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IntroductIon

 By focusing on the actions and 
inactions of institutional gatekeep-
ers of wealth-accumulating assets, a 
consideration of mortgage markets 
as a neighborhood “effect” has ani-
mated the study of racial bias op-
erating supraindividually (ie, above 
the individual).1-4 Such studies 
place a deliberate focus on explicit 
indicators of ongoing, normative 
transactions among gatekeepers 
of the mortgage market – specifi-
cally, financial institutions, bank-
ers, and landowners. Embedded 
within the political and economic 
logics of White supremacy and 
anti-Blackness, these systematized 
transactions, in effect, give rise to 

racial inequities in racial residen-
tial segregation and the limited 
benefits of homeownership for 
ethnoracially marginalized people 
and communities.5-8 An ethnora-
cially inequitable mortgage market 
raises the illness cost of property 
within a neighborhood because 
Black and Latinx populations pay 
more to access less – less physi-
cal space owned, less wealth, and 
lesser quality structures per every 
dollar spent of personal assets.6,8-13 
 Structural racism is a key de-
terminant of ethnoracial inequities 
in health2,5,8; yet, research gener-
ates mixed estimates of its illness 
risks.3,14-18 A political economic ap-
proach integrating institutional, re-
lational, and environmental notions 

Political EconomiEs 
of acutE childhood illnEssEs: 
mEasuring structural racism 

as mEsolEvEl mortgagE markEt risks

Alyasah Ali Sewell, MA, PhD1 

Objectives: Health studies of structural 
racism/discrimination have been animated 
through the deployment of neighborhood 
effects frameworks that engage institutional-
ist concerns about sociopolitical resources 
and mobility structures. This study high-
lights the acute illness risks of place-based 
inequalities and neighborhood-varying race-
based inequalities by focusing on access to 
and the regulation of mortgage markets.

Design: By merging neighborhood data on 
lending processes from the Home Mortgage 
Disclosure Act with individual health from 
the Project on Human Development in 
Chicago Neighborhoods, this article evalu-
ates the acute childhood illness risks of four 
mutually inclusive, political economies using 
multilevel generalized linear models.

Setting: Chicago, IL, USA

Participants: Youth aged 0 to 17 years

Methods: Multilevel logistic regression

Main Outcome Measures: The prevalence 
of 11 acute illnesses (cold/flu, sinus trouble, 
sore throat/tonsils, headache, upset stom-
ach, bronchitis, skin infection, pneumonia, 
urinary tract infections, fungal disease, 
mononucleosis) and the past-year frequen-
cies of 6 acute illnesses (cold/flu, sinus 
trouble, sore throat/tonsils, headache, upset 
stomach, bronchitis) are evaluated.

Results: The most theoretically consistent 
predictor of illness is a measure identifying 
neighborhoods with above-city-median 
levels of racial disparities in the regulation 
of loans – a mesolevel measure of structural 
racism. In areas with high levels of minority-
White differences in less-regulated credit, 
youth are more likely to have a range of 
acute illnesses and experience them at more 
frequent intervals in the past year.

Conclusions: This article highlights the 
substantive and methodological importance 
of focusing on multidimensional representa-
tions of institutionalized political economic 
inequalities circumscribed and traversed by 
the power relations established by institu-
tions and the state. Ethn Dis.2021;31(Suppl 
1):319-332; doi:10.18865/ed.31.S1.319

Keywords: Child Health; Neighborhood 
Effects; Racism; Health Disparities; Human 
Development; Chicago; Urban Health; 
Social Epidemiology

1 Emory University, Department of 
Sociology, Atlanta, GA

Address correspondence to Alyasah Ali 
Sewell, PhD, Department of Sociology, 
Emory University, 225 Tarbutton Hall, 
1555 Dickey Drive, Atlanta, GA  30322; 
aasewel@emory.edu



Ethnicity & Disease, Volume 31, Supplement 1, 2021320

Acute Childhood Illness Risks of Structural Racism  - Sewell

of supraindividual racism offers a 
unifying framework: Some system-
atized transactions are linked to ad-
vantage, while others are not.5,19-21 
Using a unique multilevel dataset 
for Chicago, this article evaluates 
the inequitable political economic 
determinants of acute childhood 
illness. Some of the variation in 
health between minorities and 
Whites are functions of socioeco-
nomic factors.1,2,6,22-24 Racial inequi-

socioeconomic disadvantage.17,26

 Institutionalized processes for-
tify social disadvantage in ethnora-
cially marginalized communities 
and poor health among ethnora-
cially marginalized populations. For 
instance, racial disparities in a range 
of institutionalized resources relat-
ed to housing, the carceral statute, 
and work are linked to cardiovascu-
lar problems for Blacks and contrib-
ute to racial disparities in cardiovas-
cular disease.16 Moreover, Internet 
searches of a racially derogatory 
term is linked to higher mortality for 
Blacks and contributes to racial dis-
parities in birth outcomes and dis-
ease-specific/all-cause mortality.22,23 
 Structural racism/discrimination 
can occur as features of status 
inequality within a circumscribed 
organization (place-varying social 
inequalities) and features of a 
circumscribed organization within 
a larger areal unit (place-specific 
inequalities). This study treats 
these two forms of inequality 
as the sedimentation of racial 
marginalization and racist ideologies, 
respectively, into a neighborhood.
 Structural theories of race, place, 
and health suggest that racial mort-
gage discrimination worsens health 
because it is linked to poverty. Yet, 
studies link racial lending inequali-
ties to better health – an institu-
tional racism paradox, so to speak. 
Gee finds that institutional racism 
is linked to less physical and func-
tional health problems using data 
on Asians living in California,3 
while Mendez and colleagues find a 
similar relationship in Philadelphia 
using birth outcomes and pregnancy 
and stress data for Black women.17,18 

