Steven: Hello, and welcome to the Inequality Podcast. I'm your host,
Steven Durlauf, the Director of the Stone Center for Research on
Wealth Inequality and Mobility. Thanks for joining us.

Geoff: Welcome to another episode of the Inequality Podcast. I'm Geoff
Wodtke, one of the Associate Directors of the Stone Center and a co-
host for the podcast. I'll be talking today with Steven and our guest,
Professor Michael Esposito, who studies population health and racial
inequality. In this episode, we focus on one of the most critical and
distressing issues in the United States today: racial health
disparities. Our conversation begins with a discussion of some
sobering statistics that underscore the profound health disparities
facing Black compared to white and other Americans. We explore some of
the root causes of these inequalities, including how historical
practices like redlining continue to have a lingering impact on health
outcomes in minority communities today. We then turn our attention to
more contemporary challenges, where we'll dive into the role of modern
policing practices as an important social determinant of health. In
particular, we examine how policing practices may adversely impact
racial disparities in mortality, with a special focus on how these
issues disproportionately affect young Black men. Our discussion will
shed light on the grim reality that police-involved deaths are among
the leading causes of mortality for this sub-population of Americans.
At different points throughout our discussion, we'll consider the
potential effectiveness of policies such as national health insurance
for reducing racial health disparities, and we'll talk about regional
variation in the risk of police-involved deaths and what can be
learned from this that might help to improve the situation. What
policing practices might be used to create both safe and healthy
communities where young Black men are less at risk of negative
interactions with law enforcement? This is an essential conversation
that addresses both the long history and present-day realities
contributing to racial health disparities in America. Thanks for
tuning in. Today, we're joined by Professor Michael Esposito. Mike 1is
currently an assistant professor of sociology at the University of
Minnesota, having recently departed a position at Washington
University in St. Louis. Before that, he was a postdoctoral researcher
at the University of Michigan, and he earned his PhD from the
University of Washington in Seattle, studying sociology, statistics,
and demography. His research focuses on racial disparities in
population health, and more specifically, he investigates how
institutions like policing and the criminal justice system contribute
to unequal health outcomes for different racial groups. Welcome, Mike.
Thanks so much for joining us and for taking some time to share your
insights into such critically important social problems.

Mike: Yeah, thanks for having me, and it's also just wild to hear kind
of that history laid out. I feel like we're traveling circus people,
just bouncing around from city to city. So it's weird to see that
journey laid out, but thanks for the kind introduction.



Geoff: Yeah, well, it's quite the journey and very exciting. So I
thought I'd kick things off today by leading with some basic facts to
set the stage for our discussion. Adjusting for age, Black Americans
have the highest mortality rate from heart disease and are about 20%
more likely to die from this condition than white Americans. They also
have the highest mortality rate for all cancers combined compared with
any other racial and ethnic group. And there are about 11 infant
deaths per 1,000 live births among Black Americans, which is almost
twice the national average of about six infant deaths per 1,000
births. And overall, life expectancy is roughly 10 years shorter among
Black compared to white Americans. So the US is a very unequal country
on many different dimensions, but these differences in life and death
have to be among the most disturbing and reprehensible inequalities
there are. I realize this is a pretty big, broad question, but I
wonder if you can begin by saying a little bit about the key factors
that are driving these disparities in health outcomes. What's
responsible for these inequalities?

Mike: Sure, yeah. Well, I hope you're okay with an equally big and
sprawling kind of answer on this. I guess I'm of two minds on how
exactly to answer this question about key factors in these really
horrible disparities. On the one hand, I totally think you could
answer this question by pointing to very particular, concrete
structures, events, and institutions as these key driving factors.
Does the fact that Black, brown, and working-class communities are
consistently disproportionately loaded up with things like air
pollution have some kind of bearing on the childhood health outcomes
of those populations? 100%, I'd probably say so. And do things like
the over-policing of those same neighborhoods also add these extra
stressors that burden health and well-being? Again, yes: I think this
is a concrete, discrete force that likely plays a role in underlying
some of those disparities that you just talked about. But on the other
hand, and this is why people don't like sociologists, you might also
answer this key-factor question with racism. And what I mean by that
is that across all these seemingly unrelated institutions, like those
organizations that distribute policing strategies and those that
distribute air pollution across neighborhoods, the harms and the
privileges tend to get arranged in the same way: Black, brown, and
working-class populations end up with the harm side of things, and the
privileges end up getting pushed to populations that already sit with
a lot of advantages. And what's more, you see this pattern recreate
itself over time, over and over again. Think about some of the tech
we've seen developed in the past few years, the facial recognition
stuff: despite only being around for a couple of years, we're already
seeing big disparities emerge in that social exposure. Or think about
COVID: overnight, seemingly, there was this brand-new disease that
hit, we barely had an understanding of what the causes were or what
the risks were, and almost instantaneously, you see the same
racialized disparities emerge in this brand-new disease. So sure, harm



