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Abstract

Objective 

Religion is a social determinant that is positively associated with cognitive function. Several 
mechanisms have been proposed to explain the link between religion and cognitive function; 
however, no studies have yet examined the interactions between religion and risk genes. The 
current study sought to examine the effects of religiosity on cognitive functioning in a large 
Chinese sample. 

Method 

A total of 2,410 community residents aged 55 years and older were recruited from the Ningxia 
province of China. Apolipoprotein E (APOE) gene polymorphisms were detected using the 
high-resolution melting curve method. The Mini-Mental State Exam and Duke University 
Religion Index were administered to assess cognitive function and religiosity. The logistic 
regression model was used to examine the relationships. 

Results 

Participants with the Ɛ4 allele and without high religiosity had the highest risk of mild cognitive 
impairment (MCI) (OR=1.95; 95% CI: 1.24-3.07); the synergy index was 0.40 for religiosity 
and the Ɛ4 allele and was 1.55 for religiosity and the Ɛ2 allele. The logistic regression model 
revealed a significant negative interaction effect between the Ɛ4 carrier status and high 
religiosity (OR=0.45; 95% CI: 0.25-0.84). 

Conclusion 

This study provides the initial evidence of a beneficial modifying effect for religiosity on 
relationship between the APOE Ɛ4 carrier and MCI, however, further prospective studies are 
needed to confirm the finding. 
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Introduction 

Apolipoprotein E (APOE) is a plasma protein 
involved in the metabolism of lipoproteins and 

cholesterol. It plays an important role in the 
neurobiological system [1]. Human APOE has 
three isoforms (Ɛ3, Ɛ4, and Ɛ2) due to cysteine-
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religiosity (e.g., high-risk gene variants would 
have a weaker effect on cognitive functioning in 
those with higher levels of religiosity). 

Materials and Methods

 � Subjects

Participants in the present study were acquired 
from two main resources between May 2013 and 
July 2015. First, five communities were selected 
from two cities using a convenience cluster 
sampling method. Three of those communities 
were from Yinchuan (the largest city in the 
Ningxia province), and two were from Wu 
Zhong (the second largest city in the Ningxia 
province). A total of 1,022 community residents 
participated; among whom, 924 completed the 
questionnaire and provided blood samples for 
gene variant determination. The full details of the 
sampling method have been reported elsewhere 
[7]. Second, 1,612 community residents were 
recruited from a health care center where physical 
examinations were conducted in preparation for 
going on the Hajj (an annual Islamic pilgrimage 
to Mecca and mandatory for adult Muslims at 
least once in their lifetime [21]). Among those 
subjects, 1,486 completed the questionnaire 
and provided blood samples for gene detection. 
Thus, 2,410 subjects were included in the final 
analysis. The inclusion criteria for the study were 
as follows: (1) permanent residency in Ningxia, 
(2) aged 55 years or older, (3) the activities of 
daily living scale scored 21 or below, and (4) 
agreement to participate. Those who were unable 
to complete the survey due to vision and hearing 
disabilities, a history of alcohol consumption, or 
a history of serious physical illness were excluded.

The demographic characteristics of the 
participants are displayed in Table 1. Subjects 
were, on average, 64.5 (SD=5.7) years of age, 
with a range of 55 to 89 years. Slightly more 
than half (55.8%) were female, and 45.1% had 
no formal education. 

This study was approved by the Institutional 
Review Board of the Ningxia Medical University 
(Nos. 2012009 and 2015151). All of the 
participants provided written informed consent 
prior to completing the survey.

 � Neuropsychological testing and 
physical examination

All of the participants underwent a careful 
physical examination at a health care center to 
obtain the blood sample for gene analysis and 

arginine interchanges at codons 112 (rs429358) 
and 158 (rs7412) [2]. The APOE Ɛ4 allele has 
been widely studied as a risk factor for mild 
cognitive impairment (MCI) and Alzheimer’s 
disease (AD), and Ɛ2 serves as a protective allele 
[3-5]. The association between the Ɛ4 carrier 
status and cognitive impairment has also been 
demonstrated in Chinese populations [6,7]. 

Social factors are known to influence cognitive 
function. Religion as a social determinant 
of mental health has been demonstrated [8]. 
Studies have shown that religious attendance is 
associated with slower rates of cognitive decline 
among older Mexican Americans, where those 
who attend religious services more frequently 
experience a slower rate of cognitive decline 
[9]. A significant negative association between 
religious participation and cognitive impairment 
was also found among the oldest people in China 
[10]. Different aspects of religion may help to 
explain the association with cognitive function, 
including increased social integration [10,11], 
better behavioral self-control [12], and fewer life 
event stresses [13,14].

