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Abstract 
Economic insufficiency causes stress and negative affects. Poverty is self-perpetuated, also due 
to a particular pattern of economic behaviors induced by negative affects and stress. Often, lo-
neliness occurs together with economic insufficiency. For this study, it has been selected a sam-
ple of convenience. A positive correlation between anxiety/depression and negative affects is 
presented. Dispositional optimism and social support, factors which contribute to health, serve 
as buffers, in negative correlation, of the negative impact of negative affects, due to financial re-
straint, on health. Financial management is negatively correlated with the lack of cardiovascular 
health, and cardiovascular dysfunction correlates positively with loneliness, in this study. Posi-
tive affects correlate positively with resilience skills, which correlate negatively with depression. 
Within this context, psychobiological therapeutic interventions and psychotherapy, which also 
target psychological dysfunction related to economic behavior of persons in a situation of po-
verty, would be beneficial. 
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1. Introduction (Theoretical Framework) 
1.1. Stress and Negative Affects Caused by Economic Insufficiency (Poverty) 
Poverty causes lack of opportunities, reduced accessibility to resources and is associated with a greater likelih-
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ood of life events with traumatic potential. By acting through stressors agents of socio-economic nature, such as 
unemployment and the difficulty of access to housing, it is much more likely that poverty precedes mental dis-
orders, such as anxiety and depression, and it is an important risk factor for mental illness [1]. The relationship 
between poverty and mental illness is bidirectional, that is, poverty is a risk factor for certain mental illnesses, 
which, in turn, worsen the economic condition of the patient and their families. Some factors, such as education 
and employment, have a two-way relationship with poverty. The lack of employment results in financial diffi-
culties, and poverty results in reduced opportunity to obtain gainful employment. Unemployed persons and 
those who fail to obtain employment have more depressive symptoms than individuals who can get a job [2]. 
Limited resources, resulting in reduced opportunity for education, which prevent access to most skilled jobs, in-
crease individual vulnerability and insecurity contributing to a persistently low social capital. The prevalence of 
common mental disorders is higher among individuals with low levels of education. Chronic poverty is often 
associated with low levels of family and community support, alcoholism, insecurity and violent crime, family 
abuse and family desertion, particularly by men [1]. In a review of 115 studies, 79% showed a negative associa-
tion between indicators of poverty and mental health [3]. Several studies have shown: high levels of cortisol in 
subjects with lower financial incomes and less education [4] [5]; lower economic status measured by occupa-
tional status [6] [7]. Measures, consisting generically in increased personal financial income, determine: reduc-
tion in hospitalization for mental health problems [8]; lower consumption of anxiolytics [9]; increased mental 
health [10]-[12]. Poverty causes negative affects and stress, and these effects alter the economic behavior of 
persons concerning time preference (i.e., the degree of preference for present consumption over future consump-
tion) and assumption of risky economic behavior, limiting economic decision-making, and thus favoring habi-
tual behaviors, not oriented for objectives, perpetuating poverty itself [13]. Decision making requires individuals, 
in difficult circumstances of business transaction, i.e., with less budget (and resulting lower capacity to acquire 
larger amount of desirable goods), to recruit scarce cognitive resources, which subsequently will be reflected in 
worse performances in tasks that require integrity of executive function, such as Stroop [14] [15]. Thus, cogni-
tive deficit of executive function that characterizes economic insufficiency does not ensure the ability to defer 
rewards, implied in economic behavior related to time preference. There are three ways to break the cycle of 
economic insufficiency/poverty and improve well-being: the implementation of policy measures for direct po-
verty reduction; the management of the psychological consequences of economic insufficiency; the change in 
economic behavior arising from these [16]. Since the deteriorating effects of stress and negative affects in eco-
nomic behavior can occur even in individuals who do not suffer from depression, therapeutic interventions of 
psychobiological nature and psychotherapy bring economic benefits even in non-clinical populations [17]. 

