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Introduction: It is well-known that social relationships positively impact health,

but the direct and indirect ways these lead to better health outcomes remain

understudied. Stemming from the concept of multiple levels of analysis, we

address this problem by disentangling the links between di�erent types of social

relationships and health (including physical health, mental health, and well-

being), and comparing the e�ects of multiple mediators based on two levels of

analysis: interpersonal and group.

Methods: We propose amodel that uses loneliness and social support as proxies

of personal ties (mediators between close relationships and health), and social

integration and multiple identities as proxies of group ties (mediators between

group relationships and health). Likewise, we also propose a moderating e�ect

of group identification on the association between group ties and health. We

collected 848 responses through a self-report online survey and used structural

equation modeling (SEM) analysis to assess the proposed model.

Results: Data yielded that close relationships are stronger predictors of better

health outcomes than group relationships. Yet, more importantly, the results

also provide strong evidence for the positive e�ects of the group-level variables.

The e�ect of group relationships on health is significantly positive, and this

association is stronger for those who identify more with their group.

Discussion: Our findings are closely aligned with the notion that increasing and

improving people’s social network is an e�ective way to contribute to better

social determinants of health, while demonstrating that it is important to consider

which type of relationship is being fostered.
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1 Introduction

The notion that social relationships are an important asset for health has been endorsed

by the World Health Organization (WHO) in its Conceptual Framework for the Social

Determinants of Health (Solar and Irwin, 2010). The WHO framework recognizes that

three main categories of social determinants significantly impact health and wellbeing:

material (e.g., good living and working conditions), behavioral and biological (e.g., lifestyle

behaviors), and the one under study, psychosocial, which includes social relationships.

It should be noted, though, that social relationships and health are often conceptualized

in a broad sense and inconsistent way. According to WHO (1948), health is a state of

physical health, mental health, and social wellbeing. Despite being an often-cited definition,
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literature shows that health has been defined in several other

ways, depending on the theoretical perspective taken (e.g., medical,

psychological; see Seligman, 2011; Croom, 2015; Druten et al.,

2023 for a review). In the present study, we consider three

of the most frequently and widely assessed health domains,

namely physical health, mental health, and subjective wellbeing,

that have been shown to benefit greatly from positive social

relationships (e.g., Lima et al., 2017). Research has been clear on

the positive effects of the psychosocial determinants on multiple

health outcomes, such as life expectancy (e.g., Holt-Lunstad et al.,

2010), recovery from physical illness (e.g., Cohen and Syme, 1985;

Cohen, 2005), promotion of mental health (e.g., Seeman, 1996;

Cacioppo et al., 2006), and protection against cognitive decline

in older age (e.g., Lövdén et al., 2005; Bennett et al., 2006;

Haslam et al., 2014), which is why authors are calling attention

to the importance of considering social isolation an urgent public

health priority (e.g., Holt-Lunstad et al., 2017). Yet, the lack

of a clear definition and measurement of social relationships

hinders the advancement of knowledge in this study area. There

is no consensus among studies on what is being considered as

social relationships, as it is often used as an umbrella term that

covers several associated psychosocial determinants (e.g., social

ties, social support, social integration). We, however, defend that

each of these determinants can, and should be, operationalized

differently, which ultimately influences the way they are measured.

Moreover, as we clarify further, social relationships can assume

multiple forms (Holt-Lunstad, 2018), and the mechanisms

linking these relationships to health can be quite diverse

(Feeney and Collins, 2015).

Recently, the social capital notion has been used to explain

the underlying processes in which social relationships benefit

the different health domains. According to Bourdieu (1986)

and Coleman (1994), social capital refers to the resources that

result from close relationships and group belonging. Putnam

(2000) took a step forward by proposing that social capital

distinguishes between two types of relationships. First, bonding

refers to reciprocal relationships and intimate and supportive

forms of social connectedness (e.g., family and friends). These

relationships entail deep interpersonal bonds, high social support,

and loyalty (Jensen and Jetten, 2015; Hoffman et al., 2023).

