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“Way back when, didn't wanna know 

Way back when, I was on the ropes 

Winter time came, never had a coat 

Mummy doin' work, but the money always low 

 
… 
 

This the sound of a boy that was broke, and wasn't known 

All alone, got three four friends, but on his own 

Never P'd, I played out hard in these streets 

I know grief, I buried my brother at 15” 

 
(Young T & Bugsey, 4X4) 

 
 

 
Screenshot of Young T & Bugsy in St Ann’s. Extracted from:  

https://www.youtube.com/watch?v=3ZFqCXO2zKY  
4x4 Lyrics. Extracted from:  

https://genius.com/Young-t-and-bugsey-4x4-lyrics 
  

https://www.youtube.com/watch?v=3ZFqCXO2zKY
https://genius.com/Young-t-and-bugsey-4x4-lyrics


 

Abstract  
 
There is a growing appreciation for a broader social model of health, which places 

the movement from medical geography to the new health geography. Yet, academics still 

face theoretical challenges in explaining existing health inequalities in the UK (Kearns 

and Moon, 2002). A more holistic understanding of the reasons behind these 

geographical differences is necessary. This project argues that it is timely for health 

geographers to use the seldom-explored sociological theory of territorial stigma to 

understand how place gets ‘under the skin’ and influences the health outcomes of its 

residents (Wacquant, 2007; Pearce, 2012). Through in-depth interviews and focus 

groups with residents, this project outlines the way in which territorial stigma can 

influence health outcomes (1) by internalising within the individual, (2) influencing the 

negotiation of social capital, and (3) having a multidirectional impact on health-related 

investment processes in neighbourhoods. Although these three themes are by no means 

exhaustive, they incite an introductory discussion to the ways health inequalities are 

understood by lay people and how residents reflect on their broad sense of health and 

wellbeing in the context of a stigmatised community (Wacquant, 2007). This research 

will focus on St Ann’s in Nottingham as it provides an interesting case of a contemporary 

neighbourhood suffering from the demise of Nottingham’s textile industry during the late 

twentieth century, leaving traces of unemployment and a declining population. This 

investigation of St Ann’s aims to provide a new ‘jigsaw piece’ to the health inequality 

puzzle, exploring the themes of territorial stigma and health through an alternative lens 

within new health geography.  
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1 INTRODUCTION  
 

“It’s the people from West Bridgford and that who’s got a bit of money and stuff in 

their house [that] can afford to buy a bit better… that shouldn’t be nothing. It 

shouldn’t matter where people live and how much money they’ve got, we should 

all be equal, but living here in St Ann’s, I know that’s not how it is.”  

       (McKenzie, 2015a: 74)  

 
This vignette from a resident in one of Nottingham’s most impoverished neighbourhoods, 

St Ann’s, has incited my inquiry into the inequalities that exist in this city. As this quote 

demonstrates, this project aims to research inequalities in health, which differentially 

affect people in place. Health inequalities affect everyone in society, discriminating those 

of a lower socio-economic class more (Woodward and Kawachi, 2000). Thus, a 

geographical analysis is timely to understand the processes underpinning health 

outcomes of residents in stigmatised neighbourhoods. 

 

 1.1 Nature of Health Inequalities in Nottingham  
 
For the purpose of this project, health relates to the state of body and mind, and is not 

merely concerned with being free from disease or illness, despite the complexities around 

its definition. Health encompasses the notion of wellbeing, which relates to factors such 

as: one’s greatest sense of happiness; sense of fulfilment; meaning and purpose in life 

(Atkinson et al., 2016). Health inequalities are understood as the unevenness in 

individuals’ health and wellbeing outcomes along a social gradient. Not only does 

inequality concern health and wellbeing for poor people, but the rich and those in-

between may also be impacted by differences in power, income and services (Marmot, 

2010). These inequalities persist and are widening in Nottingham, in spite of 

improvements in overall population health (Frohlich and Potvin, 2008a; 2008b; NHS, 

2019). To extend beyond the current understandings of health inequalities, this project 

focuses on St Ann’s, a neighbourhood two miles from where I grew up, to provide an in-

depth analysis of the salience of territorial stigma in impacting residents’ experiences of 

health.  

 
St Ann’s is located in inner-city Nottingham, home to approximately 15,000 people 

comprising of an ethnically diverse population in which 50% are of non-white ethnicity 
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(ONS, 2018). The average life expectancy for men and women is around 68 and 76 

respectively, compared to the national average of 79 and 83 (McKenzie, 2015a). As one 

of the most deprived neighbourhoods in Nottingham, St Ann’s falls under the worst ten 

per cent Super Output Areas (of a population between 1,000 and 3,000 people) in 

England according to the Index of Multiple Deprivation ranking (NCC, 2015; highlighted 

in the circle in Figure 1.0). This level of impoverishment correlates with Nottingham’s 

employment and education indicators: in 2011, the city had the highest economic 

inactivity rate among local authorities in England and Wales (ONS, 2011). Within 

Nottingham, St Ann’s had the lowest neighbourhood attainment of students obtaining 

five or more GCSEs (NCC, 2017a).   

 

 

 

A dominant epistemology among industrialised countries is that income deprivation 

plays a fundamental role in influencing health inequalities (Marmot, 2003). In the 

Nottingham City Joint Health and Wellbeing Strategy Report for 2013-16, income 

Figure 1.0: Map showing the lndex of Multiple Deprivation of St Ann’s, Nottingham  
Source: https://www.nottinghamshireinsight.org.uk/d/136450  
 

https://www.nottinghamshireinsight.org.uk/d/136450
https://www.nottinghamshireinsight.org.uk/d/136450
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deprivation was the primary reason behind the significant ten-year difference in female 

life expectancy between those in St Ann’s and the more affluent area, Wollaton West 

(NCC, 2013). Given St Ann’s socio-economic status (SES), premature deaths from cancer 

and cardiovascular diseases were also at its highest level among Nottingham (NCC, 

2017a). Despite this vast body of quantitative data that illustrates the relationship 

between income and health, it is an inadequate analysis in understanding the UK’s 

persisting health inequalities (Marmot, 2003). This project uses a qualitative approach to 

explore the stigmatised nature of St Ann’s which contributes to a socio-environmental 

perspective of place that impacts health (Macintyre et al., 2002).  

 

1.2 St Ann’s: Living in the Demise of Textile Industrial Decline   
 
The historical context of St Ann’s is important when considering the ways in which the 

livelihoods of St Ann’s residents are shaped. During the nineteenth century, the lace, 

clothing and hosiery industries dominated Nottingham’s urban landscape which became 

central to the lives of the working-class (McKenzie, 2015a). This caused an influx of 

workers from areas across the UK and a subsequent surge in population and economic 

activity in Nottingham (Strange, 2007). This influx marginalised the proletariat 

workforce into slum dwellings in St Ann’s. Although residents were not physically bound 

to this place, St Ann’s became central for residents to conduct their everyday practices 

and retreat to their place of safety (McKenzie, 2015a). From the twentieth century, textile 

industries began to decline exacerbating the unemployment and poverty level among the 

working proletariat in St Ann’s (University of Nottingham, 2019). This economic decline 

continued to marginalise the poor from the rich in society into different geographical 

areas in Nottingham.  

 
Today, St Ann’s not only appears separate from other neighbourhoods by its poorer 

economic conditions; it is also culturally segregated where residents are living in a place 

vilified by its association with guns, gangs and violence. Residents have been challenged 

by this ‘pernicious idea of the feckless poor’ given their place of residence (McKenzie, 

2015b).  
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1.3 Aims and Objectives   
 

This project aims to investigate the salience of territorial stigma in perpetuating health 

inequalities in St Ann’s. Given the theoretical limitations of health inequalities within 

public health and social epidemiology, it is timely for health geographers to offer an 

alternative understanding to the geographical aspects of place that ‘gets under the skin’. 

Local knowledges require consideration as these geographical processes of place directly 

affect them. In order to explore this aim, the project’s objectives will be:   

 
1. To explore the notion of territorial stigma in the context of St Ann’s in Nottingham 

and to identify the intergenerational differences which exist in participants’ 

responses to such stigma.  

 

2. To discuss the pathways that explain how stigma of place can affect one’s health 

outcome, based on Pearce’s (2012) conceptual model of territorial stigma and 

health.  

 

3. To investigate residents’ self-reflection of their broad sense of health in a 

stigmatised community.  

 

The structure of this paper will draw on these research objectives, by first discussing 

current theories and limitations behind health inequalities (Chapter 2) before outlining 

and justifying the methods used to collect a catalogue of St Ann’s resident’s self-

reflections on their health (Chapter 3). Thereafter, the paper will explore three themes to 

discuss how territorial stigma of St Ann’s has affected the livelihoods of its residents.  
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2 GEOGRAPHY MATTERS: A (NEW) GEOGRAPHICAL 
APPROACH  
 
Health geographers are increasingly moving towards a ‘new’ health geography which 

reflects a broader social and spatial understanding of health. This emerged after research 

in medical geography came under scrutiny for its lack of theoretical and methodological 

integrity (Kearns and Moon, 2002; Bambra, 2011). The Whitehall Studies epitomised this 

movement during the twentieth century by investigating the social determinants of 

health (SDOH) among British civil servants. Following from these pioneering 

investigations, the Black Report published in 1980 incited increasing debate around the 

socio-environmental factors that influence health inequalities in the UK (Marmot, 2010). 

