout their
life course because of shared fundamental causes associated with their
position in the social structure” (p. 219).

The dynamic character of health underlies the development of life
course epidemiology since the 1990s (Burton-Jeangros, 2020; Burton-
Jeangros et al., 2015). It aims at understanding the unfolding of indi-
vidual trajectories within their specific temporal and spatial locations.
Considering the importance of age, cohorts, and historic periods helps to
understand the different types of risks individuals encounter with regard
to their health. These exposures reflect both changing morbidity and
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mortality patterns but also transformations in technology, demography,
and economics, which all matter for individual and population health.
This means that health risks have to be considered within specific con-
texts, which redefine not only actual risks but also their interpretations
and the measures put in place to prevent them. Considering that health
is a dynamic process, people’s current health is determined by successive
layers of past circumstances. In addition, each cohort has been exposed to
contrasted risks (e.g., the balance between noncommunicable and infec-
tious diseases), but also to changing preventive norms. Besides emphasiz-
ing the accumulation of advantages or disadvantages over the individual
life course, this perspective highlights the importance of approaching the
determinants that shape people’s health in both individual time and col-
lective time.

With this first section of the chapter, I aimed at presenting the theo-
retical developments around social stratification, risk, and health that
help to understand the differences across social groups as a result of their
contrasted resources. In the next section, I present a range of findings
showing how they matter in experiences of health risks.

Empirical Evidence on Health Risks
and Social Inequalities

Empirical findings addressing the connection between social stratifica-
tion and health inequalities describe how exposure and then responses to
risks are structurally organized. First, the social science literature dedi-
cated to health risks offers insights into socially differentiated exposures
to risks in relation to the environments where people live and work. I
wish to contrast the dominant risk framework which tends to focus on
risk characteristics, notably in the domain of health, with a social science
perspective inviting to consider people’s characteristics. Second, I discuss
how responses to risks are shaped by socially situated systems of values,
challenging assumptions that health risk prevention models are neutral or
based on values uniformly endorsed across social categories.
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Socially Differentiated Exposures
and Communities at Risk

The pervasiveness of health inequalities suggests that, across social con-
texts, the burden of risks is not equally shared across society. Health
inequalities indicate that social classes have not lost their relevance in the
risk society. In the case of major public health events, such as the
COVID-19 pandemic, socially vulnerable people were more likely to suf-
fer. Different streams of research document how some groups of the pop-
ulation are more systematically and extensively exposed to conditions
harming their health and how these are more often characterized by their
limited power in society.

Social Determinants of Health Inequalities

The social epidemiology perspective calls for analyses of the distribution
of health in the population, and empirical findings systematically show
the poorer health status of those in less advantaged social positions. This
suggests that exposures to risks impacting health are socially differenti-
ated. These observations are robust, independent of the health or social
position indicators used. However, this research has long ignored how
people’s multiple social characteristics jointly affect their chances of living
long and in good health.

Indeed, initial evidence on health inequalities reflects the long-standing
focus of sociological and medical research on men while paying limited
attention to women’s social and health-specific circumstances. However,
in both respects, women are not equivalent to men. First, the former
remain on average in subordinate social positions compared to men, as
notably assessed by their lower incomes. Second, they live longer than
men but report poorer health throughout their life course. As an illustra-
tion, our analyses conducted with Swiss data showed the importance of
considering both work and family roles, especially since family circum-
stances affect men and women differently, with a notable impact of being
a single parent on women’s mental health (Burton-Jeangros, 2009;
Burton-Jeangros & Rinaldi, 2008). Recent research has gone further by
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considering how gender generates differences between men’s and wom-
en’s health at multiple social layers through the concept of structural sex-
ism (Homan, 2019). Homan’s findings show that sexism does not matter
at the individual level when it is assessed with personal views about wom-
en’s roles. However, meso-level sexism (measured by inequality in marital
relations) and macrolevel sexism (measured by systematic gender inequal-
ity at the state level) affect women’s and men’s health status in different
ways. These results confirm the importance of examining how distant
determinants, beyond behaviors, affect the multiple risks impacting peo-
ple’s health.

Findings in life course epidemiology add a dynamic perspective since
they consider how variations in living circumstances, including family
and work roles, are related to variations in health (Cullati, 2014; Cullati
et al., 2014). A systematic review of this domain revealing that women’s
trajectories tend to be more complex than men’s trajectories shows that
early transition to parenthood, single parenthood, and weak ties to
employment are related to women’s poorer health, while those with a
longer education, stronger ties to the labor market, and later parenthood
overall report better health outcomes (Machi et al., 2022).

Indeed, the accumulation of large databases of longitudinal data col-
lected across countries provides additional possibilities for understanding
how health opportunities are related to institutional contexts. Analyses
have shown, for example, that greater gender stratification is related to
larger inequalities in cancer screening across women’s education levels
(Willems et al., 2020), that better access to health care and social protec-
tion mitigates cancer screening inequalities (De Prez et al., 2022; Jolidon
etal., 2021), and that greater social protection expenditures could atten-
uate inequalities in various health outcomes (Sieber et al., 2021). These
findings provide empirical evidence on the relevance of an institutional
perspective that considers “the welfare state as an institutional arrange-
ment—a set of ‘rules of the game’—that distributes health” (Beckfield
etal., 2015, p. 227).

