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Abstract
While research has found important links between religion and health, there is a 
gap in knowledge in sub-Saharan Africa. The purpose of this paper is to exam-
ine the relationship between religion and health in rural Malawi. After controlling 
for baseline health, results show that: (1) the relationship differs between younger 
(15–44  years) and older (45 + years) adults; (2) among younger adults, Muslims 
are relatively less healthy, whereas Muslims are healthier in older age; (3) religious 
activities have a stronger relationship with health than do other measures, especially 
for women; and (4) religious activities have a relationship with health only for two 
or more activities. These findings suggest that religion is tied to health in Malawi, 
especially for older women. This paper was originally presented at the European 
Conference on African Studies in June 2017.
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Background

Given the absence of formal systems of support in much of sub-Saharan Africa 
(SSA), religion is likely to play an important role (Afolabi and Aina 2014; Kaseke 
2005; Kodzi et al. 2011a, b; Trinitapoli and Weinreb 2012). Despite the well-estab-
lished relationship between religion and health observed elsewhere (Benjamins and 
Brown 2004; Corsentino et al. 2009; Deaton 2009; Park et al. 2015), the topic has 
largely been neglected in SSA (Kodzi et al. 2011a, b). This gap in research raises 
important questions. In a setting in which religion is important for many people, 
does religious involvement have a positive relationship with health? What aspects of 
religion are tied to health? Does religion serve unique roles for certain groups, such 
as women and older adults? The aim of this paper is to examine the relationship 
between religion and health in rural Malawi.
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Religion and Health

Previous studies, especially in industrialized contexts, have shown religion to be 
related to health in a number of ways. Attendance to religious services is a com-
mon and reliable measure in studies on religion (Yeatman and Trinitapoli 2008) 
and has been found to be related to health via lower likelihood of hospitaliza-
tion (Koenig & Larson, 1998), lower mortality rates (Strawbridge et  al. 1997), 
better functional recovery after myocardial infarction (Martin and Levy 2006), 
and lower alcohol consumption (Musick et  al. 2000). Other aspects of religion, 
such as participation in activities and importance of religion in one’s life, are also 
tied to positive health outcomes, such as lower likelihood of emotional distress 
and suicidal ideation (Chen et al. 2007) and lower likelihood of cognitive decline 
(Corsentino et al. 2009).

The relationship between religion and health can differ for certain groups, par-
ticularly women and older adults. In a study in the USA, older women exhibiting 
higher levels of depressive symptoms who attended religious services or meetings 
less frequently experienced greater cognitive decline, while this relationship did not 
obtain significance for men (Corsentino et al. 2009). Research has also found differ-
ences between age groups. Park et al. (2015) found in their study of Korean adults 
(aged 19 + years) that participation in social activities had a greater (positive) impact 
on quality of life for older adults (65 + years) compared to younger adults.

Religion and Health in SSA

While research on religion and health in SSA is limited, initial studies demon-
strate a relationship between health and several dimensions of religion. In urban 
Kenya Catholics exhibited lower levels of satisfaction and worse health compared 
to non-Catholic Christians (Kodzi et al. 2011a, b). Many Pentecostal and Evan-
gelical messages encourage hope and other positive attitudes that might buffer 
against the stressors of such a setting. Furthermore, compared to Catholics, 
other groups in Kenya tend to be more conservative and therefore more likely to 
discourage risky behaviors (Kodzi et  al. 2011a, b). However, Muslims are also 
stricter yet do not exhibit the same pattern. In rural Malawi, compared to other 
groups, Muslims exhibited the lowest level of participation in religious activi-
ties, including visiting older adults and the sick (Yeatman and Trinitapoli 2008). 
Additionally, Muslims seem to place less emphasis on congregational activities 
compared to Christian groups (Trinitapoli and Regnerus 2007).

Religion may be especially important for women in SSA, as it is one of the few 
resources available to them beyond their household environment (Afolabi and Aina 
2014; Trinitapoli and Weinreb 2012; Yeatman and Trinitapoli 2008) and women 
perform important roles, such as leading lay organizations or prayer groups (Jenkins 
2006; Pfeiffer 2004). Age may also be an important factor. A study in rural Malawi 
(Myroniuk and Anglewicz 2015) found the positive relationship between religious 
involvement and health to be stronger at older ages (45 + years).
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Hypotheses

Despite the well-established relationship between religion and health, the topic 
has received less attention in SSA. In this paper, I focus on affiliation, attendance, 
participation in other religious activities, and congregational support. I test the 
following hypotheses:

1.	 Muslim respondents have worse health compared to their counterparts in other 
religious groups

2.	 Respondents who attend church or mosque more frequently have better health 
compared to their counterparts who attend religious services less frequently

3.	 Respondents who participate in a greater number of religious activities have better 
health compared to their counterparts with fewer or no religious activities

4.	 Respondents who have greater congregational support have better health com-
pared to their counterparts with less congregational support

Furthermore, I examine whether the relationship differs according to gender 
and age. I test the following hypotheses:

1.	 The relationship between religion and health will be stronger for women com-
pared to men

2.	 The relationship between religion and health will be stronger at older ages com-
pared to younger ages

There has been limited research on religion and health in Malawi. The southern 
African nation provides an instructive context in which to examine these topics 
due to its sociocultural and religious diversity (Reniers 2003; Trinitapoli 2006) 
and heavy burden of chronic diseases and their associated risk factors (Institute 
of Health Metrics and Evaluation 2013). Furthermore, Malawi’s population is 
growing, aging (United Nations 2015), and impoverished (UNDP, 2010) and has 
a high-HIV prevalence of 8.8% (National Statistical Office (NSO) & ICF, 2017).

Setting

Religious affiliation is nearly ubiquitous in Malawi: fewer than 1% of women and 
3% of men report no affiliation (National Statistical Office (NSO) and ICF 2017). 
While about 86% of Malawians are Christian, Islam also has a strong presence, 
claiming 13% and 11% of women and men, respectively. There are also several 
denominations within Christianity well represented in Malawi, including Catholi-
cism (18% of women and 19% of men), and differences between other Christian 
groups warrant greater clarity (National Statistical Office (NSO) & ICF 2017; 
Trinitapoli 2006; Yeatman and Trinitapoli 2008).
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Mission Protestant churches (Anglican, Baptist, and Presbyterian) were 
founded by European missionaries in the nineteenth century and were followed 
several decades later by New Mission Protestant groups (Church of Christ, Jeho-
vah’s Witness, and Seventh-Day Adventist). Pentecostal churches have been 
established by Africans since the 1930s (Trinitapoli and Regnerus 2006). Afri-
can independent churches (AICs), derived from Mission Protestants, developed 
in response to disagreements over traditional culture (Trinitapoli and Weinreb 
2012).

Malawian society is highly sex-segregated. Beyond family, religion is one of the 
most accessible sources of social support for women. Bars and paid labor are pre-
dominated by men, while women are largely constrained to their subsistence agri-
culture livelihoods. Religion tends to provide an even wider and more diverse con-
text for social engagement than the residential setting (Trinitapoli 2006; Trinitapoli 
and Weinreb 2012; Yeatman and Trinitapoli 2008).

Furthermore, Malawi is among the world’s 49 least developed countries (UNDP 
2010) and more than 13% of Malawi’s population has no education (National Statis-
tical Office (NSO) & ICF 2017). Malawi’s population is also aging, with projected 
increases in the older age groups over the next several decades (United Nations 
2015). Population aging in Malawi is likely to be accompanied by an increase in 
chronic diseases and disability.

Overall, most of Malawi’s population lives in a high-disease-risk environment 
characterized by both infectious and chronic diseases and by risk factors such as 
tobacco and alcohol consumption, high blood pressure, micronutrient deficiency, 
and poor sanitation (Institute of Health Metrics and Evaluation 2013). Physical limi-
tations begin earlier and are more severe compared to more industrialized settings 
(Payne et al. 2013). A study in the USA found that older adults aged 90 years could 
expect 43% of their remaining life to be free of disability (Crimmins et al. 2009), 
while a similar profile was estimated for rural Malawian women half that age (Payne 
et al. 2013).

Due to the ubiquity of religion, sociocultural and religious diversity, the preva-
lence of risk factors and chronic diseases, and an aging population, Malawi is an 
instructive setting for research on religion and health. The data used in this study are 
well suited for these topics.

Methods

The Malawi Longitudinal Study of Families and Health

I use data that are unique to SSA with information on several dimensions of reli-
gion and mental and physical health, and a substantial sample of older adults. The 
Malawi Longitudinal Study of Families and Health (MLSFH), a longitudinal, popu-
lation-based cohort study, began in 1998 with a sample of approximately 1500 ever-
married women aged 15–49 years and about 1000 of their spouses. Data were sub-
sequently collected in 2001, 2004, 2006, 2008, 2010, and 2012. While the original 
sampling strategy did not aim to produce a sample that is representative of Malawi’s 
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national rural population, characteristics of the sample closely match those of the 
rural population enumerated in the Malawi 1996 DHS. To enable greater study of 
health across the adult lifespan, in 2008 a sample of approximately 800 parents of 
MLSFH respondents was added, based on 2006 MLSFH data. More information 
about the MLSFH data can be found in Kohler et al. (2015). The MLSFH project 
was approved by the Institutional Review Board (IRB) at the University of Pennsyl-
vania and in Malawi by the College of Medicine Research Ethics Committee (COM-
REC) or the National Health Sciences Research Committee (NHSRC). Research for 
this paper was approved by the IRB at Mercer University.