Are there other mechanisms that might help 
to explain the link between religiosity and 
cognitive function? Two recent studies have 
reported that religiosity is associated with greater 
leukocyte telomere length (TL) [15,16]. TL is 
also a significant predictor of cognitive function 
[17,18]. Religiosity may also protect individuals 
from cognitive dysfunction by modifying the 
effect of high-risk genes. When Huang, et al. 
found a lower prevalence of Alzheimer’s Disease 
among Tibetans, further analysis revealed that 
the lower risk may have been due, in part, to 
the effect of religiosity on genetic factors [19]. 
Chartier, et al. also found that the associations 
between alcohol dehydrogenase (ADH) enzyme 
gene variants and alcohol consumption-related 
phenotypes were modified by the level of religious 
involvement [20]. These studies suggest that 
the inverse relationship between religiosity and 
cognitive dysfunction may be partly explained 
by an interaction between the risk genes (APOE 
Ɛ4 allele for example) and cognitive function. To 
the best of our knowledge, however, no study has 
yet examined this interaction. 

In the current study, we examined the effects of 
religiosity on cognitive functioning via a Gene × 
Environment (G×E) paradigm in a large Chinese 
sample. We hypothesized that associations 
between APOE gene variants and cognitive 
impairment would be modified by the level of 
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to review their physical disease and substance 
abuse history. A face-to-face interview was 
performed by trained medical students using a 
structured questionnaire to collect demographic 
information. One item question “Do you have 
significant memory decline recently?” asked to 
identify self-report memory complaint. And 
the Chinese version Mini-Mental State Exam 
(MMSE) [22], Activities of Daily Living Scale 
(ADL) [23], and the Geriatric Depression Scale 
(GDS) [24] were administered at that time. 
The Chinese version of the MMSE has high 
sensitivity (90.8%) and specificity (93%) for 
detecting significant cognitive impairment in 
Chinese populations [25]. MCI was diagnosed 
according to Peterson’s criteria [26] with 
modification as Cui, et al. suggested: MMSE was 
used to assess normal cognitive function instead 
of verbal memory test. The lower education level 
in elderly Chinese barred to apply specific verbal 
memory test (the national population census of 
year 2010 found that among 60 years old and 
over, the education level of primary school or 
below up to 71.4%). The subjects’ education 
level was taken into account when assessing the 
MMSE scores as follows: MMSE ≤17 for those 
with no formal education; MMSE ≤ 20 for those 
with primary school education (≥6 years); and 

MMSE≤24 for those with junior high school 
education or above (≥ 9 years) [27].

Religiosity

Religiosity was measured using the Chinese 
version of the 5-item Duke University Religion 
Index (DUREL), a brief measure of religious 
involvement widely used in the literature [28]. 
The psychometric properties of the Chinese 
version of the DUREL have been established 
[29]. The total DUREL score ranged from 5-27, 
with higher score indicating higher religiosity. In 
the present study, the high religiosity defined as 
those participants who prayer more than once 
a day, and attend the religious service almost 
every day, and claimed the religion is important 
or very important in their life (corresponding to 
DUREL total score >24). 

 � APOE gene polymorphism test

DNA was isolated from venous blood leukocytes. 
Single-nucleotide polymorphisms (SNPs) of 
the rs429358 and rs7412 genes were detected 
using the high-resolution melting (HRM) curve 
method [30]. The analyses were performed 
at the Biochip Ningxia Center following the 
manufacturer’s instructions. To control for 
accuracy, twelve DNA samples were retested 

Table 1: Demographic characteristics.

Total
n=2,410

Community
n=924

Hajj#

n=1,486 t/Chi P value

Age, mean (SD), years 64.5 (5.7) 66.5 (6.8) 63.3 (4.6) 13.74 <0.001

Gender, female, n (%) 1,345 (55.8) 571 (61.8) 774 (52.1) 21.78 <0.001

Education, n (%)

 None 1,086 (45.1) 239 (25.9) 847 (57.0) 288.77 <0.001

 Primary school 621 (25.8) 253 (27.4) 368 (24.8)

Junior high school 438 (18.2) 254 (27.5) 184 (12.4)

 >Senior high school 265 (11.0) 178 (19.3) 87 (5.9)

