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Abstract

Background/Introduction: Alzheimer’s disease (AD) is a progressive neurological disor-
der and one of the leading causes of death among older adults in the United States. It
causes gradual cognitive decline, memory loss, and impaired functioning. Vulnerable
populations—especially those living in rural and predominantly Black communities like
the Mississippi Delta—are disproportionately affected. Despite high Alzheimer’s disease
mortality rates in Mississippi, limited research has analyzed recent trends disaggregated by
race, gender, and geography. This study evaluated trends in AD mortality in the Mississippi
Delta between 2016 and 2022 to inform equitable public health responses. Methods: This
trend study used age-adjusted mortality rates (AAMRs) for adults aged 65 and older to
examine Alzheimer’s disease deaths. AAMRs allow for fair comparisons across groups by
adjusting for differences in population age structures. Mortality data were obtained from
the Mississippi Statistically Automated Health Resource System (MSTAHRS), a statewide
health surveillance system managed by the Mississippi State Department of Health. Join-
point regression analysis was used to identify statistically significant changes in mortality
trends over time using Annual Percent Change (APC) and Average Annual Percent Change
(AAPC), with 95% confidence intervals (CIs). AAPC denotes an average percentage change
in mortality trends over a seven-year period. Joinpoint regression is an appropriate method
for detecting points at which linear trends change significantly, especially in chronic disease
mortality analysis. Results: From 2016 to 2022, Alzheimer’s disease mortality signifi-
cantly increased among Black individuals (AAPC = 8.3%, 95% CI [2.6 to 16.0]; p < 0.05)
and declined among White individuals (AAPC = —2.9%, 95% CI [-12.3 to 7.6] p < 0.05).
Gender-specific analyses showed slight, non-significant increases among both males and
females. County-level disparities were evident: counties such as Sharkey experienced
increases exceeding 10%, while Humphreys counties showed declines. Racial disparities in
AD mortality were more pronounced than gender differences. Conclusions: This study
reveals widening racial and geographic disparities in Alzheimer’s disease mortality across
the Mississippi Delta. The statistically significant increase among Black seniors highlights
structural inequities in early diagnosis, access to culturally appropriate care, and chronic
disease management. These findings support the need for targeted public health interven-
tions, such as the expansion of rural memory clinics, culturally competent outreach, and
Medicaid-supported long-term care. Strengthening surveillance systems like MSTAHRS is
critical to tracking disparities and advancing equity in dementia-related mortality.
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1. Introduction

Alzheimer’s disease (AD) is a progressive and irreversible neurodegenerative disorder
that profoundly affects individuals, particularly older adults. It gradually impairs memory,
thinking, behavior, and the ability to perform daily activities, ultimately leading to complete
dependency. As the disease advances, individuals lose autonomy and experience a decline
in identity and independence. Among aging populations, AD has become especially
impactful due to both its high prevalence and the growing burden it places on families
and healthcare systems [1]. Alzheimer’s disease affects nerve cells in the brain and is
therefore considered a brain disease. Adults who develop Alzheimer’s disease experience
long-term memory loss, and currently, there is no remedy to prevent or cure the disease [1].
While mild memory changes can be part of the normal aging process, Alzheimer’s disease
represents a pathological condition and is not considered a normal aspect of aging [1].
Alzheimer’s disease is a leading cause of dementia [2]. The disease develops gradually and
causes progressive decline in memory, thinking patterns, decision-making abilities, and
communication skills [3]. It may also reduce the lifespan of affected individuals.

