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Abstract

Research on the relationship between social capital and individual health often suffers from
important limitations. Most research relies on cross-sectional data, which precludes identifying
whether participation predicts health or vice-versa. Some important conceptualizations of social
capital, like social participation, have seldom been examined and little is known about
participation and health in sub-Saharan Africa. Furthermore, both physical and mental health have
seldom been tested together, and variation by age has rarely been examined. We use longitudinal
survey data for 2328 men and women from the Malawi Longitudinal Study of Families and
Health, containing (1) several measures of social participation, (2) measures of physical and
mental health, and (3) an age range of 15-80+ years. Our results differ by gender and age, and for
mental and physical health. We find that social participation is associated with better physical
health but can predict worse mental health for Malawians.

Introduction

In studying its relationship with health, social capital has been measured in a myriad of
ways: social network characteristics, kinship ties, transfers, social trust, and social support
(e.g,. Cattell 2001; Moffitt 2002; Rose 2000; Szreter and Woolcock 2004; Wind and
Komproe 2012). Social participation, studied much less frequently, plays a central role in
social capital formation (Putnam 2000): participation in social organizations and events
facilitates the development of ties with otherwise-unknown individuals, resulting in an
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expanded social network (Feld 1981) that offers access to “embedded” resources (Lin 1999).
Thus, greater social participation could increase one’s access to resources and support that
provide a range of livelihood benefits, including better health.

Although research has often identified an association, identifying the reasons why social
capital and health are linked remains challenging. A general explanation for this connection
comes from Durkheim (1951) who suggests that social integration gives meaning to one’s
life and thus reduces the chances of poor mental health (such as depression) or mortality (via
suicide). Greater detail on the connection between social capital and health, however,
remains elusive for several reasons.

Identifying the mechanisms that connect social capital with health is challenging in part due
to the reliance on cross sectional data (e.g., Helliwell and Putnam 2004; Hyyppé and Méki
2003; Lindstrom, Hanson, and Ostergren 2001; Veenstra 2000). While a cross-sectional
approach is useful in establishing an association between social participation and health, it
cannot establish why the association is found: a positive relationship between participation
and health could be due to the effect of participation on health, or the fact that individuals
with higher income or educational attainment are both healthier and more likely to
participate (Navarro 2002).

Additionally, most research on social participation and health has come from high-income
countries (HICs) and comparatively little is known about this topic in low-income countries
(LICs). The decline of civic engagement over the past half century has been well-
documented in the US (Putnam 2000); but high levels of social participation are the norm in
many LICs, where having a strong sense of community is necessary for survival. A LIC
context provides an interesting comparison, as the type of social participation that is
beneficial (or detrimental) to one’s health in HICs might not be the same in a markedly
different social structure. For instance, many LICs offer limited or no formal credit and
insurance systems, which often means that individuals need to rely more on the development
of social ties for times of crisis. Thus, social participation—and the possibility of developing
new ties and accessing their resources in the process—may play a more important role in the
daily life of residents of LICs.

Other limitations common to research on social capital and health include a focus on either
physical or mental health only, and it is unknown how the impact of social participation
compares across these dimensions of health. Further, the literature also suggests that the
relationship between social participation and health likely varies by age due to the functional
limitations of older adults. But age differences in the relationship between social
participation and health have seldom been examined.

We use a longitudinal dataset to examine the relationship between social participation and
health in rural Malawi. This setting is appropriate, since social participation and community
involvement are integral to Malawi’s cultural identity (Forster 1994), and Malawi is one of
the least developed countries in the world, with low life expectancies and little access to
formal health care. We have two main goals for this paper: to (1) use longitudinal data to
address common methodological limitations in research on social participation and health,
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and (2) expand the geographical scope of this research to a high mortality and morbidity
setting where social participation plays a key role in daily life.

Background

Social Participation and Health: A Brief Overview

Most definitions of social capital involve social connections of varying strength and trust
(see Adler and Kwon 2002 for a review). These connections are valuable since they provide
individuals with the ability to access resources, information, and support in the present and
future (Bourdieu 1986; Coleman 1988; Lin 1999; Putnam 2000).