Second, bridging refers to casual relationships and relationships

across group boundaries that provide external information of the

immediate network and are based on mutuality that is central

to shared identities (e.g., work hierarchies, Jetten et al., 2014;

Hoffman et al., 2023). Distinguishing between these two types of

social capital is important for understanding how the structural

positions of individuals impact their health (see Uchino, 2004, 2009;

Haslam et al., 2009; Jetten et al., 2012; Hoffman et al., 2023, for

a review).

In this study, we address this problem by proposing and

testing a model of how interpersonal and group-based social capital

relationships impact health, following the concept of levels of

analysis proposed by Doise (1986). According to the author, a way

of unifying different conceptual approaches is to consider their

levels of theoretical explanation (Doise, 1986; Doise and Valentim,

2015). This approach has been successfully applied to research in

Social and Health Psychology (e.g., Murray, 2000; Bernardes et al.,

2008), but has yet to be used to study the association between

social relationships and health. Given that interpersonal (close) and

group relationships are rarely differentiated in the literature despite

their theoretical relevance, here we chose to focus specifically on

these two levels of analysis. Following Doise (1986)’s framework,

the interpersonal level refers to the interaction between individuals

that occurs in a given context, for example, friendships, family

ties, and other social ties that are deep and central to people’s

lives. The group level concerns the feeling of belonging to a

collective entity, such as groups (e.g., hobbies), associations (e.g.,

sports), and organizations (e.g., political). From our perspective, the

underlying processes associated with the two levels of relationships

are different. Close relationships depend on disclosure, intimacy,

care, and respect for unique attributes (Reis and Patrick, 1996),

whereas group relationships are based on the synchronization

of actions (e.g., Tunçgenç and Cohen, 2016), shared identity

(e.g., Haslam et al., 2005), and a sense of responsibility to

represent the group (e.g., McKimmie et al., 2019). Even though

intimacy on the latter may be low, the perceived proximity and

similarity of goals between group members is high, which leads

to social integration. Thus, we can assume that the interpersonal

level is closely linked to the bonding type relationships, where

social mechanisms such as lower levels of loneliness and

higher levels of social support can improve one’s health (e.g.,

Uchino, 2009), and the group level is parallel to the bridging

type relationships, in which higher levels of social integration

and multiple identities also result in better health outcomes.

Research carried out in other areas has already adopted a similar

comparison framework, which reinforces our model proposal.

For instance, Holt-Lunstad (2018), from a socio-ecological and

systemic approach, proposes a differentiation between close

relationships, occurring “over extended periods, emotionally laden,

and characterized by idiosyncratic representations of others” (p.

439), and community relationships, that “extends to larger social

contexts such as one’s entire social network, neighborhood, or

community” (p. 447). Our purpose is to distinguish the association

between these two types of levels and social capital relationships

and health.

1.1 Direct links between close and group
relationships and health

The study of the impact of close relationships on health has

a long tradition in Health Psychology. The work developed by

Kiecolt-Glaser is a classic example of this line of research. The

author typically studies couples, and her research shows that

hostile marital relationships are detrimental to health because

they increase the body’s inflammatory response, diminish the

immune response, and/or increase the time it takes to recover

from wounds (see Kiecolt-Glaser et al., 2005; Kiecolt-Glaser and

Wilson, 2017 for a review). In a complementary way, other authors

have shown similar results. Couples with high-quality relationships

showcase increased levels of oxytocin (Holt-Lunstad et al., 2014),

and stable and intimate friendships predict happiness and better

health outcomes (Holt-Lunstad, 2017; Dunbar, 2018). These effects

tend to occur during personal, face-to-face interactions (Lima et al.,

2017).
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The impact of group relationships on health has been less

explored, but existing evidence shows that participating in groups

promotes social integration, social support, and a positive self-

image that enhances the quality of life (Putnam, 1995; Rocco and

Suhrcke, 2012). Moreover, Berkman and Syme (1979) showed that

mortality is lower among those who participate in community life,

and Cohen and Syme (1985) found a positive association between

disease immunity and the number of social roles that a person

plays. More recent research established a positive association

between participation in associations and wellbeing (Fancourt

and Steptoe, 2018), mental health (Seymour-Smith et al., 2017),

and self-reported health (Gonzalez et al., 2020; Lima et al.,

2021). Furthermore, shared group memberships impact health

and wellbeing (Ysseldyk et al., 2018) by boosting individuals’ self-

esteem, belonging, meaning, sense of purpose, control, and efficacy

in life (e.g., Cruwys et al., 2014; Greenaway et al., 2015; Jetten et al.,

2017).