Living status, alone, n (%) 376 (15.6) 187 (20.2) 189 (12.7) 24.46 <0.001

MCI, yes, n (%) 416 (17.3) 181 (19.6) 235 (15.8) 5.68 0.017

MMSE, mean (SD) 23.6 (4.5) 24.3 (4.8) 23.2 (4.3) 5.67 <0.001

GDS, mean (SD) 4.1 (3.9) 5.9 (4.6) 3.0 (2.9) 20.20 <0.001

ADL, mean(SD) 14.9(2.8) 15.4(3.4) 14.2(1.3) 7.95 <0.001

DUREL, mean (SD) 23.1 (5.6) 18.3 (6.5) 26.1 (1.5) 43.78 <0.001

High religiosity, yes, n (%) 1,399 (58.0) 180 (19.5) 1,219 (82.0) 915.42 <0.001

Hypertension, yes, n (%) 1,178 (48.9) 617 (66.8) 561 (37.8) 186.73 <0.001

FPG, abnormal, n (%) 430 (17.8) 237 (25.6) 193 (13.0) 62.31 <0.001

Ɛ4 carrier, yes, n (%) 358 (14.9) 65 (7.0) 293 (19.7) 72.45 <0.001

Ɛ2 carrier, yes, n (%) 350 (14.5) 141 (15.3) 209 (14.1) 0.66 0.418

Ɛ3 carrier, yes, n (%) 1702(70.6) 719(77.7) 983(66.1) 37.03 <0.001

Risk index, mean (SD) 0.00 (0.6) 0.10 (0.55) -0.06 (0.62) 6.36 <0.001
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using the dideoxy-mediated chain termination 
method at an independent laboratory (Genex, 
China). All the genotypes were detected using 
a sequencing method consistent with the HRM 
protocol. The Hardy-Weinberg balance test was 
conducted by Chi-squared analysis (χ2=1.65, 
P=0.199).

 � Statistical Analysis

Carriers of the Ɛ2 allele including genotypes 
Ɛ2Ɛ2 and Ɛ2Ɛ3, and carriers of the Ɛ4 allele 
including genotypes Ɛ3Ɛ3 and Ɛ4Ɛ4; Due to the 
rare prevalence of Ɛ2Ɛ4 in general population, 
the carriers of the Ɛ3 allele including genotypes 
Ɛ3Ɛ3 and Ɛ2Ɛ4 as the control, in current study 
27 participants with Ɛ2Ɛ4 genotype. A gene 
risk index model, widely used in other studies 
of this type, was used to evaluate the variation 
in the APOE polymorphisms [31]. The model 
assigned +1, 0, or −1 for the Ɛ2, Ɛ3, or Ɛ4 alleles, 
respectively. The genotypes Ɛ2Ɛ2, Ɛ2Ɛ3, Ɛ2Ɛ4, 
Ɛ3Ɛ3, Ɛ3Ɛ4, and Ɛ4Ɛ4 had scores of +2, +1, 0, 0, 
−1, and −2, respectively. The distributions of the 
APOE genotypes (i.e., the frequency of the allele’s 
Ɛ2, Ɛ3 and Ɛ4, as well as Ɛ2 allele carriers and Ɛ4 
allele carriers) and demographic characteristics 
between the two community samples were 
analyzed by Chi-squared test. Age and the APOE 
risk index were analyzed by Student’s t test. Two 
analysis strategies were used to examine the 
interaction between religiosity and APOE gene 
variants. First, a crossover analysis was used to 
detect the gene-environmental interaction [32]. 
In this analysis, we created a 2*4 cross-tabulation 
with the APOE-ε4 allele carrier and high 
religiosity variables. Using neither APOE-ε4 nor 
high religiosity as the reference group (OR00), the 
odds ratio (OR) was calculated for (1) APOE-ε4 
without high religiosity (OR01), (2) without 
APOE-ε4 but with high religiosity (OR10), and 
(3) both APOE-ε4 and high religiosity (OR11). 
A synergy index (SI) was calculated to assess the 
degree of interaction, SI=R11/(R01×R10), where 
SI>1 indicates a synergistic interaction, and SI<1 
indicates a negative interaction [33].

Second, a logistic regression model was used 
to examine the regression coefficients (β), odds 
ratios (ORs) and 95% confidence intervals (95% 
CIs) for the Ɛ2 allele carriers, Ɛ4 allele carriers, 
risk index, high religiosity and G*E interactions 
after controlling for age, gender, and physical 
health variables, where βGxE>0 and ORGxE>1 
indicate a synergistic interaction between the 
gene and environment, and βGxE<0 and ORGxE<1 
indicate a negative interaction between the gene 

and environment [34]. The Ɛ2 allele carriers, 
Ɛ4 allele carriers, and risk index variables were 
entered into the model separately. Statistical 
significance was set at P < 0.05. All of the 
analyses were performed using the Statistical 
Package for Social Sciences version 22.0 (IBM 
Corp, Armonk, NY, USA).