According to the World Health Organization, more than 55 million adults have de-
veloped Alzheimer’s disease, and this number continues to increase by 10% annually
worldwide [4]. In the United States, Alzheimer’s disease mortality rate is ranked as the
sixth leading cause of death and ranks the fifth leading cause of death among the aging
population (65 and older) [5]. Between the years 2000 and 2022, the number of deaths
attributed to Alzheimer’s disease in the United States has more than doubled, despite
declining mortality rates for conditions such as heart disease and stroke [1]. This trend
underscores the growing impact of Alzheimer’s disease on public health and highlights the
need for early intervention and disease-modifying strategies aimed at slowing progression
and reducing mortality. The projected burden of Alzheimer’s disease in the United States
continues to rise alongside the aging population. It is estimated that by 2050, the number of
individuals affected may reach approximately 13.8 million, posing a serious public health
concern [1,6].

The number of individuals affected by Alzheimer’s disease and other forms of demen-
tia in the United States is substantial and continues to rise. As the population aged 65 and
older increases, both the prevalence and proportion of dementia cases are expected to grow
accordingly [7]. This sharp increase not only reflects the growing medical challenge but
also signals a substantial rise in economic costs and caregiving demands, making the need
for proactive public health planning more critical than ever.

By the year 2025, it is estimated that around 2.5 million individuals aged 85 and older
will be living with Alzheimer’s dementia, comprising roughly one-third of all diagnosed
cases. Projections further indicate that by 2060, this number could grow to 6.7 million,
representing nearly half of all individuals aged 65 and older affected by the condition [7].
The financial burden of Alzheimer’s disease in the United States continues to escalate.
In 2022, expenditures for patient care including medical treatment, long-term support,
and hospice services were estimated at $321 billion. With the expected rise in the aging
population, these costs are anticipated to exceed $1 trillion annually by 2050 [8]. This
dramatic increase in spending reflects the urgent need for early detection, preventive
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interventions, and long-term care planning to mitigate the disease’s profound economic
and societal impact.

According to recent estimates, the prevalence of Alzheimer’s disease and related
dementias among African Americans is 14.7%, compared to 11.3% among non-Hispanic
Whites [5]. However, another study found that non-Hispanic Whites have a 26% higher
mortality rate from Alzheimer’s disease than African Americans [9]. These findings further
identify a need for more epidemiological studies to understand patterns and trends in
Alzheimer’s disease occurrence. The observed racial disparity in Alzheimer’s disease
mortality also highlights broader inequities in health outcomes and access to care.

Epidemiological research has shown that Alzheimer’s disease significantly increases
mortality risk, particularly among older adults. A 15-year cohort study published in
Neurology reported that individuals diagnosed with AD dementia had a mortality rate
more than three times higher than those without the disease [10]. This heightened risk
highlights the importance of identifying high-risk populations through the analysis of
mortality trends. Early diagnosis, especially during the mild cognitive impairment stage,
enables timely intervention strategies that may delay disease progression and preserve
quality of life.

The Alzheimer’s Association indicates that 63,000 individuals in Mississippi have
been diagnosed with Alzheimer’s disease [11]. Mississippi’s Alzheimer’s disease average
is 12.9% as of 2023 among the Medicare recipients aging population [12]. In the Mississippi
Delta region, Medicare recipients with Alzheimer’s disease range from 12.8% to 17.3%,
depending on the counties affected. For instance, Coahoma, Bolivar, Sunflower, and Talla-
hatchie counties’ Alzheimer’s disease rates are from 14.4% to 17.3%, whereas Washington
county ranges from 13.5% to 14.3% and Leflore and Yazoo counties rates are from 12.8% to
13.4% [12]. These counties in the Mississippi Delta require additional services for the aging
population with Alzheimer’s disease. The services include caregiver respite service, adult
day care, and nursing home services [12].

As of 2022, the Centers for Disease Control and Prevention reported that Mississippi
had the highest age-adjusted Alzheimer’s mortality rate in the nation 48.5 per 100,000 res-
idents [13]. Rural areas also experience lower life expectancy than urban regions [14,15].
Improving the quality of life for individuals with Alzheimer’s disease remains a top public
health priority [16].

Recent research indicates a decline in age-specific dementia risk in high-income coun-
tries, which is likely attributed to improvements in educational attainment and better
management of cardiovascular risk factors [17,18]. However, substantial racial and socioe-
conomic disparities remain.