The MLSFH study sites are in rural areas in the northern, central, and south-
ern regions in Malawi and are similar to other African settings in having high HIV 
prevalence, inadequate health facilities and schools, low living standards, and poor 
health and nutrition (Kohler et al. 2015). While these study areas are fairly similar 
in overall epidemiology, socioeconomic conditions, and an economy of subsistence 
agriculture (Kohler et  al. 2015), they differ in religious, sociocultural, and ethnic 
features.

Muslims are largely concentrated in the south, while Catholics and Protestants are 
spread throughout Malawi. The Tumbuka, the predominant ethnic group in Rumphi 
District in the northern region, follow a patrilineal system, in which inheritance is 
traced through sons. The Chewas are the predominant group in Mchinji District in 
the central region and follow a matrilineal system less rigidly. Balaka District in 
the south is inhabited primarily by Yaos and Lomwes and follows a matrilineal sys-
tem, where residence is typically matrilocal. Divorce is more common and remar-
riage occurs faster in Balaka compared to the other two districts (Kohler et al. 2015; 
Reniers 2003; Yeatman and Trinitapoli 2008).

The Outcome Measures: The Short Form‑12 (SF‑12)

To assess health I use the SF-12. Based on twelve items of self-report the SF-12 
uses summary scores for mental and physical health (Ware et al. 1996), with higher 
scores representing better overall health status and lower scores reflecting greater 
functional limitation (Peltzer and Pengpid 2012). The SF-12 has been found to be 
a valid and reliable measure for health and has been effectively used in a variety of 
settings, including sub-Saharan Africa (Gandek et al. 1998; Obtel et al. 2013; Payne 
et al. 2013; Ware et al. 1996). The SF-12 measures from the 2010 MLSFH are the 
outcome measures in analysis; all independent variables, including baseline SF-12 
scores, are from the 2008 MLSFH.

The Covariates of Interest: Religion and Religious Involvement

Affiliation in this paper is based on five categories: Muslim, Catholic, Mission Prot-
estant, New Mission Protestant, and AIC/Pentecostal/other. There are several impor-
tant differences between these groups that are relevant to health.

Previous studies in rural Malawi show differences in level of congregational sup-
port (such as visiting sick and older members), with Muslims exhibiting the lowest 
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tendencies. Muslim and Catholic congregations tend to be larger than Mission Prot-
estant groups or AICs. Catholic leaders discuss death and the afterlife less often 
than leaders of other denominations (Adams and Trinitapoli 2009; Trinitapoli and 
Regnerus 2007). New Mission Protestants have particular beliefs about health prac-
tices, such as the proscriptions of Jehovah’s Witnesses against blood transfusions 
and Seventh-Day Adventists’ suspicions of biomedicine (Trinitapoli 2011). While 
Pentecostals and AICs have different origins, some researchers consider the two 
groups to be a part of the same general Pentecostal movement and the two groups 
value the healing power of the “Holy Spirit.” Findings from other research suggest 
a continuum between Pentecostal and independent churches that lacks clear distinc-
tions (Gilliland 1986; Pfeiffer 2005).

Religious involvement is based on three measures, attendance to a worship ser-
vice, other types of religious activities, and congregational support. Attendance is a 
common and reliable measure of public collective expression of religion (Trinitapoli 
2006) and in this paper is based on the question “When was the last time you went 
to a church/mosque?” The options are attendance in the last week or less frequently 
(including never). Trinitapoli and Regnerus (2007) found that regular attendants to a 
worship service visit the sick much more often than those who never attend. Regular 
attendance has been found to be associated with greater life satisfaction and health 
in Kenya (Kodzi et al. 2011b), the USA (Hybels et al. 2012; Lutgendorf et al. 2004), 
and China (Zhang 2008).