Results

 � Prevalence of MCI and religiosity of the 
subjects

Nearly one of five participants (17.3%) met the 
criteria of MCI (Table 1). The average MMSE 
score was 23.6 (SD=5.6). The average score on 
the DUREL was 23.1 (SD=5.6), with 58.0% 
of subjects classified as highly religious. Fifteen 
percent of the participants carried the at-risk Ɛ4 
allele, and 15% carried the Ɛ2 allele. 

 � Interaction between the APOE 
genotype and religiosity

Table 2 presents the results examining the 
relationship between the APOE genotype and 
religiosity. Participants with the Ɛ4 allele and 
without high religiosity had the highest risk of 
MCI (OR=1.95; 95% CI=1.24-3.07). Those 
with the Ɛ4 allele and high religiosity had a lower 
risk of MCI (OR=0.70; 95% CI=0.47-1.04) 
than those without the Ɛ4 allele and without 
high religiosity. As a result, the synergy index 
was 0.40 with OR11<OR01×OR10, indicating a 
negative interaction between the Ɛ4 allele and 
high religiosity. By contrast, those with the Ɛ2 
allele had a lower risk of MCI, although there 
was a synergistic interaction when high religiosity 
was present together with the Ɛ2 allele (SI=1.55, 
OR11>OR01×OR10). 

 � Logistic regression model

The logistic regression model is presented in 
Table 3. When controlling for demographic 
variables and physical health (blood pressure, fast 
plasma glucose), the Ɛ4 carrier was associated 
with a higher risk of MCI (OR=1.78; 95% CI: 
1.12-2.83; P<0.05). No significant association 
was found between high religiosity and MCI. No 
significant relationship was found between the Ɛ2 
carrier status and MCI, although the trend was 
in the expected direction. There was, however, 
a significant negative interaction effect between 
the Ɛ4 carrier status and high religiosity (βGxE=-
0.79, ORGxE=0.45, 95% CI: 0.25-0.84, P<0.05), 
again indicating a lower risk for MCI among 
those with the Ɛ4 carrier status in the presence 
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of high religiosity. There was also a synergistic 
interaction between the Ɛ2 carrier status and 
high religiosity (βGxE=0.37; ORGxE=1.45; 95% 
CI: 0.75-2.78), but it did not reach statistical 
significance. For the APOE risk index model, 
there was a synergistic interaction between 
the APOE risk index and high religiosity 
(βGxE=0.35; ORGxE=1.42; 95% CI: 0.99-
2.05), with a borderline significant p value  
(0.059).

The logistic regression model revealed 
inconsistent associations between the Ɛ4 carrier 
and MCI when the analyses were stratified by 
sample group (communities vs. Hajj). In those 
communities, Ɛ4 was positively associated 
with the risk of MCI (OR=2.44), and the 
APOE risk index was negatively associated 
with the risk of MCI (OR=0.66), although 
those associations were not present for those 
going on the Hajj (Table 4). No significant 
interaction between religiosity and APOE 
high or low risk alleles on MCI were found in 
either group.

Discussion 

Religion plays an especially important role in later 
life because religious involvement helps older 
people face impending death, find and maintain 
a sense of meaningfulness and significance in 
life, accept the inevitable losses of old age and 
discover and utilize the compensatory values 
that are associated with old age [35]. To our 
knowledge, this is the first study to examine the 
modifying effect of religiosity on the association 
between the APOE genotype and the risk of 
MCI. In the presence of without high religiosity, 
there is an increased risk of MCI among those 
with the Ɛ4 allele. This is not present among 
those with high religiosity. There is also a lower 
risk of MCI in those with high religiosity in the 
absence of the protective Ɛ2 allele. Overall, it 
appears that the positive relationship between 
religiosity and cognitive functioning might be, 
at least partly, due to the distribution of APOE 
high- and low-risk genotypes. Lower religiosity 
may exacerbate the risk of MCI in those with 
the high-risk Ɛ4 allele, whereas high religiosity 

Table 2: Interaction between APOE genotype and religiosity on MCI.

