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Abstract
Structural and social determinants of health (SSDoH) are environmental conditions in which individuals are born, live, learn, 
work, play, worship, and age that affect health, functioning, and quality-of-life outcomes across the life course. Growing evidence 
suggests that SSDoH can help to explain heterogeneity in outcomes in Alzheimer’s disease and Alzheimer’s disease and related 
dementias (AD/ADRD) research and clinical practice. The National Institute on Aging has prioritized collecting SSDoH data to 
elucidate disease mechanisms and aid discovery of disease-modifying treatments. However, a major nexus of AD/ADRD research, 
the national network of Alzheimer’s Disease Research Centers (ADRCs), collects few SSDoH data. We describe a framework for 
feasibly gathering and modeling SSDoH data across ADRCs. We lay out key constructs, their measures, and empirical evidence 
for their importance in elucidating disease and prevention mechanisms. Toward a goal of translation, the framework proposes 
a modular structure with a core set of measures and options for adjunctive modules. We describe considerations for measuring 
SSDoH in existing geographically and culturally diverse research cohorts. We also outline a rationale for universal implementation 
of a set of SSDoH measures and juxtapose the approach with alternatives aimed at collecting SSDoH data.
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Structural and social determinants of health (SSDoH) are 
environmental conditions where individuals are born, live, 
learn, work, play, worship, and age that affect health, func-
tioning, and quality-of-life outcomes across the life span. 
SSDoH can affect an individual’s risk for Alzheimer’s dis-
ease and Alzheimer’s disease and related dementias (AD/
ADRD), likelihood to receive a diagnosis, and prog-
nosis (Centers for Disease Control and Prevention, 2020; 
Hill et  al., 2015). Growing evidence demonstrates that 
SSDoH explains heterogeneity in cognitive, functional, 
biomarker, and interventional outcomes in AD/ADRD re-
search and clinical practice (Centers for Disease Control 
and Prevention, 2020; Hill et  al., 2015). The ability to 
characterize and study SSDoH in AD/ADRD is crucial for 
advancing scientific understanding and developing inter-
ventions to improve health outcomes.

Social determinants include aspects of the social and 
physical environments. Structural determinants refer to 
social processes, systems, and policy. In practice, social 
determinants comprise an individual’s microsystem and 
mesosystem, and structural factors comprise the exosystem 
and macrosystem (Vélez-Agosto et  al., 2017). Though 
there is substantial overlap between structural and so-
cial determinants, the distinction is useful for informing 
actionability, which is an essential element of achieving the 
overall goal of improving health outcomes in AD/ADRD. 
For example, individuals can decide whether or not to seek 
health care, but their receipt of quality health care is de-
pendent upon system-level factors, like insurance, availa-
bility of hospitals, knowledge and skill of care providers, 
and availability of evidence-based treatments. Furthermore, 
an individual’s decision to seek health care is informed by 
structural and social determinants such as symptom recog-
nition, cultural practices, and past experiences. This con-
ceptual distinction facilitates a pipeline of translation from 
research to practice and policy that ensures impact, not 
simply intent. Knowledge of social determinants may help 
inform clinical interventions, while knowledge of structural 
determinants often informs public policies and practices.

The National Institute on Aging (NIA) has prioritized 
funding for the collection and study of SSDoH data in 
order to elucidate disease mechanisms and aid discovery of 
disease-modifying treatments. Efforts are underway to en-
hance collection of SSDoH data in NIA-funded Alzheimer’s 
Disease Research Centers (ADRCs). Informed by NIA’s 
diversity and disparities framework (Hill et  al., 2015)—
including target domains and special populations—we 
propose a framework for feasibly gathering and modeling 
SSDoH data across ADRCs, which support a large portion 
of AD/ADRD research in the United States and often serve 
as a model for programs in the field. Our proposed ap-
proach unifies routine collection across a national network 
of research centers to leverage shared resources, advance 
discovery of interventions that improve community and in-
dividual outcomes, and develop wide sociocultural repre-
sentation of research samples.

