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Abstract 

In Canada, over 4.4 million people experience food insecurity, a serious public health issue 
characterized by inadequate or insecure access to food due to financial constraints. 
Globally, women experience disproportionately high rates of food insecurity, which is a 
highly stigmatizing experience that is associated with feelings of shame and social 
isolation. This narrative review explores how and why social beliefs and stigma contribute 
to social exclusion among women experiencing food insecurity within high-income 
countries, along with how enhancing the capacity for empathetic responses to feelings of 
shame, and efforts to strengthen women’s resistance, can lead to a reduction in stigma. The 
thematic analysis of the articles included in this review identified four themes: 1) the 
mechanisms of food insecurity-related social exclusion; 2) shame, stigma, and social 
exclusion associated with the use of charitable food programs; 3) women’s experiences 
with food insecurity, shame, stigma, and social exclusion; and 4) empathy, shame 
resilience, and resistance.  
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The findings of this review suggest that dominant responses to food insecurity contribute to 
shame, stigma, and social exclusion among women, and that the inadequacy of existing 
policy responses to address food insecurity has wide-reaching ramifications for the health 
and well-being of women and their families. Sharing these intersecting lived experiences of 
food insecurity, shame, and stigma may be an important strategy for building empathy 
among others and forming a collective resistance in broader society against the systemic 
injustices at the root of poverty. 

Keywords: Household food insecurity; women’s experiences; stigma; shame; resilience; 
resistance 
 
 
Introduction 
 
Over 4.4 million Canadians lived in food insecure households in 2017/2018 (Tarasuk & 
Mitchell, 2020). Household food insecurity is a serious public health issue that results in 
significant cost to the health care system, as well as in negative outcomes for individuals’ 
physical health and life expectancy, social and mental well-being, overall quality of life, and 
healthy child development (Collins, 2009; Hamelin et al., 1999; Men et al., 2020; Middleton et 
al., 2018; Tarasuk et al., 2015). Statistics Canada (2020) documented a 40% increase in 
household food insecurity in May 2020 due to the economic fallout of the COVID-19 pandemic 
and stated that this is likely an underestimate. 

Food insecurity is widely recognized as the “limited or uncertain availability of 
nutritionally adequate and safe foods or limited or uncertain ability to acquire acceptable foods in 
socially acceptable ways” (Anderson, 1990, p. 1598). The findings of Canadian research on low-
income mothers’ experiences with household food insecurity are consistent with the seminal 
findings of Radimer and colleagues (1990), revealing that the experience encompasses four 
components: quantitative (food depletion), qualitative (unsuitable food), psychological (food 
anxiety), and social (food acquisition in socially unacceptable ways). While the manifestation of 
food insecurity is dynamic and may differ among individuals within the same household, the 
four components at the individual level generally present as insufficient intake of food, 
compromised dietary quality, feelings of deprivation or lack of choice, and disrupted eating 
patterns, respectively (Hamelin et al., 2002; Radimer et al., 1990; Tarasuk, 2001; Williams et al., 
2010, 2012). In Canada and other high-income countries, the prevalence and severity of 
household food insecurity is measured based on inadequate or insecure access to food due 
specifically to financial constraints, and it is considered a powerful indicator of broader material 
deprivation (Tarasuk & Mitchell, 2020).  

Both locally and globally, women experience disproportionately high rates of food 
insecurity relative to their male counterparts (Collins, 2009; Martin et al., 2016).  
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One in three female-led, lone-parent households in Canada experienced food insecurity in 
2017/2018, the highest rate of all household types (Tarasuk & Mitchell, 2020). Lone mothers are 
especially vulnerable to both food insecurity and its negative physical and psychological health 
outcomes, including dietary inadequacy, chronic illness, social exclusion, depression, mental 
illness, and feelings of inferiority and shame (Carter et al., 2011; Ciciurkaite & Brown, 2018; 
Collins, 2009; Hanson, 2011; Lawlis & Jamieson, 2016; Martin et al., 2016; Power et al., 2014; 
Williams et al., 2012; Wu & Schimmele, 2005).  