Because Chinese/White redlining 
made neighborhoods more attrac-
tive to Whites with higher incomes, 
Asians in these neighborhoods may 
benefit from living in more affluent 
neighborhoods. This theory may 
not hold, however, if redlining is 
a place-based risk, whereby an en-
tire area is deemed credit risky for 
both minorities and Whites, deter-
ring investors from the neighbor-
hood. Healthful associations are 
independent and are not related 
to the Black-White segregation.4,20 
Place-based redlining may be at 
work (rather than race-based redlin-
ing). For instance, Black women in 
Milwaukee were found to be at a 
higher risk of cancer mortality if 
they lived in neighborhoods that 
were spatially near neighborhoods 
where loans were disproportionate-
ly denied to mortgage applicants.27 
 Moreover, recent foreclosure and 
predatory lending settlements reveal 
that subprime lenders have targeted 
minorities, such that they are more 
likely to hold both federally regu-
lated and overpriced loans.7,9,10,12 
However, a study of structural rac-
ism/discrimination that identifies 
linkages of inequalities between 
institutions highlights the benefits 
of a multidimensional conceptual-
ization of supraindividual racism.20 
The structural factors referred to 
include the regulation of the loans 
originated by the government. The 
government takes on a share of the 
risks of default that both the appli-
cant and private financial institu-
tions avoid. These represent loans 
such as VA loans, FHA loans, or 
loans purchased by Fannie Mae, 
Freddie Mae, and Ginnie Mae. 

This article offers a 
unifying perspective 
to risks estimates of 

supraindividual racism via 
political economic data for 

Chicago.

ties in exposure to poverty coupled 
with limited exposure to affluence, 
indicate that legacies of disadvan-
tage feed into each other to influ-
ence the determinants of, and re-
sponses to, illness.5,15,16,21,25 Such 
legacies root themselves in ethnora-
cially marginalized communities 
because there are less investments 
in maintaining the built neighbor-
hood infrastructure in the context 
of chronic exposure to stressful 
social life events, disintegrative so-
cial organizations, and concen-
trated forms of multiple types of 
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 This political economic per-
spective, the racism-race reifica-
tion process (R3p), discerns four 
dimensions/concepts by which 
supraindividual inequality gets 
under the skin: neighborhood ac-
cess discrimination; racialized ac-
cess discrimination; neighborhood 
regulation discrimination; and ra-
cialized regulation discrimination. 
Each concept is theoretically linked 
to distinct sociopolitical mecha-
nisms; these are disinvestment, af-
fluence hoarding, deterioration, 
and predatory capital, respectively. 
Examples of political economic ill-
ness risk of the mortgage market 
include: Youth living in Chicago 
neighborhoods characterized by 

deterioration (less neighborhood 
regulation discrimination) have al-
most triple the risk of being diag-
nosed with lead poisoning as youth 
in neighborhoods with more regu-
lated loans; whereas, youth living 
in neighborhoods characterized by 
affluence hoarding (more racialized 
access discrimination) have poor/
fair health as a consequence of local 
area socioeconomic features.20 Re-
search also indicates that youth face 
a higher risk of asthma when they 
live in neighborhoods where Black 
and Latino mortgage applicants re-
ceive less federally regulated loans 
than their White counterparts.28

 This article offers a unifying 
perspective to risks estimates of su-

praindividual racism via political 
economic data for Chicago. Poli-
cies such as Title VIII of the Civil 
Rights Act of 1968, the Communi-
ty Reinvestment Act, and the Home 
Mortgage Disclosure Act (HMDA) 
were designed to provide relief from 
the poor living conditions of Chica-
go’s Black, ghetto slums. However, 
the unequal provision of institu-
tional goods can also lead to fore-
closures through higher exposures 
to predatory lending, which oc-
curred at a higher rate and an earli-
er moment in predominately Black 
middle-class neighborhoods.9-11 
 This research offers a four-di-
mensional characterization of the 
dual mortgage market. Neighbor-

Table 1. Descriptive statistics for childhood illness experience indicators

Outcome of Interest Mean Min Max N

Ever experience in past year among those non-missing on diagnosis indicatorsa

   Cold/flu .8837 0 1 3327

   Sinus trouble .1847 0 1 3325

   Sore throat/tonsils .5005 0 1 3327

   Headache .4873 0 1 3316

   Upset stomach .4982 0 1 3324

   Bronchitis .2229 0 1 3329

   Skin infection .1058 0 1 3327

   Pneumonia .0454 0 1 3328

   UTI .0505 0 1 3330

   Fungal disease .0907 0 1 3328

   Mononucleosis .0412 0 1 3328

Frequently experienced in past year among those who experienced diagnosis typea

   Cold/flu .0891 0 1 2940

   Sinus trouble .2068 0 1 614

   Sore throat/tonsils .0619 0 1 1665

   Headache .1052 0 1 1616

   Upset stomach .0495 0 1 1656

   Bronchitis .0916 0 1 742

UTI, urinary tract infection.
a. 3,333 children with data on microlevel covariates.
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hood credit refusals are theorized to 
be linked to processes of disinvest-
ment as mortgage credit represents a 
palpable source of external resources 
flowing into the neighborhood. Ra-
cialized credit refusals, as indicated 
by earlier studies, are theorized to 
be linked to processes of affluence 
hoarding, where Whites have an 
economic advantage when compet-
ing for resources against minorities. 
Neighborhood credit privateness is 
theorized to be linked to processes 
of wealth accumulation, which al-
low for such areas to guard against 
deterioration of the home infra-
structure and ecological environ-
ment. Racialized credit privateness, 
meanwhile, is theorized to be linked 
to processes of predatory lending, as 
capital flows into the neighborhood 
for minorities but that credit is un-
sustainable being linked to high 
rates of default and overpriced cred-
it. Thus, we must operationalize not 

only race-based refusals to the goods 
and services of institutions, but also 
the quality of loans and place-/
race-based inequalities in both the 
refusal and quality of goods and 
services. This study inquires as to 
the validity of these hypotheses for 
the study of acute childhood ill-
ness risks. Specifically, the study 
addresses: What are the sociopo-
litical arrangements of the mort-
gage market that underlie health 
disparities across neighborhoods?