A Unifying Framework to Measure SSDoH
We used a multidisciplinary approach to develop a frame-
work for assessing SSDoH relevant to AD/ADRD with a 
primary goal to harmonize a set of evidence-based meas-
ures. Mechanisms of action in our framework are in-
formed by Fundamental Cause Theory, Ecological Systems 
Theory (EST), and the NIA Health Disparities Framework 
(Bronfenbrenner, 1992; Hill et  al., 2015; Phelan et  al., 
2010). Fundamental Cause Theory holds that social 
conditions are fundamental causes of health inequalities. 
EST operationalizes dimensions of social conditions 
(micro-, meso-, macro-, chrono levels) that alone and to-
gether act as determinants in health outcomes and health 
care disparities. The NIA’s Health Disparities Framework 
provides a landscape for pursuing opportunities for inno-
vative solutions to health disparities research related to 
aging and AD/ADRD.

The SSDoH domains in our framework are based on 
Healthy People 2030 (Office of Disease Prevention and 
Health Promotion, n.d.). Through a review of extant re-
search and scholarship on brain health and aging, we 
identified seven specific SSDoH domains that appear founda-
tional to AD/ADRD. Measures of these seven core domains 
from across four ADRCs, which volunteered to contribute 
and serve geographically and sociodemographically di-
vergent populations, were cataloged and, where feasible, 
harmonized (Table 1). Additional information is available 
in Supplementary Table 1.

Core Battery of SSDoH Measures
In this section, we describe seven core conceptual domains 
for SSDoH in AD/ADRD, pursuant to EST. We include the 
constructs’ theoretical underpinnings, validated measures, 
and empirical evidence that supports their potential value 
for elucidating AD/ADRD mechanisms.

Microsystem

Social stressors and perceived stress
Social stressors—financial insecurity and strain, discrimi-
nation, caregiving, mental and physical conditions, man-
aging health conditions, and other factors—can contribute 
to perceived stress (Alzheimer’s Association, 2021; Peavy 
et  al., 2012), which correlates with cognitive function 
(Shields et  al., 2017) and can compromise participation 
in brain health behaviors (Senn et  al., 2014). Life course 
stressors and community-specific stressors, such as dis-
crimination, are associated with cognitive function and 
partially explain racial disparities in AD/ADRD outcomes 
(Zuelsdorff et  al., 2020). Measuring stressors from early 
childhood can help elucidate critical and sensitive periods 
for stress in brain health and AD/ADRD outcomes (Lee 
et al., 2003) and contextual factors elevating exposure to 
stress and stressors (Hannum et al., 2009).

http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnab182#supplementary-data
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Social support
Social support can buffer stress, facilitate research partic-
ipation and health behaviors, moderate genetic and envi-
ronmental vulnerabilities, and promote well-being for older 
persons (Ozbay et al., 2007), all of which may directly and 
indirectly influence brain health and AD/ADRD outcomes. 
Social networks—which include friends, family and peers, 
and colleagues—have distinct distributions across sociocul-
tural groups and the life course that can influence health 

outcomes (Lin, 1999). Minoritized populations, for ex-
ample, often report smaller networks but less social iso-
lation than White populations, while older adults report 
that narrowing of social networks is often associated with 
better emotional well-being (English & Carstensen, 2014).

Education and health literacy
Studies show fewer years of education correlate with higher 
risk and incidence of Alzheimer’s diagnosis and differences 

Table 1.  Structural and Social Determinants of Health Measures by Collection at Select Alzheimer’s Disease Research Centers

EST, domains, and measures Construct assessed UW-M Rush UPenn WUSTL

Microsystem
Social stressors and perceived stress
  Adverse Childhood Experiences Scales Childhood stressors  ✓ ✓ ✓
  Perceived Stress Scale Subjective stress ✓ ✓ ✓ ✓
  Everyday Discrimination Scale Lifetime stressors  ✓ ✓ ✓
  Social Readjustment Rating Scale Adulthood stressors  ✓ ✓ ✓
  Minority Aging Research Study (MARS) Childhood stressors  ✓ ✓ ✓
Social support
  Lubben Social Network Scale Social support   ✓ ✓
  Multidimensional Scale of Perceived Social 