Previous work has aimed to compare the effects of close and

group relationships on health, but we identified considerable gaps.

An important meta-analysis (Gilbert et al., 2013) demonstrates that

close relationships have a stronger impact on health than group

relationships. Yet, none of the included studies simultaneously

collected data from both levels of analysis (Doise, 1986; Doise

and Valentim, 2015), thus not allowing a direct comparison. In a

recent study, Gonzalez et al. (2020) showed that variables associated

with personal relationships (e.g., interpersonal trust) are better

predictors of self-reported health than social participation. But,

while one of the variables referred to behavior (i.e., frequency

of participation in associations), the other was an attitudinal

variable, which, again, does not allow for a reliable comparison.

As such, the first aim of our study is to directly compare the

associations between close and group relationships and health

using a similar predictor, that is, the estimation of the number

of close and group relationships. Following previous research,

we expect both levels of relationships to be positively associated

with health, but we hypothesize a stronger association for closer

relationships (H1).

1.2 Indirect links between social
relationships and health

As we have briefly discussed, several psychosocial determinants

are associated with better health outcomes in multiple ways (see

Uchino, 2004, 2009; Haslam et al., 2009; Jetten et al., 2012,

for a review). Reciprocal close relationships are associated with

health because they represent a strong form of social control

to decrease unhealthy behaviors (Wakefield et al., 2019), thus

acting as social support, buffering the negative effect of stress on

health, promoting positive emotions that strengthen the immune

system, and providing the occasion to share important emotional

events with significant others (Schwarzer and Knoll, 2007; Semmer

et al., 2008). Uchino (2004) also defends that they help fight

emotional loneliness. Similarly, group relationships act on health

through different routes. For example, when people participate

in community life and interact with others, there’s an increase

in awareness of social norms, which provides an opportunity to

make social comparisons and gives access to relevant information,

including health-related information (Uchino, 2009).

In this study, we advance this notion and test the mediating

role of different psychosocial variables in the association between

social relationships and health based on the selected levels of

analysis. In particular, we use loneliness and social support as

proxies of personal ties (mediators between close relationships

and health), and social integration and multiple identities as

proxies of group ties (mediators between group relationships

and health).

On the interpersonal level (bonding), literature shows that

loneliness, defined as the feeling of deficit in social relationships,

influences health and wellbeing, and is associated with multiple

poor health outcomes, for example, mental health problems

(Meltzer et al., 2013), heart disease (Hawkley et al., 2003),

and inflammatory responses (see Steptoe et al., 2004; Holt-

Lunstad et al., 2010, for a review). Contrarily, social support,

that is, people’s beliefs about the quantity and quality of support

potentially available to them, predicts mental health (e.g., Ozer

et al., 2003), physical health (e.g., Nausheen et al., 2009), and

wellbeing (e.g., Uchino et al., 1999; Uchino, 2009). On the

group level (bridging), social integration is the subjective sense

of belongingness to groups and bonding with others. This

is based on recognizing the commonality of group ties and

not upon interpersonal contact or mutual acquaintance among

individuals (Haslam et al., 2017). Individuals who feel more

connected to their community, neighborhood, or social groups

are healthier and happier (Seeman, 1996; Berkman et al., 2000).

The final mediator under study is multiple identities, which is the

acknowledgment of the diversity of the social environments in

which we live and act. Studies show that people with more social

identities adapt better to life changes (e.g., retirement; Steffens

et al., 2016), and are more physically resilient (Jones and Jetten,

2011).