1.2. Stress, Positive and Negative Affects, Tripartite Model of Anxiety and Depression and  
Brain Electrophysiological Activity  

Positive affectivity is a characteristic that describes how animals and humans experience positive emotions and 
interact with each other and their environments. Persons with increased positive affectivity are enthusiastic, 
energetic, confident, active and alert. Persons with low levels of positive affectivity are characterized by sadness, 
apathy, anxiety, stress and not rewarding social involvement. Happiness, high levels of well-being and self-es- 
teem are often associated with increased levels of positive affectivity [18]. Positive affectivity provides a rupture 
of stress and supports ongoing efforts to replenish depleted resources from stress [19]. Positive affectivity and 
negative affectivity are not independent. Negative affectivity is a general dimension of subjective distress, due to 
stress and not satisfying social involvement, and encompasses a variety of aversive mood states, including anger, 
contempt, disgust, guilt, fear and nervousness. Low negative affectivity levels are characterized by a state of 
calm and serenity. Watson and Clark (1984) have defined negative affectivity as a dimension of dispositional 
mood that reflects individual differences relating to negative emotions and self-concept. These authors con-
cluded that individuals who express high levels of negative affectivity envisage themselves and their involve-
ment in generally negative terms [20]. Individuals with high negative affectivity levels have higher levels of 
stress, anxiety and dissatisfaction with life, and tend to focus on unpleasant aspects of themselves, the world, the 
future and others [21]. The tripartite model of anxiety and depression, developed by Clark and Watson (1991), 
proposes that anxiety and depressive disorders overlap considerably by a general, not specific, factor, negative 
affectivity, which reflects the level of aversive feelings present in an individual. The two remaining factors of 
this model are positive affectivity, which, when low, is relatively specific for depression, and physiological ac-
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tivation, which is relatively specific to anxiety [22]. Several authors consider anxiety and depression a single 
disorder’s entity. Lovibond and Lovibond (1995), authors of anxiety, depression and stress scales (DASS), as-
sume that psychological disorders are not categories, that is, the differences between depression, anxiety and 
stress, experienced by normal subjects and patients, are essentially level ones: depression is characterized main-
ly by the loss of self-esteem and motivation, and is associated with the perception of low probability of achiev-
ing life goals that are meaningful to the individual as a person; anxiety emphasizes the links between persistent 
state of anxiety and intense fear responses; stress suggests states of excitement and persistent tension, with low 
resistance to frustration and disappointment. According to this model, depression is defined by dysphoria, hope-
lessness, devaluation, self-depreciation, lack of interest, anhedonia and inertia, anxiety is defined by autonomic 
arousal, skeletal muscle effects, situational anxiety and subjective experience of anxious affect, and stress is de-
fined by difficulty in relaxing, nervous excitation, easy agitation, irritability/excessive reactivity and impatience 
[23]. The components of the tripartite model of anxiety and depression have been linked to neurophysiological 
measures of anxiety and depression. Increased in left frontal electrophysiological activity is associated with an 
increased positive affectivity, i.e., the decrease of depressive states, while decreased left frontal electrophysio-
logical activity is associated with decreased positive affectivity, i.e. the increase of depressive states. Anxiety 
disorders have repeatedly been associated with an increase in right prefrontal cortex and amygdala activity, ab-
normalities similar to those reported in depressed subjects [24]-[28]. Neuro-stimulation, in particular, high fre-
quency (above 1 Hz) repetitive transcranial magnetic stimulation (rTMS) over the left dorso-lateral prefrontal 
cortex treats depressive states [29]. 

1.3. Loneliness 
Loneliness is an unpleasant experience that occurs when personal network of social relationships is significantly 
deficient in quantity and/or quality. Predisposing factors that may increase personal risk for loneliness include 
individual differences in personality and behavior, such extreme shyness or lack of social skills. Within a society, 
social norms can also affect the tendency to feel lonely. The onset of loneliness is often initiated by a previous 
event, usually a change or loss in/of an emotional relationship, through death or divorce, or a disruption of social 
relationship created by the move to a new school, city or employment. The intensity of loneliness may increase 
if the individual evaluates his/her own situation as worse than that of their peers, or attributes the causes of their 
loneliness to personal inadequacies. Individuals with a solitary trait, compared to persons in a solitary state, are 
more likely to have poor social skills, attribute their loneliness to undesirable factors and have difficulty to over- 
coming their social deficits. Classically, it is distinguished emotional loneliness from social loneliness, wherein 
the first encompasses the lack of emotional ties inherent to intimate relationships, while bereavement, divorce or 
emptiness feelings within marriage are the likely background of this latter kind of loneliness. Loss of employ-
ment, exclusion from the peer group and not belonging to community organizations are the likely history of so-
cial loneliness. Several studies have shown that loneliness is more prevalent among lower financial income 
groups [30]. 