Shame is a self-conscious emotion that occurs when a person is, or perceives that they 
are, being seen or judged to be fundamentally flawed or inadequate (Brown, 2006; Dolezal & 
Lyons, 2017). Shame can also result when an individual is perceived to be deviating from 
sociocultural expectations and norms and thus failing to live up to social standards (Brown, 
2006; Dolezal & Lyons, 2017). Experiences of shame are inextricably linked to interpersonal 
relationships and can jeopardize a person’s feeling of social acceptance due to the self-conscious 
nature of shame and its association with a heightened sense of visibility and self-awareness (de 
Hooge et al., 2018; Dolezal & Lyons, 2017). Actual or anticipated experiences with shame tend 
to elicit social withdrawal, leading to feelings of alienation and social isolation (Brown, 2006; de 
Hooge et al., 2018; Dolezal & Lyons, 2017). As a result, shame can have a detrimental effect on 
an individual’s mental and psychological health and well-being (Dolezal & Lyons, 2017; Martin 
et al., 2016).  

Social stigmatization occurs when the traits or behaviours of a person or group of people 
are perceived to be different from, or inferior to, sociocultural standards, as well as when 
judgements or stereotypes are attributed to them because of this perceived difference (Ahmedani, 
2011). In their international scoping review on the experiences of food bank users in high-
income countries, Middleton et al. (2018) differentiate between experiences of “enacted” and 
“felt” stigma. Enacted stigma refers to explicit experiences with stigmatization and judgement, 
while felt stigma comprises the anticipation of enacted stigma, an individual’s own recognition 
of their stigmatized identity, and the shame they feel as a result (Middleton et al., 2018). 
Experiences with felt stigma can cause individuals to internalize stigma by accepting the 
associated stereotypes and judgement as true and valid, which may damage their self-image and 
psycho-social well-being (Middleton et al., 2018; Whittle et al., 2020). Like shame, 
stigmatization can also threaten a person’s social ties because others may distance themselves 
from a stigmatized individual, leading to social exclusion. 

Being food insecure is highly stigmatized (Martin et al., 2016; Power et al., 2014; Rosa et 
al., 2018; Thompson et al., 2018; Wu & Schimmele, 2005). Individuals are often blamed for 
being food insecure, and are viewed as lazy, uneducated, or uncaring about their health (Hamelin 
et al., 2002; Purdam et al., 2016; Thompson et al., 2018). The experience of food insecurity 
induces feelings of shame, guilt, alienation, and social isolation, particularly among women 
(Hamelin et al., 1999; McIntyre et al., 2003; Power, 2005; Williams et al., 2010, 2012).  
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The urgency of understanding and addressing stigma as a key driver of individual and population 
health inequities was flagged in the 2019 national report on the State of Public Health in Canada 
(Tam, 2019). Food insecurity-related stigma, however, was not addressed in Tam’s (2019) 
report, and efforts to redress shame related to food insecurity have yet to be fully explored in the 
published literature. This review aims to fill this gap by providing a synthesis of literature on 
shame, stigma, and social exclusion associated with household food insecurity, including 
research foci and key findings, knowledge gaps, and directions for future research, with a 
particular view to the experiences of women. 
 
 
Methodology and methods 
 
This narrative review was undertaken to support a larger Social Sciences and Humanities 
Research Council-funded project called Dismantling Stigma, which comprises two objectives: 1) 
understanding how stigma contributes to social exclusion among women experiencing household 
food insecurity; and 2) redressing stigma using participatory action research. A narrative review 
is considered the most appropriate method to obtain a broad perspective on an issue where there 
is a lack of published literature, as was the case for this research (Green et al., 2006). Drawing 
upon systematic methods, a narrative review is intended to bridge theory and context, provoke 
thought, and support scholarly discussion and further inquiry, rather than to provide an 
assessment of the efficacy of the methods employed in the published studies (Green et al., 2006). 
 The primary researcher (C. P.) independently performed an initial literature search using 
the following databases: Google Scholar, EBSCO, SocIndex, PsycInfo, PubMed, and ERIC. 
Relevant scholarly peer-reviewed literature was identified by applying the following search 
strategy, combining free words and MESH terms: (household food insecurity OR food 
insecurity) AND (women’s experiences OR women OR gender) AND (stigma OR shame OR 
social exclusion OR marginalization) AND (empathy OR shame resilience). Initially, the search 
focused on women’s experiences within a Canadian context; however, the availability of relevant 
literature was limited. As a result, inclusion criteria were subsequently expanded to include all 
high-income countries and any experiences with household food insecurity, rather than women’s 
experiences specifically. Articles were excluded if they were not available in full text, were not 
published in English, or were published before 2000. The literature search was augmented by 
both a manual search of reference lists of the articles retrieved and by the identification of other 
published and “grey” literature by the research team to fill in missing evidence (Ferrari, 2015).  