 
with Ɛ4 without Ɛ4
HR+ HR- HR+ HR-

MCI (yes) 34 31 187 164
MCI (no) 221 72 957 744
OR OR11=0.70 OR01=1.95 OR10=0.89 OR00=1.00
95%CI (0.47,1.04) (1.24,3.07) (0.70,1.12) ----
SI 0.40 OR11<OR01×OR10

with Ɛ2 without Ɛ2
HR+ HR- HR+ HR-

MCI(yes) 32 21 189 174
MCI(no) 170 127 1008 689
OR OR11= 0.75 OR01=0.65 OR10=0.74 OR00=1.00
95%CI (0.49, 1.13) (0.40, 1.07) (0.59, 0.93) ----
SI 1.55 OR11>OR01×OR10

OR: Odds ratio; MCI: Mild cognitive impairment; 95% CI; 95% Confidence Intervals; HR+: with high religiosity; HR-: without high religiosity; SI: synergy index

Table 3: Logistic regression model for interaction between APOE genotype and religiosity on MCI.
B(SE) P value OR (95%CI)

High religiosity a 0.04 (0.12) 0.730 1.04 (0.82, 1.33)
Ɛ4 carrier 0.58 (0.24) 0.015 1.78 (1.12, 2.83)
Ɛ4 carrier × High religiosity -0.79 (0.31) 0.012 0.45 (0.25, 0.84)
High religiosity b -0.11 (0.12) 0.377 0.90 (0.71, 1.14)
Ɛ2carrier -0.43 (0.26) 0.091 0.65 (0.40, 1.08)
Ɛ2carrier × High religiosity 0.37 (0.33) 0.265 1.45 (0.75, 2.78)
High religiosity c -0.06 (0.11) 0.570 0.94 (0.75, 1.17)
Risk index -0.26 (0.14) 0.070 0.77 (0.59, 1.02)
Risk index×High religiosity 0.35 (0.19) 0.059 1.42 (0.99, 2.05)
SE: standard error; OR: Odds ratio; 95% CI; 95% Confidence Intervals
All models were controlled for age, gender, living status, hypertension, and fast plasma glucose
a: for the 𝜀4 carrier model; b: for the 𝜀2 carrier model; c: for the risk index model
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may lower the risk of MCI in those without the 
protective Ɛ2 allele. Those findings are partly 
supported by the study of alcohol metabolism 
genes and religious involvement [20], which 
found that an increasing frequency of religious 
attendance leads to a weaker association between 
alcohol dehydrogenase enzymes risk genes and 
alcohol consumption. 

As mentioned previously, there were several 
aspects of religiosity that may have positive 
effects on cognitive function. The effects of 
religiosity on MCI risk are likely due to its role 
as a powerful coping behavior in response to life 
stresses. The effects of without high religiosity on 
MCI risk in persons with the Ɛ4 allele may be due 
to the absence of this coping resource, leading 
to greater emotional distress or depression, 
thereby increasing the risk of MCI. Similarly, 
the presence of high religiosity in the absence of 
the protective Ɛ2 allele may help to compensate 
for this lack of genetic protection by helping to 
reduce distress that might more easily bring on 
MCI. Nose, et al. found that MCI was associated 
with depression symptoms, and the prevalence 
of MCI among APOE Ɛ4 carriers was higher 
than that of MCI among non-carriers [36]. In 
addition, Skoog, et al. reported that the presence 
of the Ɛ4 allele predicted future depression in a 
Swedish cohort [37].

Normal changes in memory with aging may be 
difficult to differentiate from MCI. Given that 
religious involvement is associated with longer 
telomere length (a measure of biological aging) 
[16], it may be that religious involvement slows 
the aging process (by reducing psychological 
stress-induced inflammation that shortens 
telomeres). If the risk of MCI increases with 
aging in those with the APOE Ɛ4 allele and if the 
aging process is slowed in those who are involved 
in religious activity, this may help explain why 

those with the ApoE Ɛ4 allele in the presence 
of without high religiosity are associated with a 
greater risk of MCI.

Finally, many of the participants in this study 
were Muslim (with ancestors from Middle 
Eastern Arabic regions) with a desire to go on 
the Hajj. There is evidence from research in Arab 
Muslims in Israel that devout religious practices 
during mid-life (which tend to be stable in later 
life as well) are associated with a lower risk of 
MCI in later life [38]. This finding is consistent 
with the results from our study because those 
going on the Hajj were also the most religious 
participants here. 