Theories of health inequalities are by no means exhaustive, but the following chapter 

explores the (neo)materialist and socio-cultural perspective as they are well-established 

in understanding health. The political economy approach will also be discussed 

throughout, but specifically in relation to territorial stigma. This research investigates the 

seldom-explored nature of geographical discrimination to provide a more nuanced 

understanding to neighbourhood inequalities. I suggest throughout that the notion of 

territorial stigma can be used to enhance our understanding of how ‘place gets under the 

skin’ (Pearce, 2012).   

 

2.1 Current Theories of Health Inequalities  
 
Neo-materialist  
 
Theorists who support the neo-materialist pathway to health often take an individualistic 

approach, in which health consequences derive from the class structure in terms of one’s 

SES (Bartley, 2016). Individuals on lower-incomes hold greater health risks as they have 

fewer opportunities and capabilities to access health-promoting resources, such as 

education, transport, and social care (Bambra, 2016). Livelihoods are also at risk from 

debilitating health conditions such as poor housing and an inadequate diet due to a lack 

of disposable income (ibid). Figure 2.0 shows the materialist pathways to health 

outcomes, in which factors such as exposures and the quality of education and 

employment can shape an individual’s SES, resulting in various health outcomes. 
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Although the Black Report (1980) suggests neo-materialism is a fundamental component 

in explaining health inequalities, the material income does not serve a plausible causal 

pathway, as measurements of health needs to be considered. Wilkinson and Pickett 

(2009) question the materialist approach for its over-emphasis on absolute wealth as the 

measure of health. Rather, they favour the notion of relative wealth which considers the 

social gradient in health where individuals compare themselves socio-economically and 

culturally in a highly stratified environment. This idea of positioning oneself against 

another individual relates to questions of self-worth, which can stimulate psychosocial 

stressors such as worsening mental health. Individuals can also conform to addictive 

consumption activities such as alcohol, drugs and gambling to cope with feelings of 

discrimination in society (Wilkinson and Pickett, 2018). Health is merely an issue of 

individual materials, but must consider individuals’ relation to others.   

 

Additionally, there has been an emerging emphasis upon the structural upstream 

pathway to health, which lends itself to the political economy approach. This responds to 

criticisms over the individualistic perspective in understanding health inequalities 

(Katikireddi et al., 2013). Structural factors include instances of financial crises, 

Figure 2.0: (Neo)material theory of health inequality, adapted from Lynch et al. (2000) Income 
inequality and mortality: importance to health of individual income, psychosocial environment, or 
material conditions in British Medical Journal, 320(7243), pp. 1200 – 1204.   
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(dis)investment of public services and the (under)provision of welfare to citizens, all of 

which are beyond the individual’s control (Bambra, 2011). Between 2010 and 2015, the 

Ministry of Housing, Communities and Local Government (responsible for budgets to 

boost local growth in England) has suffered its largest budget cut, losing over half of its 

funding. Factors such as urban regeneration, public services and community cohesion 

projects have thus been ill affected by austerity measures (Gray and Barford, 2018). The 

individual approach, therefore, should not be taken for granted as a complete 

understanding to health, as the material opportunities and health of individuals are 

influenced by wider structural factors.  

 
Socio-Cultural  
 

The contextual circumstances of vulnerable neighbourhoods also account into 

inequalities, underlining a socio-cultural understanding to health. This approach 

concerns the locality of place, considering the various socio-cultural and historical 

processes that influence individual decisions and health outcomes (Curtis and Jones, 

2008). Unlike compositional and contextual explanations of health which draw upon 

individual biographies and external structures within an area respectively, the socio-

cultural model recognises a collective approach in understanding health. For instance, 

children may be limited in accessing fresh air and exercising their physical and emotional 

wellbeing despite the availability of parks. This may be due to a collective assumption 

that the area is unsafe (Macintyre et al., 2002). This emphasises an anthropological 

approach in which shared values and interests within a community influence health. 

Duncan et al. (1996) emphasised this collective approach, identifying that the local 

characteristics of a neighbourhood played a role in increasing the frequency of smoking 

behaviours among its inhabitants. This socio-cultural approach, however, has its 

complexities as the negative health-behaviours in place can support emotional wellbeing 

through community participation (Kawachi, 1999). Involvement in risky health-

behaviours can posit young members to integrate more in their community, gaining 

greater internal status (Forbes and Wainright, 2001). A more meaningful assessment is 

required into the cultural processes of place to understand health, through which I 

explore the deviant sub-culture of gang communities in St Ann’s (Chapter 5).  
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Health inequalities are considered to be ‘wicked problems’, as it is difficult in 

understanding the causal pathways, in which there are no set solutions (Wistow et al., 

2015). I have outlined the complexities of comprehending health inequalities, in which 

health outcomes cannot be singularly theorised through one approach. This is not to say 

that theories should be favoured over others, but that they can work in conjunction to 

provide a more holistic understanding. An academic inquiry into health inequalities has 

not reached its end. The following section explores how neighbourhoods, socially 

constructed as places of slander, plays a vital role in affecting health outcomes directly 

and indirectly (Macintyre et al., 2002).  

 

2.2 Territorial Stigma as an Alternative Theory  

 
The theory of territorial stigmatisation is used within Marxist geography to explore 

the way people in stigmatised neighbourhoods are viewed as ‘broken windows’, in 

need of being cleared out and displaced. It thus provides a rationale for processes 

of gentrification, legitimising revanchism rather than introducing policies to tackle 

deprivation and inequalities (Kallin and Slater, 2014). This project, however, will 

use territorial stigma through a health geography lens as it is timely for 

geographers to collaborate with other disciplines to provide an integrated 

understanding of health inequalities. 

 
Territorial stigmatisation originated as a sociological theory, coined by Loic Wacquant 

(2007). It developed from Goffman’s (1963) notion of individual’s spoiled identity to 

ground stigma within place, providing an alternative spatial analysis. Wacquant (2007) 

describes how places are devalued and discredited by individuals and wider structural 

processes, disqualifying people from full acceptance by others in society. Keene and 

Padilla (2014) discuss the vilification of place as a process of spatial stigma, using the 

notion of ‘territorial stigma’ synonymously. However, ‘territorial stigma’, will hereby be 

used in favour of ‘spatial stigma’ as it is not just a particular fixed space that is subject to 

negative reputation; rather, the stigma of St Ann’s encompasses wider and ongoing 

processes in which space comes to be imagined and serves political functions (Storey, 

2017). Territorial stigma considers places as a material container that carry profound 
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emotional valences, where people collectively struggle to exert power over their built 

environment (Wacquant et al., 2014). 

 
Although there is an extensive body of literature around territorial stigma and the 

advanced marginality1, its relationship to health is not well-studied (with the exception 

of Tabuchi’s et al. (2012) work). Figure 2.1 demonstrates a conceptual model of territorial 

stigma and health, developed from the commentary works of Pearce (2012). Particularly 

with St Ann’s, this diagram provides a visual aid to understand the multifarious pathways 

that link stigma to health inequalities. This framework serves to demonstrate processes 

of territorial stigma intersecting with other established theories of health inequalities.  

 

 
 

                                                             
1 Under the context of post-industrial cities, advanced marginality is concerned with increasing 
levels of poverty against a backdrop of class inequality and spatial polarisation. It is the notion of 
territorial stigma that serves as one of the many properties that characterise advanced marginality 
(Wacquant, 2008: Chapter 8).  
 

Figure 2.1:  A conceptual framework to territorial stigma and health outcomes, developed from Pearce, J. 
(2012) ‘The ‘blemish of place’: stigma, geography and health inequalities. A commentary on Tabuchi, 
Fukuhara & Iso.’ In Social Science and Medicine, 75(11), pp.1921-1924. (Created by Author)  
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First, I refer to the ‘personal pathway’ as the ways in which poor reputation can 

internalise within the individual. Through a sense of shame and feeling a baggage of 

‘moral inferiority’, stigma can limit self-potential and damage physical and mental health 

(Pearce, 2012). Notions of inferiority limit the extent to which residents fulfil life chances 

in relation to social markers, such as job security and education. As Marmot (2015; 2010) 

describes the social gradient in health, residents in stigmatised neighbourhoods are 

positioned at the lower end of the gradient causing individuals to question and negotiate 

their self-worth. Individuals may resist the available opportunities as they are 

adjudicated as the ‘underclass’ in society, serving as a barrier for social participation 

(Pearce, 2012; McKenzie, 2015a). This relates to what Wacquant (2009) describes as 

processes of mutual distancing and lateral denigration, where residents participate in 

symbolically degrading their own place through distancing strategies to manage 

territorial stigma. For instance, residents dissociate by demonising the ‘faceless other’ as 

the ‘downstairs neighbours’ or the youths ‘doing drugs’ on the streets (ibid:68). 

Community solidarity, thus, is under threat from the stigmatising discourse attached to 

place. This individual perception also translates to strategies to protect themselves from 

stigma, such as concealing their address and retreating in their family sphere. Pearce 

(2012) relates this to psychological stressors, which can cause adverse mental health 

outcomes and increase cigarette and alcohol consumption as a strategy to cope with the 

stigma.   

 
Territorial stigma can also feed into health outcomes indirectly. The ‘social capital’ 

pathway is understood as the way processes of place entrapment and/or displacement 

can negatively affect community solidarity. Social capital was originally termed as the 

‘features of social organisation, such as networks [and] social trust that facilitate 

coordination and cooperation for mutual benefit’ (Putnam, 1995:67). Social 

epidemiologists have long-respected Putnam’s notion that low levels of social capital 

explain health inequalities, understanding social connectedness and attachment as SDOH 

(Muntaner and Lynch, 2002; Carpiano, 2006). However, health geographers have also 

critiqued his theory for undermining power imbalances created by class, race and 

gendered differences. By ignoring these axioms of difference, social capital is limited in 

offering a framework for social epidemiology as these constructs play a fundamental role 

in the cohesiveness and trust within communities (Muntaner and Lynch, 2002). Unlike 
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Putnam (1995) who looks at social cohesion of networks, Bourdieu (1986) focuses on the 

resources of networks. Bourdieu identified that power in obtaining these social resources 

is fundamental for individuals’ pursuit of profit and maintenance of social class position. 