Support
  ✓ ✓  

Education and health literacy
  MARS Educational experiences  ✓ ✓ ✓
  Calgary Charter on Health Literacy Scale Health literacy   ✓ ✓
  Health Literacy Health and financial  

literacy
 ✓   

  Modified UDS A-1 Subject Demographic Years of education  ✓ ✓  
  Health and Retirement Study Maternal years of  

education
  ✓  

Occupation
  Modified UDS A-1 Subject Demographic Occupation ✓ ✓ ✓ ✓
  Occupational Cognitive Response Score Occupation cognition   ✓  
Exosystem
Social positioning
  Modified UDS A-1 Subject Demographic Occupation, education ✓ ✓ ✓ ✓
  Socioeconomic Status and Strain (SES) SES  ✓ ✓ ✓
  MacArthur Scale of Subjective Social Status 

(MacArthur SSS Scale)
Social positioning  ✓ ✓ ✓

Social/built environment/neighborhood
  Modified Life-course Sociodemographic  

Neighborhood Exposures Questionnaire
Neighborhood strengths   ✓ ✓

  Area Deprivation Index Neighborhood stressors ✓ ✓ ✓ ✓
Macrosystem
Social identity
  Sexual Orientation and Gender Identity (SOGI) SOGI ✓ ✓ ✓ ✓
  Modified UDS A-1 Subject Demographics Age, race, ethnicity ✓ ✓ ✓ ✓
  Modified Home Language Survey Language   ✓  
  Washington Group Short Set on Functioning Disability   ✓  
  Modified Brief Multidimensional Measure of 

Religiousness/Spirituality
Religion   ✓  

  National Health Interview Survey Childhood learning  
disability

  ✓  

Note: UW-M = University of Wisconsin–Madison; Rush = Rush University; UPenn = University of Pennsylvania; WUSTL = Washington University in St. Louis; 
EST = Ecological Systems Theory.
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in brain structure (Hill et al., 2015). Quality of education 
correlates with cognitive performance (Chin et al., 2012), 
varies geographically in the United States (Hanushek & 
Yilmaz, 2011), and corresponds to mid- and late-life health 
determinants such as health literacy and other behaviors 
(James et al., 2012). Maternal years of education is a useful 
measure of life course and transgenerational social class. 
Nuanced education measures enable the mapping of geo-
graphic variability and complex life course mechanisms to 
AD/ADRD outcomes.

Occupation
Manual labor, such as goods production, may increase the 
likelihood of dementia diagnosis (Qiu et  al., 2003), while 
other occupations may exert protective effects against de-
mentia outcomes (Stern et al., 1994). Occupational conditions 
can also serve as barriers to health care access, health 
behaviors, and research participation. Structural factors, like 
segregation and other racialized education exposures, also 
contribute to disparities in occupation type (Marquez et al., 
2010), retirement, physical stress, and other factors that may 
differentially influence AD/ADRD outcomes.

Mesosystem

The combination of domains within the microsystem 
represents the mesosystem. SSDoH domains are often 
interconnected and may convey multiple influences 
relevant to aging and AD/ADRD. Furthermore, these 
influences may interact across EST systems. For example, 
as depicted in Figure 1, low education (Microsystem) 
may act as a social determinant of neurodiversity in 
daily life that can increase one’s risk for cognitive de-
cline while also influencing socioeconomic position 
(Exosystem), which is known to convey structural risks 
associated with disparities in health outcomes and health 
care inequalities.

Exosystem

Social positioning
Social positioning includes socioeconomic position and so-
cial status. The Centers for Disease Control and Prevention 
(2019) defines socioeconomic position as the amount of 
money, power, and resources a person has. Educational at-
tainment and occupation contribute to socioeconomic status 
(Figure 1). Lower or diminished socioeconomic status—
which impedes access to stable, safe housing, healthy 
food, and quality health care—contributes to health care 
disparities and risk of dementia diagnosis (Hill et al., 2015). 
Moreover, childhood socioeconomic effects influence cog-
nition across the life course and, in later life, AD/ADRD 
outcomes (Greenfield & Moorman, 2019). Social status—
the relative rank that an individual holds in a social hier-
archy—can affect mental and physical outcomes and one’s 
ability to access social resources (Amir et al., 2019). Social 
positioning alone and in combination with other SSDoH can 
have powerful effects on health outcomes (Hill et al., 2015).