When stratified by community and Hajj 
samples, the interaction between religiosity and 
APOE risk gene disappeared. This may have 
been a result of the reduced sample size. For 
example, 19.5% of the community sample met 
the criteria for high religiosity; among whom, 
11 participants were Ɛ4 carriers, reducing the 
statistical power to detect an interaction effect. 
Another possible explanation is a ceiling effect. 
For example, in the Hajj group, 82.0% of the 
participants have a DUREL total score greater 
than 24, while the average DUREL total score 
was 26.1 (SD:1.5) with a range from 21 to 27. 
Finally, the significant interaction between the 
Ɛ4 carrier state and religiosity in the overall 
sample may have been due to the low association 
between the Ɛ4 carrier state and MCI in the 
Hajj group together with their high religiosity 
compared with the inverse relationship between 
the Ɛ4 carrier state and MCI in the community 
sample with without high religiosity.

There is a religious awakening happening in 
China. Religiosity has good prospects. First, 
religious beliefs influence the ability to cope with 
illness and may affect the patient’s emotional 

Table 4: Logistic regression for interaction of APOE genotype and religiosity on MCI stratified by sample group.
Communities Hajj
OR (95%CI) P value OR (95%CI) P value

High religiositya 0.72 (0.45,1.16) 0.184 1.10 (0.73,1.66) 0.621
Ɛ4 carrier 2.44 (1.33,4.47) 0.004 1.11 (0.49,2.51) 0.799
Ɛ4 carrier × High religiosity 1.48 (0.30,7.28) 0.626 0.64 (0.25,1.60) 0.341
High religiosity b 0.73 (0.45,1.17) 0.199 0.97 (0.66,1.43) 0.897
Ɛ2 carrier 0.63 (0.35,1.11) 0.111 0.68 (0.22,2.07) 0.501
Ɛ2 carrier × High religiosity 0.84 (0.20,3.53) 0.819 1.49 (0.45,4.93) 0.513
High religiosity c 0.74 (0.47,1.16) 0.196 1.01 (0.70,1.46) 0.930
Risk index 0.66 (0.47,0.93) 0.018 1.12 (0.65,1.94) 0.669
Risk index × High religiosity 0.64 (0.22,1.86) 0.418 1.05 (0.57,1.92) 0.860
OR: Odds ratio; 95%CI;95% Confidence Intervals. All the models were under controlling the age, gender, living status, hypertension, fast plasma 
glucose; a: for the Ɛ4 carrier model; b: for the Ɛ2 carrier model; c: for the Risk index model



665

ResearchInteractions between Apolipoprotein E Genes and Religiosity in Relation to Mild Cognitive Impairment

References
1. Mahley RW. Apolipoprotein E: cholesterol 

transport protein with expanding role in cell 
biolog. Science 240(4852), 622-630 (1988). 

2. Hanlon CS, Rubinsztein DC. Arginine residues 
at codons 112 and 158 in the apolipopro -tein 
E gene correspond to the ancestral state in 
humans. Atherosclerosis 112(1), 85-90 (1995). 

3. Hsiung GY, Sadovnick AD. Genetics and 
dementia: risk factors, diagnosis, and 
management. Alzheimer’s and Dementia 3(4), 
418-427 (2007). 

4. Brainerd CJ, Reyna VF, Petersen RC, et al. 
The apolipoprotein e genotype predicts 
longitudinal transitions to mild cognitive 
impairment but not to Alzheimer’s dementia: 
Findings from a nationally representative 
study. Neuropsychology 27(1), 86-94 (2013). 

5. Hsiung GR, Sadovnick AD, Feldman H. 
Apolipoprotein E Ɛ4 genotype as a risk factor 
for cognitive decline and dementia: data from 
the Canadian Study of Health and Aging. Can. 
Med. Assoc. J 171(8), 863-867 (2004). 

6. Borenstein AR, Mortimer JA, Ding Ding, et 
al. Effects of apolipoprotein E-Ɛ4 and -Ɛ2 in 
amnestic mild cognitive impairment and 

dementia in Shanghai: SCOBHI-P. Am. J. Alzh. 
Dis. Dem 25(3), 233-238 (2010). 

7. Wang ZZ, Ma WR, Rong Y, et al. The 
Association between Apolipoprotein E 
Gene Polymorphism and Mild Cognitive 
Impairment among Different Ethnic Minority 
Groups in China. Int. J. Alzheimers. Dis 2014(1), 
150628 (2014).

8. Koenig HG. Religion and mental health. In: 
Koenig HG, Carson VB, editor. Handbook of 
religion and health. Seconded. New York 
Oxford University Press (2014).

9. Hill TD, Burdette AM, Angel JL, et al. Religious 
Attendance and Cognitive Functioning 
Among Older Mexican Americans. J. Gerontol. 
B. Psychol. Sci. Soc. Sci 61(1), P3-P9 (2006).