Praised for his identification that social capital may be harmful to ‘outsiders’, health 

geographers advanced an understanding into the complexities of social capital to health 

(Carpiano, 2006). Portes (1998), thus, offered a new model of neighbourhood social 

capital for health that appreciates the plurality of social processes such as community 

participation and social ties, which can have both positive and negative consequences. 

From the works of Popay et al. (2003), social capital has taken form of supportive social 

relationships between neighbours and community spirit. In the context of 

neighbourhood discrimination, these served as defining characteristics of a ‘proper place’ 

to enhance one’s health and wellbeing. This research is among the few that identifies 

normative understandings of ‘proper places’ to live. However, explicit research into 

territorial stigma and health is required (Pearce, 2012).  

 

Lastly, territorial stigma incorporates the ‘political economy’ approach in understanding 

its influence on health. Stigma serves as a process which both drives and is driven by 

macro-level economic policies that subsequently impact local investment.  Territorial 

stigma is symbolically reproduced by right-wing think tanks, such as the Centre for Social 

Justice, to legitimise systematic disinvestment (Slater, 2015). Following a visit to the 

Glasgow suburb, Easterhouse, in 2002, the former Conservative Secretary of State for 

Work and Pensions Iain Duncan Smith piloted campaigns to redevelop the area, blaming 

residents for the physical dilapidation of these so-called ‘sink estates and no-go 

neighbourhoods’ (Guy, 2003:10). Today, Easterhouse has undergone a series of housing 

development projects to replace blocks of flats in attempt to remove the ‘urban blight’ 

(McCall, 2016; Gray and Mooney, 2011). As the discourse of territorial stigma remains, 

Wacquant et al. (2014:1271) describes how residents are influenced to perceive their 

neighbourhoods ‘as nests of social vitriol, vice, and violence’ actively seeking out policies 

which work against their own interest, such as welfare state retrenchment. Economic and 

political decisions can also be made to underinvest in stigmatised neighbourhoods, 

marginalising its residents further, creating new social divides (Warr, 2005a). Thus, poor 

social support and physical maintenance continues to inhibit health-opportunities for 
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residents, illustrating how territorial stigma and processes of the political economy can 

go hand-in-hand. 

 
In sum, more research is required to investigate the reputation of an area in having direct 

and indirect pathways to health outcomes, despite previous works from Pearce (2012) 

and other health geographers. The following chapter will explore how I employed 

methods to investigate this line of inquiry, through the case study of St Ann’s.  
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3 METHODS AND METHODOLOGY  
 

3.1 Why St Ann’s?   
 
St Ann’s has always been my second home in some respects. I grew up in a neighbourhood 

two miles away from St Ann’s where my family and I enjoyed visiting many of our friends 

in the Vietnamese community centre, which is the only operating centre in Nottingham 

(Johns, 2006). It was not until I moved from my comprehensive to an independently 

funded senior school, that I encountered conflicting views of the people who live in St 

Ann’s.  

 

Following a series of these informal conversations with non-residents, Figure 3.0 

demonstrates how dominant Google searches legitimise their views of St Ann’s as an anti-

social place. Using data from aggregate search patterns, vilified associations with St Ann’s 

can be identified, such as ‘crime’, ‘shooting’ and questions of the neighbourhood’s safety. 

 

   
 

 
 

Figure 3.0: Screenshot of ‘St Ann’s Nottingham’ in the Google search engine – Extracted on 11/02/19, 
14:32.Source:https://www.google.com/search?q=St+Ann%27s+Nottingham&oq=St+Ann%27s+Nottingham&
aqs=chrome..69i57j35i39l2j0l3.5119j0j1&sourceid=chrome&ie=UTF-8 
. 

 
 

https://www.google.com/search?q=St+Ann%27s+Nottingham&oq=St+Ann%27s+Nottingham&aqs=chrome..69i57j35i39l2j0l3.5119j0j1&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=St+Ann%27s+Nottingham&oq=St+Ann%27s+Nottingham&aqs=chrome..69i57j35i39l2j0l3.5119j0j1&sourceid=chrome&ie=UTF-8
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Compared to St Ann’s, Mapperley is one of the more-affluent neighbourhoods sharing the 

NG3 postcode (Figure 3.1). Here, contrasting neighbourhood views are noted in the 

‘relative frequency of which certain terms [such as ‘crime’] are searched for [more 

concerning St Ann’s, than Mapperley] in the search engine’ (DiGrazia, 2017:899). 

Negative representations of St Ann’s are also evident in online newspaper forums, using 

‘scaremongering’ language to portray the neighbourhood. The Nottingham Post, which is 

the local serving tabloid paper, has sensationalised events in St Ann’s by describing 

gunshots in the area as a ‘mystery’, suggesting all residents live in fear (Nottingham Post, 

2018a; 2019). This secondary source of data only sets the stigmatised scene of St Ann’s. 

The following sections will explore the use of interviews and focus groups to identify how 

residents reflect on the way their neighbourhood’s image impacts their health and 

wellbeing.    

 

3.2 In-depth Semi-Structured Interviews  

In-depth semi-structured interviews were the most appropriate primary source of data 

collection as they allow comprehensive narratives from St Ann’s residents to emerge. On-

site interviews enabled me to focus on the situated experience of living in St Ann’s, 

exploring the integrative processes in place (Cutchin, 1999). Here, ethnographic 

observations were used as a supplementary method, which are reflected in my field diary 

(Appendix 8.3). As this research concerns the difference that place makes to the public 

Figure 3.1: Screenshot of ‘Mapperley Nottingham’ in the Google search engine. Extracted on 11/02/19, 
14:38.Source:https://www.google.com/search?ei=Rx91XIiwH6Ko1fAPq4ehkA0&q=mapperley&oq=mapperley&
gs_l=psy-ab.3..0l10.1529.3624..5883...4.0..0.164.866.11j1......0....1..gws-
wiz.....6..0i71j35i39j0i131j0i67j0i10i67j0i10.VQAkCKZApaY  
. 
 
 

https://www.google.com/search?ei=Rx91XIiwH6Ko1fAPq4ehkA0&q=mapperley&oq=mapperley&gs_l=psy-ab.3..0l10.1529.3624..5883...4.0..0.164.866.11j1......0....1..gws-wiz.....6..0i71j35i39j0i131j0i67j0i10i67j0i10.VQAkCKZApaY
https://www.google.com/search?ei=Rx91XIiwH6Ko1fAPq4ehkA0&q=mapperley&oq=mapperley&gs_l=psy-ab.3..0l10.1529.3624..5883...4.0..0.164.866.11j1......0....1..gws-wiz.....6..0i71j35i39j0i131j0i67j0i10i67j0i10.VQAkCKZApaY
https://www.google.com/search?ei=Rx91XIiwH6Ko1fAPq4ehkA0&q=mapperley&oq=mapperley&gs_l=psy-ab.3..0l10.1529.3624..5883...4.0..0.164.866.11j1......0....1..gws-wiz.....6..0i71j35i39j0i131j0i67j0i10i67j0i10.VQAkCKZApaY
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and private lives of individuals, this personal form of interaction encouraged participants 

to reflect upon their and health in place (DeLyser et al., 2010).  

From June to September 2018, I conducted fourteen in-depth semi-structured interviews, 

lasting approximately one to two hours. Convenience sampling was used to save time and 

effort by approaching and asking volunteers of interest in charity shops and libraries 

(Hay, 2000). With help of the administrative staff at the St Ann’s Valley Centre (SAVC), I 

recruited participants who fit the criteria of living in or have lived in St Ann’s for at least 

six months. This was chosen as the minimum requirement as this allows sufficient time 

for residents to be familiarised with neighbourhood processes in place. More 

interviewees were recruited through the ‘snowballing technique’ where I made initial 

contact with a small group people to establish contacts with others (Hay, 2000).  

List of Research Participants (Appendix 8.1) 

Participant 
Alias  

Description  
(Permitted to Publish)  

Age Group  Methods Participated In  

Naomi Student 
Regular Member of CRS 
 

20-25 CRS Focus Group 

Alesia Student 
Volunteer at CRS 

20-25 Interview 
CRS Focus Group 

Kai 
 

Student 
Volunteer at CRS  
 

20-25 CRS Focus Group 

Riley  
 
 

Student 
Volunteer at CRS 

25-30 
 
 

Interview 
CRS Focus Group 

Pamela Retired pensioner 
 

50-55 Interview 
SAVC Focus Group 

Dianne Retired pensioner  
Volunteer at GirlGuiding Group  

50-55 Interview  
SAVC Focus Group 

Jane Former resident 50-55 Interview 

Cameron  Former resident  
Former gang member  

20-25 Interview 

Jeremy  Local councillor for the St Ann’s 
and Mapperley neighbourhood  
Former resident of St Ann’s  

40-45 Interview 

Roxanne Civil Servant for Nottingham City 
Council 
Long-term resident in St Ann’s  
 

25-30 Interview 

Michaela Regular Visitor at St Ann’s Advice 
Centre 

30-35 Interview  
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Richard Retired pensioner 
Long term resident 
 

60+ SAVC Focus Group 
 

Evelyn  Retired pensioner 
Long term resident  
 

60+ Interview 
SAVC Focus Group 

Leigh  Newcomer resident  
 

20-25 Interview 

Place matters in the context of conducting interviews (Elwood and Martin, 2000). The 

majority of interviews took place in public spaces such as the SAVC and local coffee shops 

for ease of access for both the participant and myself. This provided a secure and flexible 

environment in which the participant and I were able to leave the premises if necessary. 