Most forms of social capital are perceived to benefit individuals in achieving desired
outcomes. Thus it is not surprising that research has typically found a positive relationship
between social capital and mental and physical health. Many explanations support
Durkheim’s (1951) views on the benefits of social integration, in which being socially
engaged often boosts one’s outlook, sense of autonomy, and overall mental health (Cattell
2001; Moffitt 2002; Rose 2000). As with social capital, social participation has been
positively linked with various health measures, such as lower rates of heart diseases, cancers,
infant mortality (Kawachi et al. 1997), and adult mortality (Dalgard and Haheim 1998;
Lochner et al. 2003); as well as higher levels of happiness, mental health, and self-rated
health scores (Helliwell and Putnam; Hyyppé and Mé&ki 2003; Kawachi, Kennedy, and Glass
1999; Nummela et al. 2008; Phillips 1967; Veenstra 2000; Young and Glasgow 1998).

However, other theoretical and empirical perspectives suggest that the positive relationship
between participation and health is not axiomatic. The benefits of social participation may
depend on the group and setting. As Szreter and Woolcock argue (2004), being connected to
a large number of people who know little about hip replacements—a procedure which for
some individuals might mean extending their active and physically healthy lifestyles for
another decade or two—is not more advantageous than being connected to a smaller group
of people who know a lot about hip replacements. In essence, being in social circles with the
“right” people could be beneficial to physical health outcomes. But in some cases, these
connections may just be markers for other factors that influence health, such as having a
high income, living in a good neighborhood, or being among other healthy individuals, all of
which increase one’s chances of being in good physical health (Kawachi et al. 1997;
Kawachi et al. 1999; Navarro 2002). In addition, participating in groups that engage in illicit
or unhealthy behaviors such as smoking also can be deleterious to one’s health (Mercken et
al. 2010). It is also possible that high levels of social participation could have detrimental
impacts on one’s health, due to the stress and physical demands of meeting community
obligations, particularly for women (Kawachi and Berkman 2001).

The relationship between social participation and health is likely moderated by age. The
limited existing research suggests two ways in which social participation varies by age. First,
participation declines as individuals get older (Morgan 1988) as a result of smaller social
networks due to fewer living kin and friends (Ajrouch, Blandon, and Antonucci 2005;
Cornwell 2011; Marsden 1987). Therefore, it is plausible that declines in social participation
would be related to declines in health as people get older. Second, as individuals age, forms
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of social participation that require more intense physical activity are replaced by less
strenuous forms, and overall participation may therefore not be substantially less than
younger ages (Bukov, Maas, and Lampert 2002; Cornwell, Laumann, and Schumm 2008). In
this case, one’s health could be improved by participating in more activities, even though
they are less strenuous and potentially beneficial to one’s immediate physical health. The
limited evidence suggests that even if older individuals have low functional ability, social
participation of any kind can still mitigate the negative effects of disability on health
(Avlund et al. 1999). It appears that age is an important moderator in the relationship
between social participation and health, but there is relatively little research on this topic.

Lastly, there is only a small body of research on the relationship between social participation
and health in sub-Saharan Africa (SSA), which focuses on HIV infection. Participating in
organized clubs is associated with both lower chances of young adults becoming infected
with HIV (Campbell, Williams, and Gilgen 2002; Gregson et al. 2004) and higher likelihood
of HIV infection (particularly for women) due to greater levels of exposure to potential
sexual partners, who might have HIV (Pronyk et al. 2008).

The Malawian Context

Malawi is an instructive setting for examining the relationship between social participation
and health. Recent research shows that social interaction is an essential part of in everyday
life in Malawi (Gerland 2006, Helleringer and Kohler 2005; Kohler, Behrman, and Watkins
2007; Watkins 2004), but social participation has not been examined in this context. Going
to the market, attending political meetings, and partaking in religious ceremonies are events
that routinely bring people together in tightly knit rural communities. Religious
organizations have been particularly important in disseminating information about HIV/
AIDS in Malawi, and are primary sources of emotional and financial support to family
members in the aftermath of HIV-related deaths (Trinitapoli and Weinreb 2012).
Participating in such events are fairly common in other parts of the world, but seemingly a
more critical component of Malawian life due to the efforts of its first President, Hastings
Kamuzu Banda, who promoted the importance of maintaining “traditional”” African values
and resisting the individualism found in Western cultures after gaining independence from
Britain in the 1960s (Forster 1994).