Initially, the titles and abstracts of all articles were screened independently by the primary 
researcher (C. P.), and duplicate articles were removed. Articles that met the inclusion criteria 
were added to a Microsoft Excel file.  
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Each selected article was read through once and then critically evaluated, extracting the 
following data when available, which was subsequently added to Microsoft Excel: study citation, 
publication type (e.g., published or unpublished), study type (e.g., quantitative, qualitative, or 
mixed method), study characteristics (e.g., study location, setting, and use of control), participant 
characteristics (e.g., number, age, and study inclusion/exclusion criteria), intervention details 
(e.g., length and type), and outcome measures and study results (e.g., quantitative results, 
qualitative themes, recommendations, key learnings, and insights). 

The initial literature search identified 91 articles; of the 82 articles with full-text 
available, 35 met the inclusion criteria. An additional 20 references were added through the 
manual search. Of the 55 articles identified as meeting the criteria, 45 sources with the best 
contributions to address the research question were selected for synthesis (Ferrari, 2015). Of the 
45 sources selected, 38 involved original research, 7 were reviews/syntheses, 19 employed 
qualitative methods, 13 employed quantitative methods, and 6 employed mixed methods. The 
selected articles were uploaded to MAXQDA, read a second time, and coded using a process of 
open coding (Castleberry & Nolen, 2018; Strauss & Corbin, 1990; VERBI Software, 2018). The 
coding strategy evolved during the coding process as conceptual themes emerged from the 
literature. “Codes” served as labels to categorize and retrieve relevant sections from the data 
(Castleberry & Nolen, 2018). The activity of coding involved attaching codes to units of data 
within the document that were related to the overarching conceptual theme associated with a 
particular code (Castleberry & Nolen, 2018). Through an iterative process, conceptual themes 
representing patterns within the data, such as the social functions of food and women’s 
experiences with food insecurity, were identified and peer reviewed by the research team.  
 
 
Results and Discussion 

The thematic analysis of the articles included in this narrative review identified four 
overarching themes: 1) the mechanisms of food insecurity-related social exclusion; 2) 
shame, stigma, and social exclusion associated with use of charitable food programs; 3) 
women’s experiences with food insecurity, shame, stigma, and social exclusion; and 4) 
empathy, shame resilience, and resistance. 
 

The mechanisms of food insecurity-related social exclusion 

 