Methods

 A uniquely compiled data-
set nests youth aged 0 to 17 years 
in 273 neighborhood clusters (ie, 
geographically contiguous census 
tracts of similar race, ethnicity, 
and socioeconomic status) of the 
city of Chicago (Cook County),29 
a hyper-segregated city with well-

defined neighborhoods.30 Meso-
level data, based on 2000 Census 
boundaries, are merged from three 
sources: 1) the Project on Human 
Development in Chicago Neighbor-
hoods (PHDCN)31,32; 2) the 1994 
Home Mortgage Disclosure Act 
(HMDA)33; and 3) the 1990 and 
2000 components of the Neighbor-
hood Change Database (NCDB).34 

Outcomes of Interest 
 Illness (Table 1) is analyzed 
with individual health reports of 
youth participating in Wave 2 of 
the PHDCN Longitudinal Cohort 
Study (LCS), an interdisciplin-
ary, sequential cohort design sur-
vey of youth and their caregivers 
with three points of data collec-
tion. Eleven illness are evaluated: 
cold/flu, sinus trouble, sore throat/
tonsils, headache, upset stomach, 
bronchitis, skin infections, pneu-
monia, UTIs, fungal disease, mono-

 Discrimination Racism  

Institutional Neighborhood credit refusal 
Disinvestment 

Racialized credit refusal 
Affluence hoarding 

INCLUSIONARY 
Within financial 

institution 

Structural 
Neighborhood credit 
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Figure 1. Conceptual diagram of supraindividual racism



Ethnicity & Disease, Volume 31, Supplement 1, 2021 323

Acute Childhood Illness Risks of Structural Racism  - Sewell

nucleosis. Past year prevalence and 
frequency is ascertained through 
the question, “In the past year, how 
often has [YOUTH] had: [ILL-
NESS]?” Responses to the question 
are dichotomized to indicate past 
year acute problems. All other re-
sponses are coded as missing. “Fre-
quently” is compared with “a cou-
ple of times” for illnesses for which 
there are at least two people affirm-
ing the presence of an outcome 
per Wave 2 neighborhood clusters. 
These are: cold/flu, sinus trou-
ble, sore throat/tonsils, headache, 
upset stomach, and bronchitis.

Neighborhood-Level Mechanisms
 This study evaluates four indi-
cators of mesolevel local political 
economies using the dichotomiza-
tion of explicit indicators of trans-
actions that are underwritten in 
1994. These transactions capture 
governing the evaluation of mort-
gages whose risks of default is car-
ried exclusively by a financial insti-
tution reflects forms of institutional 
forms of supraindividual bias, while 
evaluations that reflect shared risk 
between the financial institution 
and the government reflect forms 
of structural bias. Discrepancies are 
conceptualized at the neighborhood-
level, according to rate at which risk 
is undertaken. Discrepancies at-
tributed to all loans in an area ref-
erence mesolevel discrimination, as 
all mortgage applicants in a neigh-
borhood take on that rate of risks. 
Discrepancies attributed to loans 
according to the ethnoracial status 
of a mortgage applicants in an area 
reference mesolevel racism, as rate 
of risks for ethnoracially marginal-

ized applicants (Blacks and Latinx) 
are captured as relative to the rate 
of risks for ethnoracially privileged 
applicants (Whites) for mortgages 
in the neighborhood (Blacks and 
Latinos) compared with ethnora-
cially privileged White applicants. 
 Figure 1 displays the two-di-
mensional cross-sections that are 
operationalized. Intra-institutional 
bias reflects inclusionary internal 
processes of the financial institu-
tion to identify the risks of default 
that a financial organization can 
sustain. These risks govern a mort-
gage applicant’s ability to benefit 
from the goods and services of the 
financial institution (access) and 
reflect inclusionary processes that 
shift default responsibility to the 
applicant. Intra-institutional bias 
is also governed by financial rules, 
norms, and processes that are de-
termined externally (regulation). 
Exclusionary risks, for instance, 
govern the federal government 
willingness to assume the risk of 
default, which shifts responsibility 
away from the applicant and the 
underwriting financial institution.  
 Specific characteristics of the 
loan can identify at least four types 
of lending inequality.20 Access dis-
crimination captures disinvestment, 
or the likelihood of access to the 
mortgage market (neighborhood 
credit refusal, where higher values 
indicate less access to the mortgage 
market). Access racism reflects af-
fluence hoarding or the degree of 
racial disparities in access to the 
mortgage market across areas (ra-
cialized credit refusal, where higher 
values indicate greater denial of the 
benefits of the mortgage market). 