is mediated to real populations through specific and real institutions
and structures at specific times. But at this fundamental level, I
think it's that persistent racialized logic that motivates these
different institutions in the first place. It's really what's key to
inequality here.

Geoff: So you mentioned air pollution. We're speaking on a day where
here in Chicago, you can barely see a hundred meters down the road
because the smoke from the wildfires in Canada is so, so dense here.
There are particulate matter warnings all over the news.

Mike: Exactly. Yeah, stay inside on that one. And those sorts of
things are funny to think about places like Chicago, because I think
people think that environmental exposures like this kind of exist
outside of major metro areas, but they're real there: heat islands,
over—exposure to heat among certain communities, air pollution stuff.
I'm sure by some invisible mechanism set up years ago, the people
bearing the brunt of that air particulate matter are somehow those in
communities where it's being unequally distributed. So we can do
things to say, let's deal with this one particular institutional
exposure driving health inequality right now. But without dealing with
that racialized logic that made it possible in the first place, we're
probably going to end right back up there with some new environmental
exposure or new institution down the line.

Geoff: So you've mentioned a lot of different things that we might
group under this umbrella term called the social determinants of
health. One of the things I wanted to talk about is how far back in
time we can trace some of these social determinants. You've done some
really interesting work about how discriminatory practices and
institutions from the past continue to shape the health disparities
that we observe in contemporary society. For example, redlining might
be one such historical practice with lingering effects on health
disparities today. Redlining refers to a discriminatory practice that
the Home Owners' Loan Corporation, or HOLC, started to engage in
during the 1930s in many American cities. With redlining, the HOLC
systematically categorized neighborhoods based on their racial
composition, marking certain areas as high risk for mortgage lending.
This practice targeted predominantly Black neighborhoods and other
minority communities regardless of their actual creditworthiness, and
effectively denied them access to mortgages. The HOLC's maps of credit
risk used color-coded zones, with red indicating the highest-risk
areas, hence the term redlining. I'm wondering if you can tell us a
little more about how past institutions and practices like redlining
might still influence population health today.

Mike: For sure, yeah. I think that redlining is a good example of some
of the stuff I was just talking about. In the short term, obviously,
it created some inequality that lined up along the lines of race and
class: white professional-class communities that got these A grades



got to enjoy a boosted access to home ownership, and Black and brown
working—-class communities got the opposite end of that, and got a lot
of disinvestment and a lot of harm. And then folks have recently been
looking at whether those harms multiplied over time, whether that
initial investment into white spaces cascaded into differences in
social and financial outcomes among those communities today. What
people are finding systematically is: yes, that's the case.
Neighborhoods that weren't redlined, that received these favorable
grades, end up doing much better on all these different markers,
including health, compared to neighborhoods that were poorly redlined
way back in the day.

Geoff: What are some of the health outcomes that you've linked
redlining to specifically?

Mike: I've only done life expectancy because it's widely available and
a bit easier to measure. But hypertension, depression, asthma
exposure: essentially any health outcome you can think of right now,
there's somebody out there taking a neighborhood in the past, taking a
neighborhood today, looking at that neighborhood's redlining grade,
and tracing out the health of people that lived in that type of
neighborhood and what health outcomes look like today. You see that
people in places that were formally redlined have worse health on all
these different indicators you can imagine. On the other hand, I do
think it's very important to remember that the key cause, even in
looking at these historical things, isn't necessarily one discrete
actor or institution like the redlining of a specific neighborhood by
the Home Owners' Loan Corporation. Rather, it was that broader
racialized logic that motivated folks in the government at the time to
say, hey, we should redline communities, and we should do that with
race in mind, in the first place. That's the real cause. A good way to
illustrate this: if you look at 70% of the most hypersegregated Black
working-class neighborhoods today, you'll see that actually 70% of
them were never formally redlined by the HOLC way back in the day.
Still, these places that didn't face that particular very negative
historical experience have still come to face all sorts of the same
place-based conditions that drive poor health, and also those poor
health outcomes, as communities that were redlined.