10. Zhang W. Religious Participation, Gender 
Differences, and Cognitive Impairment 
among the Oldest-Old in China. J. Aging. Res 
2010(6), 77-88 (2010). 

11. Hill TD, Burdette AM, Taylor J, et al. Religious 
Attendance and the Mobility Trajectories of 
Older Mexican Americans: An Application 
of the Growth Mixture Model. J. Health. Soc. 
Behav 57(1), 118-134 (2016).

12. Kendler KS, Gardner CO, Prescott CA. 

Religion, psychopathology, and substance 
use and abuse; a multi-measure, genetic-
epidemiologic study. Am. J. Psychiatry 154(3), 
322-329 (1997).

13. Reyes-Ortiz CA, Berges IM, Raji MA, et al. 
Church attendance mediates the association 
between depressive symptoms and cognitive 
functioning among older Mexican Americans. 
J. Gerontol. A Biol. Sci. Med. Sci 63(5), 480-486 
(2008).

14. Desmond SA, Ulmer JT, Bader CD. Religion, 
Self-Control, and Substance Use. Deviant. 
Behav 34(5), 384-406 (2013).

15. Hill TD, Ellison CG, Burdette AM, et al. 
Dimensions of religious involvement and 
leukocyte telomere length. Soc. Sci. Med 
163(1), 168-175 (2016).

16. Koenig HG, Nelson B, Shaw SF, et al. Religious 
involvement and telomere length in women 
family caregivers. J. Nerv. Ment. Dis 204(1), 36-
42 (2016).

17. Martin RC, Dickinson HO, Keys B, et al. 
Telomere length predicts post-stroke 
mortality, dementia, and cognitive decline. 
Ann. Neuro l60(2),174-180 (2006). 

18. Ma SL, Lau ES, Suen EW, et al. Telomere length 

state and motivation towards recovery, affecting 
their ability to provide self-care [39]. Second, 
religious beliefs affect important health-related 
behaviors and likely influence medical outcomes, 
as is increasingly being documented [40]. Third, 
religious beliefs influence medical decisions 
made by both patients [41,42]and physicians. 
The number of people who indicate a religious 
practice has increased rapidly during the past 
several decades (from 7.0% in 2001 to 23.9% in 
2007) [43]. Given the high prevalence of MCI 
in the Chinese population, the present findings 
have value for understanding the mechanisms by 
which MCI develops. In addition, this finding is 
the interaction of gene and environment, it may 
be useful for others to a further research; Also, 
this study is associated with religion and there is 
a religious awakening happening in China, it is 
essential to study more about religion.

Limitations 

This study has several limitations. First, given 
its cross-sectional design, causal relationships 
between religiosity and MCI cannot be 
determined. Second, most of the participants in 
the Hajj group were highly religious (82.0%), 
analyses could not be conducted in each 
sample separately, thus leaving the possibility 
that these results were tied to the ethnic/

religious background of the participants. Third, 
participants were selected from a very limited 
region of China where more than 30% of the 
population is Muslim; thus, caution should be 
demonstrated when generalizing these findings 
to other areas of mainland China. 

Acknowledgements 

Funding was provided by the Natural Science 
Foundation of Ningxia, China (NZ15083) and 
by Ningxia Medical University (XY201523). 
These funding bodies played no role in designing the 
study, collecting, analyzing or interpreting the data, 
writing the manuscript, or deciding to submit the 
paper for publication.

Conflicts of interest 

The authors have no conflicts of interest to 
report.

Author contributions 

WZ and HK participated in the design of the 
study. WZ, WL conducted the data collection and 
the statistical analysis, WL wrote the first draft of 
the manuscript. Saad oversaw the data analysis, and 
reviewed the draft manuscript. All of the authors 
have read and approved the final manuscript.



Neuropsychiatry (London)   (2017) 7(5)666

Research Zhizhong Wang

and cognitive function in southern Chinese 
community-dwelling male elders. Age. 
Ageing 42(4), 450-455 (2013).

19. Huang F, Shang Y, Luo Y, et al. Lower 
Prevalence of Alzheimer’s Disease among 
Tibetans: Association with Religious and 
Genetic Factors. J. Alzheimers. Dis 50(3), 659-
667 (2016). 

20. Chartier KG, Dick DM, Almasy L, et al. 
Interactions between Alcohol Metabolism 
Genes and Religious Involvement in 
Association with Maximum Drinks and 
Alcohol Dependence Symptoms. J. Stud. 
Alcohol. Drugs 77(3), 393-404 (2016).