In addition, the accumulation of longitudinal data allows for analyses
of trajectories of unequal aging, combining concepts from both the life
course and intersectionality perspectives (Holman & Walker, 2021).
Beyond the role of social class and gender in the distribution of health



182 C. Burton-Jeangros

risks, inequalities with respect to race and ethnicity are also systematically
observed. The concept of structural racism developed in the United States
to take into account “the totality of ways in which societies foster racial
discrimination, through mutually reinforcing inequitable systems (in
housing, education, employment, earnings, benefits, credit, media, health
care, criminal justice, and so on) that in turn reinforce discriminatory
beliefs, values, and distribution of resources, which together affect the
risk of adverse health outcomes” (Bailey et al., 2017, p. 1454). This sug-
gests that current inequalities are associated with the long reach of past
practices of colonialism, slavery, and racism as experienced over individu-
als’ life course and across generations. While experiences of sexism, age-
ism, and racism change over historical time (Holman & Walker, 2021),
health inequality research indicates that despite these variations, those in
unprivileged positions keep being exposed to more risks affecting their
health status across periods.

This brief overview of an expanding domain of research confirms that
social inequalities are related to health disparities. I showed that the social
determinants of health perspective suggests that detrimental risk expo-
sures are socially structured through unequal access to material and sym-
bolic resources that can protect against these adverse exposures. The
interdependence between biological and social factors questions the bio-
medical perspective tackling health risks through the lens of biology or
behaviors. The robustness and complexity of health inequalities reveal the
importance of biosocial mechanisms, encompassing environmental fac-
tors that challenge the responsibility of individuals with regard to their
health status. In the next two sections, I present how medical anthropol-
ogy documented these mechanisms and how its contributions help to
understand the difficulty for people who are exposed to social and envi-
ronmental risks to be acknowledged in their experiences.

Syndemics and Biosocial Mechanisms

Another way to consider differential exposure to risk factors for disease
emerged with the concept of syndemics, coined in the 1990s (Singer &
Clair, 2003), in the context of the HIV/AIDS epidemic. Adopting a
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critical medical anthropology perspective, the goal was to address the
social and medical conditions typically co-occurring in HIV-infected
people (Mendenhall et al., 2022). Three rules are associated with the con-
cept of syndemics: first, two or more diseases co-occur; second, these
clusters are related to social, psychological, and biological factors that
interact; and third, these interactions are exacerbated by social condi-
tions. This perspective not only connects biological and social factors, but
also integrates the importance of social inequalities. This concept is
clearly innovative in challenging the classical biomedical perspective,
which focuses on diseases as discrete and objective entities that are sepa-
rate from other pathologies, as well as from the groups or contexts in
which they occur (Singer & Clair, 2003). Stressing that diseases do not
occur in a social vacuum, biosocial approaches encompass interrelation-
ships and influences from the environment in which people live, since it
is commonly observed that comorbidities and adverse social conditions
cluster.

Over the years, the concept has expanded and gained visibility in pub-
lic health and medicine. When the COVID-19 pandemic emerged, it
was used by social scientists to question the assumption, commonly
shared by politicians and in the media, that the virus would impact every-
one equally (Bambra et al., 2020). Such an assumption has been chal-
lenged over the development of the pandemic since evidence confirmed
that COVID-19 morbidity and mortality were related to social factors,
with disadvantaged social groups being more seriously impacted, such as
ethnic minorities in the United States (Bambra et al., 2020). The socio-
economic consequences of the virus were more broadly documented with
interviews conducted across six European countries revealing ‘a second
pandemic’ following social hierarchies, hence stressing the strength of
structural inequality (Fiske et al., 2022).

Indeed, the pandemic confirmed the importance of considering bioso-
cial mechanisms (Singer & Rylko-Bauer, 2021). The virus had more
severe consequences among people who suffer from preexisting chronic
conditions, such as diabetes, hypertension, and asthma. It is well estab-
lished from health inequality research that these conditions are more
prevalent among already socially disadvantaged people. It turned out that
“The theory of syndemics is relevant for understanding the pandemic
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because COVID-19 demonstrates affliction due to both disease concen-
tration and disease interaction driven by harmful social conditions”
(Mendenhall et al., 2022, p. 114655). Being exposed to occupational
risks, more frequent among essential workers delivering first-line services
(e.g., healthcare, commerce), living in disadvantaged neighborhoods,
being a member of minority groups, and having differential access to
healthcare all played a role in COVID-19 morbidity and mortality
(Singer & Rylko-Bauer, 2021). In its far-reaching approach, the concept
of syndemics also invites us to pay attention to psychosocial pathways,
including stress related to subordinate social positions and experiences of
stigma, as part of the synergies that impact upon health (Singer et al.,
2017). Finally, some researchers suggested that public health measures
themselves contributed to the socially differentiated impact of the pan-
demic, with job and income loss or overcrowding during lockdowns
being more detrimental for less privileged people.