Steven: Can I follow that up? Because it seems to me you've brought up
an important dimension of what we ought to mean by systemic racism.
Suppose you took a group of neighborhoods, all of which were redlined,
and made the observation that you have persistent health inequalities
in some, but not in others. Systemic racism is not simply the actual
initial act of isolation. It's the absence of rectification. In other
words, what you observe is a signaling event in terms of a path-
dependent, deep-rooted contribution to contemporary inequalities, but
there's a history in which society does not recognize the event
happened and ask what certain policies ought to be placed in operation
in response to them. So it seems to me that the temporal perspective



you're taking also gives a temporal definition of what systemic racism
is. It's not just these historically powerful events; it's also the
absence of rectification. And so, going down that route, it strikes me
as interesting to think about the cases where you can identify
redlined communities in which the disparities did in fact dissipate,
and ask what policies: why did that happen? And by implication, the
absence of those policies in the other cases is the system.

Mike: 100%. I think there are broader conversations about structural
racism where people are trying to feel around what exactly we mean by
that. My take is that the working assumption should be that structural
racism is everywhere. It's not this thing where it's like a discrete
exposure that's higher or lower in some places than others that we can
quantify as a latent factor. Rather, it's just a property of the
United States. And so then the question starts to become: well, how
did places that did experience big institutional acts of structural
racism actually break out of those long-run chains, the default
trajectory you'd expect for a place that experienced that harm? So,
figuring out, in the case of redlining, what did happen in places that
were redlined, but despite what we may expect, came to overcome that
system, and how did they break those chains: those are the sorts of
questions that I think are super important to answer.

Steven: If I asked the question about the absence of national health
insurance in the United States, do we think of that as racialized? And
I think the answer I want to give is partially yes, simply because we
know that there were unjust origins to health disparities, and the
absence of health insurance fails to rectify them. That's part of what
I wanted to put on the table as a way to think about some of the
mechanisms you've been studying.

Mike: Totally, yeah, exactly. I think this is spot on.

Geoff: But here's another question: even if there were generous
national health insurance, what dent do we think that would put in
some of the racial disparities we've been discussing in the US?

Mike: Yeah, and it gets back to this point about not being too narrow
in on discrete exposures and having to go all the way upstream to this
fundamental racialized logic. Think about the example: there was a
point, I think in the 1970s or 1980s, when a leading cause of death
among infants was, I believe, a respiratory disease. Good doctors and
good scientists had worked really hard to develop a new biomedical
intervention to prevent that form of illness and reduce infant deaths.
I don't think anybody here would argue against that. They did develop
a drug that was super effective in treating and preventing that form
of illness, distributed it to the market, and when that happened,
racial disparities in infant death skyrocketed. Overall trends went
down, but disparities went up, because we tried to layer a very
effective solution on an already deeply unequal structure. If we went



in and just pulled at this one string by correcting healthcare without
dealing with the rest of it, the system is so complicated and so
reinforcing of the status quo that I don't know exactly where it would
end up. I would like to think that something so big as an intervention
on healthcare would probably help a lot of people, but it's just hard
to tell. Yeah. And I think that is again the key of structural racism:
it's just a big nest of interlocking complexity.

Geoff: So, another of the social determinants of health disparities
that you've studied involves law enforcement and specifically the role
of policing. I'm wondering if you can tell us a little bit about your
work on how policing practices are linked with health inequalities,
how adverse interactions with law enforcement might influence both
mental and physical health, and which populations are most vulnerable
to these health risks.