Despite the growing burden of Alzheimer’s disease, few studies have analyzed
statewide patterns in AD-related mortality, and even fewer have focused specifically on the
Mississippi Delta region a historically underserved area that experiences persistent poverty,
limited access to healthcare, and elevated rates of chronic illness. This lack of localized,
county-level analysis creates a critical gap in understanding how Alzheimer’s mortality
has evolved over time in this unique context.

Therefore, the primary objective of this study is to examine longitudinal trends in
Alzheimer’s disease mortality in the Mississippi Delta, with particular attention to racial,
gender-based, and geographic disparities. This study is guided by the hypothesis that
longstanding structural inequities have contributed to significant differences in Alzheimer’s
disease mortality trends by race, gender, and geography in the Mississippi Delta [19].
Specifically, this study compares age-adjusted Alzheimer’s mortality trends from 2016 to
2022 by race (Black vs. White), gender (male vs. female), and Delta Core counties, using
average annual percent change (AAPC) as the primary measure of trend over time.
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This study contributes novel insight by addressing regional and demographic inequal-
ities that have received limited attention in prior Alzheimer’s disease research.

2. Materials and Methods

This study analyzed trends in Alzheimer’s disease (AD) mortality among adults aged
65 and older in the Mississippi Delta region from 2016 to 2022 and obtained mortality
data from the Mississippi Statistically Automated Health Resource System (MSTAHRS;
Mississippi State Department of Health, Jackson, MS, USA) [19]. Age-adjusted mortality
rates were calculated per 100,000 population using the direct standardization method,
based on the U.S. 2000 Standard Population.

The analysis used Joinpoint regression with the Joinpoint Regression Program, Version
5.4.0.0 (Statistical Methodology and Applications Branch, Surveillance Research Program,
National Cancer Institute, Bethesda, MD, USA) [20]. It allowed a maximum of one Join-
point. The analysis selected the optimal model using the Weighted Bayesian Information
Criterion (WBIC), which identified the model with zero Joinpoints as the best fit, indicating
a consistent linear trend in AD mortality during the study period. The software estimated
the Annual Percent Change (APC) and Average Annual Percent Change (AAPC) along with
95% confidence intervals to assess the statistical significance and reliability of the trends.

The APC was calculated using the formula:

APC = (eﬁ - 1) % 100

The AAPC was computed as a weighted average of the APCs across all Joinpoint
segments using the formula:

AAPC = Y | w;- APC;

Formulas were applied as implemented in the Joinpoint Regression Program, Version
5.4.0.0 (NCT) [20].

The Analysis handled missing or suppressed data according to MSTAHRS reporting
standards. Specifically, it suppressed cells with five or fewer deaths and flagged rates based
on fewer than 20 deaths as unstable, interpreting them with caution. It excluded Counties
with suppressed data or statistically unreliable estimates from the trend analysis.

This study did not require ethical approval because it utilized publicly avail-
able, de-identified aggregate data and did not access or analyze any personal or
identifiable information.

3. Results
3.1. Overall Trends

Between 2016 and 2022, Alzheimer’s disease mortality rates followed different patterns
across racial and gender groups. Among White individuals, mortality rates declined slightly,
with an Average Annual Percent Change (—2.9 AAPC), In contrast, Black individuals
experienced a significant increase, with an AAPC of 8.3% (95% CI: 2.6 to 16), indicating that
their mortality rates grew by an average of 8.3% each year over the study period. Regarding
gender, the trends showed a slight rise in mortality among both females (AAPC: 1.6%, 95%
CI: —6.7 to 10.9) and males (AAPC: 2.5%, 95% CI: —8.9 to 15.7).

3.2. Alzheimer’s Disease by County, Race, and Gender in the Mississippi Delta

The following analysis focuses exclusively on the counties identified as part of the
Delta Core region in Mississippi, as defined by the Mississippi State Department of Health.
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This selection allows for a more targeted examination of disparities within the most affected
area of the Delta.