Social/built environment/neighborhood
Neighborhood and built environment factors can influ-
ence cognitive function and AD/ADRD outcomes (Besser 
et  al., 2019). Participants’ approximate (buffered) home 
residences—childhood and adulthood—can be linked with 
publicly available, longitudinal neighborhood data to pro-
vide rich characterizations of individuals’ local environments 
across the life course. Participant self-report measures can 
aid in gathering data on how individuals engage their local 
environments (Mendes de Leon et al., 2009).

Macrosystem

Social identity
Aspects of identity are central to SSDoH and warrant 
study in AD/ADRD. They include self-report of age, race, 
ethnicity, religion, language, disability, sexual orientation 

Figure 1.  Aspects of individuals’ identities, biology, and lived experiences capture structural and social determinants of health that interact to influ-
ence aging and Alzheimer’s disease and related dementias (ADRD) outcomes.
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(Flatt et  al., 2021; Stites et  al., 2021), sex, and gender 
(Stites, 2020). Personal characteristics—being older, fe-
male, and African American—can have concurrent roles 
as markers of AD/ADRD risk (Alzheimer’s Association, 
2021). The intersections between sociocultural and bi-
ologic attributions have tremendous implications for 
stigma and discrimination persons face in living with 
dementia (Stites et  al., 2018). They do not dictate AD/
ADRD risk but rather correspond with SSDoH and other 
experiences that convey elevated risks. They also influence 
racial, ethnic, and sex/gender disparities in health care and 
AD/ADRD outcomes (Cabin & Stites, 2021; Sternthal 
et al., 2011).

Uniform and standardized approaches to classify 
individuals by sociocultural characteristics can aid re-
source sharing and translation of SSDoH research into 
policy and practice interventions. National Institutes of 
Health (NIH, 2015) offer standards for collection of race 
and ethnicity data. These federal classifications of race 
and ethnicity are exceedingly broad in order to facilitate 
data sharing across large geopolitical areas and guide 
population-level policy. More discrete groupings may be 
advantageous to facilitate the study of within-group het-
erogeneity. Measures of self-reported sex, sexual orienta-
tion, and gender identity are also available (Flatt et  al., 
2021). Disability status should also be assessed as those 
living with impairments can experience distress and anx-
iety from social factors—that is, discrimination, prejudice, 

and exclusion—that impede their social and political par-
ticipation (Trani et al., 2016).

Chronosystem

Our framework subsumes a life course perspective, which 
recognizes that events and exposures compound over the 
lifetime (Figure 2) and have outsized impacts on health 
during critical and sensitive periods from the prenatal pe-
riod and through later life. Thus, several SSDoH domains 
warrant repeated measurement along the life course. In 
prior sections, we outline opportunities to consider effects 
of specific life stages—that is, retirement and age-related 
social network narrowing—and the life course—that 
is, cumulative effects of subjective stress and life course 
stressors—in SSDoH domains.

SSDoH Assessment Modules
Our framework uses a modular structure to augment the 
core battery with population-specific SSDoH measures, 
which are conceptualized to operate like the SSDoH in 
the core battery. A module contains SSDoH for a popula-
tion subgroup, as defined by specific demographic features 
or sociocultural experiences, and compliments the core 
set of universal SSDoH. Selection and implementation of 
modules are expected to reflect a center’s local community 
and thereby research cohort.

Figure 2.  Individuals’ lived experiences and biology have cumulative effects over the life course.
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We present, as illustrative cases, four modules for 
populations defined as Latin, Black and African American, 
refugee and immigrant, and Native American and indig-
enous. These populations are among those identified by 
NIH as having priority for health disparities research and 
warranting particular attention to promote productive and 
healthy aging (Hill et al., 2015). While they have divergent 
lived experiences, themes of unique cultural values, social 
and economic adversity, and access to social capital and 
structural resources are common SSDoH across populations. 
The goal of presenting these priority populations is to dem-
onstrate consideration of SSDoH in specific groups and 
highlight commensurate measures (Supplementary Table 2),  
based on the expert opinion of AD/ADRD researchers 
conducting studies with these groups.