Structural discrimination captures 
the capacity for deterioration of the 
neighborhood, or the likelihood 
that mortgage markets opt for less 
federal oversight, commonly re-
ferred to as private loans. Structural 
racism captures susceptibility for 
predatory lending, or the degree to 
which Black and Latino applicants 
commit to taking on a larger share 
of the responsibility for default on 
private loans than do their White 
counterparts. Neighborhoods are 
dichotomized according to the 
comparison to medians of each of 
these indicators for the entire city 
of Chicago (ref ). City means are in-
dicated in Table 2. Seventeen (17) 
percent of all applicants for mort-
gages in Chicago are denied or re-
fused loans (neighborhood credit 
refusal). Ethnoracially marginal-
ized applicants are 8% more likely 
to be denied loans than the eth-
noracially privileged White coun-
terparts (racialized credit refusal). 
Meanwhile, on average 54% of all 
applicants in Chicago whose mort-
gages are originated by a financial 
institution are not regulated by the 
government (neighborhood private 
credit). Ethnoracially marginal-
ized applicants are 8% less likely 
to have private loans that are not 
regulated by the government than 
Whites (racialized private credit). 

Neighborhood-Level Covariates
 Other community character-
istics (Table 2) are indirect path-
ways that link political economic 
determinants to illness risks. Prior 
(1990) socioeconomic character-
istics include: density of affluent 
families, homeowners, households 
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Table 2. Descriptive statistics for neighborhood-level measures (n=273), individual covariates (N=3,333), and household/
street block characteristics (n=2,682). 

Mean Standard 
deviation Min Max 

Neighborhood-level mechanismsa

   Neighborhood credit refusal .15 .09 .03 .46
   Racialized credit refusal 1.01 .55 .00 5.48
   Neighborhood private credit .54 .13 .25 .93
   Racialized private credit .95 .14 .31 1.43
Neighborhood-level covariates
   Black concentration (unstandardized) .42 .42 .00 1.00
   Ethnic concentration (unstandardized) 1.86 2.47 0.00 10.92
   Ethnoracial diversity (unstandardized) .60 .39 .02 1.36
   Concentrated disadvantage .00 1.00 -3.11 2.17
   Broken windows .00 1.00 -3.10 2.72
   Low collective efficacy .00 1.00 -2.93 2.87
   Family affluence rate, 1990 (unstandardized) .21 .13 .02 .72
   Homeownership rate, 1990 (unstandardized) .39 .23 .01 .92
   Median home values (in $10k), 1990 (unstandardized) 9.25 64.22 .00 396.95
   Residential mobility, 1990 (unstandardized) .44 .12 .18 .73
   Population density, 1990 (unstandardized) 7.12 4.13 1.01 3.23
Individual-level covariates
   Age at time of interview (uncentered) 8.98 4.97 .59 18
   Female .51 .5 0 1
   Loss of insurance coverage .20 .4 0 1
Household-Level Covariates
   Household education
      W1 Less than high school (reference) .15 .36 0 1
      W1 High school without completion .21 .41 0 1
      W1 High school degree (or equivalent) .17 .37 0 1
      W1 Some more than high school .34 .47 0 1
      W1 Bachelor’s degree or more .13 .34 0 1
      W1 Family income (midpoint recode, $10k) 35.08 29.93 2.5 135
      W1 Lives in owned home .40 .49 0 1
      Residential mobility since W1 .33 .47 0 1
      Neighborhood mobility .23 0 1
Household (HH) family structure
   Biological 2-parent HH (reference) .50 .5 0 1
   Non-biological two-parent HH .19 .39 0 1
   Single-parent HH .22 .42 0 1
   Three generation HH .08 .28 0 1
W1 Primary caregiver (PC) perceived racism -.02 1 -1.17 2.94
Biological mom PC .87 .33 0 1
Same PC in W1 and W2 .95 .23 0 1
Multi-subject HH .41 .49 0 1
Street-level characteristics
   Traffic hazards .04 .98 -2.16 2.81
   Ambient hazards scale .05 1 -1.33 3.81

a. Medians shown for local political economies.
W1, Wave 1 of the Project on Human Development in Chicago Neighborhoods (PHDCN); W2, Wave 2 of the PHDCN.
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that had moved within the past five 
years, population density, and me-
dian home values. Current (2000) 
ethnoracial composition character-
istics of communities are measured 
as: the proportion of Blacks (Black 
Concentration), a z-score captur-
ing the shared relationship between 
the proportion of Latinos and im-
migrants in a neighborhood cluster 
(Ethnic Concentration), and the 
Simpson’s Diversity Index capturing 
the local presence of Whites, Blacks, 
Latinos, and other racial groups 
compared with that of the city of 
Chicago (Ethnoracial Diversity).
 Neighborhood quality, includ-
ing concentrated disadvantage, 
ambient hazards, and low collec-
tive efficacy, are derived from a 
principal components analysis of 
the proportion of occupied homes 
built before 1940, all housing units 
that are abandoned, and the popu-
lation aged ≤5 years; ecometric 
scales for violence exposure, neigh-
borhood decline, social cohesion, 
and activism;32 and crowding (the 
average number of persons per oc-
cupied homes in a neighborhood). 

Individual-Level Covariates
 The primary level-1 unit (Table 
2) is the youth of Wave 2 of the 
PHDCN Longitudinal Cohort 
Study (PHDCN LCS) with data on 
microlevel covariates (ni=3,333). 
Ethnoraciality is measured using 
a measure of ethnoracial group 
status. Dummy indicators dis-
tinguishing Blacks and Latinos 
from Whites (ref ) are included, 
as well as individual characteris-
tics of the youth as reported by 
the primary caregiver: age at time 

of interview (centered), female sex 
(0=male), and uninsured spells be-
tween Waves 1 and 2 (0=none). 