Based on these findings, we expect the underlying processes that

link these two types of relationships to health to be different. Close

relationships are expected to positively influence health through

a decrease in loneliness and an increase in social support (H2A),

while group relationships are expected to positively influence

health by increasing social integration and the number of multiple

identities (H2B). Cacioppo and Patrick (2016) suggest that one

of the ways to overcome loneliness is to join groups (e.g., dance,

voluntary work) and develop close relationships within that space

of social integration. It is also possible that good friends who

share an interest (e.g., environmental protection) join others

and create a group for it (e.g., clean beaches). So, we expect

close and group relationships to be associated with and influence

each other.

Finally, following the Social Identity Approach to Health

(Haslam et al., 2009; Jetten et al., 2017; Ysseldyk et al., 2018) that

suggests the active ingredient of group relationships that impact

health is social identification, we also expect that the effects of group

ties on health will be positively stronger for those with high levels of

group identification (H3). Such identification is important to health

assessment because the perception of similarity with others protects

people from the impact of negative and stressful events (e.g., group-

based discrimination; Jetten et al., 2017). We believe that in turn,

this should amplify the effects of social integration on health.
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2 Methods

2.1 Participants and procedure

We collected data from 848 individuals, of which 396 were from

Portugal, 232 from Spain, and 318 from Brazil. The average age

was roughly 44 years old (SD = 15.45). In total, 69.0% identified

as female, 51.8% were married or in a civil union, and 55.7% had a

university degree.

Our study was approved by the Iscte’s Ethics Committee

previous to its implementation. The data was collected online using

a self-report survey on Qualtrics, shared via email and social media

(e.g., Facebook), which resulted in a convenience non-probabilistic

sample, collected with a “snowball” or “guided by the respondent”

procedure. All participants gave their informed consent before

answering the survey.

2.2 Measures

2.2.1 Close (bonding) relationships
We used the following two items to assess close relationships:

“Approximately how many friends do you have?” (Helliwell and

Huang, 2013), rated on response scale ranging from 1 (<5 friends)

to 5 (more than 50 friends), and “How many persons do you

have with whom you can discuss intimate and personal matters?”

(European Social Survey, 2008), rated on response scale ranging

from 1 (none) to 7 (10 or more). The first item was rescaled using

the following rule: rescaled item = original item × 7 (maximum

of the rescaled item) / 5 (maximum of the original item). The

Pearson correlation between the two items was r (943) = 0.33, p

< 0.001. The two items were then averaged to obtain the close

relationships index.

Loneliness was assessed using four items from the USL-4-

UCLA Loneliness Scale (short version, Russell et al., 1980), which

includes items such as: “How often do you feel that people around

you do not share your interests?,” rated on response scale ranging

from 1 (never) to 5 (almost always). The four items were reversed

and then averaged, resulting in the loneliness index (α = 0.78).

Social support was evaluated using four items from the short-

range version of the Social Support Scale (Haslam et al., 2005;

created from the dimensions identified by House, 1981). This scale

includes items like: “To what extent do you think you have people

with whom you can talk about your problems?” rated on a response

scale ranging from 1 (not at all) to 5 (often). The social support

index was calculated by computing the average of the four items (α

= 0.79).

2.2.2 Group (bridging) relationships
We used the European Values Study (2008) to assess group

relationships. We asked participants if they belonged to any groups

out of a list of 11 types of groups (e.g., sports, religious, human

rights, and political). For each type, participants could answer 1 (I

don’t belong), 2 (I belong but I’m not involved in group activities),

and 3 (I belong, and I’m involved in group activities).We calculated

the group relationship index by counting the number of groups to

which participants belonged and were involved in group activities.