Other interviewees invited me to conduct the interviews in their home, which created a 

sense of comfort, as the residents were familiar in their own personal environment 

(Sturges and Hanrahan, 2004). As I observed family photos and activity occurring out the 

windows, certain stories sparked memories for the participants allowing them to reflect 

on their lived experiences in St Ann’s (Elwood and Martin, 2000).  

At the end of each interview, I took notes of the key conversational points and reflected 

on my experience and the nature of the interview. I exchanged contact details to allow 

future communication to maximise clarification within the data if any uncertainties arose 

during the write-up. In order to supplement these interviews, which only provided 

individual responses to a set of questions, focus groups were also conducted. 

3.3 Focus Groups  
 
As this project aims to explore the intergenerational differences that exist in participants’ 

responses to stigma, two focus groups of different age cohorts (15-30 and 50+ years) 

were conducted lasting two hours each. These focus groups created a co-productive site 

of knowledge between the researcher and participants, in which residents who shared a 

mutual interest in the public concerns of St Ann’s felt comfortable in sharing their views 

(DeLyser et al., 2010). Conducting two focus groups of different ages proved useful in 

interrogating the multi-layered and complex meanings that people attributed to St Ann’s 

(Cameron, 2000). The age bracket of 15-30 was chosen, as this is a critical period in life 

where there are various turning points that shape life trajectories (Côté and Bynner, 

2008). The 50+ age group is also important to consider as they have experienced a longer 

life course; this provided richer data as they reflected on how past histories have shaped 
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their personal challenges today. Older residents may experience more critical periods 

that shape their health, opposed to those young who are yet to experience life in the 

neighbourhood; this underpins what Pearce (2018) discusses as the life course approach 

to health (Chapter 4.3). In gaining a more rounded understanding to these 

intergenerational distinctions, I acknowledge that a third focus group of participants 

aged 30-50 would enhance this research. However, difficulties were faced during 

recruitment of this age bracket as they reasoned their unwillingness to participate due to 

family and employment priorities. Nonetheless, the choice to conduct two focus groups 

was sufficient in identifying intergenerational differences in responses to territorial 

stigma.  

 
Focus groups were recruited through physical advertisements, where I posted marketing 

materials on community boards around the SAVC and local charity shops (Appendix 8.2). 

I chose to conduct the 50+ age focus group in an easy-access meeting room in SAVC as I 

was aware that some of the older participants have mobility issues. The 15-30 age focus 

group involved young residents of St Ann’s who regularly attend the Community 

Recording Studio (CRS). This is a registered charity organisation, which encourages 

socio-economically deprived young people aged between 8 and 25 to take part in music 

and art activities (CRS, 2016). Hereby, I refer the 15-30 and 50+ age cohort as the ‘CRS 

focus group’ and ‘SAVC focus group’ correspondingly throughout chapters 4 to 6. Like the 

interviews, both focus groups were recorded and notes were taken immediately after.  

 
Different coloured post-it notes were provided during each focus group, where 

participants were asked to write their views about St Ann’s. The green and pink 

correlated with positive and negative aspects of their neighbourhood respectively. The 

additional yellow post-it demonstrated what the residents considered as ‘home’, to 

prompt further discussion about their general living experiences in place. Thereafter, for 

those applicable, the post-it notes were positioned geographically on the Ordnance 

Survey map laid on the table for all participants to view and prompt discussion (Figure 

3.2).   
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The works of Thomas (2016) inspired this activity, who used GIS technology to explore 

how young members in a stigmatised town in Merthyr, Wales, reflected on their sense of 

health. This visual aid was beneficial in prompting discussion, especially when 

conversation drifted from the topic of territorial stigma. It also served as a reminder for 

participants to reflect on the neighbourhood-level aspects of St Ann’s. 

 

3.4 Data Analysis 
 
After all interviews and focus groups were completed, I transcribed the recordings. All of 

the transcripts were coded thematically, in which each identified theme used different 

colour codes (Appendix IV). Four themes were identified: (1) internalising the stigma, (2) 

negotiations of social capital, (3) the political economy and (4) resistance strategies to 

stigma. I have however only focused on the first three themes as they were more 

dominant, analysing the latter throughout the discussion chapters. A supplementary way 

of contextualising the data was through thematic networks. These are web-like 

Figure 3.2: Photograph of the post-it note activity during the SAVC focus group [Image taken on 
23/07/18 at the St Ann’s Valley Centre meeting room]  
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illustrations that helped to summarise the salient themes in the text (Attride-Stirling, 

2001; Appendix V). 

 

3.5 Positionality and Ethics 
 
Positionality  

 
Given the sensitive nature of this topic, the purpose of my research may be interpreted 

as invasive. At times, this created an unsolicited atmosphere by the community, 

particularly by the local councillors of St Ann’s given their role in protecting the interests 

of their local electorate (Smith, 2010). This was made evident as my identity as a student 

researcher was occasionally questioned. Despite initial challenges in recruitment, my 

‘insider’ identity as a long-term resident in Nottingham, who has grown up near the site 

of study, provided eased access to participants that may not otherwise have been 

available to ‘outsider’ researchers (Dwyer and Buckle, 2009). Thus, my ‘insider’ 

perspective allowed participants to share a level of trust and openness (Dwyer and 

Buckle, 2009). I am also considered an ‘outsider’ as I am not a member of the St Ann’s 

community; thus, participants were not hesitant to discuss topics in detail with the 

acknowledgement that I may not be aware of colloquialisms and local histories. 

Dependent on my relation to others, this dual ‘insider’/’outsider’ perspective related to 

the boundaries that defined inclusionary and exclusionary practices in research 

(Mohammed, 2001).  

 
The overall pool of participants was of a minority group in relation to class and race. The 

majority of participants stated they were members of the working-class, some of whom 

were ethnic minorities from Pakistan and Jamaica. As a second-generation Vietnamese 

immigrant living in a predominantly white neighbourhood, I instantly embodied the 

narrative of a colonial history, which shaped the way residents of ethnic minorities 

engaged with me (Butler, 2001). Although I remained neutral in listening to the views of 

participants, at times I was prompted to share my own experiences in Nottingham, which 

helped to build a rapport with the participants.  
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Ethics 
 
From the process of data collection to the write-up, many ethical procedures were taken 

into account as this particular study is around the sensitive topic of stigma and health. 

Information sheets and consent forms were produced to ensure participants were fully 

informed about the research purpose. Participants were made aware of their rights and 

signed an agreement to: record the interviews; use the data collected for further 

analytical research, and have the option to opt out of the study (Valentine, 2001; 

Appendix 8.2). I ensured confidentiality and anonymity, using pseudonyms in the final 

dissertation. Audio-recordings will be deleted a year after the interview to align with 

GeoSciences Ethics and Data Protection 2018 Law. With regards to health and safety, I 

took detailed steps in understanding the demands of participants, assessing the 

appropriate questions to probe and knowing when to stop, particularly among the young 

residents of St Ann’s. My personal safety was ensured by carrying a fully-charged mobile 

phone and also informing others of when and where the interviews and focus groups 

were taking place. Lastly, as my participants have kindly given up their personal time, I 

made it clear that the final findings can be sent to participants via email.  
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4 ‘Being St Ann’s’  
 
After drawing data from interviews and focus groups, the most dominant finding was the 

way in which territorial stigma internalised within the ‘body’ of the resident, through a 

feeling of shame and inferiority. As participants reflected on the way ‘outsiders’ perceived 

them, it shaped their own personal reflections on their position and identity in society. 

The notion of limited life chances was also highlighted where residents expressed 

feelings of defeat carrying a baggage of ‘moral inferiority’ (Pearce, 2012). This did not 

affect all participants in the same manner, as an intergenerational difference in responses 

to the stigma was identified. Older residents provided a nonchalant approach to the 

stigma compared to those younger who expressed greater concern. This chapter follows 

to discuss strategies of resistance to territorial stigma, feeding into the ways residents 

reflect on their broad sense of health.   

 

4.1 Internalising the Stigma 
 
From an outsider’s perspective, it soon became clear that residents expressed a sense of 

shame and rejection, particularly when resident Naomi related her living condition to 

pathogenic diseases. Exemplified through her conversation with a volunteer of the CRS, 

Riley, she discussed how:   

 

N: Everyone just reacts like you’re polio. People are just like ohhhh…[expressed 

distastefully]. Ya know what I mean, it’s so annoying! They pull that face and 

they make that [unpleasant] noise…   

 

R: Like judgmental? Like you’re gonna be a certain type of person?  

 

N: Yeah, they assume everyone from St Ann’s are all hooligans, hood rats, 

paigons, this and that.  

 

The poignant nature of this dialogue between Naomi and Riley cannot be ignored. For 

Naomi, it demonstrates how her emotional wellbeing has been threatened from 

outsider’s views. Rather than conceptualising a virus as something that you have, she 

described polio as a serious viral infection that “you are.” Her distinction between the two 
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is important when considering the way territorial stigma spoilt Naomi’s identity, where 

she essentially ‘became’ the disease, and so the problem. Bush et al. (2001) accounts 

similar findings that unhealthy characteristics of places, such as the polluted and ruined 

environment, are inscribed onto its inhabitants. A regular volunteer at CRS, Alesia, stated 

how it is difficult for ‘outsiders’ to dissociate “hood rats and paigons living on benefits” 

from social housing; this spoilt identity is difficult to be reversed (Goffman, 1963).  