Household-Level Covariates
 Secondary level-1 units (Table 
2) are the household of the youth as 
reported by the primary caregiver. 
Specifically, the following measures 
are included: Wave 1 household 
education (5-category indicator of 
highest degree in household), Wave 
1 logged family income, Wave 1 
homeownership status, residen-
tial mobility status since Wave 
1, Wave 2 family structure, and 
primary caregiver perceptions of 
race-related stress at Wave 1). Co-
variates indicating the biological 
mother status of primary caregiver 
at Wave 2, the presence of a con-
sistent primary caregiver between 
Wave 1 and Wave 2, and a multi-
subject household are included also. 

Street-Level Covariates
 A tertiary level-1 unit (Table 2) 
is the street, for which interview-
ers provide information based on 
the street block of the household 
in Wave 2. To capture ambient 
stressors, standardized measures 
of traffic hazards and an ambient 
hazards scale (noise and air pollu-
tion; the presence of garbage and 
litter; poor quality condition of 
the streets and/or houses; and in-
terviewer discomfort) are included. 
To capture disintegrative social 
processes, a 4-category indicator of 
building security marks the siting 
of security features on the building 
units of the face-block. Two indi-
cators of lack of social control are 
measured by the siting of children 

playing in the streets and the siting 
of adults and teens on the street. 

Statistics
 This study draws on data from 
a sample of 4,825 youth with par-
ticipating primary caregivers who 
were included in Wave 2 of the 
Longitudinal Cohort Study (LCS) 
of PHDCN, a sequential cohort 
design. Of those 4,007 (80%) were 
Black, Latinx, or White youth, aged 
<18 years, living in the city of Chi-
cago. About 9% (n = 369) were 
missing caregiver-provided data 
from at least one adult, and about 
7% of households (n = 276) were 
missing data because interview-
ers conducted interviews over the 
phone (n = 148) or did not com-
plete all of the systematic-observer 
questionnaires taken after visit-
ing the home (n = 128). The final 
size of the analytical youth sample 
is 3,333 (83.2% of Black, Latino, 
and White youth aged <18 years 
living in Chicago at Wave 2). The 
final size of the analytical house-
hold and street-block sample was 
2,682 households with complete 
caregiver evaluation of the youth 
and interviewer evaluations of the 
housing unit and its street block. 
 The final size of the analyti-
cal neighborhood cluster sample is 
273, which represents the neigh-
borhoods of youth followed in 
Wave 2 with valid information on 
all individual-level variables. The 
study was conducted for 80 neigh-
borhood clusters in the city of Chi-
cago. The sample was selected ran-
domly for representative inclusion 
of Chicago neighborhoods as de-
fined by the census tract of Chicago 
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according to the racial, ethnic, and 
socioeconomic status as defined by 
the principal investigators for the 
PHDCN. Neighborhood clusters 
included a collection of zip codes, 
identified at the start of Wave 2, 
which follows youth and caregivers 
who remain in Chicago. Youth are 
represented across 273 of the 303 
possible neighborhood clusters in 
Chicago. Geographic identification 
of the census tracts of the neigh-
borhood clusters were deidentified 
to the study’s author for the ben-
efit of attaching information about 
the mortgage market characteris-
tics of each neighborhood cluster.
 Black youth, youth in younger 
cohorts, and youth who do not live 
in an owned home were less likely to 
have primary caregivers interviewed 
at Wave 2. These known sources of 
attrition are mostly due to difficul-
ties following up with caregivers. 
Estimates of racial health differences 
in this study are conservative, since 
the most vulnerable groups were 
less likely to be present at Wave 2.
 Using multilevel generalized 
linear models for binary outcomes 
with a random intercept for neigh-
borhood-varying likelihoods of the 
outcomes of interest, the analyses 
examine whether political econom-
ic illness risks are a function of the 
household/street and/or commu-
nity components of R3p. The statis-
tical approach is rooted in econo-
metric models that specify mixed 
effects (fixed and random effects) 
due to a nested multi-stage sam-
pling strategy, where the distribu-
tion of respondents is systematically 
distributed across higher units of 
analysis and higher units of analy-

sis are randomly selected prior to 
lower units of analysis. All regres-
sions models include controls for 
individual characteristics. Model 1 
adjusts for variation in outcomes 
within the neighborhood according 
to household and street-block char-
acteristics while Model 2 adjusts 
for neighborhood-level covariates, 
or variation in outcomes between 
neighborhoods according to so-
ciodemographic and environmental 
features of the community. Specific 
to the type of household or street 
block characteristic, the inclusion 
of Level-1 covariates captures the 
assumption that illness risks reflect 
compositional factors. Level-2 co-
variates capture the theoretical as-
sumption that illness risks reflect 
contextual factors. Only models 
that include all Level-1 and Level-2 
covariates are shown; supplemental 
models that indicate the relative 
contribution of specific household, 
street block, and community-char-
acteristics are discussed in text.
 Among youth with non-miss-
ing data on covariates, the analysis 
compares never responses to pooled 
frequent/occasional responses. The 
political economic determinants of 
the prevalence of 11 illness within 
the past year are evaluated – cold/
flu, sinus trouble, sore throat/
tonsils, headache, upset stomach, 
bronchitis, skin infections, pneu-
monia, UTIs, fungal disease, and 
mononucleosis. Among youth ex-
periencing an illness in the past 
year, frequent responses of six 
illnesses are identified to occa-
sional responses – cold/flu, sinus 
trouble, sore throat/tonsils, head-
ache, upset stomach, bronchitis. 

results 

 We found evidence that mort-
gage markets have diverse effects 
on the presence of acute childhood 
illnesses and examined each as re-
lated to the four types of local po-
litical economies (ie, neighborhood 
credit refusal, racialized credit re-
fusal, neighborhood credit private-
ness and racialized credit private-
ness). The odds of experiencing at 
least one episode of 11 common 
problems that children face in four 
specific types of neighborhoods are 
considered. We then examined the 
odds of experiencing more frequent 
episodes of six of the most common 
problems (ie, at least 15% of chil-
dren report an episode within the 
past year). The time reference is the 
preceding 12 months of the study.