The measure for religious activities includes choir, elder’s meeting, Bible/Koran 
study, prayer meeting, visiting the sick, revival meetings, evangelical work, and 
Islamic school/Madrasa. The respondent participated (or not) in each activity at least 
once in the past month. I combined the activities and divided the categories into no 
activities in the past month, one activity, and two or more activities. Congregational 
activities such as prayer meetings and caregiving committees serve a variety of roles 
in rural Malawi, with implications for health. Extracurricular religious activities can 
supplement or augment social groups beyond the family and may act as social sup-
port mechanisms and forms of social control over members’ behaviors (Adams and 
Trinitapoli 2009; Bazant and Boulay 2007; Stark 1996; Yeatman and Trinitapoli 
2008).

Finally, the measure for congregational support is based on receipt of financial 
support from the congregation in the previous 3 years. While the measures of reli-
gious activities and attendance reflect social support in general, congregational sup-
port reflects material support specifically, which can be important for persons with 
HIV/AIDS and their families (Bazant and Boulay 2007; Trinitapoli 2011) and are 
likely to serve similar roles for other members.

Control Variables

In my analysis, I also control for sociodemographic and other characteristics of 
respondents. First, I include a measure of baseline health in 2008. Additionally, I 
include controls for HIV status, age, education, wealth, marital status, region, num-
ber of living offspring, household size, and social activities. Education includes 
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none and primary level or higher. Marital status includes married and unmarried 
(divorced, separated, widowed, and never married). The wealth index is a continu-
ous score based on principal component analysis of ownership of durable assets, 
such as a bicycle, television, or radio (Chin 2010; Filmer and Pritchett 2001). 
Households and families are important sources of support in SSA (Cliggett 2005; 
Hoddinott 1992, 1993; Kendall and Anglewicz 2016) and in this paper serve to dis-
tinguish from non-familial support. Finally, social activities include funeral, drama 
performance, beer place, place for dancing, and market. The continuous measure 
is a sum of how many times the respondent participated in each activity in the past 
month.

Analytical Approach

I conduct linear regression analysis in three stages, using Stata 12. All analysis is 
run separately for mental and physical health for both women and men. The first 
stage is bivariate regression analysis for social activities and religion, with all ages 
(15 + years). The second stage is multiple linear regression analysis with all covari-
ates and controls, for ages 15–44 years. The third stage is multiple linear regression 
analysis with all covariates and controls, for ages 45 + years. I initially ran multiple 
linear regression for all ages together but found no notable results (not shown). I use 
robust standard errors in all analysis to adjust for heteroskedasticity.

Results

Description of Study Sample

Background characteristics for the study sample are provided in Table 1. Nearly a 
third of women have no education, and over 18% are currently not married. Women 
on average participated in about ten social activities in the previous month, and 
nearly half of women participated in two or more types of religious activities in the 
previous month. Only about 13% of men have no education, and most men are mar-
ried. Men on average participated in about fifteen social activities in the previous 
month, and nearly 60% of men participated in two or more types of religious activi-
ties in the previous month. Both women and men live with an average of four other 
household members.

Table 2 shows bivariate linear regression results for the relationship between reli-
gion (and social activities) in 2008 and health in 2010 for MLSFH women and men. 
New Mission Protestants have better mental and physical health compared to Mus-
lims and Pentecostal, and AIC women have better mental health compared to Mus-
lims. Women who participated in two or more types of religious activities in the past 
month have better mental and physical health compared to women who participated 
in no religious activities. Both women and men participating in a greater number of 
social activities have better physical health.
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Table 3 shows multiple linear regression results for the relationship between reli-
gion (and social activities) in 2008 and health in 2010 for MLSFH women and men 
aged 15–44 years, after including all controls (control variables not shown). There 
are no significant findings for women. Mission Protestant, New Mission Protestant, 
and Pentecostal/AIC men have better physical health compared to Muslims.

Table 4 shows multiple linear regression results for the relationship between reli-
gion (and social activities) in 2008 and health in 2010 for MLSFH women and men 

Table 1   Background characteristics of 2008 Malawi Longitudinal Studies of Families and Health women 
and men and mean Short Form-12 (SF-12) scores for 2008 and 2010

Women (no. of 
obs. = 1242)

Men (no. of 
obs. = 793)

Mean 2008 SF-12 mental health score 53.2 56.0
Mean 2008 SF-12 physical health score 51.4 52.6
Mean 2010 SF-12 mental health score 51.4 53.7
Mean 2010 SF-12 physical health score 49.0 50.3
Mean wealth index score 0.1 0.1
Mean age 40.0 41.9
HIV positive 5.7% 3.5%
Education
 No school 30.9% 13.1%
 Primary level or higher 69.1% 86.9%