There are several potential mechanisms through which food insecurity can contribute to 
stigmatization, shame, and social exclusion.  
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In Canada, dominant healthy eating discourses are perpetuated by dietary guidelines such as 
Canada’s Food Guide, which was recently revised by Health Canada (2019). Canada’s Food 
Guide offers a visual representation of what constitutes a “healthy” diet and provides several 
recommendations for how to “eat well [and live] well,” such as eating “a variety of healthy foods 
each day,” and including protein foods, whole grains, and “plenty of vegetables and fruits” to 
achieve a healthy diet (Health Canada, 2019, p. 1). This type of information establishes societal 
expectations about how to eat healthily, live healthily, and thus function in socially acceptable 
ways (Hamelin et al., 2002). Language such as incorporating “plenty” of fresh produce is 
problematic in that it presents an ideal that is in stark contrast with the everyday inadequacy 
faced by households experiencing food insecurity (Whittle et al., 2020; Williams et al., 2010, 
2012). Similarly, in relation to infant feeding, “breast is best” discourses used in public health 
promotion serve to frame breastfeeding as a directive rather than a choice. Though unintended, 
these health promotion messages may contribute to feelings of powerlessness and stigmatization 
for mothers in their infant feeding decisions, particularly among mothers experiencing food 
insecurity (Guttman & Zimmerman, 2000; Knaak, 2005; Waddington, 2016). Food insecurity 
prohibits individuals from eating and feeding their families in ways that meet societal 
expectations, which exacerbates stress, feelings of deprivation, and social exclusion (Collins, 
2009; Hanson, 2011; Hamelin et al., 2002; Williams et al., 2010, 2012). Research has also shown 
that “coping” with food insecurity may involve compromising the quality of food, for example 
by watering down milk or infant formula to “stretch” it, or by adopting sub-optimal feeding 
practices such as using food substances other than infant formula when not recommended 
(Frank, 2015; Partyka et al., 2010, Williams et al., 2010, 2012). For women, who are often 
tasked with feeding and nutritional gatekeeping work within households, the dominance of these 
healthy eating discourses likely heightens the stigma associated with having to make these 
choices when struggling to feed their families (Bellows, 2003). 
 Food insecurity can also result in alienation due to feelings of compromised social 
standing (Hamelin et al., 2002). While varied diets are associated with privilege, food insecurity 
is often characterized by limited and “impossible” food choices along with a monotonous diet 
that lacks options for creative, pleasure-focused, or values-based food choices (Cairns & 
Johnston, 2015; Hamelin et al., 2002; McIntyre et al., 2007; Williams et al., 2010). Certain types 
of foods that are imbued with heightened cultural capital, such as organic produce and fair-trade 
beverages, tend to be associated with higher social status, but these types of foods are likely not 
accessible for households experiencing food insecurity (Hamelin et al., 2002; Williams et al., 
2012). Even milk, a food that is considered a healthy staple for its calcium and vitamin D 
content, was found to be seen as an “elite commodity” by food insecure mothers in Atlantic 
Canada (McIntyre et al., 2007). When food insecure households are forced to manage their 
families’ nutritional needs and food preferences with inadequate food budgets, they are limited to 
purchasing both less nutritious food items and foods that mark them and their families as 
belonging to a lower social class, and thus being of perceived lower social value (Hamelin et al., 
2002; Lawlis & Jamieson, 2016; Tarasuk, 2001; Williams et al., 2012).  
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These “impossible” choices are also demonstrated in the context of infant feeding, where 
mothers living with food insecurity are constrained by multiple factors, including the lack of 
affordability of infant formula or a basic nutritious diet for breastfeeding mothers (Frank et al., 
2020). A lack of social policy and social stigma may prevent food insecure households from 
exercising true choice around how to feed their infants (Frank, 2015; Waddington, 2016). While 
weak economic protections, including inadequate income assistance and maternal and child 
benefits, create the conditions necessary for maternal and infant food insecurity to exist in high-
income countries, these outcomes are often experienced as personal failures related to not being 
able to “properly” feed one’s child (Frank, 2015, 2020; Frank et al., 2020). The experience of 
being restricted to a diet that is socially devalued and considered to be inferior or substandard 
can be demeaning, and results in a damaged social image and feelings of shame and deprivation 
(Hamelin et al., 2002).  

The importance of food extends beyond basic nutritional requirements to encompass 
aspects of a person’s identity, culture, and social activities, as well as their sense of connection 
and belonging (Hanson, 2011; Martin et al., 2016; Purdam et al., 2016). Food insecurity may 
limit an individual’s capacity to express their values through food, share meals with others, or 
celebrate special occasions (Harmon et al., 2017; Wu & Schimmele, 2005). The inability to fully 
participate in social activities and in one’s community, which accompanies the experience of 
food insecurity, amplifies existing feelings of social isolation related to material deprivation 
itself (Martin et al., 2016). 
 