Social integration was assessed using two items retrieved

from the social integration subscale of the Social Well-Being

questionnaire (Keyes, 2007): “I feel close to the people that

surround me” and “I am a member of my community,” both

rated on response scale ranging from 1 (strongly disagree) to 5

(strongly agree). The Pearson correlation between the two items

was r (941) = 0.39, p < 0.001. The two items were averaged

to obtain the social integration index. The Social Well-Being

questionnaire is a theoretically grounded scale used to evaluate the

perceived quality of an individual’s relationship with their society

and community. Differently, the close relationships measure is a

count of individuals’ close relationships (European Social Survey,

2008). Nevertheless, item formulation between the two variables is

very close. To overcome this, we tested the data for the collinearity

assumption and found that multicollinearity was not a concern

(Tolerance= 1.00, VIF= 1.00).

Multiple identities, that is, the extent to which people belonged

to multiple social groups, were evaluated using three items adapted

from Jetten et al. (2010) and Haslam et al. (2008): “I belong to

many different groups”, “I participate in several different group

activities,” and “I have friends from very different groups,” all rated

on response scale ranging from 1 (strongly disagree) to 5 (strongly

agree). The three items were averaged to calculate the multiple

identities index (α = 0.67).

Group identification was measured using seven items adapted

from the Social Identity Mapping procedure (Cruwys et al., 2014).

This measure encompasses a suite of social identity constructs

that are well correlated with the general way that people’s self-

concepts are based on their membership in social groups (Cruwys

et al., 2014). The implemented items covered the following aspects:

group importance, positivity, degree of group prototypically, group

compatibility with other groups, identification with the group,

meaning, and pride in belonging to the group (e.g., “from 0 to 10,

indicate how representative do you think you are of what it means

to be a member of the group”). Participants were asked to select the

group they felt was most important to them and answer based on

that group. Each item was rated on a response scale ranging from

1 (low identification) to 10 (high identification). All items were

averaged, resulting in the group identification index (α = 0.80).

2.2.3 Health
To assess physical health, we used the item “How do

you rate your health in general” (Eriksson et al., 2001), rated

on a response scale ranging from 1 (very good) to 5 (very

bad), and four additional items retrieved from the physical

health dimension of the State of Health Questionnaire SF-

36 (Ware and Sherbourne, 1992), as, “I seem to get sick a

little easier than other people,” rated on response scale ranging

from 1 (absolutely false) to 5 (absolutely true). The average

of the five items resulted in the physical health index (α

= 0.78).

Mental health was measured using nine items from the

State of Health Questionnaire SF-36 (Ware and Sherbourne,

1992), such as “How often have you felt very nervous over

the last 4 weeks?,” rated on a response scale ranging from

1 (never) to 5 (always). We calculated the mental health
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TABLE 1 Mean values, standard deviations, and bivariate correlations of study variables.

1 2 3 4 5 6 7 8 9 Mean SD

1. Close

relationships

- 6.36 1.36

2. Group

relationships

0.25∗∗ - 4.08 3.75

3. Loneliness 0.24∗∗ 0.05 - 2.86 0.66

4. Social support 0.26∗∗ 0.15∗∗ 0.39∗∗ - 4.05 0.74

5. Social integration 0.32∗∗ 0.24∗∗ 0.50∗∗ 0.47∗∗ - 3.85 0.68

6. Multiple

identities

0.33∗∗ 0.41∗∗ 0.14∗∗ 0.21∗∗ 0.46∗∗ - 3.28 1.03

7. Wellbeing 0.23∗∗ 0.16∗∗ 0.51∗∗ 0.33∗∗ 0.46∗∗ 0.23∗∗ - 7.29 1.58

8. Mental health 0.15∗∗ 0.15∗∗ 0.46∗∗ 0.22∗∗ 0.34∗∗ 0.16∗∗ 0.56∗∗ - 3.43 0.65

9. Physical health 0.12∗∗ 0.10∗∗ 0.22∗∗ 0.18∗∗ 0.25∗∗ 0.12∗∗ 0.34∗∗ 0.37∗∗ - 3.71 0.68

∗∗p < 0.01.

index by averaging the items (α = 0.89). Given the objectives

of the study, we sought to use a quality-of-life measure

focused on health, such as the SF-36, instead of a more

general measure.