It is, however, important to emphasize that the capacity to document
these biosocial mechanisms empirically has been impaired by the kind of
data that were routinely collected. Indeed, in Switzerland, as elsewhere, it
turned out that only limited data were collected on the social stratifica-
tion factors of COVID-19 infections and their consequences. Researchers
had to develop innovative strategies to assess socially differentiated effects
through, for example, a neighborhood deprivation index based on peo-
ple’s postal addresses (Mongin et al., 2022; Riou et al., 2021). This means
that most vulnerable groups typically remained off the institutional radar.
It was only because we were at that time already conducting a longitudi-
nal study on irregular migrants living in Geneva that we had the oppor-
tunity to collect data on their specific conditions during the first weeks of
the lockdown in spring 2020. These analyses showed the considerable
impact of the pandemic and public health measures on this previously
vulnerable population, impacting their capacity to work in the domestic
sector, threatening their housing in the absence of income, and generat-
ing food insecurity (Burton-Jeangros et al., 2020).

Research efforts combining theoretical developments with both quali-
tative and quantitative data analyses are thus essential to better under-
stand the complexity of the mechanisms leading to differentiated risk
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exposures. These mechanisms are shaped not only by conditions of the
social environment but also by interactions across social groups.

Dangerous Environments

I wish to integrate a third domain of research that illustrates the unequal
exposure to risk, moving the focus to dangerous environmental circum-
stances, in the occupational and ecological domains. Developments in
these domains are recent, reflecting the difficulty of assessing the impact
of environmental exposure on health over time due to multiple exposures
and delayed effects. While the importance of environmental exposures is
now more systematically integrated into health policy strategies, evidence
remains limited.

The role of environmental risks was acknowledged as a result of the
pressure of exposed communities in the United States in the 1980s.
Environmental justice has since been adopted by the Environmental
Protection Agency (EPA) with the following definition: “fair treatment
and meaningful involvement of all people regardless of race, skin color,
national origin and income with respect to the development, implemen-
tation and enforcement of laws, regulations and environmental policies
(EPA, 2014)” (Di Fonzo et al., 2022, p. 114834). With an emphasis on
environmental distributive justice, these authors performed a systematic
review of the literature to assess what is currently known about the distri-
bution of health hazards from polluting facilities with a focus on social
inequalities. Their review concluded that available findings confirm that
exposure to pollution sources is unequally distributed across society, with
ethnic minorities and economically vulnerable communities being more
at risk. However, the existing evidence offers only limited evaluations of
the impact of this pollution on individuals” health.

As observed by Wynne (1996) decades ago already, the absence of
quantified evidence is a major issue. Findings from anthropological case
studies describing the chemical exposures of socially disadvantaged com-
munities have been instrumental in raising awareness about environmen-
tal risks. For example, social scientists have documented the impact of
manufactured risks, such as the ‘cancer alley’ or ‘chemical corridor’
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situated in the southern United States (Singer, 2011) or the shanty town
surrounded by the largest petrochemical compound in Argentina (Auyero
& Swistun, 2008). They emphasize how dominant or official narratives—
from both the government and the industry—regularly dismissed the
existence of environmental risks for these populations, even in the case of
elevated cases of death or disease. Another case study on exposure to
occupational risks (Adams et al., 2023) investigated the possible connec-
tion between elevated cases of lupus and regular exposure to agricultural
chemicals among black women working as farmworkers in Florida. In
that case, again, the relation has been contested by institutions, including
medical doctors and politicians, devaluing the workers’ claims based on
their concrete experiences. A study on workers’ exposure to pesticides in
France similarly reports on how institutions emphasize faulty individual
behaviors as the source of intoxication, with workers’ failure to correctly
use the protective equipment, without questioning the adequacy of this
equipment (Jouzel & Dedieu, 2013). Such moral judgments make it par-
ticularly difficult for workers to report their exposure to risks.

Krieger et al. (2008) proposed referring to such risk exposures with the
inverse hazard law: “The accumulation of health hazards tends to vary
inversely with the power and resources of the populations affected”
(p- 1971). While the authors acknowledged the methodological issues
related to testing this inverse hazard law, notably since small sample sizes
limit the capacity to establish environmental or occupational risks, they
stress that the low number of cases should not be a sufficient reason to
dismiss exposures. This tension between lay experiences on the one hand
and scientific and policy framings on the other hand has been approached
with the concept of ‘popular epidemiology’ (Brown, 1987). It conflicts
with experts’ reliance on statistical significance, which is required to
establish evidence but necessitates an elevated number of occurrences.

Overall, a number of qualitative studies have reported that it remains
common for officials, experts, or stakeholders in private industries to
refer to behavioral and individualistic approaches to risks. This allows
them to dismiss the claims that their industry or the associated working
conditions are harmful. Indeed, not only are environmental determinants
dismissed, but claims for alternative models “are often met with derision,

anger, disbelief, and even ridicule” (Adams et al., 2023, p. 3). The
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dismissal of the adverse experiences of disadvantaged people contributes
to the reproduction of social hierarchies, exacerbating the feelings of
powerlessness of those who are situated at the lower end of social prestige.
Singer (2011) reported on such feelings explicitly expressed by local resi-
dents of the Cancer alley; when they declared in interviews that as “small
people”, they could not compete with “Big Men” sitting in offices and
representing the government.