Despite the importance of social participation, there is reason to believe that not all social
participation yields benefits for rural Malawians. Several common venues of participation in
Malawi may be associated with health risks: two common locations for participation in
Malawi, bars and funerals (Watkins 2004), may have negative impacts on mental and
physical health. In addition, given the importance of transfers in Malawi (Swidler and
Watkins 2007), social participation may involve obligations of reciprocity that can have a
detrimental impact on mental health (ie., Kawachi and Berkman 2001). In Malawi, the fear
of being infected by HIV itself is negatively associated with mental health, and religious or
political participation does not mitigate this relationship (Hsieh 2013). It is possible that
participation in such venues could be stressful or not relaxing. Since social participation is
such a routine part of daily life in Malawi, does it have the same effect on health as it
seemingly does in a much more individualistic society like the US, where engaging in
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community activities is seemingly more rare? Alternatively, if a subset of people do not
engage in social activities in Malawi, would they be marginalized and not have access to
others who could help improve their lives? These questions are important to consider in the
Malawian context since they will change our interpretation of the mechanisms linking social
participation and health.

As with many countries in SSA, Malawi has relatively low life expectancy, at 51.6 years
(UN 2013). Malawi is also predicted to have a rapidly increasing number of elderly
individuals in the next half century: life expectancy has been projected to increase nearly 15
years, and 41% of men and 58% of women 45 years older are expected to live their
remaining years with major functional limitations (Payne, Mkandawire, and Kohler 2013).
One must therefore question whether social participation among Malawi’s older individuals
might mitigate some of these declines in health. Finally, as in many other settings in SSA,
the predominant focus of social networks and participation has been with regards to HIV
infection in Malawi, as opposed to general health.

Data

The Malawi Longitudinal Study of Families and Health

We use data from the Malawi Longitudinal Study of Families and Health (MLSFH).1 The
MLSFH was designed as a couples’ survey, targeting a population-based representative
sample of approximately 1500 ever-married women aged 15-49 and 1000 of their husbands
in three rural sites of Malawi. The first follow-up in 2001 included all respondents from the
first wave, along with any new spouses. The MLSFH then followed-up with all respondents
in 2004, 2006, 2008 and 2010. A description of MLSFH data and sampling technique is
described in Watkins et al. (2003) and Kohler et al. (2014); Bignami-Van Assche, Reniers,
and Weinreb (2003), Anglewicz et al. (2009), and Kohler et al. (2014) provide assessments
of MLSFH data quality.

There are several features of the MLSFH data that are essential for our research on social
participation and health. First, the MLSFH data contain a range of common social activities
in Malawi and elsewhere in the region. Second, the MLSFH includes robust measures of
mental and physical health, which offers several advantages over single-item ratings of
health. Third, the longitudinal nature of the data enables us to establish the time-order of
events between social participation and health. Unlike the cross-sectional analysis that is
common in this area of research, the longitudinal data allows us to identify how social
participation predicts physical and mental health without the potential bias of selection of
individuals with worse (or better) health into more (or less) participation. We use the two
most recent rounds of MLSFH data (2008 and 2010) in this analysis. Our sample consists of
2,328 individuals (1,411 women and 917 men) who were interviewed by MLSFH in both
2008 and 2010.