Wellbeing was evaluated using two items from the European

Social Survey (Diener, 2000; Swift et al., 2014) focused on

happiness (“Taking all things together, how happy would you

say you are?”) and life satisfaction (“All things considered, how

satisfied are you with your life as a whole nowadays?”), rated

on a response scale ranging from 1 (unhappy or unsatisfied

with life) to 10 (happy or satisfied with life). The Pearson

correlation between the two items was r (946) = 0.80, p <

0.001. The two items were averaged to calculate the overall

wellbeing index.

3 Results

3.1 Descriptive statistics

To understand the participants’ network of relationships,

central tendency, and dispersion measures were computed to

summarize the data for the number of overall friends, close friends,

and group relationships. The mean for the categorized number of

friends was 4.40 (SD = 1.67); and the median value was 4.00 (IQR

= 4.00, 5.00), meaning that half of the sample reported having

between 10 and 30 friends. The mean for the categorized number

of close friends was 4.21 (SD = 1.41); and the median value was

4.00 (IQR = 4.00, 5.00), revealing that 50% of the sample reported

having between 3 and 6 intimate friends. The mean number of

groups in which individuals were actively involved was 4.07 (SD

= 3.75) and the median value was 4.00 (IQR= 4.00, 6.00), meaning

that half of the sample reported being involved in between 4 and

6 groups).

Only loneliness did not correlate with group relationships. All

remaining variables were positively associated with each other.

The correlations were weak to moderate, indicating that different

constructs were measured (see Table 1 for more details).

3.2 Links between social relationships and
health

To test if close relationships are more strongly associated with

health (including physical health, mental health, and wellbeing)

than group relationships (H1), we used structural equation

modeling (SEM) on AMOS 18.0 (see Figure 1). The same analysis

was also used to test if close relationships are associated with health

via personal ties composed of reserved loneliness and social support

(H2a) and if group relationships are associated with health via

group ties composed of social integration and multiple identities

(H2b). Close and group relationships were entered as predictors

of health, and loneliness, social support, social integration, and

multiple identities as putative mediators for their respective levels

of analysis. The model controlled for gender, age, and nationality,

as literature shows that these variables tend to be highly associated

with health outcomes (e.g., Deeks et al., 2009). No restrictions

were imposed on the model. Following Baron and Kenny (1986)

procedure, we conducted a bootstrapping method to evaluate the

significance of the indirect effect.

To assess how well the model fits the data, RMSEA, CFI, and

TLI were computed. The fit was overall good, χ2 = 127.51, DF

= 26; χ2/DF = 4.90, NFI = 0.96; CFI = 0.97; RMSEA = 0.06,

90% CI [0.33, 0.41]). Both close and group relationships were

significant direct predictors of health, β = 0.20, p ≤ 0.01, and β

= 0.13, p ≤ 0.01, respectively. As hypothesized, close relationships

had a stronger association with health than group relationships

(H1). Likewise, the model also supported H2a and H2b. Personal

ties significantly covaried with close relationships and health, and

group ties significantly covaried with group relationships and

health. We found positive and significant associations between

friendship, personal ties, β = 0.29, p ≤ 0.001, and group ties β

= 0.35, p ≤ 0.001, but only personal ties were positively and

significantly related to health, β = 0.71, p ≤ 0.001. A similar

but smaller effect was found for group relationships, which had a

positive and significant association with personal and group ties,

β = 0.45, p ≤ 0.001 and β = 0.05, p ≤ 0.05, correspondingly.

Finally, the direct paths between close relationships and health and
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FIGURE 1

Links of close relationships and group participation with health and their mediators (SEM results). *p < 0.05, **p < 0.01.

FIGURE 2

Group identification as a moderator in the association between group ties and health (SEM results). *p < 0.05, **p < 0.01.
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group relationships and health were reduced to non-significance

when the mediators were included, β = −0.07 (n.s.) and β = 0.08

(n.s.), respectively.

The full mediation model accounted for 46% of the explained

variance of health. The total regression weight, including direct

and indirect effects, was β = 0.31, p ≤ 0.001, for the association

between close relationships and health β = 0.25, p ≤ 0.001, for the

association between group participation and health.