With the elements presented in this section, I show the tight connec-
tions that exist between being exposed to a range of risks (viruses, chemi-
cal substances, and catastrophes) and groups of people who are situated
at the lower end of social hierarchies. Their experiences are constantly
depreciated and interpreted within the prevailing risk management
framework, which, in addition, questions the differential responses peo-
ple adopt when confronted with danger.

Socially Differentiated Responses to Risk

Research on social representations of illness and health, notably initiated
by Herzlich (1992) in France in the 1960s, emphasizes the multiple
understandings that coexist in society about these entities. In this section,
I address some elements about the social structuring of representations of
risk, which contribute to explaining the persisting differences across
groups of the population faced with adversity.

Interpretations of Risk

Fundamental cause theory proposes that resources are important for pro-
tecting people’s health (Link & Phelan, 1995). In addition, they affect
their interpretations of the dangers they are exposed to. Across issues,
evidence suggests that those with less power in society tend to perceive
risks as higher than those who have more privileges. Studies on risk
understandings in recent public health crises, related, for example, to
interpretations of nuclear risk after the Fukushima accident or infectious
risks in the context of the COVID-19 pandemic, have provided relevant
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insights. Indeed, crises represent particularly heuristic contexts in which
it is possible to assess how people perceive risks under ‘unsettled circum-
stances (Swidler, 1986).

Some research highlighted a ‘white male effect’, reflecting the com-
bined role of gender and race in understandings of risk: white men would
rate risks as lower than any other social group (Finucane et al., 2000).
There is however today limited consensus in the literature about the role
of different social stratification factors on risk perceptions (Giritli Nygren
etal,, 2022). Some findings suggest that “power, control, and vulnerabil-
ity are key mechanisms that shape perceived risk” (Umamaheswar & Tan,
2020, p. 2). In this qualitative study, men’s and women’s COVID-19 risk
perceptions were equivalent, but women expressed more concern and
fear. The authors attributed this difference to the gendered division of
labor and, notably, the sense of responsibility people have toward others,
which tends to be significantly different between men and women.
Similar findings have been reported in situations of environmental expo-
sure to risks, such as studies dedicated to understanding nuclear exposure
in the aftermath of the Fukushima accident in 2011. Women, especially
mothers, perceived risks as higher than men and were particularly preoc-
cupied about the effects of the catastrophe on physical health, their own
and their children’s, with preoccupations centered on food (Morioka,
2014). Their concerns were dismissed by their husbands and by officials,
who were more trusted by men. These contrasted reactions to the nuclear
catastrophe generated tensions within households, with men regretting
their wives’ emotional reactions, considering them “irrational, neurotic,
or obsessive”.

Other studies have emphasized how the privileges associated with race
positions are also important for understanding risk. In the United States,
Vargas et al. (2023) reported quantitative findings indicating that race
was a predominant factor in evaluations of COVID-19 risk, with racial-
ized minorities feeling more vulnerable to the virus. They suggest that
“white privilege manifests as a protective cultural lens that filters out the
fears, anxieties, and vulnerabilities that individuals might encounter in
unsettled moments” (p. 2). Having more resources and privileges is often
associated with greater trust in institutions but also with fewer past
adverse experiences.
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These elements reflect the long absence of social characteristics in risk
perception research (Siegrist & Arvai, 2020). However, they confirm that
risk consciousness develops in situated settings in which people are aware
(and repeatedly made aware by others, as I show in Chap. 5) of their posi-
tion amidst power dynamics (Giritli Nygren & Olofsson, 2014). Overall,
being in a position characterized by fewer resources is likely to increase
feelings of vulnerability.

Understandings of Health

The social distribution of health practices is well documented. Less sys-
tematic attention has been paid to the role played by people’s contrasted
understandings of health and risk in their differential adoption of preven-
tive practices. The public health norms rest on a number of assumptions,
including the fact that people value their health and their capacity to
control risks but also that they endorse a long-term perspective that con-
vinces them to act today for their health in the future. However, findings
suggest that these assumptions do not echo the experiences and under-
standings of risks across society.

The values of control and projection to the future are indeed typical of
the middle classes: “the goal of health became an essential component of
what it meant to be modern, progressive, rational, and distinctive”
(Crawford, 1994, p. 1349). The logic described by Weber (1964 [1904])
in his discussion of ascetism and the importance attributed to savings for
future gains can be valued by those who have reached a certain security in
life. This allows them to move beyond preoccupations related to primary
needs and immediate concerns and to direct their efforts toward expected
future gains. In parallel to economic savings, preventive efforts are driven
by an orientation to the future: today’s investments in health are expected
to provide later benefits.