1Between 1998 and 2004 the MLSFH was known as the Malawi Diffusion and Ideational Change Project (MDICP).
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Measures

Methods

For our health outcomes, we use the SF-12 summary measures of mental and physical
health. The SF-12 measure has been extensively validated as an accurate measure of mental
and physical health (Ware, Kosinski, and Keller 1996), and has been used in a range of
cultural contexts (Gandek et al. 1998). While most studies on the relationship between social
participation and health have typically focused on various measures of either physical or
mental health, much less is known about the relationship between participation and both
types of health, particularly in SSA.2

We measure social participation using a set of social activities that are among the most
common in rural Malawi. First, we focus on monthly participation activities: “How many
times in the last month have you been to: (1) a funeral, (2) a drama performance, (3) a beer
place, (4) a place where people dance, and (5) a market. Our second measure is similar, but
based on information from the number of times /n the /ast yearthat respondents have
attended a (1) wedding, (2) drama about family planning or HIV/AIDS, and (3) political
meeting (events that take place less frequently than those above). Next, we consider a
conventional operationalization of social participation: group memberships, constructed
based upon whether respondents were members of seven possible village committees,
including committees for (1) development, (2) health, (3) funerals, (4) the market, (5) the
Chief’s council, (6) District development, and (7) HIV/AIDS.3 Lastly, we measure
participation in religious activities using the last time the respondent went to a church/
mosque (never=1, 6 months or more=2, last 2—6 months=3, last month=4, last week=5),
which is treated as a continuous variable in our analyses.

These four sets of measures offer several benefits for examining the relationship between
participation and health in Malawi: these measures include among the most common venues
for participation in Malawi, they provide a comparison of participation by exposure time
(month, year), and the variety of venues allow for a much more complete evaluation of
social participation than most previous studies. To examine the relationship between social
participation and health, we use a summary of the overall number of instances of
participation for all venues, group membership, and religious activities in order to most
effectively approximate social /ntegration, in a Durkheimian fashion and to capture the
Malawian spirit of communalism (Forster 1994), rather than identifying individual effects of
activities.

We begin by providing background information for all measures of interest, separately for
men and women. Next, we examine the bivariate relationship between each social

2For a graph of physical and mental health by age for MLSFH men and women, please see Kohler et al. (2014).

3As shown in Appendix Table 1, we examined the relationship between each individual measure of social participation and our two
health outcomes. The results show significant relationships for very few of these individual measures: only 5 of 32 individual venues
were significantly associated with mental or physical health for men or women (at p<.05). The fact that the aggregate measures were
more likely to have a statistically significant association with health seem to imply that the impact of social participation on health
involves a range of venues, as opposed to being influenced by strong relationships with relatively few venues.
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participation measure and age, to examine whether the theorized relationship is apparent in
our data.

A central feature of our analysis is to identify the association between participation and
health while controlling for the possibility that healthier individuals are more likely to
participate in social activities. Longitudinal data permit us to use measures of social
participation and heath from different times, thereby ensuring that the social participation
occurred before the health measurement. Measuring social participation prior to health
reduces the chances that an association between social participation and health occurs
because healthier individuals are more likely to participate in social activities. Thus, we run
OLS multivariate regressions in which the dependent variables are the 2010 SF-12 measures
of mental and physical health, and the key independent variables are the 2008 measures of
social participation. It is important to note that good or bad health can persist over time, in
which case the selection of individuals with systematically different health status into
participation could occur before 2008. To reduce this possibility, we also include a baseline
(i.e., 2008) measure of mental and physical health in these regressions.

We begin with regressions in which the dependent variables are the 2010 SF-12 summary
scores for physical and mental health. For both of these outcomes, we run separate
regressions for each of the four summary measures of social participation: monthly,
annually, village committee participation, and religious activities. In each regression we also
control for factors that, according to the literature, are likely to be associated with both
social participation and health. For example, several environmental features, such as
population density, access to health care, and climate, vary across the three regions of
Malawi and are likely related to both health and social participation. We therefore include a
measure of region of residence in the regression models. Other control variables include the
number of individuals in each household, and four additional salient predictors of health:
education (lower education is typically associated with worse health), marital status
(individuals who are married are often the healthiest), age (on average, older individuals are
not as healthy as younger individuals), and occupation.# We run regressions separately for
women and men given the extent to which social norms are strongly gendered and that
women have “less access to income and less social power” than men (Schatz 2005: 489).