 

The inability to eradicate or reverse the stigma influenced the way individuals negotiated 

their identity and interacted with others. At times, this undermined individuals’ health in 

terms of perceived powerlessness and psychological stress (Ablon, 1981; Sampson and 

Raudenbush, 2004). For instance, Naomi described the idea that:  

 

“you can’t distance yourself, [you have to] just live alongside it. If you live here, 

you can’t really get away from it. I think for other people, living here has 

affected their employment and stuff…” 

 

Here, Naomi referred ‘it’ to the socio-economic hardships of St Ann’s alongside the 

perceived negative image. The notion of powerlessness is exemplified by Naomi as there 

is nothing more she can do, but just “live alongside it”. This can impose an immobilising 

effect on health as residents found little solution in eradicating neighbourhood incivilities 

and stigma. For instance, one of the older participants, Dianne, made the decision to 

ignore the drug undertakings happening above her flat as she was “too scared ... ‘cos you 

don’t know what the repercussions are [if you report it]; you’d end up in shit if they find out 

who it was that snitched”. This best described the notion of ‘getting by’ (McKenzie, 2015a), 

in which Dianne sacrificed her wellbeing and safety, feeling powerless to take action. 

Pearce (2012) accounts similar conclusions in which residents feel emotionally and 

physically restricted to lead their lives in and across other neighbourhoods, living in fear 

of unacceptance by others in society. This power imbalance made the majority of 

participants feel disheartened as they came to a collective realisation that they could not 

challenge uncivil activities that are interconnected with territorial stigma. 
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During the CRS focus group, Kai commented on the embodiment of stigma, which 

followed a paramount agreement by other participants. He described how the poor 

health in St Ann’s: 

 

“is down to depression more than anything, mental health and coming from 

broken homes. It’s the dysfunction and approval [from ‘outsiders’ in society].”  

 

As Kai highlighted the importance of seeking approval by society, participants agreed 

developing a similar thinking; this demonstrates how social acceptance was fundamental 

for residents in St Ann’s to enrich one’s mental health. Potochnick et al. (2012) accounts 

similar findings in which social approval was key in shaping the psychological adaptation 

of Latino youth living in both urban and rural communities. This need for acceptance also 

relates to what Potochnick et al. (2012) describe as cultural-related stressors in which 

other people’s views and values validate individual feelings of self-worth. Thus, as 

residents are de-valued for their maligned place, this negatively affects individuals’ self-

esteem and thus mental health. In sum, the internalisation of stigma functions as a direct 

pathway in conceptualising the relationship between territorial stigma and health.  

 

4.2 “What’s the point?”: Limited Life Chances  
 

“It’s easy to pretend it’s not happening, what’s the point of talking about 

it, what are they gonna do?”  

 (Alesia, volunteer at the CRS) 
 
 
An indirect relationship between territorial stigma and health outcomes can be found 

through the discussion of limited life chances (Figure 2.1). Here, Alesia turned a blind eye 

to the vilification of St Ann’s, stating “what’s the point?”. This further supports the notion 

of powerlessness as she questions the worth of discussing territorial stigma. Though not 

explicitly, this excerpt denotes a mentality of hopelessness as she doubts the ability for 

‘outsiders’ to change their views, and improve the image of St Ann’s. As Alesia embodied 

a baggage of ‘moral inferiority’, she perceptually lowered her place in the social hierarchy 

(Pearce, 2012). This helpless mentality can render the capacity for people to participate 

in health-promoting opportunities such as employment, education and interpersonal 

relations as they undervalue their self-worth. Alesia demonstrated how outsiders: 
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“kind of look down on you. They don’t think you’re that much educated and 

that you don’t know that much stuff … people are like aw you’re from St Ann’s, 

it’s a sympathy thing … I’m like don’t.” 

 
“Look[ing] down” suggests how residents may assume ‘outsiders’ are people who 

perceive themselves as the superior and most knowledgeable group, making issues of 

territorial stigma inherently classist (McKenzie, 2015a; Slater, 2015). Here, Alesia speaks 

to the distinction between those higher and lower in the social hierarchy: this dates back 

to the literary works of writers such as George Orwell (1949), in which language played 

a powerful role in constructing people living in impoverished neighbourhoods as the 

‘underclass’. Associations of the ‘feckless’ and ‘dirty’ are some of the ways residents 

perceived themselves and are perceived by outsiders, marginalising them further in 

society (McKenzie, 2015b). For Alesia’s case, St Ann’s residents were suggested to have 

less cultural capital in the form of education and intellect. This denotes a psychosocial 

understanding in health where St Ann’s residents position themselves lower along the 

social gradient in health, as they hold fewer forms of health-promoting capital (Wilkinson 

and Pickett, 2009).  

 
“I remember when someone was moving, they put their St Ann’s address on 

the documents to hire a car, they couldn’t hire one because of the area … I’m 

not sure if it’s gotten better now.” 

(Pamela)  
 

Here, life chance opportunities are directly hindered by territorial stigma. As this resident 

was inhibited from hiring a car, this illustrates how exercising mundane tasks are 

restricted due to geographical discrimination. It is not merely the act of acquiring a car 

that is unjust under the context of stigma, but residents are also rendered from exercising 

health-promoting possibilities that come with driving, such as accessing new work 

opportunities outside the area. This reinstates Graham’s et al. (2016) findings that 

something as ordinary as a postcode alludes to limited life opportunities, such as 

employment. However, this is not to say living in St Ann’s completely strips residents 

from opportunities. For instance, when CRS offered “to take [young members] to London 

and places like that”, the younger participants felt a lack of worthiness to participate in 

these social activities. Rather, they chose to stay at home. Here, even the flustered nature 
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of the participants conversing with me, as an ‘outsider’, relates to what Wilkinson and 

Pickett (2009) discuss as ‘status anxiety’. This banal observation of their stuttered speech 

and closed-off body language demonstrates how residents experienced psychological 

stress, stating they had no desire to move out of St Ann’s. It is quintessential that we do 

not ignore limits to opportunities due to ‘ingrained class prejudice, inequality and 

stigmatisation’ of residents (McKenzie, 2015a:3). Despite such availability of 

opportunities, territorial stigma internalised to the individual, demonstrating negative 

effects on life chances, and in turn, health.  

 
 

4.3 The Intergenerational Difference in Responses to Stigma 
 

An intergenerational difference was identified in which the participants aged 50 years 

and above, were personally impacted the least by territorial stigma, as they revealed a 

nonchalant mentality. In response to questions of stigma, the following statements 

illustrate the casual mentality towards negative representations of St Ann’s,  

 
“It doesn’t faze me! That’s a really good question. Thank you for asking that. 
I never thought about it…”  

(Pamela)  
 
“If you’re looking at it from that point of view, I must be ranked really low 
down!”  

(Dianne)  
 
“Not at all. Everyone just accepted what they were…”  

 (Jane)  
 
It is interesting to note that Pamela appreciated the question of personal impact from 

territorial stigma as it indicates how these issues were not of greatest importance to the 

SAVC focus group. Going beyond this relaxed attitude to territorial stigma, Dianne 

expressively rejected ‘outsider’ views of St Ann’s as place of peril. As a resident in nearby 

Carlton, which I consider a harmless neighbourhood, I was surprised to hear Dianne 

expressing a greater sense of security where she “feels a damn right safer” in St Ann’s than 

she ever did when she lived in Carlton. These accounts contrast the views of the younger 

cohort, of whom expressed a greater emotional impact from their place of residence. The 

life course approach, described by Pearce (2018), contributes an explanation to the 

intergenerational difference in responses. The life course approach seeks to provide an 
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alternative understanding to ‘how early life or lifetime accumulation of events affects 

subsequent life chances through placing people in advantageous or vulnerable 

circumstances’ (ibid:1494). In this instance, the post-war period served as a critical 

period to the subsequent biography and life trajectories of older residents. On behalf of 

the SAVC focus group, Richard stated how “we had a major war behind us” in which socio-

economic hardships of the post-war period were implied. Thus, it was by no surprise that 

this critical period was more of a concern to Richard’s health, than the contemporary 

cultural issues occurring in St Ann’s. As Richard stated, “it’s a lot better now”. This is not 

to undermine issues of employment and education that challenge young members in St 

Ann’s today, but to highlight the life course approach in which health perceptions are 

culturally and historically shaped differently by individual biographies (Elder et al., 

2003).  

 
Many of the younger participants considered territorial stigma to be more of a concern. 

Often this was due to critical points in their life in terms of housing, education, and 

employment. Against this backdrop of territorial stigma, Cameron stated,  

 
“I realise I wasn’t getting as much education, and I wanted to better myself 

… I know that so many kids, like me, want to get out but feel like they can’t 

… I got the chance to get out, go to college, and uni cos I was white.”  

 
Compared to the SAVC focus group, Cameron emphasised the need for young people to 

“get out” and away from the negative processes happening in St Ann’s. Education was a 

critical period that young members valued. Younger members positioned their life 

chances relative to others, illustrating how various forms of capital are valued in excelling 

along this social gradient in health (Katikireddi and Dundas, 2017). Such 

intergenerational contrasts in responses must not be undermined as it highlights the 

complexities in which territorial stigma impacts health outcomes, dependant on 

residents’ position along the life course (Pearce, 2018).  