Latin Populations

Latino/a/x or Hispanic refers to people born, or with 
ancestors, from Latin American countries or from Spanish-
speaking countries, respectively. In the United States, the 
number of Latinos with AD/ADRD is expected to increase 
(Alzheimer’s Association, 2021). Compared to older non-
Latino Whites, older Latinos have a higher risk and preva-
lence of AD/ADRD (Chin et al., 2011).

Cultural heritage or country of origin can be useful for 
capturing community-specific stress in Latino populations. 
For example, one study found that Mexicans had higher 
levels of immigration and acculturative stress compared 
to Cuban or Dominican immigrants in the United States 
(Cervantes et al., 2019). In another study of diverse Latinos, 
more acculturative stress was associated with poorer per-
formance on cognitive measures (Muñoz et al., 2021).

Cultural values of familismo, marianismo, fatalismo, 
and machismo influence behaviors relevant to AD/ADRD. 
Familismo, as measured for example by Sabogal’s Familism 
Scale (Campos et  al., 2019), is the “strong identification 
and attachment of individuals with their families (nu-
clear and extended) and solidarity among members of 
the same family” (Sabogal et  al., 1987). Familismo and 
marianismo—a traditional Latin American view of fem-
ininity—may aid in conceptualizing participation in 
caregiving and the medical establishment. In contrast, 
machismo—a traditional Latin American view of mascu-
linity—may be informative in understanding how to reduce 
AD/ADRD risk (Moreira et al., 2018). Fatalismo—the be-
lief that all events are predetermined and humans are pow-
erless to change them—underlies the salience of religiosity 
and spirituality in Latin communities (Moreira et al., 2018) 
and may convey resilience factors with important roles in 
the AD/ADRD patient and caregiver experiences.

Immigrant and Refugee Communities

Immigrants depart their countries of origin for mostly 
negative reasons. Economic migrants seek better financial 

opportunities, asylees seek international protection from 
dangers in their home country, and refugees seek resettle-
ment fleeing violence/conflict, political, religious, or ethnic 
persecution. For decades, the United States has led the 
world in the number of immigrants (Connor & Manuel 
Krugstad, 2018), with over three million refugees resettled 
nationally. Refugees and internally displaced people face 
multiple disadvantages, placing them at risk for poor AD/
ADRD outcomes.

The refugee experience is, broadly, composed of an 
emergency relocation and a resettlement phase. The first 
particularly affects children who are a third of the world 
population but represent half of the global refugee popula-
tion. The childhood refugee experience is characterized by 
stress, anxiety, depression, and trauma, which are all AD/
ADRD risk factors (Donley et al., 2018; Livingston et al., 
2020). Capturing these childhood sequalae may aid un-
derstanding of life course effects in AD/ADRD. Measuring 
multidimensional poverty (Alkire & Foster, 2011) and 
deprivation and trauma exposure (Mollica et  al., 1992) 
allow characterizing SSDoH in immigrant and refugee 
populations in childhood and adulthood.

Upon resettlement, refugees endure acculturation 
pressures while often being perceived as burdens on so-
cial systems and as market competitors (Alemi & Stempel, 
2018). Refugees contend with limited access to quality 
health care, overstretched economic resources, and em-
ployment barriers (Kerwin & Nicholson, 2021). Stresses 
of displacement and relocation are magnified by loneli-
ness, isolation, and erosion of traditional values (Alemi 
et al., 2014). Refugees may also be living with injuries and 
disabilities acquired during emigration, which compound 
vulnerabilities to emotional, physical, and sexual violence 
(Kett & Trani, 2010).