Next, to evaluate the possibility that the relationship between social participation and health
changes with age, we then present separate regressions by age group less than 45 years old
and 45 years and older. This age cut-off is a conventional marker for defining “younger” and
“older” Malawians because the current life expectancy at birth is just over 50 years old, and
45 years marked the age at which Malawians begin to suffer from substantial functional
limitations (Payne et al. 2013). We run the same regressions as above (for all age groups) for
the older and younger age group.®

4\We also tested several other measures in these regressions, such as wealth, HIV status, perceived HIV status, number of children, and
ethnicity. These variables were not significantly associated with health in most models and were therefore not included in the final set
of models.

5We ran the interactions between participation and age for all models. Results for this interaction were statistically significant (at least
p<0.10) for monthly participation (mental and physical health, both men and women), annual participation (physical health for
women), committee participation (physical health for men and women), and religious activities (mental and physical health, both men
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Results

Descriptive Statistics

Table 1 provides characteristics of our sample. Men are older than women by an average of
approximately two years. Respondents are approximately evenly distributed by region, about
one third each in Mchinji (Central Region site), Balaka (Southern Region site), and Rumphi
(Northern Region site). Women have less education than men and are less likely to be
currently married (compared to divorced or widowed), but average household size is similar
by gender. Physical and mental health declined over time between 2008 and 2010 for both
men and women. The age distribution of respondents can be found in Figure 1, which shows
a substantial percentage of relatively older respondents: 35.5% of women (501) and 43.0%
of men (394) are 45 years or older.

We summarize social participation for men and women in Table 2. In 2008, men reported
participating in a greater number of total events (15.4) in the past month than women (10.2),
on average. Of the number of activities respondents were asked to list that they attended in
the previous year, men participated more on average than women (5.2 to 2.7 events). Men
appear to attend church or mosque more regularly than women. Lastly, men participated in
1.6 groups, women in 0.8, on average.

As shown in Figures 2, 3,4,5, social participation declines with age, which provides support
for the literature, stemming from HICs, that participation declines as physical limitations
increase with age. However, it is important to note an exception to this pattern: there is an
increase in annual activities among women in older ages, which appears to occur around the
same time as monthly activities decline. This may be due to switching of activities due to an
increase in functional limitations for women, as described above.

Results for the first stage of multivariate analysis are shown in Tables 3A (dependent
variable is physical health) and 3B (mental health). The key dependent variables of interest,
social participation (separately for monthly participation, annual participation, and
committee membership) appear at the bottom of each table, in bold (results for religious
activities are presented separately).

In Table 3A, we see that even after controlling for physical health in 2008 and other
controls, greater overall monthly social participation in 2008 is associated with better 2010
physical health for women (p<.05) and men (p<0.10) in 2010. Greater participation in less
frequent annual events is associated with better physical health for women in 2010 (p<0.10),
but not for men. Membership in a greater number of groups is not associated with better
physical health in 2010 for women or men.

In contrast with physical health, social participation is associated with worse mental health
(Table 3B). Greater social participation in the previous month is not statistically significantly
associated with mental health in 2010 for women or men. However, greater participation in
the past year in 2008 predicts worse SF-12 mental health scores for women (p<.05) and men

and women). The significance of this interaction term in the majority of models justifies our approach to run separate models for the
two age groups of interest.
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(p<0.10) in 2010. As with physical health, being a member of a greater number of groups in
2008 also does not predict SF-12 mental health scores in 2010 for women or men.

Next we compare the relationship between participation and health by age group, for those
under 45 years and 45 years and older. Tables 4A and 4B present results for the “younger”
Malawians (physical and mental health, respectively), and older respondents are shown in

Tables 5A and 5B.