Shame, stigma, and social exclusion associated with the use of charitable food 
programs 
 

Numerous studies have documented the shame, stigma, embarrassment, and social isolation 
associated with the use of charitable food programs, most notably food banks, along with many 
other limitations and negative repercussions (Frank, 2020; Martin et al., 2016; Middleton et al., 
2018; Power et al., 2014; Tarasuk et al., 2014a). Food banks are often unable to offer varied, 
high-quality food items, which constrains users’ food choices and their ability to meet dietary 
needs (Frank, 2018; Hamelin et al., 2002; Middleton et al., 2018; Purdam et al., 2016; Riches, 
2002; Tarasuk et al., 2014a). Food bank users are also often understood as “recipients” rather 
than “consumers” of food, which reinforces a lack of control and powerlessness that can damage 
their sense of identity, pride, and self-worth (Middleton et al., 2018; Purdam et al., 2016; 
Thompson et al., 2018). This may further undercut food bank users’ sense of autonomy over 
their food choices, and, by extension, their ability to manage health concerns, as well as to meet 
preferences for spiritual, cultural, or moral reasons (Hamelin et al., 2002; Middleton et al., 2018; 
Purdam et al., 2016; Riches, 2002).   
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Individuals reporting food insecurity often resort to using coping strategies other than 
food banks to feed themselves and their families; while there are many reasons for this, stigma is 
a common factor associated with the avoidance of food banks. Food bank users often describe 
having no choice but to adopt food acquisition strategies that are viewed as socially 
unacceptable, resulting in a reduced sense of autonomy and control, fear of being judged, and 
shame and self-judgement (Hamelin et al., 2002; Martin et al., 2016; Middleton et al., 2018; 
Power et al., 2014; Purdam et al., 2016; Rosa et al., 2018; Tarasuk et al., 2019; Thompson et al., 
2018). For many, the decision to visit a food bank is initially met with hesitation and reluctance, 
and it is often considered as a last resort after feelings of shame and embarrassment have been 
overcome (Hamelin et al., 2002; Purdam et al., 2016). The hidden costs of food banks, namely 
the stigma and indignity surrounding their use, can be so great that they can prevent individuals 
experiencing food insecurity from accessing them at all, regardless of the extent of their need 
(Hamelin et al., 2002; Middleton et al., 2018; Power et al., 2014; Purdam et al., 2016). This is 
evidenced by the finding that only 20-30% of Canadians experiencing food insecurity utilize 
charitable food programs (Tarasuk et al., 2014a).   

In recent years, recognizing the limitations of food banks, some charitable and 
community-based food programs have transitioned away from traditional food assistance models 
into supermarket-style “food hubs,” and have partnered with small-scale producers in an effort to 
provide individuals experiencing food insecurity with the ability to access affordable, healthy, 
and sustainable food in a more dignified and socially acceptable way (McNaughton et al., 2021; 
Psarikidou et al., 2019). While this expansion of services, including community-based food 
centres, may have benefits for participating families, it can expose a family’s struggle to access 
food to others in the community, and may elicit feelings of embarrassment and shame for 
program participants (McNaughton et al., 2021; Psarikidou et al., 2019; Rosa et al., 2018). 
Participation in other types of charitable and community-based food programs may also 
contribute to feelings of inadequacy related to users’ own perceptions that they are unable to 
provide for themselves and/or their families (Middleton et al., 2018). They often fear that being 
seen by others in their community as the recipients of charity will result in judgement and a 
negative social image, which can be detrimental to their self-esteem, reputation, and sense of 
dignity (Middleton et al., 2018; Purdam et al., 2016). Similarly, programs that focus on building 
food skills, such as cooking programs or community kitchens, may operate on the assumption 
that individuals facing food insecurity have a knowledge deficit in this area, despite research to 
the contrary (Huisken et al., 2016). 
 The resulting judgement and internalized stigma associated with using food banks and 
other charitable and community-based food programs can lead to detachment from society and 
rejection of potential sources of help, which can further compound social isolation, and thereby 
worsen the severity of food insecurity (Purdam et al., 2016). Not only are food banks and other 
charitable and community-based food programs an inadequate response to food insecurity that 
fails to address root causes, but they also fail to respond fully to the needs of those they intend to 
serve and create stigma surrounding their use.  
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This, in turn, leads to negative impacts on physical and psycho-social health (Hamelin et al., 
2002; Middleton et al., 2018; Power et al., 2014; Riches, 2002; Tarasuk et al. 2019). 
 