Past-Year Episode
 Neighborhood credit refusal, 
for instance, was not associated 
with the past year prevalence of 
acute childhood illnesses, holding 
individual characteristics constant 
(Table 3, Model 1). However, upon 
controlling for household, street, 
and community characteristics (Ta-
ble 3, Model 2), fungal disease was 
less prevalent in areas with higher 
rates of loan denials (OR=.71; 95% 
CI: .52, .97). This suggests that 
neighborhood conditions confound 
the likelihood of presenting evi-
dence of acute childhood illnesses. 
Neighborhood credit refusal re-
flects the socioecological processes 
by which patterns of disinvestment 
set-in within a neighborhood. In-
stitutional discrimination, includ-
ing lack of access to the goods and 
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resources of financial institutions, 
was linked to lower odds of reports 
of fungal disease for youth living in 
areas where financial institutions 
refused to provide access to hous-
ing-related wealth to any applicant, 
regardless of ethnoracial status. 
 Similarly, racialized credit re-
fusal was not associated with the 
past year prevalence of acute child-
hood illnesses, holding individual 
characteristics constant (Table 3, 

Model 1). However, upon control-
ling for household, street, and com-
munity characteristics (Table 3, 
Model 2), sore throats/tonsils were 
less prevalent in areas with greater 
racial disparities in loan denials 
(OR=.84; 95% CI: .71, .99). This 
suggests that neighborhood condi-
tions confound the likelihood of 
presenting evidence of acute child-
hood illnesses. Racialized credit 
refusal reflects the socioecological 

processes by which patterns of af-
fluence hoarding set in within a 
neighborhood (ie, where White 
applicants face better odds of gain-
ing access to a neighborhood than 
their ethnoracially marginalized, 
Black and Latinx counterparts). Ra-
cialized credit refusals appeared to 
dampen a caregiver’s reporting that 
their youth has had a sore throat.
 Neighborhood credit privateness 
was associated with acute child-

Table 3. Random intercept logistic regression predicting the impact of racist relational structures on illness experiences within 
the past year, holding covariates constant

Access Discrimination Regulation Discrimination

Neighborhood credit 
refusal

Racialized credit refusal Neighborhood credit 
privateness

Racialized credit 
privateness

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Cold/flu .84 .80 1.11 1.03 .83a .92 1.18 1.12

(-1.40) (-1.61) (.90) (.25) (-1.65) (-.56) (1.43) (.91)

Sinus trouble .91 .99 1.00 .90 .92 .97 1.28c 1.31c

(-.85) (-.09) (.04) (-.94) (-.84) (-.27) (2.59) (2.63)

Sore throat/ tonsils .89 .88 .88 .84b .92 .93 1.10 1.12

(-1.32) (-1.39) (-1.57) (-2.12) (-1.07) (-.81) (1.19) (1.44)

Headache .95 .93 .88 .91 .85b .82a .87a .88

(-.63) (-.72) (-1.57) (-1.03) (-1.99) (-1.96) (-1.69) (-1.52)

Upset stomach 1.02 1.06 .94 .92 1.05 .96 1.09 1.08

(.23) (.68) (-.71) (-.94) (.50) (-.46) (1.03) (.94)

Bronchitis .99 .94 1.08 1.06 .84b .85 1.09 1.05

(-.09) (-.51) (.86) (.64) (-1.99) (-1.45) (.97) (.51)

Skin infections 1.11 1.07 1.00 1.00 .81a .83 1.11 1.09

(.74) (.45) (-.01) (-.01) (-1.67) (-1.30) (.83) (.70)

Pneumonia .92 .94 1.29 1.22 .69b .74 1.21 1.10

(-.44) (-.30) (1.42) (.99) (-1.96) (-1.34) (1.07) (.49)

Urinary tract infections .86 .92 .88 .84 .89 .84 1.03 1.03

(-.80) (-.42) (-.77) (-.92) (-.66) (-.79) (.15) (.17)

Fungal disease .77a .71b .87 .93 .87 .76a 1.00 1.00

(-1.73) (-2.16) (-.98) (-.49) (-1.01) (-1.73) (.01) (-.00)

Mononucleosis .71 .75 .90 .96 .85 .66a .97 .96

(-1.59) (-1.30) (-.54) (-.20) (-.81) (-1.70) (-.14) (-.18)

Odds ratios shown; z-statistics in parentheses. Model 1 includes adjustments for individual-level characteristics; Model 2 also includes adjustments for household, street 
block, and community characteristics.
a. P<.10; b. P<.05; c. P<.01 (two-tailed test).
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hood illness, holding individual 
characteristics constant (Table 3, 
Model 1). Specifically, headaches 
(OR=.85; 95% CI: .73, .99), bron-
chitis (OR=.84; 95% CI: .70, .99), 
and pneumonia (OR=.69; 95% CI: 
-.48, .99) were less prevalent in ar-
eas where mortgage credit was less 
regulated (ie, private). However, 
upon controlling for household, 
street, and community characteris-
tics (Table 3, Model 2), there were 
no associations between acute child-
hood illnesses and living in an area 
where private mortgage credit was 
more prevalent. This suggests that 
the odds of reporting acute child-
hood illnesses in neighborhoods 
where the financial institution’s 
loan profile was more regulated by 
the federal government was a func-
tion of conditions of the neighbor-
hood, including but not limited to 

neighborhood socioeconomic status 
and the concentration of ethnora-
cially marginalized people. In ar-
eas where deterioration processes 
set in, headaches, bronchitis, and 
pneumonia were more likely to be 
reported in the past year because 
of contextual features of these 
neighborhoods or, neighborhood 
effects related to class, race, eth-
nicity, and the environment. Sup-
plemental analysis indicated that 
compositional features drove the 
associations with headaches, bron-
chitis, and pneumonia and contex-
tual features drove the associations 
with bronchitis and pneumonia.
 Racialized credit privateness 
was associated with acute child-
hood illness, holding individual 
characteristics constant (Table 3, 
Model 1). Specifically, sinus trou-
bles (OR=1.28; 95% CI: 1.06, 

