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METHODS

KEY TAKEAWAY: Alzheimer’s disease differs across White, African American, Hispanic, and Middle Eastern We synthesized peer-reviewed evidence on Alzheimer’s risk, clinical features, biomarkers, and progression across
populations in risk, biomarkers, and disease progression. Vascular and metabolic health, genetic ancestry, and White, African American, Hispanic, and Middle Eastern populations, focusing on vascular-metabolic factors, social
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models.

OUR UNDERSTANDING OF ALZHEIMER’S HAS BEEN ALZHEIMER'’S DISEASE: DIFFERENT POPULATIONS, DIFFERENT REALITIES

BU I LT ON ON E PO PU LAT'ON. White (European-ancestry) cohorts built the foundation. African Americans face the highest burden.
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The field is only now reckoning with White, European-ancestry participants built the African Americans carry the highest dementia socioeconomic position [2].
foundation of Alzheimer’s research, and that

how much that Shaped what history still sets the defaults.
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MIDDLE EAST AND NORTH AFRICA (MENA)

e HISPANIC AND LATINX ADULTS

Hispanic and Latinx adults are roughly 1 .5 X more
likely than White adults to develop dementia, though

The Middle East and North Africa remain among the
least-studied regions in dementia research, and in US data
the population is effectively invisible, folded into the White
category by national surveys [13].
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Q BETTER COMPARISONS. BETTER MODELS. BETTER OUTCOMES FOR ALL.
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burden [5,8].

Key ta keaway: Heterogeneity across Hispanic/Latinx groups is the rule.
Vascular and metabolic health, ancestry, and social conditions
all shape risk, onset, and trajectory.

Key takeaway: MENA faces a research and data gap, but evidence points
to cerebrovascular and mood factors, cardiometabolic risk, and preventable

drivers that deserve urgent attention.

@/ Side-by-side comparisons reveal why one-size-fits-all models fall short—and why better, more inclusive science matters. ( ) Different populations. Different drivers. Better data. Better models. Better outcomes.
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