  

4.4 Resisting Strategies: The use of postcode ‘NG3’  
 
As participants revealed strategies to cope with territorial stigma, health-related 

indicators emerged in the findings, such as one’s mental stability of feeling a sense of self-

worth. Disassociating oneself from St Ann’s underpins what Pereira and Querirós (2014) 
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describe as the ‘subsistence sociability’ and ‘focused avoidance’. These are explanatory 

keys in understanding the hindrance of wellbeing to residents living in a similar 

stigmatised neighbourhood in Porto, Portugal. Among St Ann’s residents, micro-public 

sociabilities such as inviting friends and families to their homes were limited, as they 

undervalued their home’s sense of appeal. Michaela emphasised how ‘outsiders’ are “too 

posh for us” so she and her friends “just stay at home”, “keep to themselves” and “stay out 

of trouble”. This holds truth to Pearce’s (2012) argument that territorial stigma has an 

indirect pathway to debilitating one’s physical mobility, in which it is more common for 

residents to conduct their everyday menial tasks in their immediate vicinity, rather than 

venturing to further unfamiliar areas in Nottingham.  

 
Resisting strategies were not only articulated in the form of reduced micro-public 

sociabilities, but my findings also demonstrated how the CRS focus group over-

emphasised their musical and artistic talent to justify the self-worth of St Ann’s and its 

people. 

 

“D’you know how many talented people live here? And educated people! So 

many!”         (Naomi)  

 

“There’s so much talent! Me being here everyday, it’s crazy ‘cos they’ve got 

so much to do. We’ve got Young T & Bugsey, they started here and was here 

two, three times a week. They’re signed artists, so they’re always doing bits 

… People from St Ann’s can actually make it!!”    

         (Alesia)  

 

Young artists and former St Ann’s residents, Young T & Bugsey started their musical 

careers in the CRS, who have sought to overcome the stigma of living in this 

neighbourhood, through the form of collective voice (Pereira and Querirós, 2014). The 

collaborative works of these artists, ‘determined to see their home city get the shine it 

deserves’, exemplifies this collective voice approach to inspire others to use music as a 

political canvas to challenge this stigma (Horner, 2017). In contrast, older residents 

resisted territorial stigma through an individual voice strategy (Pereira and Querirós, 

2014). As residents conversed with ‘outsiders’ about their place of residence, feelings of 
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self-consciousness emerged around the ubiquitous question of ‘where are you from?’. As 

Evelyn stated,  

 

“people used to say, “oh gun city” when you say Nottingham. If anyone asks 

where you live, I always say Mapperley because it’s got NG3 as the postcode … 

it’s the posher area.” 

 

The fact that Evelyn identifies her place of residence as Mapperley instead of St Ann’s in 

conversation with ‘outsiders’, indicates to the way she distances herself from associations 

with a “gun city”, helping to feel less denigrated in society. It serves as a means to resist 

and distance oneself from the poor reputation of St Ann’s, relating to how geographical 

referencing is used in a classist way (Kallin and Slater, 2014). Airey (2003) accounts 

similar findings in her study of women who used language to distance themselves from 

the neighbourhood incivilities of the stigmatised area in Edinburgh. These resisting 

strategies reveal how residents in stigmatised communities, like Evelyn, conveyed a 

sense of shame through the concealment of their address (Pearce, 2012). In sum, my 

findings illustrated how St Ann’s got ‘under the skin’ of its inhabitants, which negatively 

affected the mental and emotional health of residents who negotiated their sense of 

worth and thus wellbeing.  
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5 Negotiating the Notion of Social Capital  
 
There is a large body of evidence among modernist theorists like Newman (1972) that 

social housing estates ensues a magnitude of criminal activity. The following chapter, 

however, will challenge this assumption as participants identified positive aspects of life 

in council estates to their health, in reference to gang communities. My findings thus 

demonstrate how the ‘brotherhood mentality’ explains how social capital can be 

beneficial to health and inequalities. Nonetheless, I also identified how a strong 

community translated to exclusionary practices that came to ‘other’ neighbourhoods. 

These findings, thus, demonstrate the complexities around social capital in health 

research (Portes, 1998).  

 

5.1 The ‘Brotherhood’ Mentality  
 
Although it was only a small number of residents who had associations with gangs in St 

Ann’s, the prevalent notion of the ‘brotherhood’ mentality cannot be ignored. This 

research does not advocate the uncivil activities that emerge from gang affiliation; 

however, it is important to note the positive aspects that came to the fore by participants. 

Through the narrative of a former gang member, Cameron, my findings demonstrate how 

stigma has encouraged an increase in social capital as residents come closer together 

against the backdrop of societal disproval. Cameron is currently a 21-year-old university 

graduate who joined one of the gangs at the age of 9, and subsequently left the gang as he 

wanted to succeed in attaining his GCSEs. Gang involvement is widespread among the 

youthful population with a total of five gangs in Nottingham; two of which are located in 

St Ann’s, informally named the ‘Brewsters Crew’ and the ‘Chase Man’ (Capital FM, 2012). 

For many young members in St Ann’s, it was the importance of having a social network 

that brought emotional and material support to Cameron’s life. He states,  

 
“when I was at school at the age of nine, I joined the gangs. So, I hung around 

with them and did what they say … it’s not like an initiation, but you have that 

brotherhood mentality. And ‘cos you’re doing things for the gang, the elders will 

look after you.” 
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This incites discussion to the social arrangement that gang membership entails in St 

Ann’s. The notion of social support and care emerged where there was a dominant 

cultural belief that “the elderly will look after” individuals if they become members of gang 

community. This reinstates Wijnberg and Green’s (2015) claim that the need for esteem 

and belonging is met in gang communities, where young people feel protected against the 

stigma discourse. This protective nature serves as one of the collective resources of 

groups where individuals can procure health benefits (Carpiano, 2006). Although youth 

deviance puts communities at risk from violence (Gunter, 2017), my participants 

suggested how gang communities in St Ann’s must be re-valued as a positive factor to 

members’ health and wellbeing.  

 

Enforcing police surveillance and separating gang communities serve as civic rationales 

to ‘catch young people before they go down the wrong path’ (HM Government, 2018:7). 

This was reinstated by Pamela, in which “there was a purge where [the police] got rid of 

these people, [moving them] out [whilst] new ones just come in with the same problems.” 

Thus, the strategy to remove gangs can instead have adverse effects. The following 

excerpt highlights the need to critically engage with these stringent policies in tackling 

youth crime, questioning the effectiveness of restructuring gangs.  

 
“[Once a member is] separated from their original gang [it becomes] way more 

dangerous. One of my mates had to go to Strelley which was Bad Breed (another 

gang in Nottingham) and he was by himself with no protection or anything. By 

breaking up a gang, it makes it worse for them ‘cos they are now alone.”  

(Cameron)  
 
This notion of isolation requires contemplation. Cameron made it clear that staying 

emotionally and physically close to their friends and family was important in promoting 

their sense of happiness in life. ‘Gangs do not always [have to] revert to violence’; 

belonging to a social group where older members can educate and enlighten the younger 

members can reduce crime and thus improve the livelihood of St Ann’s residents (Walsh, 

2011). Thus, the consequences of separating gang members from each other relate to the 

way individuals value membership of social groups in place, to pursue their sense of self 

(Fong et al., 2019). Cameron expressing the importance of belonging to his former gang, 
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mirrors Fong’s et al. (2019) work of the social identity approach, which has come to 

improve the psychological wellbeing of marginalised individuals in neighbourhoods.   

 

This strong social network, however, posed challenges for members who wanted to leave 

the gangs. For Cameron, he “knows too many things” about the gang where he fears he 

“could have a knife at the back of [him]” for leaving. He described how the ‘brotherhood 

mentality’ driven by stigma turned malicious, in which an ever-tighter social network 

created a distinctive boundary between him and the gang community. The following 

quotes from participants associated with gang communities, seek to demonstrate the 

difficulties and consequences of “getting out” of gangs, and distancing oneself from the 

‘brotherhood mentality’.  

 

“I left the gang, which then led me to be bullied by them … I got my nose 
broke, I got my head stomped into a toilet, like yeh I got choked everyday”  
                          

        (Cameron)  
 

“Even if you can change from being a bad person to a good person, you’ll still 

get judged and I think that’s the hard part for them.” 

(Alesia)  

 
Here, notions of community belonging plays a damaging role to health and wellbeing, 

highlighting the complexities of the social capital approach in understanding health 

inequalities. Participants in the CRS focus group expressed how they, at times, feel 

trapped in St Ann’s. For Naomi, her anger and frustration was encapsulated as 

Nottingham felt “too small” a city to live in, making it hard to feel free from judgement 

and “go out [and] be unseen” by people. Within this strong community, a suffocating 

nature can be identified adversely impacting young people to feel entrapped in their place 

of residence, wanting to move but find they cannot. This relates to what Smith and 

Easterlow (2005) describe as ‘selective entrapment’: a powerful force imbedded in the 

emotions and imaginations of residents, making it difficult to distance oneself from 

health-damaging places. People increasingly felt disempowered adopting a ‘stick-here 

mentality’ as the viscosity of residents staying in place thickens (ibid). In Naomi’s case, 

disempowerment was experienced through a lack of freedom, which she stated, “I just 

wanna leave the country but can’t ‘cos of money”. As a result, her wellbeing was put at 
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further risk in which she continues to be attached to St Ann’s where people experience 

ill-health. The positive aspects of the ‘brotherhood mentality’ was reversed for Cameron 

as he now “want[s] a fresh start and not have too many skeletons in [his] closet”, but 

struggles to do so given his previous gang affiliation. Here, territorial stigma has its 

complexities where some residents felt pressured to maintain strong social networks, 

which translated into positive and negative aspects to health.  