Age-adjusted rates are expressed per 100,000 population using the 2000 U.S. standard
population. Cells with asterisks (*) were suppressed when the number of deaths was five or
fewer, in accordance with confidentiality policies. The analysis calculated rates using 2020
population estimates, which may change when final census data become available. Cells
marked with (“1”) indicate a statistically significant AAPC. Source: Mississippi Statistically
Automated Health Resource System (MSTAHS) [19]. The author performed the analysis.

Between 2016 and 2022, a total of 554 Alzheimer’s-related deaths were recorded across
the 11 Mississippi Delta counties. The highest counts were observed in Bolivar (n = 124),
Coahoma (n = 61), and Washington (n = 55). Of note, two counties (Tunica and Issaquena)
had fewer than 20 deaths, so their rates were not reported and were excluded from Table 1
due to instability, although their deaths contributed to the overall total. These death
counts served as the denominators in the calculation of age-adjusted mortality rates per
100,000 population [19].

Table 1. County-Level Trends in Alzheimer’s Disease Mortality Rates in the Mississippi Delta,
2016-2022.

No. of Cases No. of Cases
Characteristic (Age-Adjusted  (Age-Adjusted AAPC (95% CI) Trend Segment 1 (95% CI)
Rates) Rates)
2016 2022 2016-2022 Years APC
Bolivar 17 (50.8) 19 (55) 7.4 (—5.3t029.1) 2016-2022 7.4 (—5.3t029.1)
Coahoma 7 (24.1) 10 (41.9) 1.5 (—16.7 to 25.1) 2016-2022 1.5 (—16.7 to 25.1)
Segment 1:
s s sass  OEee Bemm  mcaswoen
2020-2022
Counties ™ re 14 (41.9) 10 (37.1) —9.3(—26.4to 3.4) 2016-2022 9.3 (—26.4 to 3.4)
Quitman * (46.4) * (64) 5(—16.7 to 39.7) 2016-2022 5(—16.7 to 39.7)
Sharkey *(53.4) *(53.3) 134 (1.4 to31.4) T 2016-2022 13.4 (1.4 to 31.4)
Sunflower 12 (49.6) 14 (54.7) 1.6 (7.9 to 12.6) 2016-2022 1.6 (7.9 to 12.6)
Tallahatchie 7 (43.7) *(29.1) —1.3 (—18.6 to 24.5) 2016-2022 —1.3 (—18.6 to 24.5)
Washington 8 (15.3) 11 (24.2) —1.5(—10.2t0 7.8) 2016-2022 —1.5(—10.2t0 7.8)

Note: Due to data suppression in counties with fewer than 5 deaths and the use of population estimates prior to
the final 2020 census, death counts and rates may be subject to minor revisions in future data releases. * Data
suppressed due to fewer than 5 deaths. * Statistically significant trend at p < 0.05.

Between 2016 and 2022, a total of 554 Alzheimer’s-related deaths were recorded
across the 11 Mississippi Delta counties. The highest death counts occurred among White
individuals (n = 326), followed by Black individuals (n = 226). Deaths among other racial
groups were suppressed due to small counts. These death totals served as the basis for
calculating age-adjusted mortality rates per 100,000 population [19].

Note: Due to data suppression in cells with five or fewer events and the use of
pre-census population estimates, final death counts may be subject to revision.

As shown in Table 2 The most striking disparity was the sharp increase in mortality
rates among Black individuals. This trend suggests potential differences in healthcare
access, diagnosis rates, or underlying socioeconomic factors influencing disease progression
and mortality.
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Table 2. Racial Disparities in Alzheimer’s Mortality Rates, 2016-2022.