Marriage
 Currently married 81.2% 87.4%
 Currently unmarried 18.8% 12.6%

Region
 North 35.4% 39.5%
 Central 30.9% 32.5%
 South 33.7% 28.0%

Mean number of living offspring 4.3 4.5
Mean household size 4.0 4.0
Mean number of social activities in past month 10.3 15.5
Religious affiliation
 Muslim 23.9% 20.3%
 Catholic 17.4% 16.8%
 Mission Protestant 20.5% 22.5%
 New mission Protestant 12.0% 14.4%
 Pentecostal/African independent church/other 26.2% 26.1%

Attended church/mosque in past week 64.0% 69.4%
Number of types of religious activities in past month
 No activities 21.7% 21.1%
 One activity 30.0% 29.5%
 Two or more activities 48.5% 59.4%

Received congregational support in past 3 years 11.9% 12.4%
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aged 45 + years, after including all controls (control variables not shown). Women 
who participated in two or more types of religious activities in the past month have 
better mental health compared to women with no activities. Mission Protestant and 
Pentecostal/AIC men have worse physical health compared to Muslims, and Catho-
lic men have worse mental health.

Discussion

Overall, I find that religion is related to health in a number of ways, with important 
differences between women and men and between younger and older adults. Outside 
of affiliation, religion is related to the health of women but not men. The relation-
ship is stronger in older age, particularly for women participating in two or more 

Table 2   Bivariate linear regression results for relationship between 2008 measures of social involvement 
and religion and 2010 Short Form-12 mental and physical health scores of Malawi Longitudinal Study of 
Families and Health women and men

*p = 0.1; **p = 0.05; ***p = 0.01

Women (no. of obs. = 1242) Men (no. of obs. = 793)

Mental health Physical health Mental health Physical health

Coefficient (robust standard error)
Social activities in past month 0.01 0.08*** 0.01 0.05**

(0.03) (0.03) (0.03) − 0.02
Religious affiliation
 Muslim (reference) – – – –
 Catholic 1.10 0.32 − 0.33 0.65

(0.91) (0.87) (1.05) (0.98)
 Mission Protestant 1.00 − 0.32 − 0.30 − 1.02

(0.87) (0.82) (0.99) (0.94)
 New Mission Protestant 2.31** 2.07** 0.84 1.04

(1.01) (0.93) (1.03) (0.98)
 Pentecostal/African independent 

church/other
1.59** 0.81 − 0.23 − 1.09
(0.80) (0.76) (0.97) (0.89)

Attended church/mosque in past week 0.84 1.57*** 0.22 − 0.34
(0.59) (0.57) (0.69) (0.66)

Religious activities in past month
 No activities (reference) – – – –
 One activity 0.89 0.86 0.29 0.02

(0.81) (0.82) (0.94) (0.87)
 Two or more activities 1.51** 2.31*** 0.25 0.27

(0.74) (0.74) (0.83) (0.81)
Received congregational support in 

past 3 years
− 0.09 − 0.22 − 0.83 − 0.16
(0.88) (0.81) (1.06) (0.77)
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types of religious activities. In terms of affiliation, Christians are relatively healthier 
than Muslims in younger adulthood, whereas Muslims are healthier in older adult-
hood. After including controls, there is no relationship between health and either 
attendance or congregational support.

Research on religion and health in Malawi has largely focused on HIV/AIDS and 
reproductive behavior, such as contraceptive use being more strongly encouraged in 

Table 3   Multiple linear regression results for relationship between 2008 measures of social involvement 
and religion and 2010 Short Form-12 mental and physical health scores of Malawi Longitudinal Study 
of Families and Health women and men aged 15–44 years in 2008, stratified by younger and older age 
groups and controlling for 2008 mental/physical health, wealth, age, HIV-positive status, education, mar-
ital status, region, number of living offspring, and household size (controls not shown)

Additionally, I included interaction terms between the wealth index score and each of the religious 
involvement measures: attendance, religious activities, and congregational support—there were no sig-
nificant findings
*p = 0.1; **p = 0.05; ***p = 0.01

Women (no. of obs. = 827) Men (no. of obs. = 466)

Mental health Physical health Mental health Physical health

Coefficient (robust standard error)
Social activities in past month − 0.01 0.03 − 0.00 0.01

(0.04) (0.03) (0.03) − 0.02
Religious affiliation
 Muslim (reference) – – – –
 Catholic 0.88 − 0.90 0.26 2.14*

(1.35) (1.11) (1.76) (1.12)
 Mission Protestant − 0.64 − 1.69 − 1.27 2.70**

(1.57) (1.18) (2.00) (1.14)
 New Mission Protestant 1.20 − 0.51 − 0.66 3.51***

(1.57) (1.20) (1.88) (1.20)
 Pentecostal/African independent 

church/other
0.38 − 1.38 − 1.10 3.01**
(1.45) (1.21) (1.96) (1.24)