Native American and Indigenous Populations

Indigenous people of North America (INA) continue to ex-
perience the long-term effects of colonialism. Stresses of co-
lonialism manifest themselves in multiple social pathologies 
and physical disease. Physiological stress processes and 
unhealthy behaviors as self-treatment of stresses arising 
from a life of vulnerability contribute to cardiovascular 
and cardiometabolic dysfunction (Jackson et al., 2010) as 
well as elevate the risk for developing type 2 diabetes and 
its comorbidities. Social adversities experienced in adoles-
cence, such as exposure to peer, community, and collective 
violence, also elevate the risk of behavioral and physical 
health impairments later in life (El Mhamdi et al., 2019). 
Over time, these conditions can increase the risk of vascular 
lesions in the brain culminating in impaired cognition (El 
Mhamdi et al., 2019).

Cultural values and perspectives are essential SSDoH in 
INA populations, shaping opportunities for early detection, 
research enrollment and participation, and helping with 
family caregiver coping. Hallucinations may be interpreted 

http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnab182#supplementary-data
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as positive events wherein the affected person is considered 
to be communicating with the “other side” before death, 
thereby proving the existence of an afterlife (Henderson & 
Henderson, 2002). Medical perspectives that suggest that de-
mentia limits one’s experience of life are incompatible with 
some INA cultural concepts that interpret dementia progres-
sion as a life-expanding experience (Jacklin et al., 2015).

Past personal and community experiences with institu-
tionalized medicine can be key indicators of prior cultural 
traumas and barriers to care as individuals age. Optimal 
communications between providers and care receivers are 
facilitated by shared cultural understandings of affected 
persons and their social network (Jacklin & Pitawanakwat, 
2019). Measures of health and health care communication 
may be useful in INA populations.

Black and African American Populations

Nomenclature associated with Black/African American 
populations has shifted over time. For the current anal-
ysis, we refer to Black populations as those existing glob-
ally and characterized by an intersecting set of skin tone, 
facial features, and hair textures, while African American 
communities are comprised of Blacks with ancestry within 
the United States. As such, Blacks/African Americans rep-
resent one of the most diverse groups in the United States, 
with widely varying geographic locations of birth within and 
outside of the United States, national migratory patterns, 
sexual orientation and gender identity, faith-based practices, 
and socioeconomic status—all lending an intersectional lens 
to lived experiences affected by racism and discrimination 
within the United States and globally (Tamir et al., 2021). 
Despite this diversity, Black/African American populations 
are connected in their universal experiences related to struc-
tural and social adversity, that is, systemic racism. Hence, 
SSDoH assessment in Black/African American communities 
must incorporate these lived and diverse experiences; how 
they affect access to and quality of resources such as em-
ployment, education, housing, and health care; and link to 
chronic diseases of aging, including AD/ADRD and their 
risk factors (Thornton et al., 2016). These experiences are 
interwoven with elevated risk for AD/ADRD burden expe-
rienced by Black/African American communities as well as 
the deleterious health impacts of dementia caregiver stress 
and burden largely experienced by Black/African American 
women (Alzheimer’s Association, 2021).

Measuring SSDoH offers a seminal step to engaging 
with Black/African American communities to eradicate AD/
ADRD and decrease AD/ADRD risk. It requires addressing 
the historical and current impact of systemic and structural 
racism and discrimination on the cognitive health of Black/
African American communities (Chin et al., 2011; Hill et al., 
2015). As such, key foci of SSDoH measures are the real and 
perceived impacts of racism and discrimination and their di-
rect links to cognitive and healthy aging for Black/African 
Americans communities, which include persons living with 

dementia, persons at elevated risk for AD/ADRD, and their 
caregivers (Alzheimer’s Association, 2021).

Modes of Data Collection
The SSDoH modular framework is adaptable, aimed at 
meeting the needs of geographically and culturally diverse 
AD/ADRD research cohorts. Pilot testing is underway to 
assure the battery operates equitably across administration 
modalities (in-person, telephone, or mobile phone, and self-
administered online). Initial administration of the core bat-
tery requires ~30–40 min, with follow-up administrations 
shorter in duration. The battery can be completed over 
multiple self-administered sessions (Supplementary Table 
3). Many items can be completed by a spouse or other re-
search partner if proxy responses are needed. Moreover, 
modules can be added or changed based on organizational 
priorities.