 

5.2 Local Inclusion and Social Exclusion of the ‘Other’  
 
This following section further demonstrates the social capital approach in which an 

indirect link between territorial stigma and health is identified. My findings show how 

processes of local inclusion and social exclusion of the ‘Other’ impacted health outcomes.   

Under the discourse of territorial stigma and judgment from ‘outsiders’, local inclusion 

was expressed as many of the older participants described how they confide in social 

events and volunteering opportunities to keep up the neighbourhood charisma. Pamela 

and Dianne motivate themselves to participate in the ‘University of the Third Age’2 

(U3As) to learn different subjects and socialise. This incentive to play an active role in the 

community promotes psychological and physical health as these social relationships 

promote interaction and physical engagement (House et al., 1988). Dianne is a retired 

volunteer at the local GirlGuiding Group who currently uses a walking stick. Despite these 

physical ailments in addition to the stigma imposed on her identity, she valued U3As as 

it promotes her health, stating “it gets [her] out the ‘ouse and active.” This supports the 

well-established body of evidence that demonstrates a strong correlation between social 

relationships and health (House et al., 1988).  

 
Young adults also shared this positive attitude towards community engagement, 

emphasising an emotional attachment to place and its people. For instance, Roxanne has 

lived in St Ann’s her whole life with her family also residing for many generations. This 

historical rootedness tied to place illustrates how amongst all the “wrongs that come with 

St Ann’s”, it was the existence of family and the stories that came with St Ann’s that served 

as a health-promoting resource (Eyles and Williams, 2008). She humorously exclaimed 

                                                             
2 The Nottinghamshire Network of U3As is a “self-help organisation offering older people no longer 
in fulltime employment the opportunity of lifelong learning within a friendly and sociable 
framework” (Nottinghamshire Network of U3As, 2019). 
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that even if she “won the lottery, [she] would buy a [house] in St Ann’s and live where [she] 

is today 100%” given that all her friends and family live in the area. Eyles and Williams 

(2008) account similar findings in which people reason their desire to stay in place, as 

emotional attachments superseded the physical hardships.  

 
In the context of territorial stigma, St Ann’s residents also reflected on how they come 

together to socially exclude ‘outsiders’. Older participants ridiculed and ‘othered’ 

inhabitants of the more-affluent West Bridgford as being rich people of the ‘Bread and 

Lard Island’3. I was made aware that every neighbourhood has its own discriminative 

reputation, in which the residents of St Ann’s unified in their beliefs to distance 

themselves from others. The idea that each neighbourhood has their own identity relates 

to Goffman’s (1963) notion of group identity stigma in which participants found difficulty 

in distancing from the contagious and entrenched views of their own and other places of 

residence. Young members found comfortability confiding in each other who shared 

similar identities, of race and class in particular. For instance, the majority of residents 

agreed with Kai, that many want to “stay in St Ann’s for the rest of [their] lives”. Alesia was 

quick to refute this claim and prompted the boys to discuss their future prospects. The 

majority gave a low-spirited response in which some stated they would live in similar 

post-industrial cities like Birmingham and Sheffield, whilst others simply shrugged their 

shoulders, reluctant to give an answer. This nature of conversation mirrors Warr’s 

(2005b) research in social capital, where few people felt the desire to bridge networks 

that extended outside their own neighbourhood and identity. As St Ann’s continues to be 

stigmatised, residents reflected on how they socially excluded from informal networks; 

this supports the notion that social capital with all its multi-layered dimensions, have a 

significant impact to individual’s emotional health (Rose, 2000).   

                                                             
3 In Nottingham, West Bridgford is one of the more-affluent neighbourhoods, which is often 
nicknamed “Bread and Lard Island” in the belief that inhabitants prioritise their spending on luxury 
items like fur coats, so they can only afford bread and lard at home (Arnot, 2006).  
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6 Political Economy: “it’s all about the government influence”  
 
This chapter discusses the common finding that territorial stigma and processes within 

the political economy share a multi-directional link, affecting health inequalities in St 

Ann’s (Figure 2.1). Although Chapter 2 discussed the political economy theoretically, this 

chapter will explore how residents directly discussed this through their livelihoods living 

in the demise of the 2008 financial crisis, which has undermined their health and 

wellbeing. My findings show how territorial stigma has legitimised political and economic 

decisions for underinvestment in St Ann’s, and in return has further exacerbated issues 

of geographical discrimination.  

 

 

 
 
 

 
 

Figure 2.1:  A conceptual framework to territorial stigma and health outcomes, developed from Pearce, J. 
(2012) ‘The ‘blemish of place’: stigma, geography and health inequalities. A commentary on Tabuchi, 
Fukuhara & Iso.’ In Social Science and Medicine, 75(11), pp.1921-1924. (Created by Author)  
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6.1 2008 Austere Times  
 
After the 2008 financial crisis, the UK experienced its largest budget deficit since 1945 

(Gardner, 2016). In response, tight austerity measures were implemented in 2010 as the 

UK’s dominant fiscal policy, which has subsequently affected local governments in their 

financial management (Oxfam, 2013). In Nottingham alone, funding was cut by over 

£100m (McKenzie, 2015a). Nottingham has additionally faced a significant cut in their 

government grant by a half, reducing the sum of money awarded to local schemes that 

aim to improve the mental and physical health of Nottingham’s young people (NCC, 

2017b). The majority of participants emphasised how they continue to suffer from the 

financial crisis, particularly from underinvestment of public services. For instance, local 

councillor, Jeremy, told me: 

 
“the most pressing issue in St Ann’s is effectively the disinvestment in public services 

that so many people need and what people in the area rely on. When the 

government cuts funding in the way they do, it makes getting benefits so difficult 

[and] it effectively reduces the real income of so many people. Those are the big 

picture issues. Those are the issues that ultimately have [a health] impact [in terms 

of] support services, policing, help and advice, voluntary organisations that work to 

help people and create community spirit. It’s all about the government influence.” 

 
‘Government influence’ concerns upstream structural factors, such as macro-economic 

forces of investment and employment, which shapes the health of individuals 

downstream (Bambra, 2011). Cuts in the police force, for example, posed a dominant 

concern among participants, who believed this was the reason for the recent rise in knife 

crime convictions, increasing the notion of fear and vigilance of residents (Pittam, 2018). 

Cameron stated how he always “has to watch [his] back” and “make sure [he] is looking 

carefully” when walking home from his nightshift at the city centre nightclub. This 

demonstrates how upstream factors, in this case, the authority’s decision to reduce the 

police force, has negatively influenced Cameron’s emotional wellbeing as he feels a sense 

of insecurity.  

 

This is not to say investment is wholly absent, which is what Pearce (2012) suggested; 

local authorities have attempted to improve the neighbourhood through new housing 
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developments. As I conversed with Cameron, he highlighted that the current priority of 

local investment is in private housing in which territorial stigma has been used as a tool 

to legitimise these processes.  

 
C: The council were trying to make [St Ann’s into] a Wollaton version.  
 
P: What do you mean by that?  
 
C: If you look at Wollaton, it’s full of rich people. Beautiful houses. [The council] 

tried to make [St Ann’s] beautiful. They knocked down two council estates, and 

built private houses. If you go to Brewsters where it’s full of gangs … across the 

street [you see] a beautiful American style street with rich cars and everything. 

So, they’re trying to knock down council things, and build up houses where the 

pubs were. Everyone’s buying them. It’s not gated up, but honestly like… I don’t 

see any of the gangs walking up the street anymore.  

 
This neighbourhood investment was not considered beneficial as Cameron’s narrative 

suggests how the livelihoods of current residents have been interrupted. Private housing 

investment has subsequently marginalised council estate residents away from 

community spaces such as the streets and pubs. For Dianne, she expressed how “there 

are too many student houses being built [and] not enough investment in this 

neighbourhood. Investment is only for the students.” I noted her frustration and sadness as 

she explained the story of her daughter who was displaced from her home in St Ann’s into 

another social housing complex in Carlton, due to pressures from student housing. This 

narrative was used to blame the extensive investment in student housing that reduced 

the ability for local residents to move in and around social housing in St Ann’s. This 

frustration feeds into the way territorial stigma undermined Dianne’s emotional 

wellbeing, as she felt powerless within this structural system; this relates to processes of 

internalising the stigma as aforementioned in Chapter 4.1.  

 

Additionally, Cameron “finds it stupid [that] these kids are dying for land that’s not even 

owned by them” in which people are stripped from their ability to contest against council 

plans. He powerfully expressed rage towards the economic and political structure, stating 

“it’s the council’s fucking estate [who own the] property, land and everything and people 

are dying for it.” This strong language of death should not be undermined as it plays a 
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fundamental role in demonstrating the emotional wellbeing at threat from structural 

processes happening beyond the individual’s control. Despite how participants contested 

against investment in private housing and the subsequent neglect in retail, local 

councillor Jeremy provides an interesting counter-argument, stating that:  

  
“over a period of time, those shops will become unviable… my suspicion is 

[that] shops in those locations aren’t likely to survive. There’s relatively 

low demand and people can go to the city … the reality is people vote with 

their feet.”   

 
This excerpt illustrates the contested debate between stakeholders such as the residents 

and the local council, to prioritise different types of investment. Thus, it is no surprise 

that complexities around tackling health and inequalities of St Ann’s is due to differing 

priorities in which Jeremy stated, “there’s only so much you can do” with “the council 

[having] £200m effectively cut out of its budget since 2010.” These findings demonstrate 

how territorial stigma and austerity measures since the 2008 financial crisis go hand-in-

hand in impacting the livelihoods of its residents.    