No. of Cases

No. of Cases

Characteristic (Age-Adjusted  (Age-Adjusted AAPC (95% CI) Trend Segment 1 (95% CI)
Rates) Rates)
2016 2022 20162022 Years APC
White 61 (56.6) 37 (39.7) —29(-123t07.6) 20162022 —29(-123t07.6)
R
A€ Black 19 (17.4) 45 (42.1) 8.3 (2.6 to 16) 2016-2022 8.3 (2.6 to 16)

Source: Data from the Mississippi Statistically Automated Health Resource System (MSTAHRS) [19]. Calculations
and analysis were performed by the author.

Regarding gender, 402 deaths were recorded among females and 152 among males. Al-
though Alzheimer’s-related mortality was numerically higher among males (AAPC = 2.5%,
95% CI: —8.9 to 15.7) than females (AAPC = 1.6%, 95% CI. —6.7 to 10.9), the 95% confidence
intervals for both groups included zero, indicating that the observed trends were not statis-
tically significant. These death totals were used to calculate age-adjusted mortality rates
per 100,000 population [19].

Note: Some rates are based on fewer than 20 events and are considered statistically
unstable. Additionally, rates rely on population estimates and may be updated as new
census data becomes available.

As shown in Table 3, between 2016 and 2022, Alzheimer’s disease mortality showed a
modest increase for both males (AAPC: 2.5%) and females (AAPC: 1.6%). Rates for males
rose from 32.4 to 28.5 per 100,000, while for females, the rates increased from 39.1 to 46.4
per 100,000 over the same period.

Table 3. Gender Differences in Alzheimer’s Mortality, 2016-2022.
No. of Cases No. of Cases
Characteristic (Age-Adjusted  (Age-Adjusted AAPC (95% CI) Trend Segment 1 (95% CI)
Rates) Rates)
2016 2022 2016-2022 Years APC
Male 24 (32.4) 21 (28.5) 25(—89t015.7) 20162022 25(—89t015.7)
Gend

N Female 56 (39.1) 61 (46.4) 16(—67t0109) 20162022 16 (—6.7 to 10.9)

Source: Data from the Mississippi Statistically Automated Health Resource System (MSTAHRS) [19]. Calculations
and analysis were performed by the author.

The geographic variation in Alzheimer’s disease mortality across Mississippi counties
is illustrated in Figure 1. The choropleth map presents five color-coded categories based on
age-adjusted annual death rates, using the 2000 U.S. standard population as the reference.
Counties are shaded from light pink to dark red to represent increasing mortality, ranging
from 17.2 to 90.8 deaths per 100,000. Diagonal shading denotes counties with suppressed
or unavailable data due to fewer than 16 reported deaths, in accordance with federal
confidentiality and data stability guidelines County boundaries are outlined, and the
names of selected counties in the Mississippi Delta region, specifically those included in the
study are labeled to clarify the focus area. Source: HDPulse, National Institute on Minority
Health and Health Disparities (NIMHD), 2025 [21].
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Alzheimer's Disease Death Rates for Mississippi by County
All Races (includes Hispanic/Latino), Both Sexes, All Ages, 2019-2023

Age-Adjusted
Annual Death Rate
(Deaths per 100,000)

[(J17.2t0 369

() >369t0484

@) >48.4 to 56.1

@ >56.1 to 65.0

@ 65010908

Suppressed or Not Available

Figure 1. Age-adjusted Alzheimer’s disease mortality rates per 100,000 population by county in
Mississippi, 2019-2023. Counties are shaded from light pink to dark red to represent increasing
mortality, ranging from 17.2-90.8 deaths per 100,000. Diagonal shading denotes counties with
suppressed or unavailable data due to fewer than 16 reported deaths. Source: HDPulse, National
Institute on Minority Health and Health Disparities (NIMHD), 2025 [21].

Females and males exhibited a slight increase in Alzheimer’s-related mortality be-
tween 2016 and 2022. While the upward trends were observed in both groups, the degree of
change was modest. In comparison to racial differences, gender-related variations appeared
less substantial.