Rationale for Universal Implementation of 
SSDoH Measures
We juxtapose our rationale for universal implementation 
of an SSDoH battery with an alternative of implementing 
measures via investigator-initiated grants. As evidence 
grows about the importance of distal and proximal social 
determinants for brain and cognition trajectories in later 
life, some individual investigators have initiated collec-
tion of SSDoH data within their affiliate ADRC cohorts. 
We argue that, while investigator-initiated data collection 
may continue to be ideal for local community samples 
and other specialized data, standardized collection of 
foundational SSDoH measures provides crucial benefits 
to the AD/ADRD field and the public it serves. Measures 
highlighted in our framework are not a comprehen-
sive set of SSDoH measures that shape ADRD-relevant 
exposures; many additional data may complement these 
modules.

Universal collection of a battery that captures core 
domains ensures that participant data can be harmonized 
across ADRCs. This maximizes statistical power to ex-
plore risk, resilience, and potential interventions in under-
represented populations who experience disproportionate 
burdens of dementia. Universal collection also facilitates 
both early career and senior investigators with expertise 
in SSDoH leveraging such data to readily and consistently 
prioritize underserved populations, regardless of the phys-
ical location of their employment and/or their affiliated 
ADRCs.

Conclusion and Recommendations
While study of SSDoH in AD/ADRD research is gaining 
momentum, significant work remains, emphasized by three 
reasons. First, consideration of SSDoH may help mitigate 
disparities in groups that are disproportionately burdened 

http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnab182#supplementary-data
http://academic.oup.com/gerontologist/article-lookup/doi/10.1093/geront/gnab182#supplementary-data
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by AD/ADRD. Second, the focus on biology and beha-
vior alone, without consideration of social and structural 
influences, places causes of disparity and onuses of risk 
reduction unilaterally on individuals without any recog-
nition of the contributions of systems. Last, SSDoH exert 
influences essential to developing intervention models that 
are accessible and applicable to many populations.

In an effort to advance and expand this work, we pro-
pose a framework for gathering foundational data on 
SSDoH relevant to AD/ADRD. The framework is a mech-
anism to elevate cultural awareness of the needs of diverse 
communities at greatest risk for AD/ADRD and probable 
cumulative effects of SSDoH on cognition and brain health. 
Similarities and divergences of SSDoH across populations 
underscore opportunities for natural synergies in assess-
ment and collaboration among ADRCs.

Broadly, research on SSDoH has been gaining mo-
mentum over the last two decades, but investigation of 
SSDoH in older populations, and in cognitive aging par-
ticularly, has not experienced the same growth. Developing 
this area of research requires addressing gaps in key SSDoH 
measures. Many gaps remain in the sparse availability of 
SSDoH measures to capture, as examples, disability, lan-
guage, and INA lived experiences. Measures are an essen-
tial early step to facilitate researchers’ ability to identify, 
characterize, and track SSDoH as they shape AD/ADRD 
outcomes.

Collecting SSDoH is a necessary initial step; however, 
ultimately, identifying and building relationships with com-
munity organizations will facilitate health equity in aging 
by addressing and eliminating harmful SSDoH. To do this, 
community-partnered and community-informed processes 
are needed to elucidate the needs of community members 
and prioritize aspects of cognitive aging (Chin et al., 2011). 
Both community-engaged research (CER) and patient-
centered outcomes research (PCOR) approaches acknowl-
edge the potential lack of trustworthiness that may exist for 
researchers and their institutions but also encourage mu-
tually beneficial and bidirectional relationships built upon 
trust to determine a shared purpose for research, one that 
is both scientifically and community relevant (Gilmore-
Bykovskyi et al., 2019).

Encouraging implementation of CER and PCOR that 
employ mixed methods will aid in robust examination of 
lived experiences, biological processes, biomarkers, and 
other mechanisms related to AD/ADRD and cognitive 
aging while also making tangible advances in building soci-
oculturally diverse research samples, community trust and 
engagement, and interdisciplinary scientific communities in 
aging and AD/ADRD research (Gilmore-Bykovskyi et al., 
2019; Glover et al., 2019). This framework offers an initial 
step toward these broader goals.
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