Mike: So policing is an important participant in producing both
population health outcomes on the whole and disparities therein. My
work takes one very narrow mechanism for making that happen: how law
enforcement institutions dole out physical harm in unequal ways across
the US population. Some of the work I've done has shown that US
civilians face a globally exceptional risk of being killed by law
enforcement compared to many other similar countries. The last time I
looked, in the United States, 33 people per 10 million were killed by
law enforcement each year, compared to 10 per 10 million in Canada,
1.3 per 10 million in Germany, and almost zero in Japan, Iceland, and
Norway: almost a completely preventable cause of death in those other
countries. The Guardian, back in 2015, had a statistic that brings it
home: England and Wales killed fewer of their own citizens in the past
24 years combined than the United States did in the first 24 days of
2015. In some of the work I did with Frank Edwards and Hedy Lee, we
filled in some of the disparities therein. For instance, we showed
that the lifetime risk of being killed by police in the United States
is about 2.5 times higher among Black men and boys compared to white
men and boys. One of every 1,000 Black males born in the US can be
expected to be killed by law enforcement, compared to one of every
2,500 white males. So overall, that alone puts law enforcement
practices in the mix as an institution that is key to shaping health
outcomes in the US and driving health inequality between groups.

Geoff: I think one of the most startling and unsettling facts that you
mentioned in one of your papers on this topic is that, among young
Black men (adolescents and young adults), police-involved deaths are
among the top causes of mortality in that particular population. Is
that correct?

Mike: That's right, yeah. It's in the top six, I think: behind
suicide, homicide from other civilians, and a few others. It's in the
top five or six among young Black men.



Geoff: So, not a trivial source of mortality at all among certain
populations.

Mike: Not at all. And this is a massive, unequally distributed form of
premature harm. I would hope that would be enough to motivate anybody
to care about it, regardless of who it's happening to. In a different
paper, we showed that something like 8 to 10% of all homicides with
adult male victims in the United States over the period we examined
were due to police. That's 10% we could take off premature mortality
rates in the US by just intervening on deaths produced through the
state in this regard.

Steven: This also strikes me as another context for your ideas about
systems mattering. I'm thinking of Selwyn Rogers, a professor at the
Medical School here, who has studied the distribution of trauma
centers in Chicago and shown that their locations relative to acts of
violence are very poorly matched. And so if Black communities don't
have trauma centers for discriminatory reasons that are independent of
the police actions, it interacts with police violence to create much
higher death rates. And so I think your emphasis on the complexities
and the interactions comes into play here.

Mike: Exactly. Because that just interacts with all of these other
systems too, to amplify inequalities across the board. And I think
it's also good to note that the physical harm stuff is one very direct
mechanism, but there's lots of other work showing it doesn't stop
there. For instance, there's all sorts of compelling work from Alyasah
Ali Sewell, Amanda Geller, Sirry Alang, Courtney Bonam, my colleagues
at Minnesota Juan Del Toro and Rachel Hardeman, and many others,
showing how police encounters that seem relatively nonviolent and very
short-lived, especially things like stop—-and-frisk pedestrian
encounters, especially when those encounters are deemed to be really
unfair and discriminatory, can produce long-lasting anxiety, emotional
distress, psychological strain, and depression: negative health
outcomes in and of themselves that can also snowball into other forms
of negative health. It's a big, big web of exposures.

Geoff: So you've mentioned how the risk of police-involved death
varies widely across countries. In several of your papers, you've also
documented how even within the US, it varies pretty widely across
regions. Clearly, there are some places that are doing a more
effective job at policing, in a way that's not a major cause of
population mortality for certain groups. I'm wondering if there's
anything we can learn from that spatial variation in the risk of
police-involved death about how to improve the situation. Are there
particular initiatives or reforms in policing that have improved
health outcomes in certain local communities?

Mike: Yeah. I think about the Oakland Ceasefire Initiative. The big
idea was that community members around Oakland and police teamed up