1.54) were more prevalent in areas 
where minorities were more likely 
than their White counterparts to re-
ceive less regulated mortgage cred-
it. Moreover, upon controlling for 
household, street, and community 
characteristics (Table 3, Model 2), 
this association remained statisti-
cally significant (OR=1.31; 95% 
CI: 1.07, 1.60). In areas where 
predatory lending predominates, 
the odds of children reporting si-
nus troubles was greater; this risk 
was present among neighborhoods 
with similar features and condi-
tions. Structural racism appears to 
increase the likelihood that youth 
will report sinus troubles in the 
12 months preceding by 31%.
 
Past Year Frequency
Neighborhood credit refusal was 
associated with more frequent in-

Table 4. Random intercept logistic regression predicting the impact of local political economies on frequent illness 
experiences among youth within the past year, holding covariates constant

Neighborhood credit 
refusal

Racialized credit refusal Neighborhood credit 
privateness

Racialized credit 
privateness

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Cold/flu .93 .89 .85 .88 .90 1.10 1.37b 1.24

(-.46) (-.64) (-1.07) (-.81) (-.67) (.55) (2.04) (1.38)

Sinus trouble 1.38 1.36 1.23 1.42 1.28 1.01 .99 .94

(1.30) (1.06) (.95) (1.38) (1.14) (.05) (-.02) (-.24)

Sore throat/ tonsils .78 .70 1.13 1.14 .88 .88 1.21 1.02

(-1.03) (-1.33) (.55) (.53) (-.61) (-.47) (.92) (.08)

Headache .85 .94 1.34a 1.27 .93 1.00 1.13 1.13

(-.83) (-.30) (1.69) (1.23) (-.38) (-.01) (.70) (.68)

Upset stomach .50b .38c .98 .92 1.37 1.71 2.15c 2.06b

(-2.17) (-2.85) (-.08) (-.27) (1.11) (1.61) (2.59) (2.40)

Bronchitis 1.10 .96 2.04b 2.44c 1.00 .79 .96 1.05

(.30) (-.10) (2.45) (2.68) (-.02) (-.66) (-.15) (.16)

Reference category is occasionally (or somewhat frequent) experience. Odds ratios shown; z-statistics in parentheses. Model 1 includes adjustments for individual-level 
characteristics; Model 2 also includes adjustments for household, street block, and community characteristics.
a. P<.10; b.  P<.05; c. P<.01 (two-tailed test).
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tervals of acute childhood illnesses 
(Table 4, Model 1). Specifically, 
upset stomach (OR=.50; 95% CI: 
0.27, .93) was more frequent in ar-
eas where loans are more likely to be 
denied, an association that persists 
upon controlling for household, 
street, and community characteris-
tics (Table 4, Model 2). For areas un-
dergoing investment mechanisms, 
the odds of reporting upset stom-
achs was reduced by 62% (OR=.38; 
95% CI: .19, .74). Institutional 
discrimination was linked to less 
frequent reports of upset stomach. 
 Similarly, racialized credit re-
fusal was associated with the past 
year frequency of acute childhood 
illnesses, holding individual char-
acteristics constant (Table 4, Model 
1). Bronchitis (OR=2.04; 95% CI: 
1.15, 3.63) was more frequent in 
areas where minorities are more 
likely than their White counter-
parts to have their loan applications 
denied. Moreover, upon controlling 
for household, street, and commu-
nity characteristics (Table 4, Model 
2), bronchitis was more frequent 
in areas with greater racial dispari-
ties in loan denials (OR=2.44; 95% 
CI: 1.27, 4.66). Areas where afflu-
ence hoarding takes root, the odds 
of reporting frequent bronchitis 
episodes (compared with only a few 
bronchitis episodes) increased by 
144%. Thus, institutional racism 
can be associated with bronchitis.
 Neighborhood credit privateness 
was not associated with the frequen-
cy of acute childhood illness (Table 
4, Model 1). Upon controlling for 
neighborhood features (Table 4, 
Model 2), there remained no associ-
ations between loan regulation and 

the frequency of acute childhood ill-
nesses. The frequency of acute child-
hood illnesses was not differentiated 
by processes of deterioration. In this 
study, structural discrimination was 
not a determinant of the frequency 
of acute illnesses among children. 
 Racialized credit privateness 
was associated with the frequency 
of acute childhood illness, hold-
ing household and street block 
characteristics constant (Table 4, 
Model 1). Specifically, both cold/
flu (OR=1.37; 95% CI: 1.01, 1.84) 
and upset stomach (OR=2.15; 95% 
CI: 1.21, 3.82) are more frequent 
in areas where minorities are more 
likely than their White counter-
parts to receive private credit, or 
less regulated mortgage loans. Yet, 
upon controlling for neighbor-
hood features (Table 4, Model 2), 
the association between frequent 
cold/flu and racial disparities in 
private credit was reduced to sta-
tistical insignificance. Meanwhile, 
the association between frequent 
upset stomach and racial dispari-
ties in the private mortgage credit 
remained statistically significant 
(OR=2.06; 95% CI: 1.14, 3.71). 
Supplemental analysis indicated 
that less socioeconomic status and 
the concentration of ethnoracially 
marginalized residents drive the as-
sociations with frequent cold/flu.

