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Rurality was associated with lower odds of ADRD. In Al/AN, availability of medical specialists (e.g., neurologists, psychiatrists) explains a large proportion of the rural-
urban differences in prevalence of diagnosed ADRD. Accounting for rurality x specialist-density interaction increases the proportion explained.

GPs, hospital resources, and other healthcare resources does not explain the rural-urban differences

The pathway is different between Al/AN and White populations. Medical specialists does not explain the rural-urban differences in White.
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