Attended church/mosque in past week − 0.10 0.13 − 0.12 − 0.14
(0.69) (0.54) (0.85) (0.62)

Religious activities in past month
 No activities (reference) – – – –
 One activity 0.21 − 0.13 − 1.02 0.04

(0.95) (0.74) (1.08) (0.87)
 Two or more activities − 0.28 0.01 − 1.72 − 0.40

(0.95) (0.71) (1.08) (0.85)
Received congregational support in 

past 3 years
0.12 − 0.80 − 2.22 − 0.79
(0.99) (0.79) (1.48) (0.83)

Constant 45.44 60.66 48.04 51.16
(3.38) (3.14) (4.56) (4.02)

R2 0.06 0.10 0.05 0.14
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some congregations than others (Adams and Trinitapoli 2009; Yeatman and Trini-
tapoli 2008). One of the implications of focusing on HIV/AIDS has meant greater 
emphasis on younger ages. Furthermore, ethnographic research in rural Zambia 
(Cliggett 2005) has found that the most active participants at (Christian) church 
gatherings and the loudest voices at prayer meetings are among younger adults 
(< 40  years). One explanation might be that with aging there is greater emphasis 

Table 4   Multiple linear regression results for relationship between 2008 measures of social involvement 
and religion and 2010 Short Form-12 mental and physical health scores of Malawi Longitudinal Study of 
Families and Health women and men aged 45 + years in 2008, stratified by younger and older age groups 
and controlling for 2008 mental/physical health, wealth, age, HIV-positive status, education, marital sta-
tus, region, number of living offspring, and household size (controls not shown)

Additionally, I included interaction terms between the wealth index score and each of the religious 
involvement measures: attendance, religious activities, and congregational support—there were no sig-
nificant findings
*p = 0.1; **p = 0.05; ***p = 0.01

Women (no. of obs. = 415) Men (no. of obs. = 327)

Mental health Physical health Mental health Physical health

Coefficient (robust standard error)
Social activities in past month − 0.13* 0.07 − 0.02 0.06

(0.07) (0.06) (0.06) − 0.04
Religious affiliation
 Muslim (reference) – – – –
 Catholic − 1.13 − 2.96 − 6.13** − 3.67

(2.06) (2.00) (2.36) (2.23)
 Mission Protestant − 0.54 − 3.12 − 3.73* − 4.47**

(2.07) (2.01) (2.19) (2.19)
 New Mission Protestant 0.00 − 1.20 − 1.34 − 2.09

(2.41) (2.17) (2.38) (2.33)
 Pentecostal/African independent 

church/other
− 0.97 − 1.66 − 2.50 − 5.30**
(2.27) (2.11) (2.32) (2.34)

Attended church/mosque in past week 1.48 0.66 0.77 0.31
(1.16) (1.04) (1.21) (1.16)

Religious activities in past month
 No activities (reference) – – – –
 One activity 1.67 1.22 1.01 − 0.90

(1.54) (1.53) (1.67) (1.31)
 Two or more activities 4.07*** 2.73* 2.23 − 0.72

(1.54) (1.51) (1.48) (1.31)
Received congregational support in 

past 3 years
− 1.84 − 0.42 0.12 0.87
(1.65) (1.48) (1.69) (1.34)

Constant 36.26 36.63 52.98 47.60
(5.58) (5.28) (7.49) (6.78)

R2 0.09 0.25 0.11 0.27
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placed on indigenous belief systems (and thus less on formalized Christianity or 
Islam), which can include a focus on the power of the supernatural and connections 
to ancestors (Cliggett 2005). While these observations might suggest that the formal 
religious practices of Christianity and Islam in SSA are more relevant at younger 
rather than at older ages, my own analysis challenges this notion.

In my analysis of younger adults (15–44 years), men in Mission Protestant, New 
Mission Protestant, and Pentecostal/AIC/other groups have better physical health 
compared to Muslims. Notably, the relationship is reversed for older (45 + years) 
men: those in Mission Protestant and Pentecostal/AIC/other groups are less physi-
cally healthy compared to Muslims, and Catholics are less mentally healthy. Mus-
lims in other settings in SSA have been found to maintain less contact with rural 
origins (Mberu et al. 2013). Furthermore, previous research shows that Muslims in 
Malawi are less likely to be migrants compared to certain Christian groups (Ken-
dall and Anglewicz 2017). If Muslims place less emphasis on maintaining ties to 
long-distance networks and are less healthy at younger ages compared to Christians, 
the explanation may be that Muslim households with migrant members benefit less 
from migrants’ remittances compared to Christian households, with implications 
for well-being (Cliggett 2005; Englund 2002). Previous research found that older 
healthier men in Malawi are more likely to migrate compared to their less healthy 
counterparts (Kendall and Anglewicz 2017), although this research did not distin-
guish the health of migrants by religious affiliation. Thus, it is also important to con-
sider that causal effects might work in the opposite direction: Muslims who are less 
healthy might be less able to maintain long-distance remittance patterns or may be 
more likely to migrate themselves.