21. Sefein N A. Islamic Beliefs and Practices. Soc. 
Stud 72(4), 158-164 (1981).

22. Tzortzis C, Boller F. Mini-mental-state-
examination. Gazette. Medicale 9(1), 831-
835 (1991).

23. Restrepo A. The katz activities of daily living 
scale. Am. J. Nurs 99(1), 24BB-25DD (1999).

24. Aikman GG, Oehlert ME. Geriatric 
depression scale. Clin. Gerontol 22(3-4), 63-
70 (2001).

25. Zhang ZX, Zahner GE, Roman GC, et al. 
Socio- demographic variation of dementia 
subtypes in china: Methodology and results 
of a prevalence study in Beijing, Chengdu, 
Shanghai, and Xian. Neuro epidemiology 
27(4), 177-187 (2006).

26. Petersen RC, Negash S. Mild cognitive 
impairment: An Overview. CNS. Spectr 13(1), 
46-53 (2008).

27. Cui GH, Yao YH, Xu RF, et al. Cognitive 

impairment using education-based cutoff 
points for CMMSE scores in elderly Chinese 
people of agricultural and rural Shanghai 
China. Acta. Neurol. Scand 124(6), 361-367 
(2001). 

28. Koenig HG, Bussing A. The Duke University 
Religion Index (DUREL): a five-item measure 
for use in epidemiological studies. Religions 
1(1), 78-85 (2010).

29. Wang Z, Rong Y, Koenig HG. Psychometric 
Properties of a Chinese Version of the 
Duke University Religion Index in College 
Students and Community Residents in 
China. Psychol. Rep 115(2), 427-443 (2014). 

30. Graham R , Liew M, Meadows C, et al. 
Distinguishing different DNA heterozygotes 
by high resolution melting. Clin. Chem 
51(7), 1295-1298 (2005). 

31. Sun E, Lim A, Liu X, et al. Apolipoprotein 
E gene and age-related macular 
degeneration in a Chinese population. Mol. 
Vis 17(1), 997-1002 (2011). 

32. Ruth Ottman. Gene-Environment 
Interaction: Definitions and Study Designs. 
Prev. Med 25(6), 764-770 (1996). 

33. Khoury MJ, Flanders WD. Nontraditional 
epidemiologic approaches in the analysis 
of gene-environment interaction: Case-
control studies with no controls. Am. J. 
Epidemiol 144(3), 207-213 (1996).

34. Yoo W, Ference BA, Cote ML, et al. 
Comparison of Logistic Regression, Logic 
Regression, Classification Tree, and Random 
Forests to Identify Effective Gene-Gene and 
Gene- Environmental Interactions. Int. J. 
Appl. Sci. Technol 2(7), 268-273 (2012). 

35. Woźniak, Barbara. Religious involvement 
and health status in older people: 
mechanisms of interaction, selected results. 
Soc. Rev 36 (2), 207-242 (2012).

36. Nose M, Kodama C, Ikejima C, et al. ApoE4 is 
not associated with depression when mild 
cognitive impairment is considered. Int. J. 
Geriat. Psychiatry 28(2), 155-163 (2013).

37. Skoog I, Waern M, Duberstein P, et al. A 
9-Year Prospective Population- Based Study 
on the Association between the APOE*E4, 
Allele and Late-Life Depression in Sweden. 
Biol. Psychiatry 78(10), 730-736 (2015). 

38. Inzelberg R, Afgin AE, Massarwa M, et al. 
Prayer at midline is associated with reduced 
risk of cognitive decline in Arabic women. 
Curr. Alzheimer. Res 10(3), 340-346 (2013). 

39. Koenig HG. Religious beliefs and practices 
of hospitalized medically ill older adults. Int. 
J. Geriat. Psychiatry 13(4), 213-224 (1998). 

40. Koenig HG. Religion, spirituality and health: 
The research and clinical implications. ISRN. 
Psychiatry 2012(1), 278730 (2012).

41. Ehman JW, Ott BB, Short TH, et al. Do 
patients want physicians to inquire about 
their spiritual or religious beliefs if they 
become gravely ill? Arch. Intern. Med 
159(15), 1803-1806 (1999). 

42. Gary McCord, Gilchrist VJ, Grossman SD, et 
al. Discussing spirituality with patients: A 
rational and ethical approach. Ann. Fam. 
Med 2(4), 356-361 (2004).

43. Stark R, Liu EY. The religious awakening in 
China. Rev. Relig. Res 52(3), 282-289 (2011).