Bourdieu’s concept of habitus, connecting lifestyles and class positions,
suggests that tastes and dispositions are socially shaped through socializa-
tion. Social groups characterized by lower levels of resources focus on
‘choices of necessity’ and immediate concerns, which means that they
have a lower capacity and willingness to anticipate the future than more
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privileged social categories. These elements can be related to attitudes
toward health risks through ‘embodied dispositions’ interested in how
class tastes materialize in the body (Boltanksi, 1971). This important text
proposed a distinction between an instrumental relation to the body and
to health, focused on present necessities to conduct one’s life, as opposed
to an expressive relation to the body and to health, approaching them as
personal projects to be constantly worked on. These considerations sug-
gest that the willingness to prevent health risks depends on people’s per-
ception of their capacity to actually control their present health and
their social conditions (Savage et al., 2013).

In a qualitative study with underprivileged men undergoing cardiac
rehabilitation in Canada, concepts of short-termism and fatalism emerged
inductively from the interviews: participants emphasized their lack of
control over everyday stress in the context of lives characterized by eco-
nomic precarity (Savage et al., 2013). The authors proposed to situate
their difficulties or reluctance to plan for the future, and hence to modify
their health practices, within their general sense of powerlessness and vul-
nerability. Those men who had a sense of their shorter-than-average life
expectancy (according to their past health and reflecting health inequali-
ties) preferred to focus on the present and prioritized their quality of life
over unlikely long-term gains. Another qualitative study with young
obese women living in underprivileged conditions similarly emphasized
their primary focus on immediate needs and responsibilities, especially
among mothers toward their children (Dumas et al., 2014). Their limited
resources, in terms of money and time, combined with the stress of their
everyday life prevented them from endorsing obesity prevention mes-
sages. A comparison of overweight women from middle and lower social
classes further confirmed the importance of orientation to the future and
perceptions of control over one’s life circumstances: “Investments in
long-term health are the outcome of socially constructed tastes and pref-
erences, distinctive time horizons, and values given to its perceived advan-
tages” (Audet et al., 2017, p. 1549).

These findings reveal that less privileged social lives tend to be orga-
nized around more short-term issues. The capacity to work and earn a
living being central to health is approached from an instrumental and
functional perspective: the body is foremost perceived in terms of its
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capacity to work. This was confirmed in our study on undocumented
migrants in Geneva, accumulating unfavorable circumstances through
the absence of a legal status as a result of migration, being female and
employed in domestic work. The findings show the impact of undocu-
mented work on their deteriorated mental health, while most still
reported good self-reported health despite their difficult and dangerous
living and occupational conditions (Refle et al., 2023). This gap can be
attributed to their situated understanding of health, which more broadly
offered them little room for health practices oriented toward long-term
objectives and made risk prevention less relevant.

Projections toward the future and the relevance of investing in health
gains in the distant future are affected by previous social experiences,
which vary across social categories. Previous experiences of adversity and
vulnerability are hence likely to hamper the willingness to tackle risks.
They also explain why references to fatalism, destiny, luck, or fate, con-
testing the official narrative of illness as being controllable through indi-
vidual efforts, remain important in some social categories (Davison et al.,
1992). These aspects are important in two respects: on the one hand, they
contribute to explaining why social position matters in the adoption of
preventive recommendations; on the other hand, they emphasize the
situated character of these norms, formulated by professionals in privi-
leged social positions who assume that their own values apply universally.
These results invite to pay attention to the co-presence of multiple under-
standings of risk and vulnerability in society. In addition to official defini-
tions, people’s understandings are shaped by their everyday social
experiences and interactions (Burton-Jeangros & Fargnoli, 2023).

Conclusion

This chapter aimed to show how, by not paying sufhicient attention to the
role of social structures, research and policy focusing on the characteris-
tics of health risks may often reinforce inequalities.

Indeed, social structures affect experiences of health risks. The robust
social gradient in health evidences the tight connections existing between
social and health inequalities. It indicates that the way society is
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structurally organized according to social and economic hierarchies
results in systematic variations in exposure to risks. References to the
social determinants of health are nowadays commonplace still, across dis-
ciplines and domains, this approach remains constantly challenged by
research and lay interpretations focused on individual factors, from
genetic make-up to health behaviors.

Hence, despite the increasing evidence about such differentiated expo-
sures, the socially differentiated harm of occupational or environmental
risks is still denied, as these observations remain difficult to integrate into
the formal risk management model. In the absence of findings based on
sufficiently large numbers and/or of socially stratified analyses, local
experiences of harm are challenged or attributed to individuals’ wrongdo-
ing. These conflicting views reflect the gap between a perspective focused
on how people experience risks, especially as is documented in qualitative
studies, and an approach centered on the technical or material character-
istics of the risk that pays little attention to how it interacts with people’s
local circumstances.

At the same time, studies suggest that people who are more exposed to
risks are actually aware of their higher-than-average exposure. They
reported feeling more vulnerable than more privileged people as a result
of their lower capacity to control their actual living circumstances. This
extends into health and social trajectories marked by greater adversity,
which impacts their appraisals of risks and, in particular, their perception
of their own capacity to mitigate them through their own actions.
Therefore, despite their more acute sense of vulnerability, they do not
endorse healthy behavior recommendations that do not make sense to
them in the face of the multiple external threats they are exposed to with-
out having control of them.