Overall we find that the relationship between social participation and health appears to be
more important for older rural Malawians. The results for the association between social
participation and mental and physical health for younger individuals shows only one
statistically significant relationship: annual participation in social events predicts better
physical health for women in 2010 (p<.05). Our results are considerably different for older
Malawians. In Table 5A we find that participation in monthly social events is associated
with better physical health scores for both older women (p<0.10) and men (p<.05).
Interestingly, participation in annual events is linked to worse mental health scores for older
women (p<.05) whereas it is linked to better physical health scores for younger women
(Table 5B). Further, we finally see that village committee participation is an important, and
strong, predictor of mental health, but only for men 45 and older (p<.01).

Lastly, turning to the relationship between religious participation and heath (Table 6A for
physical health and 6B for mental), we find that participation is again generally more
important among men and women over age 45. We see an overall positive relationship
between 2008 religious participation and physical health for women (p<.05), but not men.
This relationship is consistent for men and women over age 45, in which both men (p<.05)
and women (p<.05) with more frequent religious participation have better physical health in
2008. However, men less than 45 have the opposite relationship with participation and health
than older men: greater participation among those less than 45 is associated with worse
physical health in 2010 (p<.05). The relationship between participation and mental health is
weaker than physical health: the only statistically significant relationship is again among
women age 45 and older, in which women with greater participation have better mental
health (p<.05).

Discussion

Overall, our results for the relationship between social participation and health are mixed.
While evidence shows that social participation generally improves physical health, we find
that greater social participation in annual events is associated with worse mental health for
men and women. Given that research generally points to the beneficial impact of social
participation on heath (Helliwell and Putham 2004; Hyyppa and Mé&ki 2003; Lindstrom et al.
2001; Veenstra 2000), our results are potentially surprising. We also find that that age
moderates the relationship between social participation and health. When dividing our
sample at age 45, we find limited evidence of an association between social participation and
health for younger individuals, but social participation appears to be importantly related to
health among those 45 and older—and for all four social participation measures.
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Research on social participation and health has struggled to identify the mechanisms behind
this relationship. Although identifying mechanisms was not a goal of this research, our
results fit within literature that suggests some factors that connect participation and health.
Given the literature, the positive relationship between participation and physical health is not
surprising in a Malawian setting: in the absence of a public transport system, individuals
may have to walk relatively long distances to attend venues of social participation, exercise
which could improve individual health. In addition, these venues for social participation
could be locations for engaging in transfers, like buying food or sharing information about a
new medical clinic with a friend, which may also improve individual health.

While research showing a negative relationship between social participation and health is
limited, some suggest that participation can be detrimental to mental health, particularly if
participation may lead to obligations to provide financial and non-financial support to others
in the community (Kawachi and Berkman 2001). Given the importance and frequency of
such transfers in rural Malawi (Kohler et al. 2012; Swidler and Watkins 2007), the negative
impact of social participation on mental health is believable in the Malawian context. In
addition, participation in “annual” activities, such as weddings, dramas about family
planning or HIV/AIDS, and political meetings could also be nerve-racking. It is nearly
impossible to remain anonymous in a Malawian village and attending such events, and at
least for these dramas and political meetings, one’s attendance might be heavily scrutinized
by others in the village—potentially leading to rumors being spread and subsequent social
stigma (Watkins 2004). In addition, some events, such as dramas about HIV infection, could
heighten fear of being HIV infected (Anglewicz and Kohler 2009) and negatively impact
mental health. These effects may be exacerbated for older women because they are often
expected to organize these events, which could be stressful.