4. Discussion

Alzheimer’s disease (AD) is a progressive neurodegenerative disorder characterized
by memory impairment, cognitive decline, and behavioral changes [3]. This analysis of
AD mortality in Mississippi’s Delta region from 2016 to 2022 reveals significant racial and
demographic disparities, highlighting the urgent need for equitable interventions. AD and
related dementias continue to impose a growing burden on families, health systems, and
public health infrastructure [22].

Notably, Black residents experienced a sharp increase in AD mortality rates (about 17.4
per 100,000 in 2016 to 42.1 per 100,000 in 2022), while rates among White residents declined
(56.6 per 100,000 in 2016 to 39.7 per 100,000 in 2022). This widening racial gap aligns with
literature emphasizing structural racism, cumulative socioeconomic disadvantage, and
unequal access to early diagnosis and treatment as drivers of health disparities [22-24].
Zahodne et al. [25] demonstrated that neighborhood racial-income inequality has an ad-
verse effect on cognitive health outcomes among older adults. Furthermore, cumulative
disadvantage theory suggests that lifelong inequities in education, occupation, income, and
healthcare compound to increase the risk of dementia [22,23]. Older Black Americans are
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approximately twice as likely as older Whites to develop AD or related dementias, and
these disparities persist in mortality trends [7,26]. These findings underscore the impor-
tance of designing interventions that are responsive to the specific needs of Black residents
in high-burden Delta counties. Based on the observed disparities, such efforts might include
public health messaging that resonates with local communities, outreach through trusted
local networks, and expanded screening and care access in underserved areas.

Mississippi’s persistently high AD mortality rates, especially among Black seniors,
likely reflect delayed diagnoses, reduced access to memory care specialists, and limited
culturally tailored outreach [2,12]. As highlighted by Butler et al. [27], addressing social
determinants of health (SDOH) such as low educational attainment, poverty, and reduced
access to cognitively stimulating employment is critical to lowering AD disparities [27].

Gender disparities were also evident. Women represented a greater proportion of
AD deaths, consistent with national data showing that nearly two-thirds of Americans
with AD are women [7,28]. While longer life expectancy contributes to this disparity [29],
Mielke emphasizes additional factors, including caregiving exposure, social networks, and
estrogen-related neuroprotection [29]. These biological and social mechanisms suggest that
gender-sensitive approaches to prevention and care are needed.

Rural disparities further exacerbate AD mortality in the Mississippi Delta. Many
Delta counties lack geriatricians, neurologists, or memory care infrastructure, hindering
timely diagnosis and management [12]. Healthy People 2030 identifies improving access
to dementia care in communities as a national goal [16] that are also relevent to rural
communities. For example, Coahoma (24.1 per 100,000 in 2016 to 41.9 per 100,000 in 2022),
Quitman (46.4 per 100,000 in 2016 to 64 per 100,000 in 2022), and Washington (15.3 per
100,000 in 2016 to 24.2 per 100,000 in 2022) counties showed marked increases in mortality
in this study; expanding telehealth, mobile memory screening units, and community health
worker outreach could specifically benefit these areas.

This study also found slight, non-significant increases in AD mortality among both
men and women, underscoring that racial disparities remain more pronounced than gender
differences. Nevertheless, given women'’s higher burden of AD, interventions should
incorporate gendered risk factors and caregiving dynamics. The absence of statistically
significant trends by gender may reflect data limitations, variability in death certificate
reporting, or relatively stable mortality patterns between men and women over time.

Several limitations merit consideration. Small population sizes led to data suppression
in some counties, which limited the interpretability of trends. Underreporting of AD as
a cause of death, particularly when deaths result from complications like pneumonia or
stroke, may underestimate actual mortality [10]. Additionally, the COVID-19 pandemic
significantly affected dementia-related mortality. Livingston et al. [30] reported increased
AD deaths due to infection susceptibility, care disruptions, and social isolation during
the pandemic [31]. Future analyses should examine the direct and indirect effects of the
pandemic on AD trends in Mississippi.