This relates to the observation that health prevention programs might
increase health inequalities through differentiated adherence to preven-
tion norms. These norms are aligned with middle- and upper-classes val-
ues toward investing in the future through personal efforts. In parallel,
the incompatibility between these norms and the difficulties encountered
by people living in disadvantaged circumstances can reinforce defiance
toward recommendations focused on individual risk, while broader
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problems of unprivileged living conditions are not addressed. In Chap. 5,
I tackled these processes in the discussion about conspiracy views.

The role of pervasive social stratification mechanisms extends into con-
ditions that affect physical and mental health, as observed in the system-
atically lower health statuses of groups in dominated positions. This
confirms the necessity of addressing the conditions of vulnerable popula-
tions who are “at higher risk of risks” (Frohlich & Potvin, 2008) and
focusing on distant rather than proximate determinants of health
(Clouston & Link, 2021). This calls for an agenda addressing risks in all
policies, not only in health policies, as advocated in many contexts. The
implementation of this agenda, however, remains difhicult. The tight
overlap that people experience in the relations between their socioeco-
nomic and health concerns is not aligned with the way welfare institu-
tions have been organized since the mid-twentieth century. The deliberate
separation between social and health policies at that time deeply shaped
the institutional landscape (Duvoux & Vezinat, 2023). Today, it contin-
ues to impact strategies developed to address social and health risks.

Another important insight gained with this chapter is that in many
instances, the situated character of prevention is not sufficiently dis-
cussed. Messages and recommendations reflect the values of health pro-
fessionals or experts who occupy privileged positions in social hierarchies.
Their thinking and actions about health risks are affected by their
resources and living conditions, which are quite different from those of
other, less advantaged segments of society. When this is not acknowl-
edged, the distance between social groups is accentuated, especially when
top-down judgments reinforce the illegitimacy of noncompliant
responses. This disqualifies people situated in lower social positions in
their understandings and contributes to stress and stigmatization as driv-
ers of poor health. These processes are made visible in instances when
experiences of inequalities expand into feelings of injustice and social
mobilization. However, next to those who manage to engage in social
mobilization and have their position heard, many remain silent and
invisible.

The role of social structures discussed in this chapter has two impor-
tant implications for the social theories of risk. First, it shows that it is
most relevant to approach the relations between risk and social
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inequalities, as adverse experiences exacerbate previous hierarchies in
society. Second, ignoring these mechanisms keep power relations invisi-
ble. Nevertheless, those who are situated in lower social positions are
constantly reminded of their marginal and illegitimate status in society
which makes them feel both powerless and more vulnerable.
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Conclusion: Health and Risk
in Social Contexts

This book focused on the challenges people encounter when they navi-
gate the uncertainty of modern life, formulated in terms of risk predic-
tions related to their health. Through the lens of social experiences of
risks, I have been interested in how they manage to handle health risks
and uncertainty through the elaboration of symbolic meanings, combin-
ing risk evidence, experiential or embodied knowledge, emotional reac-
tions, and moral judgments that together support their concrete actions.
These experiences are shaped by interactions with other people and by
the dense institutional context in which medicine and public health spe-
cialists handle health issues. In relation with my own research on these
issues, I mobilized empirical findings with the intention to better charac-
terize the lived reality of health risks. The regularities observed across risks
and contexts were developed into five chapters tackling what I consider
to be important dimensions of health risk experiences.

First, it was shown how formulations of formal risk knowledge striving
to produce certainty through numbers encounter numerous challenges
when applied in concrete social circumstances. These include the limited
relevance of probabilities in making personal decisions, an overall poor
statistical or risk numeracy across society, and the awareness that
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knowledge is partial as a result of deliberate manipulation or incapacity
to make sense of it, especially in times of crises. In addition to the extent
to which social influences impact scientific knowledge, individual and
collective reflexivity keeps stressing the shortcomings of the quantifica-
tion of risks. These elements contribute to unsettle people’s trust in
abstract systems, and the COVID-19 pandemic has been particularly
emblematic of the difficulties to govern with risk calculations.

Second, the ambition to control risk through individual and collective
efforts generates elevated expectations that do not systematically materi-
alize. Constant attention toward the future, with a focus on adverse
events, contributes to the contemporary sense of individual and collective
vulnerability. Emotions are omnipresent in dealings with possible future
damage and shape a cultural climate focused on pending collective catas-
trophes or missed opportunities for personal better health. Indeed, peo-
ple do not remain neutral toward all these predictions, and their emotions
reveal their individual or professional engagements toward what matters
to them. Acknowledging the multiple roles emotions play in prevention
programs and social practices might help to make them more explicit
parts of the picture, as an important dimension of handling danger in
society.

Third, people endorse or reject advice in diverse ways, based on risk
predictions, depending on how it resonates with their own values and
past experiences. At the same time, despite sharp criticisms formulated by
a minority, the enduring authority of science can be observed in the con-
stant justifications people formulate to explain why they do not comply
with prevention recommendations, according to a range of reasons that
can be self-centered, in the case of vaccine hesitancy, or more collective,
when demanding justice in exposure to environmental hazards. People’s
constant negotiations between expressing their autonomy while paying
attention to social rules formulated by prevention specialists show the
continuous dynamic taking place between their agency and social
constraints.