and said: hey, this isn't working. The way we've been doing policing
here, nobody's happy, it's not actually leading to a reduction in
crime, it's causing all these abstracted external forms of harm. What
can we do about that? Let's think differently about promoting public
safety. And so what they essentially did was say: OK, hey, cops, how
about: there are five or six people that are really driving a lot of
violent crime in the community, can you just go and talk to them and
intervene with those particular people, instead of this scattershot
policing where you militarize the police, throw a bunch of officers on
the ground, and if you see any kind of deviant behavior rush in and
gquestion people? Because that approach is not actually preventing any
crime, and it's causing a lot of emotional distress for people. They
did it, and the last time I looked, they were doing surveys of people
in the areas where that policing strategy was rolled out, and everyone
was like, oh yeah, this is great. Because this is a tough thing about
a lot of these exposures: Black working-class populations bear not
only disproportionate policing harms but also other forms of
interpersonal violence. And so it's like: I would like somebody to do
something about that, but I don't want to be criminalized for just
existing in the world. And this kind of struck a balance: OK, we can
deal with violent crime and not treat you unfairly, not have the state
come in and just be very aggressive and violent towards you. Things
like that are a pathway toward the sort of interventions that are
needed. I think even more extreme ones would be useful. One thing I
forgot to bring up earlier: I remember a Mother Jones piece from a
while ago where they actually looked at the percentage of cities'
budgets that go to policing and big policing infrastructure. It was
like 20 to 40%. And that's money that could probably be spent to
democratize healthcare, education, all this other stuff that is very
good for community health, that's getting eaten up by these control
mechanisms. Maybe if we loosen this, shrink it, redistribute that
effort elsewhere while maintaining public safety, that could be good
there too. Stuff like that, that just says: OK, we've been doing this
wrong, let's rethink how we do social control here, is all very
necessary to correct this.

Geoff: Thank you so much, Mike, for taking the time to speak with us
about racial health disparities and their etiology in both historical
discrimination as well as more contemporary challenges like
ineffective policing practices. These are really critical problems,
and I'm very happy that folks like yourself are working on evidence-
based solutions.

Mike: Yeah, thanks for having me. Sorry if it was a bit rambling at
you, but this is fun.

Steven: It was a wonderful conversation. Thank you.



Eric: "All the way, a lot of people come to listen when I'm at home,
and today the streets have just been crowded."

This is Mahalia Jackson, one of the most famous gospel singers from
the 1940s, 1950s, and 1960s. And that chuckle you heard came from
Edward R. Murrow. The year is 1958, and he's interviewing Mahalia for
his show Person to Person: a kind of unique and intimate moment where
Edward R. Murrow, sitting in the studio and smoking his famous Camel
cigarettes, would interview his guests in their own homes. Earlier
guests included such luminaries as Marilyn Monroe, Leonard Bernstein,
JFK, and Marlon Brando. But today the guest is Mahalia, who's sitting
in her home in Chicago's South Side Chatham neighborhood. She fields
questions in her living room, then moves over to the dining room, and
even stops at a small den that tonight is filled with neighborhood
children all dressed in their Sunday best. After taking a seat near
the piano, Mahalia proceeds to serenade Mr. Murrow and the children.

This interview was occurring just as the racial divisions in Chicago
were solidifying: a decades-long process that would eventually result
in one of the most segregated cities in the country. Mahalia Jackson
cuts an interesting figure against this backdrop. An incredibly famous
and accomplished artist whose career spanned more than 4@ years, she
sold over 22 million records and was a hit among audiences, both Black
and white. Yet she was still victim to the same kind of discrimination
that plagued other Black residents of the city. Despite fame and
fortune, she could not rise above the forces that were dividing the
city just as she was settling down in it. The Chatham neighborhood was
1% Black in 1950, but by 1960 the Black population was at 64%: a
complete racial shift.

Now, what led to this drastic change? In order to address this
question, we'll need to go back a little further in time. Seventeen
years earlier, in 1939, the Home Owners' Loan Corporation, or HOLC,
was completing its city survey project for Chicago. Agents for HOLC
divided the city and its near suburbs into almost 600 sections and
assessed the mortgage security of each area: essentially, the
likelihood that those residents would default on their mortgages. The
safest areas received a grade of A and were coded with the color
green. B areas, coded as blue, were defined as still desirable. C
areas were deemed definitely declining and were coded in yellow. And
that leaves us with D, the hazardous areas, and those were colored in
red: hence the term redlining.