Another explanation might be based on the level of importance placed on con-
gregation-based activities. Congregations for which attendance is less regular, such 
as with Muslims, place less emphasis on activities that are likely to have relevance 
in a high-HIV context, such as prayer meetings and visiting the sick. As noted 
throughout this paper, the specific features of congregations seem to have an impact 
on HIV-related behavior (Adams and Trinitapoli 2009; Yeatman and Trinitapoli 
2008). It seems apparent that migration and congregational activities might explain 
differences in health between Christians and Muslims at younger ages, when HIV 
prevalence is higher (Freeman and Anglewicz 2012). However, additional factors 
are needed to explain the differences in health at older ages. For example, it is nota-
ble that younger Muslim men in the MLSFH are relatively less healthy compared to 
Christians, whereas for older adults Muslims are relatively healthier.

Of note is the positive relationship between religious activities and health for 
older women but not for anyone else. The MLSFH does not account for any form 
of private religious expression, although such aspects of religion may be impor-
tant to health (Ellison 1991; Musick et al. 2000). For instance, many Muslims in 
Malawi pray five times a day, often in their own homes, and participation in Fri-
day prayer services is not required (Trinitapoli and Regnerus 2007). Identifying, 
and thereby providing support to, those who are absent from weekly activities, 
including for poor health, can be easier in congregations in which regular partic-
ipation is the norm (Trinitapoli and Regnerus 2007). It is perhaps not surprising, 
then, that younger Muslims in the MLSFH are less healthy compared to their 
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Christian counterparts, who can expect greater support from their fellow congre-
gation members. Furthermore, while unexamined factors like private religiosity 
might explain differences between older and younger adults in my sample, gen-
der dynamics may shed further light on the findings.

Women in rural Malawi have fewer opportunities for social interaction out-
side religious settings, whereas men have greater involvement in paid labor and 
other social settings, such as bars, that are nearly exclusively male (Yeatman and 
Trinitapoli 2008). Regular social interaction in a wide variety of public settings 
might permit greater attention to private religious practices for men. Women, 
on the other hand, might seek to benefit from one of the relatively few types 
of settings available to them for social interaction. In my analysis older women 
in rural Malawi who participated in two or more types of religious activities at 
least once in the previous month are healthier compared to their counterparts 
with fewer activities. The implication is that participating in different types of 
activities exposes women to a greater amount of interaction and information and 
overall promotes a greater sense of community (Yeatman and Trinitapoli 2008). 
Health may be tied to greater access to social support and information in a num-
ber of ways.

Previous research on religion in the midst of the AIDS epidemic in SSA 
(Adams and Trinitapoli 2009) found that participation in congregational activi-
ties plays a number of roles. Congregations can impose social control mecha-
nisms on their members by sanctioning those who deviate from doctrinal guide-
lines, providing prayer and material support for those affected by AIDS, and 
increasing the density of social networks. For example, women in larger con-
gregations in Malawi were more likely to use contraception compared to women 
in smaller congregations (Yeatman and Trinitapoli 2008). In a setting in which 
women are often restricted to fewer spaces for social interactions, religion is 
likely to have important implications for women in particular (Yeatman and 
Trinitapoli 2008). I suspect that some of the functions of congregations observed 
in studies of sexual activity and family planning in the high-HIV context of rural 
Malawi (Trinitapoli and Regnerus 2006; Yeatman and Trinitapoli 2008) serve 
similar purposes in light of other health-related issues, although there are also 
likely to be unique functions of religion for certain populations, particularly 
older adults.