On this last point, it is possible that broader gendered patterns in rural Malawian social
participation—despite limited scholarly investigation on this subject—could be at the heart
of our observed differences in health outcomes. The descriptive statistics in Table 2 suggest
that men attend bars and participate much more frequently in dramas, weddings, and
political meetings than women. It is well-known that men account for the vast majority of
patrons in rural Malawian bars, and women who frequent bars are typically involved
commercial sex work (Watkins 2004); the same goes for dance clubs (as opposed to ordinary
bars with a pool table and little else). Also, while women in rural Malawi discourage their
husbands from attending bars (Schatz 2005), women occasionally engage in, female-only,
gift-giving parties where dancing is common. Paz Soldan (2004) offers an additional clue
about gendered social participation—men are more likely to first learn about family
planning strategies through health-related dramas than women, who tend to learn these
strategies at hospitals or medical clinics. Since Paz Soldan (2004) indicates that men also
often discuss family planning issues informally with friends, rather than formally with
medical practitioners, it is possible that men encourage one another to attend these health
dramas. Even occupational status could moderate this relationship. Our results indicate that
salaried employment for older women is positively associated with health, with the opposite
association for men. This might reflect the different types of salaried work that rural
Malawian women and men engage in, which could be particularly stressful for men.
However, we do not have enough cases to test the extent to which salaried employment
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could moderate the relationship between social participation and health (or how social
participation could moderate the relationship between occupation and health). Since we can
do little more than make “informed speculations” on the mechanisms linking social
participation and health, and with no research to reconcile other gendered disparities in
social participation in rural Malawi, we call for more research to provide further details on
these phenomena.

We emphasize the importance of methods and study design in research on participation and
health. The most notable literature on the relationship between social participation and
health may be misled by the use of cross-sectional data, and our use of longitudinal data may
overcome some of these limitations. Further, with limited comparisons on this relationship
in LICs, we believe that our Malawian data offer an excellent case for theoretical expansion.
We also enlarge the scope of social participation beyond the conventional measure of the
number of group memberships an individual has, or religious participation, to include more
active and culturally relevant forms of social participation found in Malawi such as funerals,
drama performances, bars, places to dance, markets, weddings, and political meetings. We
bring to light intriguing and important gender and age differences in the process as well—
many of which have not been explored in health research.

Yet, while adding to this body of literature, there are important limitations of this research.
First, our measures of social participation may not capture all relevant venues. If
unmeasured venues—Ilike meeting at a village well to wash clothes—are substantively
different from those in this paper, it may affect our results. Although we benefit from
longitudinal data, our use of lagged physical and mental health variables in our analyses can
only diminish the effect of selection into being able to participate in social events and
subsequent health outcomes based on one’s health status; we cannot account for potentially
important, yet unobserved, variables that could moderate and mediate the extent to which
social participation predicts health outcomes and these results are biased as such. Hence, we
cannot claim social participation causes positive or negative effects on physical and mental
health.

Any longitudinal approach should consider the possibility of attrition bias. There are 667
individuals who were interviewed in 2008 but not re-interviewed in 2010. Of these 667 who
were not re-interviewed, the most prominent reasons for attrition are migration (42.2%),
temporary absence (16.0%), death (10.1%), and refusal (8.1%). To evaluate whether these
667 individuals systematically bias the sample, we compare 2008 participation measures for
individuals interviewed in both 2008 and 2010 with those interviewed only in 2008
(Appendix Table 2). Results of this analysis show relatively few differences in social
participation between individuals who were re-interviewed and those who left the MLSFH
sample by 2010, which suggests that any bias due to attrition is minimal.

Despite these limitations, we believe that these longitudinal data offer rare and valuable
insight into the ways in which social participation influences health outcomes, while
reducing selection effects that often leave the direction of this relationship unclear.
Additionally, given the cultural importance of social interactions in Malawi, these data allow
us to evaluate how a pertinent aspect of individuals’ social livelihoods influences their lives
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more-literally. By conducting our research in Malawi—a poor, predominantly rural nation
where social participation is a major part of its society’s fabric and where individuals must
rely on one another for survival—we believe that we have found a theoretically important
venue to assess how social participation predicts health outcomes when considering that the
most influential research on this relationship has come from HICs, such as the US, where
social participation is no longer as important in individuals’ daily lives. In sum, our results
suggest that not all forms of social participation benefit all aspects of one’s health and we
caution that there are potentially negative health consequences as a result of participating in
certain types of social events, which certainly warrants further investigation in Malawi, other
LICs, and HICs. Social participation should not be viewed as a public health strategy, nor as
a substitute to medical health services, especially in places like Malawi where these services
are underfunded and overburdened. Instead, researchers need to continue to scrutinize why
some forms of social participation improve or diminish varying aspects of individual health,
with the hope of identifying how social participation could become a complementary
component to improving one’s physical and mental health.
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Appendix Table 1