 

Participants also believed that territorial stigma was exacerbated by disinvestment. They 

blamed the neighbourhood neglect for the continued issue of place discrimination as 

Evelyn alludes to the current issues of community and stigma in place:  

 

“since they built the [SAVC], all of those services just closed down … I know St 

Ann’s has this bad publicity but when we were kids, I remember going to the park 

[to] play. And now, there’s nothing! No shops, no people.” 

 

As Evelyn reflected on the historical changes in St Ann’s since the 1970s, a sense of 

nostalgia came to the fore as she spoke about the contemporary social challenges of 

a lost community in the context of local disinvestment. She compares this neglected 

neighbourhood to the St Ann’s she once perceived as “absolutely brilliant” after the 

mass redevelopment project in the 1970s that occurred in response to the slum 

clearances. This re-development project sparked a contentious debate between 

residents who benefitted from an upgraded home in St Ann’s, and those who were 

displaced (Johns, 2006; Nottingham Post, 2018b). Evelyn herself valued this project 
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as it invited plentiful shops and pubs that attracted people for work and leisure; this 

emotional attachment to place has thus shaped her displeasure with current 

processes of disinvestment, negatively impacting her sense of wellbeing (Eyles and 

Williams, 2008). “It’s a shame that we don’t have many shops here now [because] 

people might think there’s no need here”: here, Evelyn suggested the lack of 

investment and maintenance in St Ann’s may reason the reluctance for ‘outsiders’ 

and potential investors to enter this perceived ‘ghettoised’ and ‘no-go’ zone (Slater, 

2015; Pearce, 2012). This stigma continues to disconnect residents from the rest of 

society (Reay and Lucey, 2000), which can be evidenced from my reflections as an 

‘outsider’: 

 

Here, my fear and anxiety highlights the role of neighbourhood neglect in shaping 

my wellbeing in place, as I felt threatened by the atmosphere. At times, this 

entrenched my view of St Ann’s as a place of neglect. This echoes Chapter 4.1 in the 

way that outsiders’ perspectives, like in the account above, make residents such as 

Evelyn feel saddened by their place of residence. Consequently, these structural 

forces of investment and maintenance are salient in influencing people’s values of 

St Ann’s, contributing to further processes of geographical discrimination (Wallace 

and Wallace, 1990). Overall, this chapter has demonstrated the complexities around 

territorial stigma and practices within the political economy in influencing each 

other, and thus shaping the livelihoods of those in St Ann’s. This complex 

relationship was revealed by residents, such as Cameron and Evelyn, who reflected 

on their emotional valences around the fiscal management of St Ann’s.  

 

 
Extract from Field Note Diary: 17th July 2018, 12:34 
 
As I was half an hour early to my first interview with Evelyn, my mother kindly drove 

me around St Ann’s to see the houses and facilities. Although I considered myself 

familiar with the area, I was surprised to see the modern SAVC building positioned 

against the surrounding neglect. I was unexpectedly faced with a quiet and 

unnerving place, lacking atmosphere and people. Thus, I asked my mother to stay in 

the car as I interviewed Evelyn so I could leave speedily if necessary.  
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7 CONCLUSIONS  
 

7.1 Concluding Remarks  
 
It is clear that efforts have been made by local communities and governmental bodies to 

improve the overall population health of Nottingham (NCC, 2017b). However, St Ann’s 

and its residents continue to face health challenges, such as having the lowest life 

expectancy compared to the Nottingham average. In identifying this, this research takes 

a geographical approach in exploring the salience of territorial stigma as a way of 

impacting the health outcomes and inequalities experienced by residents. This has served 

to offer an alternative understanding of health inequalities that are currently scrutinised 

for their methodological and theoretical inadequacies. This research has by no means 

aimed to replace or undermine other theories; rather, it has found that the health 

inequality ‘puzzle’ is grounded upon deeper historical and cultural foundations, to which 

research should focus more upon socio-environmental perspectives of place. This builds 

on the idea that tackling health inequalities is a ‘wicked’ problem, difficult to understand 

and solve (Petticrew et al., 2009). Through a qualitative approach, this research has 

gained an in-depth analysis of how St Ann’s residents of different age groups reflect on 

their broad sense of health in the stigmatised community.  

 

Through an evidence-based approach, the findings outlined how territorial stigma 

internalised the body of the resident to ‘become’ the maligned place of St Ann’s. Residents 

experienced a sense of shame and inferiority, in which they positioned themselves lower 

along the social gradient in health; thus building upon the psychosocial understanding of 

place and health. Despite the intergenerational difference in responses to stigma, 

geographical discrimination nevertheless played a significant role in influencing the 

mental and physical health of residents who adopted resisting strategies. Health, 

however, was not entirely impacted negatively by territorial stigma as it served to 

promote social capital among residents. This translated to the ‘brotherhood mentality’, 

in which member affiliation with gangs enhanced emotional wellbeing through a sense 

of belonging in the community, despite the backdrop of societal disproval. Nonetheless, 

complexities around territorial stigma persisted as social capital also influenced 

exclusionary practices to ‘outsiders’ that marginalised residents from other members in 

Nottingham. This research concluded its findings by identifying the importance of stigma 
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in shaping upstream factors, which I referred to as the political economy approach. As 

territorial stigma and processes of macro-level economic policies went hand-in-hand, a 

combination of private housing priorities and a subsequent underinvestment of health-

promoting services undermined the health and wellbeing of the neighbourhood and its 

residents. It is the notion of territorial stigma, among other theories, that establishes the 

complexity in tackling health inequalities. This research is only a starting point, which 

should invite further research into territorial stigma as a salient model in understanding 

health. 

 

7.2 Avenues for Further Study  
 

Limitations of this study must be accounted, some of which have been addressed in 

Chapter 3 regarding a gap of 30-50-year-old participants in a focus group. In terms of 

research in its entirety, three themes have been identified which conceptualised the 

relationship between territorial stigma and health inequalities. Undertones of race and 

gender were at times, identified in interviews, which would enrich discussion to the 

complexity of health inequalities. Nevertheless, this project found that residents 

discussed territorial stigma in a predominantly classist way. I therefore have analysed 

the most prominent themes through issues of health in a socially stratified environment, 

which were collated from the data.  

 

The methods used in this study could be similarly conducted in a more-affluent 

neighbourhood in Nottingham, such as West Bridgford and Wollaton, given that health 

inequality concerns differences in opportunities between all people in society. This 

comparative study would provide a more holistic understanding of the impacts of 

territorial stigma to all those involved. However, this research values the depth of its 

findings, over a broader overview as processes of territorial stigma and health are 

geographically and contextually situated. Thus, in-depth interviews and focus groups 

have been conducted to exclusively value inner-city voices of St Ann’s residents under 

the context of geographical discrimination. 

 
Current understandings of health inequalities point to theories such as the neo(material) 

and socio-cultural approach. However, theoretical complexities and limitations 

legitimises the timeliness for health geographers to explore alternative and 
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supplementary understandings to health (Pearce, 2012). This project has contributed to 

a cross-disciplinary approach, bridging the gap between urban sociology and health 

geography. Among similar studies, this research has provided a fresh insight in health 

geography, which has considered the relationship between growing inequalities and 

intensified stigmatisation in everyday life and public discourse (Wacquant, 2008). As Kai 

states, poor health is “down to depression than anything, mental health and coming from 

broken homes. It’s the dysfunction and approval.” If lay perspectives, such as Kai are 

considered, our understanding of tackling health inequalities can redirect policies 

concerning inequalities and thus improve the livelihoods of residents living in 

stigmatised communities.   
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8 APPENDICES 
 

8.1 List of Interviewees 
 

 

 
 

Participant 
Alias  

Description  
(Permitted to Publish)  

Age Group  Methods Participated 
In  

Naomi Student 
Regular Member of CRS 
 

20-25 CRS Focus Group 

Alesia Student 
Volunteer at CRS 

20-25 Interview 
CRS Focus Group 

Kai 
 

Student 
Volunteer at CRS  
 

20-25 CRS Focus Group 

Riley  
 
 

Student 
Volunteer at CRS 

25-30 
 
 

Interview 
CRS Focus Group 

Pamela Retired pensioner 
 

50-55 Interview 
SAVC Focus Group 

Dianne Retired pensioner  
Volunteer at GirlGuiding Group  

50-55 Interview  
SAVC Focus Group 

Jane Former resident 50-55 Interview 

Cameron  Former resident  
Former gang member  

20-25 Interview 

Jeremy  Local councillor for the St Ann’s 
and Mapperley neighbourhood  
Former resident of St Ann’s  

40-45 Interview 

Roxanne Civil Servant for Nottingham City 
Council 
Long-term resident in St Ann’s  
 

25-30 Interview 

Michaela Regular Visitor at St Ann’s Advice 
Centre 

30-35 Interview  

Richard Retired pensioner 
Long term resident 
 

60+ SAVC Focus Group 
 

Evelyn  Retired pensioner 
Long term resident  
 

60+ Interview 
SAVC Focus Group 

Leigh  Newcomer resident  
 

20-25 Interview 
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8.2 Appendix 2 – Data Research Logistics  
 
PDF of Focus Group Recruitment Marketing Material  

 
PDF of Information Sheet  
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PDF of Interview Consent Form 
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PDF of Focus Group Consent Form 
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8.3: Appendix 3 – Data Materials and Analysis  
 
Example of a field note diary entry 
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Example of an interview transcript with coded analysis 
 

Key for Coding Thematically: 
Internalising the Stigma 
Social Capital  
Political Economy  
Other / i.e. resisting the stigma  
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Examples of Thematic Networks and Analysis 
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