Women’s experiences with food insecurity, shame, stigma, and social exclusion 
 
The higher risk of experiencing food insecurity and its negative physical and psycho-social 
health outcomes faced by women, particularly lone mothers, compared to their male counterparts 
is related to underlying gender inequities. Gender inequities have been well documented and 
include disproportionately high rates of poverty, income inadequacy, and single parenthood 
among women, gendered familial roles and responsibilities, sociocultural expectations, 
perceptions of self-worth, and the subservient role of women created in part by the historical 
movement from matriarchal to patriarchal structures in society (Collins, 2009; Kerr et al., 1988; 
Matheson & McIntyre, 2013; Muldoon et al., 2013). 

Parents are typically subjected to greater social scrutiny than adults without children, but 
mothers tend to be particularly vulnerable to social judgement because of gendered sociocultural 
expectations regarding women’s familial roles and responsibilities (Ciciurkaite & Brown, 2018; 
Hanson, 2011). Even within dual-parent households, women are more likely to assume primary 
responsibility for household tasks such as childcare and managing household food resources, 
including the procurement, production, and preparation of food (Hanson, 2011; Martin et al., 
2016; Matheson & McIntyre, 2013; Muldoon et al., 2013). In Canada, like in many other 
developed countries, women have been socialized to adopt the traditional domestic roles of 
caregiver and food provider, and, consequently, they are subjected to the social expectations that 
accompany these roles (Carter et al., 2011; Hanson, 2011; Matheson & McIntyre, 2013; 
Muldoon et al., 2013). As a result, mothers most often shoulder a disproportionate share of the 
psychological and emotional burdens related to household food insecurity, leading to gender 
inequities in the distribution of negative psychological effects of household food insecurity 
(Ciciurkaite & Brown, 2018; Hanson, 2011; Thompson et al., 2018). This is particularly evident 
for breastfeeding mothers, who have a unique role within the family in relation to infant feeding 
practices as the co-producers of infant food through lactation (Frank, 2015). Mothers are 
uniquely susceptible to concerns surrounding the inability to produce what they perceive as 
sufficient breast milk, both in terms of quantity and quality; as a result, feeding infants in 
comparison to feeding others is arguably more enshrined in ideas about mothers’ natural 
disposition for family food work (Frank, 2018). Furthermore, for breastfeeding mothers 
experiencing food insecurity, assumptions around cost savings as the primary motivator for 
breastfeeding have also been shown to be stigmatizing (Waddington, 2016). Conversely, there is 
also stigma surrounding the decision to formula feed, due to neoliberal discourses that hold 
mothers responsible for an inability to provide infants with the optimal nutrition associated with 
breastfeeding (Murphy, 2000).  
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These findings demonstrate that both breastfeeding and formula feeding may be socially and 
culturally unacceptable depending on the context, and that mothers in food insecure households 
may be particularly susceptible to stigma regardless of how they feed their infant (Waddington, 
2016). 

Women’s social roles as care- and food-providers are related to normative expectations 
that mothers should prioritize the health and well-being of other family members at the expense 
of their own (Ciciurkaite & Brown, 2018; Thompson et al., 2018). Furthermore, mothers’ 
socialized roles as caregivers, which involve monitoring and protecting the health of their 
children and families, put them at risk of assuming the blame for any poor health outcomes that 
arise among their family members due to food insecurity (Ciciurkaite & Brown, 2018; Hanson, 
2011). These sociocultural expectations often cause mothers to act as “shock absorbers” for the 
negative effects of food insecurity on their families, which is demonstrated by the frequent and 
consistent finding that mothers compromise their own food intake to protect the nutritional needs 
of their children (Carter et al., 2011; Collins, 2009; Hamelin et al., 2002; Hanson, 2011; Lawlis 
& Jamieson, 2016; Matheson & McIntyre, 2013; McIntyre et al., 2003; Thompson et al., 2018; 
Williams et al., 2012). The desire to protect their families from the negative effects of food 
insecurity, and the stress and stigma that arise when they are unable to do so, can have profound 
implications for women’s nutritional, psychological, and physical health and well-being, and, 
consequently, can also compromise the critical role mothers play in parenting their children 
(Ciciurkaite & Brown, 2018; Hanson, 2011; Thompson et al., 2018; Williams et al., 2012). In 
relation to infant feeding, research has shown that food insecurity may lead mothers to initiate 
breastfeeding due to perceptions of cost savings; however, when breastfeeding is perceived as a 
true necessity for financial reasons, mothers may feel that they have no choice but to persevere 
through breastfeeding challenges despite possible negative impacts on their own physical or 
mental health (Frank, 2015; Waddington, 2016). When food insecurity compromises mothers’ 
ability to provide food for their families, it also fundamentally undermines their ability to live up 
to the dominant sociocultural standards that are imposed upon them. Consequently, the inability 
to fulfill their real or perceived role within the family has been found to lead to feelings of 
failure, guilt, stress, shame, social exclusion, and alienation among women, negatively impacting 
their self-esteem and sense of self-worth (Carter et al., 2011; Ciciurkaite & Brown, 2018; 
Collins, 2009; Hanson, 2011; Muldoon et al., 2013; Williams et al., 2012).  