We found some significant results regarding the control

variables. Nationality was significantly related to physical health, β

= −0.15, p ≤ 0.001, and wellbeing, β = −0.11, p ≤ 0.001; gender

was associated with mental health, β = 0.21, p≤ 0.001; and age was

related to mental health, β = 0.21, p ≤ 0.001 and well-being, β =

0.12, p ≤ 0.001.

3.3 Indirect link of group identification on
health

We also tested the moderating role of group identification in

the association between group ties and health (H3), using SEM

on AMOS 18.0. The model revealed a good fit to the data, χ2
=

862.22, DF = 88; χ2/DF = 9.80, NFI = 0.85; CFI = 0.86; RMSEA

= 0.10, 90% CI [0.09, 0.10], and again, gender, age, and nationality

were controlled for (see Figure 2). Results supported H3, meaning

that group identification significantly moderated the association

between group ties and health. The positive impact of group ties on

health is stronger for those that highly identify with their groups,

β = −0.11, p ≤ 0.001. The moderated mediation model accounted

for 47% of the explained variance of health.

As a validation check for our health operationalization, we ran

three separate moderated mediation models with mental health,

physical health, and wellbeing as outcome variables. The fit was

overall good for the three models. Model fit was similar for mental

health (NFI = 0.83; CFI = 0.84; RMSEA = 0.10), physical health

(NFI = 0.83; CFI = 0.84; RMSEA = 0.10), or wellbeing (NFI =

0.84; CFI = 0.85; RMSEA = 0.10). The three models revealed

that close relationships have significant associations with mental

health, physical, and wellbeing, β = 0.50, p ≤ 0.01, β = 0.32, p

≤ 0.01, and β = 0.60, p ≤ 0.01, respectively. Also, we observed a

significant moderated association between group ties and mental

health, physical, and wellbeing, β = −0.05, p = 0.006, β = −0.07,

p = 0.029, and β = −0.10, p = 0.018. In the three models, the

positive impact of group ties was stronger for high identifiers with

their groups.

4 Discussion

Social relationships have the ability to boost people’s health.

Previous research has tested the effect of close and group

relationships (e.g., Slatcher and Selcuk, 2017; Smith and Weihs,

2019), but not in a direct comparison. Our study takes it a step

further by directly comparing the direct and indirect ways close

and group relationships impact physical health, mental health, and

overall wellbeing.We found that both close and group relationships

are significantly associated with better health. Yet, as we expected,

close relationships appear to be a stronger predictor of health than

group relationships, thus corroboratingH1. These results are sound

and were obtained while controlling gender, age, and nationality.

This is particularly important because it was possible to replicate

the pathways between social relationships and health in different

geographical and cultural contexts.

A considerable amount of work has been dedicated to this

study area, but surprisingly there is not much known about

the indirect ways social relationships promote better health

outcomes. For example, Farrell and Stanton (2019) defend that

the mediating mechanisms remain understudied and that more

evidence is needed to establish comparative mediators for different

levels of social relationships. In our study, the unfolding of the

mediators between close and group relationships and health reveals

significant differences in the established links. Close relationships

are associated with personal ties mediators, meaning that strong

interpersonal relationships positively act on health because they can

reduce loneliness and increase social support. Moreover, people’s

number of personal ties also impacts their perception of group

ties, by increasing social integration and the number of multiple

identities. Both results are an indication of the relative impact of

close relationships on all the studied mediators. On the contrary,

group relationships were the stronger predictor of group ties but

revealed a weak link to personal ties. The effects of group ties

seem to be more circumscribed and specific, as opposed to personal

ties, which seem to be broader. These results are not exactly as

hypothesized and reveal that close relationships have an impact

on health through social and inter-individual factors, while group

relationships impact health mainly through social factors.

Innovatively, our model considered the possibility of

interdependence between interpersonal and group effects, which

has been neglected in previous research (Häusser et al., 2020).