Fourth, people are influenced by others through how these respond to
long-standing or emerging health threats. Othering in times of crisis is
obviously pervasive, playing central functions in making sense of danger.
It is present across society, serving some personal needs for ontological



7 Conclusion: Health and Risk in Social Contexts 205

security while having detrimental effects on the more vulnerable.
Institutions and professionals are not immune to these mechanisms, and
they contribute to the reproduction of divisions and tensions in society
through their framing of risks. In health matters, moral judgments are
omnipresent, they reinforce one’s identity but at the cost of ‘spoiling’ the
identities of others (Goffman, 1990 [1963]).

Fifth, the role of social structures in all the above considerations has
been further elaborated, emphasizing how power dynamics in society
constantly shape exposure to risks and the responses people are able or
willing to formulate. Despite the assumption that risks, especially global
and pervasive ones like the pandemic or environmental change, would be
blind to people’s contrasted conditions, persistent inequalities show that
differences in health are not solely produced by individual variations in
biology, genetics, or behaviors. They result from vastly contrasting living
conditions, whose respective advantages and disadvantages are main-
tained by the institutions themselves.

What conclusions can be offered regarding risk scholarship? I showed
how much risk is unsettling the continuity of social life, generating ten-
sions across contrasted goals, creating conflicts and alliances, as well as
dilemmas in the definition of strategies to avert future harm. I adopted an
emic perspective on risk, that is, a view from within (Brown, 2021).
Moving beyond the long debate about the ontological status of risk
opposing realist to constructivist positions, what matters is that risk “has
materialized consequences in people’s everyday lives” (Giritli Nygren
etal., 2022, p. 108). Furthermore, I emphasized how these consequences
are shaped by power dynamics between health institutions and members
of the public, as well as across social categories placed in more or less
privileged positions in social hierarchies. Such dynamics are however not
restricted to health risks and they shape experiences of risks more broadly.

In a modern context dominated by statistical, medical, and psycho-
logical perspectives, people who do not act according to recommenda-
tions are often belittled when labeled ignorant, emotional, biased, selfish,
complacent, or supporters of conspiracy theories. Such recurring judg-
ments formulated by moral entrepreneurs may serve to consolidate their
own position, put forth as the only legitimate one. In those contexts, the
media also act as important players. On the one hand, they reflect the
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multiple facets of official positions, mixing facts and emotions. On the
other hand, they fuel controversies by amplifying dissenting views,
whether framed within traditional media formats or formulated autono-
mously when people use social media to challenge institutions. Across
these dynamics, multiple interpretations of risk and uncertainty are con-
veyed, supporting reflexivity but also generating confusion.

In that context, social sciences provide important insights to question
the relevance of constant risk surveillance and they encourage a reflexive
monitoring of official and lay responses in modern society (Giddens,
1990, 1991). Indeed, as stated by Kleinman (2010), it is necessary to
assess the unintended consequences of social actions. Illustrations pro-
vided across the chapters of this book have shown the presence of some
deleterious effects of interventions put in place to prevent health risks. In
some instances, prevention generates anxiety or leads to the manipula-
tion of others through deliberate amplification or minimization of haz-
ards, alongside paternalist justifications. Controversies around risks,
which could by definition emerge later on, challenge the capacity to eas-
ily assess the relevance of multiple and contradictory claims. Recurrent
observations of stigmatization toward others not only reproduce social
divisions but also add to the preexisting burden of those having less
resources and power in society, contributing to social and health inequali-
ties. This raises important concerns as to the role played by prevention
efforts. While it is crucial to identify social categories that are more
exposed to health risks in order to improve their chances for good health,
such a strategy contributes to setting frontiers and entails risks of essen-
tialization of segments of the population through processes of categoriza-
tions. This emphasizes the importance of paying attention to relations
across categories, since systems of privileges and disadvantages do not
exist in themselves but are shaped by these relations.

Opverall, I want to stress the importance of considering health risk pre-
vention as a system of interactions, with an invitation to consider the role
of institutions and their representatives in the regulation of risks. Along
Becker and Horowitz (1972) observations a while ago already, research
still tends to focus on the recipients of institutional action, with limited
attention given to the role of experts and organizations: “ordinarily, the
agency will not see its own operation as one of the causes of the problem,
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and thus those operations will not be included in the area the researcher
agrees to study; by implications, he agrees not to study them” (p. 63).
Nevertheless, the chapters in this book showed the relevance of consider-
ing how people tackle risks in both their professional or social roles, to
which various forms of resources and advantages are attached. The regu-
lation of health risks occurs amidst relations encompassing power dynam-
ics that need to be unpacked. This stresses the importance of considering
the role played by ‘unmarked categories’, as they are central to the way
power and privileges are organized (Giritli Nygren et al., 2022). In that
respect, qualitative studies are particularly important to document what
happens in interactions, when social positions are constantly re-enacted
through undermining moral judgments formulated toward others.