 
Empathy, shame resilience, and resistance 
 
While the shame and stigma that result from food insecurity and unmet social expectations can 
lead to social isolation and compromised parenting and health, findings from a small pool of 
published literature suggest that enhancing the capacity for empathetic responses to feelings of 
shame, along with efforts to strengthen women's resilience to shame, can lead to a reduction in 
internalized stigma (Brown, 2006; Middleton et al., 2018; Purdam et al., 2016).  
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Empathy refers to the ability to perceive a situation from another person’s perspective, as well as 
the ability to convey understanding of their unique position and experience (Brown, 2006; 
Harmon et al., 2017). In her study on the impact of shame experiences on women, Brown (2006) 
conceptualized the experience of empathy as the opposite of the experience of shame. From her 
research, Brown (2006) developed shame resilience theory, which describes the strategies 
employed by women to develop shame resilience and is centred on the importance of empathy, 
connection, and a concept called “speaking shame,” which refers to a woman’s ability to 
recognize and articulate her shame experiences. When women lack the language and emotional 
competence to reflect on and identify their shame experiences, shame can be internalized, which 
can exacerbate feelings of social isolation (Brown, 2006). In contrast, speaking shame allows 
women to externalize, and thus normalize, these experiences (Brown, 2006). Equipping women 
with the language to identify and deconstruct their shared experiences with shame can increase 
their sense of connection and enhance their capacity to develop mutually empathetic 
relationships, which can in turn alleviate some of the isolating aspects of shame and strengthen 
women’s shame resilience (Brown, 2006; Middleton et al., 2018; Purdam et al., 2016).  

Brown’s (2006) findings regarding empathy and the power of speaking shame not only 
have implications for dealing with the experience of food insecurity in more efficacious ways in 
the short term, but also offer promise for shifting thinking to more comprehensive longer-term 
solutions to food insecurity. While empathy has long been recognized as an important attribute 
of health care workers and other service providers, discussion of how these professionals can 
interact with women experiencing material deprivation, including food insecurity, in ways that 
help to dismantle feelings of shame and social isolation is limited in the published literature 
(Harmon et al., 2017). A deeper understanding of lived experiences of stigma and shame may 
help women affected by food insecurity, and professionals working with them, to better resist 
dominant narratives around poverty that place responsibility on individuals for their 
circumstances and can empower them to draw attention to the structural and systemic issues that 
lie at the root of poverty. Addressing this knowledge gap may also offer important insights for 
those in other sectors and across society to more broadly understand and relate to those living in 
poverty, allow them to develop collective resistance to social injustice, and ultimately lead to 
improved agency to advocate for policy change. 
 