Our adoption of the multiple-level analysis concept to study

social relationships and health has shown that the two routes are

independent but not separate, that is, better close relationships are

strongly associated with loneliness and social support, but also with

social integration and multiple identities. So, our hypotheses that

close relationships are associated with health via reversed loneliness

and social support (H2a), while group relationships are linked to

health through social integration and multiple identities are only

partially corroborated. Nonetheless, as we stated previously, there

are several ways of articulation of the different levels of analysis

since people can overcome loneliness by joining groups (Cacioppo

and Patrick, 2016) or creating groups based on a common interest.

Finally, stemming from the Social Identity Approach to Health

(Haslam et al., 2009; Jetten et al., 2017), we expected that the

impact of group ties on health would be particularly strong for

those with high levels of social identification (H3). Our model

tested the moderating role of group identification, thus confirming

that high group identifiers showed better health as compared to

low identifiers. Once group identification changes the perception

of received social support, such might account for this mediation

(Häusser et al., 2020). Furthermore, group members interpret

received social support via the identity-based relationships between

those who give and receive support, so strongly identified group

members tend to perceive group inputs more positively (Haslam

et al., 2012).

Our study has limitations that need to be considered. First,

as a cross-sectional study, our speculations regarding the causal

Frontiers in Social Psychology 07 frontiersin.org

https://doi.org/10.3389/frsps.2024.1310755
https://www.frontiersin.org/journals/social-psychology
https://www.frontiersin.org


Camilo et al. 10.3389/frsps.2024.1310755

links between social relationships and health should be viewed

with caution. A longitudinal study would be particularly helpful

to establish more robust links. Second, we only used self-

reported health measures. We recommend future studies to

combine subjective scales with more objective measures. Third,

we recognize the lack of a real group-level measure in our

model. As a way to facilitate the interpretation of the group

identification measure, we asked participants to answer based

on their most important group, which may have led to biased

responses. Yet, it is quite challenging to measure this concept

without referring to specific groups, and using a broader measure

would generate more confusion and inconsistencies. Nevertheless,

our ambition to establish a multilevel model would be more

robust if we had been able to collect data that better reflects

the group level of analysis. Fourth, our sample appears to be

biased in the direction of higher education respondents which

might have an effect on their social network and way of

viewing it.

4.1 Final remarks

There are multiple types of social relationships, and all types

appear to, under the right conditions, boost health and overall

wellbeing. However, not all social relationships are equal, and not

all act in the same way. The literature that focuses on this study

area mostly assumes a partial version of the problem. In our study,

we emphasized the importance of approaching the relationships-

health links through a multilevel analysis perspective, which

allowed us to compare the pathways by which our relationship

with others positively impacts health. This is an approach of utmost

importance that has yet to be consistently used to study the social

determinants of health. We concluded, to different degrees, that

close and group relationships are positively associated with health

and the pathways between these types of relationships and health

are different. Close relationships have a wide range of impacts

and are associated with personal ties mediators, such as loneliness

and social support, but also with group ties via social integration

and multiple identities. However, group relationships have a more

restricted spectrum of influence, and are strongly linked with group

ties but weakly linked to personal ties. Finally, we also concluded

that those with higher levels of group identification benefit more

from the effects of strong group ties on health. We believe that

these results are a step forward in our understanding of the

fundamental connection between the integration of social groups

and health.

Ultimately, our study is closely aligned with the notion

that increasing and improving individuals’ social network is a

crucial health determinant, as defended by WHO (2017), while

demonstrating that it is important to consider which type of

relationship is being fostered. In the case of loneliness, for instance,

it appears to be more fruitful to invest in close relationships. In the

case of social support and integration, both types of relationships

should be promoted. Following our results, psychosocial and health

interventions and support groups, for instance, should not only

foster group relationships, which tend to happen naturally in these

circumstances, but also attempt to promote closer relationships

(e.g., by involving a family member or a friend). Overall, social

solutions (e.g., social prescribing) should become more globally

used given their potential to boost people’s health and reduce social

and health iniquities.
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