The findings underscore an urgent need for multifaceted public health responses.
Policy recommendations include expanding Medicare-funded cognitive screening, de-
ploying telehealth and mobile diagnostic units, funding dementia-friendly community
initiatives, and integrating SDOH interventions. For instance, counties with the highest
mortality increases could benefit from community-based programs that combine chronic
disease prevention, cognitive health promotion, and cultura sex and lly tailored dementia
care. Future research should evaluate the effectiveness of these policy interventions in
reducing disparities.

Regarding feasibility, future studies should use longitudinal designs to assess the
impact of early diagnosis programs, examine neighborhood-level factors such as envi-
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ronmental stressors and segregation on AD mortality, and evaluate the effectiveness of
telehealth-based memory care services in rural populations.

Finally, these findings highlight the need for targeted public health interventions to
address the increasing burden of Alzheimer’s disease in specific populations within the
Mississippi Delta region. These findings may also generalize to other rural, majority-Black
areas in the Deep South experiencing similar structural inequities. Expanding such anal-
yses to neighboring states could inform regional policy initiatives aimed at reducing AD
disparities. In particular, these results emphasize the importance of implementing practi-
cal interventions, such as establishing memory clinics in underserved Delta counties, to
improve early diagnosis, care, and support for individuals affected by Alzheimer’s disease.

5. Limitations

This study has several limitations. Small county-level populations resulted in sup-
pressed data, limiting the granularity of trend analysis. Underreporting of AD on death
certificates remains a challenge, potentially underestimating mortality [10]. The COVID-19
pandemic likely impacted mortality patterns, exacerbating vulnerability among dementia
patients through direct infection and disrupted care [31]. Therefore, findings cannot be
generalized to all racial or gender subgroups at the county level due to data limitations

6. Conclusions

Being an underprivileged region in the Deep South of the United States, the Mississippi
Delta faces especially severe limitations in healthcare access, which likely play a significant
role in the health disparities observed across the state [24]. This study of the status and
trends of Alzheimer’s disease mortality in the population provides novel information.
The mortality trends in terms of gender were not statistically significant. Mortality rates
increased significantly among Black individuals, while rates among White individuals
showed a non-significant decline. Additionally, higher mortality rates were observed in
economically deprived counties such as Coahoma, Quitman, and Washington.

Ongoing efforts to investigate and address health disparities must remain attentive to
the perspectives and lived experiences of diverse populations [32]. Reducing disparities in
access to specialized care requires multifaceted approaches that address socioeconomic,
racial, and geographic barriers [33]. Strategies such as expanding Medicaid, investing
in community health programs, and strengthening cultural competence training among
healthcare providers are critical to narrowing these gaps [33]. Although these recommen-
dations are based on data prior to the recent national budget Reconciliation bill, future
policy changes may influence Medicaid expansion and access to care in the Delta re-
gion, underscoring the need for ongoing monitoring and policy evaluation. Overall, this
study underscores the urgent need for equitable healthcare policies and intervention pro-
grams aimed at reducing disparities in Alzheimer’s disease outcomes, such as establishing
memory clinics [32]. This recommendation is further reinforced by our findings in the
Discussion Section. Addressing these disparities will require a multifaceted approach, com-
bining epidemiological research, healthcare system improvements, and community-based
interventions to support vulnerable populations in the region.

Successfully reducing disparities in healthcare quality depends on enhancing data
infrastructure, strengthening regulatory oversight, and launching programs to properly
train medical professionals and increase representation from underrepresented minority
groups [34]. Health policy efforts should address racial and regional disparities by im-
plementing culturally tailored outreach programs, increasing access to geriatric care, and
ensuring that diagnostic and treatment resources are equitably distributed. Data infras-
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tructure and surviellance should also be implemented to sustain progress in addressing
these disparities.
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