Regression results for relationship between 2008 social participation and 2010 health for
specific activities, MLSFH men and women

Women Men

Physical Mental Physical Mental

Monthly activities

Funeral 0.04 -005  0.14 0.06
Drama 0.15 0.12 0.15 0.08

Bar 0.05 -0.10 0.3 -0.02
Dance -0.29 -0.22 040 -0.14
Market 007" -0.02 003 -0.02

Annual activities

Wedding 0.09 -0.28 0.01 -0.03
Family Planning or HIV Drama  0.09 > -007" 010 013"
Political meeting 0.01 -0.09" -0.01 -0.05

Notes:

“p<o1,

"p<.05.
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Two-tailed tests; regression models control for age, education, region of residence, marital status, household size,
occupation, and 2008 mental or physical health status.

Appendix Table 2

Analysis of attrition bias: differences in 2008 participation measures between individuals
interviewed in 2008 and 2010 and those interviewed only in 2008, MLSFH men and women

Women Men

Non-attrition  Attrition  Non-attrition  Attrition

Monthly activities

Funeral 35 3.2 3.7 3.6
Drama 0.3 0.3 11 11
Bar 0.3 0.2 2.5 2.0
Dance 0.3 0.3 0.3 0.3
Market 5.8 47" 7.8 85
Total monthly 10.2 8.6™" 15.4 155
Annual activities
Wedding 0.7 0.6 18 0.8
Family Planning or HIV Drama 0.7 0.4 14 11
Political meeting 13 13 2.0 127
Total annual 27 23 5.2 31%
Committee participation 0.8 0.8 1.6 15
Religious participation 45 44 4.5 45
N= 1411 384 917 283
Notes:
*p<.01
"p<.05.

Two-tailed tests.
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Figure 2.
Monthly Participation by Age and Sex 2008 MLSFH
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Figure 3.
Annual Participation by Age and Sex 2008 MLSFH
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Committee Participation by Age and Sex 2008 MLSFH
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Religious Participation by Age and Sex 2008 MLSFH
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Background characteristics, 2008/10 MLSFH women and men

Women  Men

2008 Mean age 40.5 42.6
2008 Level of education

No education 31.9% 14.0%

Primary 61.5% 66.5%

Secondary or higher 6.6% 19.5%
2008 Region of residence

Mchinji 30.8% 33.0%

Balaka 35.4% 29.1%

Rumphi 33.8% 37.9%
2008 Marital status

Currently married 79.5% 88.0%

Widowed/divorced 19.2% 3.2%

Never married 1.3% 8.8%
2008 Mean household size 5.0 52
2008 Occupation

Agricultural laborer in own land 63.7% 64.4%

Agricultural wage laborer 6.5% 4.8%

Salaried employment 0.6% 3.1%

Market work/sales 8.5% 6.0%

Handicraft production 9.4% 11.7%

Other 11.3% 10.0%
Health status

2008 Mean SF-12 mental health 53.0 55.9

2008 Mean SF-12 physical health  51.2 52.6

2010 Mean SF-12 mental health 51.3 53.8

2010 Mean SF-12 physical health ~ 48.9 50.0
N= 1411 917
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Table 2

2008 Social participation, MLSFH women and men

Women  Men
Monthly activities: mean number of times in the last month respondent attended a
Funeral 35 3.7
Drama 0.3 11
Bar 0.3 2.5
Dance 0.3 0.3
Market 5.8 7.8
Total average monthly activities 10.2 15.4
Annual activities: mean number of times in the last year respondent attended a
Wedding 0.7 1.8
Drama on family planning or HIV/AIDS 0.7 1.4
Political meeting 13 2.0
Total average annual activities 2.7 5.2
Mean committee participation 0.8 1.6
Religious participation: last time attended a church/mosque
In the last week 62.9% 68.7%
In the last month 29.6% 24.5%
In the last 2-6 months 4.2% 2.0%
6 months or more 3.1% 3.3%
Never 0.2% 1.5%
N= 1411 917
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