HOLC agents looked at a number of factors when assessing the quality
of these areas, but the one I want to focus on were the population
characteristics. Surveys commented on changes in population size as
well as the class and occupation of most of the residents, but they
also looked at prejudice-laden criteria, such as the percentage of
foreign families, the nationalities of the residents, the percentage
of Black residents, and to what extent there was a population shift



or, and this is the actual word they used, "infiltration."™ If you
actually look at a 1939 HOLC map of Chicago, the first thing that
jumps out is the absolute pessimism that these agents had about the
future of the city. You can spend a lot of time trying to find the
green areas, which make up only 6% of the city and its suburbs, and as
a matter of fact, most of the green areas were actually in the
suburbs. In all, just 29% of the city was considered desirable enough
for investment, while 71% was deemed either definitely declining or
hazardous.

When you look at the racial breakdown of these areas, you might also
be surprised to see how many of them had no reported Black
populations. In fact, 95% of all designations reported 0%, or agents
simply left the spot blank. Recall, though, that Chatham was only 1%
Black in 1950, more than 10 years after these surveys had been
conducted. In 1940, Black Chicagoans made up just over 8% of the total
population in the city. It wouldn't be until the Second Great
Migration of 1940 to 1960 that the Black population would almost
triple to 813,000, comprising almost a quarter of the total
population. As it turned out, only 30 of those 600 areas reported any
Black populations in 194@. Sadly, but not surprisingly, only one Black
family lived in an area that was deemed desirable for investment. The
remaining 29 areas would all end up being designated either yellow or
red areas, in large part because of the presence of those Black
families.

HOLC agents were certainly discriminatory towards Black Americans, but
they also extended that discrimination to a much wider demographic. In
addition to mentions of influxes of Black residents, many yellow and
red areas were reportedly also, quote, "suffering" from influxes of
Italian, Jewish, Polish, and Greek populations. One area was even
deemed to be having an influx of, quote, '"the worst elements of
society.”" My own hometown, a tiny suburb on the western border of
Chicago, earned a D rating, and the main reason appears to be the fact
that 90% of the population was foreign-born, made up of Bohemians,
Croatians, and Polish. In the description, the agent even writes that
the area is "a sparsely built-up village characterized by a low-grade
population, hoodlums, vandalism, and goats." But that suburb would
turn out to be an exception rather than the rule in how these agents
graded the suburbs. In essence, they idealized them: unlike old,
dilapidated Chicago, these areas were younger and full of newly
developed homes, and perhaps just as importantly, their residents
tended to be more homogeneously white and more likely to be born in
this country. This included some of the suburbs that are today among
the wealthiest in the state, including Winnetka, Evanston, Kenilworth,
and Glencoe.

Now, this is where things get a little confusing, because in 1938, the
year before those HOLC maps were completed, a separate federal agency,
the Federal Housing Administration, created their own map of the city.



A side-by-side comparison reveals a lot of similarities. Chief among
them: the fact that racial and economic composition played a large
factor in their analysis. This is because the HOLC used the same
guidelines for their designations that the FHA had first developed.
The biggest difference, though, is that the FHA maps appeared to have
been far more prescriptive. While the HOLC maps don't explicitly
define mortgage restrictions, the FHA maps clearly demarcate the kind
of mortgage insurance the agency would provide. In C districts, for
example, they only offer insurance for mortgages of 10 years or less.
It also says, and I quote, "the FHA will not insure mortgages in any
class D districts."

Let's leave the maps now and focus our attention on realtors. In
addition to relying on each other's guidelines, the HOLC and the FHA
both consulted real estate agents in assessing Chicago's
neighborhoods, and this allowed these agents to codify their
discriminatory housing practices. Some of these practices were driven
from the top down. All Realty Boards registered with the National
Association of Real Estate Boards, for example, outright prevented
their brokers from showing properties to non-white residents. The
practice was so blatant and widespread that it effectively pushed
Black residents into those red areas: the poorest spots in the city,
deemed to have the least chance of improvement.