 
Conclusions and implications 
 
Recognizing that gaps exist in the published research, the findings of this narrative review point 
to three key mechanisms whereby food insecurity contributes to stigmatization, shame, and 
social exclusion, underscoring insights from and limitations of the understandings reflected in 
the literature: 1) the exclusionary and potentially damaging nature of dominant healthy eating 
discourses; 2) alienation due to inequities in social standing; and 3) the importance of food for 
social and cultural identity.  
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The findings from this review also suggest that dominant responses to food insecurity, namely 
traditional food banks, often contribute to shame, stigma, and social exclusion by undercutting 
users’ sense of autonomy over their food choices, inciting fear of judgement based on a family’s 
struggle to access food, and causing individuals to acquire food in ways that they often perceive 
as socially unacceptable.  

This narrative review is not intended as a systematic review of the research that has been 
published on women’s experiences with food insecurity-related shame, stigma, and social 
exclusion. We have, however, applied systematic methods to examine how and why social 
beliefs and stigma contribute to social exclusion and shame among women who experience 
household food insecurity within high-income countries, an area of research that is currently 
lacking. Moreover, this review provides important insights by bringing together understandings 
in existing theoretical and empirical published and “grey” literature to support scholarly 
discussion and future research. 

Considered together, the issues raised by this review paint a picture of the current 
inadequacy of the policy response to address household food insecurity, as it places women, 
particularly mothers, at risk to become trapped in a cycle of material deprivation and its 
associated shame because of their unique relationship to food. While food banks and other 
charitable food programs were intended to be a temporary measure to address food needs in a 
time of crisis, they have become pervasive as the dominant, and some would argue de facto, 
policy response to household food insecurity in Canada and many other high-income countries 
(Martin et al., 2016; Middleton et al., 2018; Power et al., 2014; Tarasuk et al., 2014a). Policy 
responses have failed to address the well-documented income gap that has been created and 
deepened by the deterioration of social safety nets with the expansion of neoliberal policies over 
the past four decades in Canada. Furthermore, the shortcomings of current policies and programs 
have exacerbated the demands on, and vulnerability of, charitable, ad hoc, and community-
driven responses to household food insecurity, increasingly raising questions as to their adequacy 
for addressing this issue in a sustainable manner (Tarasuk et al., 2014b).  

While this narrative review has highlighted the absence of gender-based analysis in the 
published literature related to food insecurity in high-income countries, the COVID-19 pandemic 
has amplified the implications of the current inadequacy of policy response to address household 
food insecurity in our local and global communities and the wide-reaching ramifications this has 
for the health and well-being of women and their families. Vulnerable populations, including 
women, are likely to be disproportionately affected by the increase in the prevalence and severity 
of food insecurity resulting from the pandemic, particularly due to reduced participation in paid 
work or education by women who hold a larger proportion of childcare responsibilities (Wall, 
2021). These issues further highlight the pressing need for approaches that improve the material 
conditions of women's lives, and consequently those of their children.  
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Brown’s (2006) theory of shame resilience, in which the practices of empathy, 
connection, and “speaking shame” enhance the capacity for empathetic responses to shame 
experiences and strengthen women's resilience to shame, offers promise for addressing the far-
reaching implications of the issues highlighted by this research. The finding that limited 
empirical research has applied shame resilience theory and the insights from this body of work to 
the experience of food insecurity among women points to the need for further research in this 
area, particularly with respect to implementation science, including the role of 
participatory processes in redressing shame and building shame resilience and resistance. Our 
work on the engagement of women with experiences of food insecurity critically examines the 
underlying structural determinants of food insecurity through a unique model of participatory 
food costing (Johnson et al., 2015; Monteith et al., 2019; Williams et al., 2012; Williams, 2014). 
The results indicate that the creation of a supportive environment that allows women to speak 
shame and experience empathy and connection contributes to capacity building at individual 
levels with the potential for positive impacts at the organizational, community, and systems 
levels within which women are engaged (Monteith et al., 2019; Johnson et al., 2015; Williams, 
2014). Consistent with our experience, the findings of this review suggest that sharing the 
intersecting lived experiences of food insecurity, shame, and stigma offers promise for building 
empathy among others and developing a collective resistance in broader society against the 
systemic injustices at the root of poverty. Given that “stigma affects us all [and] we are all 
vulnerable to the slow and insidious practice of dehumanizing others” (Tam, 2019, p. 5), this 
narrative review fills an important gap and points to a need to examine intersectionality with 
respect to food insecurity-related stigma. 
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