The lack of findings for attendance and congregational support is also nota-
ble. I suspect attendance appears to be less important for health due to the near-
ubiquitous nature of religion in Malawi: if most adults attend services anyway, 
the unique roles of religion beyond family and other social networks are likely 
to play out in other types of religious activities and settings. The lack of findings 
for the measure of material support from congregational members suggests that 
the functions of religion in the lives of rural Malawians are based on mecha-
nisms beyond material support, such as exchange of ideas and information, 
much of which might be related to health in some way. The potential importance 
of such unobserved factors points to a few limitations in the MLSFH and the 
need for further research on the topic.
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Limitations

The main limitations of this study pertain to a lack of more nuanced data on reli-
gion in the MLSFH, including on affiliation and religious activities. While most 
Malawians seem to remain affiliated with the same religious group throughout 
life, religion is nonetheless dynamic in Malawi, as Pentecostalism continues to 
grow and some Malawians switch between different Islamic sects (Trinitapoli and 
Regnerus 2006). Therefore, ongoing research on the topic needs to account for 
one’s changes in religious affiliations and behaviors over time.

Another limitation of this study is the lack of information on other aspects 
of religion, including private religiosity and more detailed information on par-
ticipation in religious activities. Without such measures I am unable to gain fur-
ther clarity on why the relationship between religion and health differs between 
younger and older ages and between women and men. Nonetheless, the ability 
of the MLSFH data to account for Malawi’s religious diversity is a strength of 
the data that enables analysis beyond the common Catholic and Protestant groups 
(Martin and Levy 2006; Strawbridge et al. 1997). Furthermore, I suspect that the 
statistical significance of the limited measure of religious activities I use reflects 
the importance of this aspect of religion. For example, if information on the 
degree of involvement were also available, the statistical effect in analysis would 
apparently be even stronger.

Finally, while I attempt to establish time order, by assessing health 2 years after 
baseline and including baseline health, causality cannot be determined. In general, 
it is reasonable to consider whether people who are more religious are healthier, or 
whether healthier people are more religious. After all, less healthy individuals may 
prefer to be more involved in religious activities if not for lower health status. It is 
also possible that less healthy individuals die earlier or are more likely to migrate 
than their healthier counterparts, which highlights challenges in data collection par-
ticularly relevant for certain populations, including older adults.

While the question of causation is an important consideration in research on 
religion and health in general, my own analysis points to specific areas warranting 
further inquiry. For example, I found that younger Muslim men in the MLSFH are 
relatively less healthy compared to Christians, whereas for older adults Muslims are 
relatively healthier. I suspect that Christian and Muslim congregations differ in the 
ways they respond to the types of health-related issues normally faced by younger 
and older adults. As outlined above, there is strong evidence to suggest that reli-
gion in Malawi has continued to have an impact on such behaviors as contraceptive 
use (Adams and Trinitapoli 2009; Yeatman and Trinitapoli 2008). While there is 
much less attention on the relationship between health and religion at older ages, 
there is little reason to assume that religion does not continue to have an impact on 
health and well-being throughout the life course. On the other hand, it is also clear 
that religion itself has changed in response to the HIV/AIDS epidemic (Adams and 
Trinitapoli 2009). Perhaps this is also true for older ages, in that religious contexts 
in Malawi are responding to the unique and changing roles of older adults, such as 
caring for orphans while dealing with their own chronic diseases. Further research 
on these topics is warranted.
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Despite the limitations in this paper, the findings provide new insight on a topic 
scarcely addressed in the literature and point to topics of further research on the 
relationship between religion and health in SSA, including important gender and age 
differences and the importance of using longitudinal data.

Implications

Previous research on religion and health in SSA has focused on the role of religion 
amidst the AIDS epidemic (Adams and Trinitapoli 2009; Yeatman and Trinitapoli 
2008). This paper addresses several gaps in research by using several measures of 
social and religious involvement and including a sample of both younger and older 
adults. The findings in this study suggest that there are several mechanisms by 
which religion may be related to health. Health differs between Muslims and various 
Christian groups, likely due to a number of both religious and non-religious factors, 
including the emphasis placed on maintaining contact with geographically distant 
family members, the importance of congregation-based activities, and perhaps also 
unobserved factors like private religious practices. Furthermore, there are impor-
tant age and gender differences, such that religious activities beyond regular attend-
ance appear to be particularly important for older women. Additionally, the lack of 
a statistical relationship between secular activities and health suggests that religion 
serves a unique role in rural Malawi.

The findings in this paper highlight areas for further study. Future studies need 
to account for religious diversity and private expressions of religion. Why are Mus-
lims at older ages (45 + years) relatively healthier compared to their Christian coun-
terparts, when a reverse pattern is observed at younger ages (< 45 years)? Why is 
the relationship between health and religious activities stronger at older ages? For 
what specific reasons are religious activities tied to health and what kind of informa-
tion and knowledge do people exchange in such contexts that might be relevant for 
health? As research on health in SSA will continue to grow, including greater focus 
on aging, there is an increasing need for deeper investigation of the role of religion.
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