dIscussIon

 This study asked whether socio-
political arrangements of the mort-
gage market were determinants of 
acute childhood illness. The results 
indicate that, per prior research, the 

mortgage market is associated with 
health; however, the risks are wide-
ranging in both effect and intensity. 
Neighborhood credit refusal, an in-
dicator of institutional discrimina-
tion and disinvestment, was linked 
to less acute illnesses in the past 
year. Racialized credit refusal, an in-
dicator of institutional racism and 

…the mortgage market 
provides an opportunity 
for understanding the 

implications of the 
nuance of how sustainable 

investments expose 
stigmatized people to 
exploitative funding 

schemes.

affluence hoarding, was linked to 
fewer episodes of acute health prob-
lems but more frequent episodes 
among those who display health 
problems. Neighborhood credit pri-
vateness, an indicator of structural 
discrimination, was linked to more 
acute illnesses. Racialized credit 
privateness, an indicator of struc-
tural racism and predatory lending, 
was linked to more episodes and 
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more frequent episodes of illness. 
Sociopolitical arrangements of the 
mortgage market can specify what 
type of risks accumulate due to the 
multiple forms that supraindividual 
bias takes on in the neighborhood. 
 Financial institutions have many 
gatekeepers (eg, lenders, loan advis-
ers, underwriters, appraisers, insur-
ance agents, and title lawyers) who 
govern access to the goods and ser-
vices of the mortgage market and 
the ability to finance the purchase 
with limited financial risks. While 
there are indeed complex rules by 
which agents of financial institu-
tions determine institutional finan-
cial risk, the government is just one 
of these institutions. In exchange for 
assuming a larger share of the risks 
of default, the government requires 
less risky conditions of the financ-
ing agreement between the con-
sumer and the financial institution
 Health disparities emanating 
from policies and norms established 
within organizations (institutional 
bias) are different from those ema-
nating from those same policies and 
norms as they are shaped through 
consensus between financial or-
ganizations with the government 
(structural bias). These extra-insti-
tutional policies indicate the rules 
that govern the loan conditions by 
which the executive branch will as-
sume the risks of default. In the case 
of Veterans Administration (VA) 
loans, for example, the government 
assumes all of the risks, providing 
100% of the responsibility of pay-
ing back a loan underwritten by a 
financial institution if a veteran 
defaults. Technically, veterans can 
qualify for any loan, and some do. 

However, the subsidiaries of the 
government, in this case, the VA, 
will not purchase a loan if it does 
not follow the underwriting rules 
of the VA. In this instance, the VA 
is operating as a security institu-
tion. Of particular importance to 
this study are loans that are pur-
chased by government subsidiar-
ies (eg, Fannie Mae, Freddie Mac) 
after the origination of the loan. 
 Mortgage brokers, by default of 
their inability to hold the risks of 
loan in their financial portfolio for 
a long time, almost invariably sell 
their loans within months of its 
origination. However, they do not 
sell them to the same institution. 
The dividing line here is whether a 
loan is purchased by an institution 
that is a subsidiary of the govern-
ment or is one of thousands of pri-
vate institutions. The government 
will not guarantee against default 
mortgages with large balloon pay-
ments, excessive originating fees, or 
without sufficient documentation to 
ensure proof of income to cover the 
loans. Yet, these are the ones most 
able to generate short-term profit 
during the hold period.  The infil-
tration of subprime lenders into the 
mortgage market in the 1990s led 
to a proliferation of loans that need-
ed to be offloaded to other institu-
tions, a process that, in its effect, 
crippled the financial markets in the 
years preceding to the Great Recs-
sion.9,10,12 The difference between in-
stitutional inequality and structural 
inequality is a point glossed over in 
research. However, the mortgage 
market provides an opportunity for 
understanding the implications of 
the nuance of how sustainable in-

vestments expose stigmatized peo-
ple to exploitative funding schemes.

Study Limitations 
 This study demonstrates that 
some aspects of supraindividual rac-
ism, which have been etched out of 
legacies of the political economy’s ef-
fect on housing and ownership disad-
vantage, are linked to worse health, as 
theoretically predicted.2,6,8,21 Howev-
er, there are limitations to the study. 
First, study measures may not fully 
capture why structural theories of 
racism suggest negative health conse-
quences. Second, the study does not 
attend to other sources of intersect-
ing inequalities, such as gender, class, 
and family. Third, this study does 
not account for the spatial structure 
of disadvantage, underestimating 
the effect of supraindividual racism. 

conclusIons 

 Future research should attend 
to other vulnerable, hard-to-reach, 
and marginalized populations, such 
as immigrants, Black, Latino, and 
Asian ethnic groups, and persons 
experiencing multiple forms of op-
pression. A national study of redlin-
ing and its contemporary cousin, re-
verse redlining, is also needed. Last, 
the legacies of racial disadvantage 
that pervade the housing and mort-
gage industry through the inflection 
points offered by cycles of econom-
ic recessions should be evaluated. 
 This investigation offers method-
ological interventions to the study 
of structural racism/discrimination. 
We provide a roadmap for research-
ers interested in localized, mesolevel 
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evaluations of the illness risk of mac-
rostructural policies and procedures 
that systematically disadvantage eth-
noracially vulnerable populations 
(eg, Black and Latinx mortgage ap-
plicants). We also identify a form 
of structural racism/discrimination 
that is linked to a wide range of 
childhood illnesses. As highlighted 
in our findings, sociopolitical con-
ditions have illness ramifications.  
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