Things got so bad that in 1966, Martin Luther King, along with his
family, moved into a blighted apartment in the Lawndale neighborhood
on the city's West Side. Here’s how he described real estate practices
in the city: “We sent negroes in large numbers to the real estate
offices to ; every timme negroes went in, the real estate agents said
‘oh, I'm sorry we don't have anything listed. Now you can find
something somewhere else, and it was always back in the ghetto and
they didn't have anything,’ and soon after that we sent some of our
fine white staff members into those same real estate offices, and the
minute the white persons got in, they opened the book: ‘’oh, yes, we
have several things now, what exactly do you want?” And just to be
clear, real estate agents weren't acting in a vacuum. Instead, they
were acting as the guardians of a segregated ideology that was
widespread in the city. Chicago's white population didn't take well to
the idea of Black residents living near them, and that's putting it
mildly. Real estate agents capitalized on these racist sentiments, and
the most well-known way to do this was through blockbusting, which
served to accelerate white flight. If Black residents started moving
into neighborhoods, real estate agents might reach out to nearby white
residents and warn them of an incoming wave of Black families. They
would stress how the neighborhood was inevitably going to change for
the worse, and that their property values would plummet. In
desperation, these residents would agree to sell their homes to the
agents for far less than they were worth, and those agents in turn
would sell those homes to the incoming Black families at grossly
inflated prices.



But most Black families trying to buy homes, especially homes in the
redlined areas, couldn't purchase them with a mortgage the way white
families could. Instead, they entered into what were called
installment land contracts: a sort of rent-to—own agreement where a
family, only after making all payments, could finally claim title to
the home. But until then, the title remained with the agent, and the
family gathered no equity whatsoever. ILCs also did not provide the
same legal protections to buyers that mortgages did. A missed payment,
for instance, could be grounds for property seizure, as well as the
forfeiture of any payments already made. ILCs played a huge role in
creating the racial wealth gap: while white families accrued wealth
through their homes and deliberately segregated neighborhoods, Black
families were denied this privilege through insurmountable legal,
social, and financial barriers.

But let's return now to Mahalia Jackson. She fell in love with the
modest splendor of Chatham, but even she struggled to find someone
willing to sell a home to her. It should have been easy. Unlike the
vast majority of other residents trying to find homes, she was able to
pay for one entirely in cash. Yet no one appeared willing to sell to
her in a neighborhood that was still majority white. It wasn't until
she found a seller who also happened to be a fan of hers that she was
finally able to settle down. But problems still remained. White
neighbors harassed her, robbed her, shot at her window, and even
threatened to bomb her house. Fortunately, her fame cushioned the
blow. She was able to call on then-mayor Richard J. Daley, who granted
her year-round police protection.

These kinds of juxtapositions crop up a lot throughout Mahalia's life.
She could perform for an attentive, all-white crowd in Amsterdam one
week and then struggle to hail a cab on State Street in Chicago the
next. She paid cash for a corner house in a nice South Side
neighborhood, which, as it would turn out, would become one of the
city's few truly middle-class Black neighborhoods. And she was even
granted an interview with the great Edward R. Murrow. Yet a bullet
still pierced her window: a message perhaps that despite her fame, she
still didn't belong, that she was still part of the "hazardous" crowd
of people changing the racial makeup of Chatham in 1956.

Chatham is a beautiful neighborhood, but even its most famous resident
couldn't escape discrimination. What's more, surrounding it on all
sides are other majority Black neighborhoods that were dealt even
worse hands. They were neighborhoods that former white residents had
fled. Neighborhoods that already lacked resources. Neighborhoods that
federal maps from the 1930s deemed essentially unworthy of any real
investment. Those maps contributed to undeniable economic injustices
felt even today, where home values in white majority neighborhoods are
appraised at rates three times higher than Black majority
neighborhoods, and where Black home ownership rates are just over half



the rate of white home ownership. Moving throughout Chicago today,
it's easy to forget about all that history and to take as a matter of
fact, or simply as a matter of preferences, the stubborn racial lines
that divide the city. Redlining and the most discriminatory of real
estate practices may be vestiges of the past, but the effects are very
much felt today, and they form a fundamental truth about what it means
to live in this city.

Steven: The Inequality Podcast is a production of the Stone Center for
Research on Wealth Inequality and Mobility at the University of
Chicago. I want to end with thanks to the people who really make it
happen. First, I want to thank our producer and engineer Shane McKeon.
Second, I'd like to thank our assistant director Gerardo Espinal
Franco for the production oversight and doing everything that is
required to bring the podcast to fruition. And finally, I'd like to
thank our executive director Grace Kolavo for her support, not just
for the podcast, but for every activity at the Stone Center. You may
get in touch with us at stonecenter@uchicago.edu. Thank you so much
for listening.

This transcript has been prepared with the assistance of AI.