In times of crisis or in the face of unresolved issues, often associated
with a lack of compliance with public health recommendations, health
institutions seek help from the social sciences, but most of the time with-
out questioning their own framing of the issue. Taking the contribution
of the social sciences seriously however implies valuing the way they
reformulate the problems to be addressed and accepting their theoretical
and methodological frameworks. Participatory research, engaging con-
cerned communities, in studies and in the elaboration of risk prevention
offers other important avenues for a better tackling of health risks. These
strategies are gaining more support across domains and can help to
address the challenges of risk prevention. However, they challenge exist-
ing power dynamics and thus are not welcomed by all experts.

As a final point, what conclusions can be offered regarding the value of
health in society? The increasing attention dedicated to risks means that
being in good health is becoming increasingly elusive. The extension of
formal risk knowledge over the past decades has clearly redefined the
boundary between health and illness. Being healthy or being sick used to
be thought of as two distinct states, distinguished by the respective
absence or presence of symptoms or tangible signs of a nonoptimal state.
Leriche’s (1936) statement of health as “life in the silence of the organs”
(in Canguilhem, 1999 [1943], p. 52) well illustrates such an embodied or
sensory dimension of health. In contrast, the advent of ‘at-risk’ status
places health and disease on a continuum entailing a range of intermedi-
ate states where individuals are no longer “ill” but are not completely
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“healthy” either. In those intermediate states, people are increasingly
dependent on specialists and technical devices (genetic sequencing, statis-
tical analysis) to establish their health status. This extension contributes
to unsettling the experience of health, and it has become common today
that people question their own feelings of good health, thinking that if
they were put under systematic medical investigation, they would prob-
ably be diagnosed with one or more conditions that are currently silent.

Risk introduces the idea of something potentially wrong that one
should be attentive to beyond her or his own perceptions. This reduces
the trust one can have in how she or he is feeling since knowledge about
the self is increasingly mediated through others, health specialists, the
media, or technical devices. This was expressed by this HIV-infected
woman who is told by doctors that she is healthy since her viremia (pres-
ence of HIV in blood) is undetectable while she experiences symptoms.
She thus reflected: “What is the basis for saying that youre “healthy”?
Medical tests or how do I feel?” (Fargnoli, 2021, p. 196). Such an absence
of trust in one’s own body could contribute to explain the larger move-
ment of declining trust toward institutions and others in general, as it is
observed today.

Hence, probabilities or numbers provided in test results dissolve the
experience of health: it becomes a vicarious or mediated experience
depending on a range of technologies, and the body experiences are
devalued. This can be related to the common observation that when one
goes to a doctor, machines and tests have replaced physical examination
and dialog. Caduff (2014) discusses the emphasis on ‘biological vulnera-
bility’ associated with re-emerging infectious diseases and the biosecurity
agenda. I believe, however, that this idea more broadly covers all domains
of health. Debates about risk management around technological vulner-
ability flourished in the 1970s. In that context, Douglas and Wildawsky
(1983) stated, “In the amazingly short space of fifteen to twenty years,
confidence about the physical world has turned into doubt” (p. 10). This
trend can now be applied to health and the individual body. Biological
vulnerability invites each one of us to be alert and act appropriately in
everyday life in compliance with recommendations based on the most
recent evidence established on a number of people, instead of trusting
one’s own perceptions. Biological vulnerability encompasses a large range
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of conditions, from the early detection of the progressive onset of non-
communicable diseases (such as cancer), inscribed in the individual body,
possibly including its genetic make-up, to being ready for sudden global
health events (such as the COVID-19 pandemic) impacting all of society.
Risk knowledge constantly produces and refines projections of possible
disorders, fueled by further developments in expertise and technologies.
It thus promotes a relation to health that is very remote from the positive
definition of the World Health Organization constitution in 1946, con-
sidering health as “a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity”. As stated in the
introduction of the book, risk probabilities by definition take some dis-
tance from the actual experience of people, as regard their health but
more broadly.

Indeed, the focus on health as an individual enterprise, achieved
through personal efforts, reflects the climate of individualization and is
well aligned with the powerful medical perspective which approaches
individual bodies as detached from their social environment. However,
beyond its individual importance, health is a major collective resource for
society. Health inequalities reveal the tight interactions that exist between
societal conditions of living and health. Hence, health issues largely over-
take the expertise of medicine and concern society at large. This justifies
the constant efforts of public health to mitigate diverse risks through
strategies that rest on solidarity across segments of society, hence possibly
redistributing resources and questioning the value of autonomy. Overall,
the promotion of population health is a major societal goal requiring col-
lective engagements and alliances. The social sciences question taken-for-
granted or unchallenged prevention interventions, inviting us to pay
attention to their individual and collective sometimes counterproductive
consequences. They also unveil the changing power relations between
institutions and individuals, in a complex dynamic fueled by difficulties
and fears with regard to the actual capacity to control adverse future
events. I hope that this book has convincingly shown that the social sci-
ences have important contributions to offer in the policy thinking about
health and risk governance.
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