1.4. Dispositional Optimism 
Well-being is the result of a cognitive and emotional subjective evaluation, and its level is determined by the in-
dividual’s life satisfaction, satisfaction with leisure and professional practices, satisfaction with others and eve-
ryday experiences of positive emotions. Based on the behavioral theory of self-regulation, Scheier and Carver 
(1994) elaborated life orientation test (LOT), in order to measure dispositional optimism, as a personal construct 
[31]. Segerstrom and Nes (2006) found better psychological health indices associated with dispositional optim-
ism [32]. Chang (1998) found that dispositional optimism is a significant moderator of the relationship between 
stress and psychological well-being [33]. Vickers and Vogeltanz (2000) found that the lack of optimism is a 
predictor of depression [34].  

1.5. Social Support 
Rodin and Salovey, cited by Pais-Ribeiro (1999), state that “social support relieves distress in crisis situation, 
can inhibit the development of diseases and, when one is ill, has a positive role in recovery from disease”. A re-
view of studies on the epidemiological evidence of the relationship between social support and health, held by 
Broadhead et al. (1983), cited by Pais-Ribeiro (1999), concluded that there is a strong correlation between the 
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two variables [35].  

1.6. Resilience 
Taking into account a psycho-educational perspective on health promotion and well-being, Jardim and Pereira 
(2006) define resilience as the ability to operate knowledge, attitudes and skills in order to prevent, minimize or 
overcome the damaging effects of crises and adversity. A resilient person is someone, whom, having to face an 
adverse situation, is able to use their intra- and inter-personal resources in such a way as to develop the skills 
he/she needs to be successful in personal, social and professional life [36]. Wagnild (2010) had shown that resi-
lience protects against negative emotions and, thus, has the potential to reduce their pathophysiological effects 
[37]. Resilience state scale (Wagnild, 1993) integrates four factors: perseverance; meaning of life; serenity; 
self-reliance and existential aloneness. Perseverance refers to the enthusiastic persistence in finding solutions to 
problems, overcoming adversity, and the will to continue to rebuild one live, trusting on oneself with a self-reg- 
ulatory attitude. Meaning of life refers to the awareness that one have something meaningful to live, to the no-
tion that life has a meaning (a reason) in which the individual focuses, avoiding being obsessed with disputes 
that one can’t solve, involving determination and satisfaction with the achievement of defined objectives. Seren-
ity depends on a balanced and focused perspective on the purpose of life itself, with the ability to accept the va-
riety of experiences (even adverse), with calm and/or enthusiasm and to exercise self-esteem. Self-reliance and 
existential aloneness concern the sense of oneness, the awareness that each person’s life path is unique and that 
certain steps are not faced in a group but in solitude, getting the person to be on his/her own and being able to 
depend essentially on himself/herself, referring to the belief in himself/herself, in his/her abilities and interest in 
life, recognizing limitations and being able to depend on him/herself [38]. Martins and Jesus (2007) discuss the 
transactional model of resilience proposed by Kumpfer (1999). Four main areas of influence and six basic pre-
dictors of resilience are identified: the stressors (or challenges); the environmental context; the individual-envi- 
ronment transaction process; the internal resilience factors; the resilience process; the results of reintegration. 
Kumpfer (1999) argues that resilient individuals, even in involvements of high social risk, are able to deal with 
situations in order to find support (their families, schools, communities and peer groups) for enabling them to 
face appropriate opportunities for positive and healthy development. Kumpfer (1999) adds that the subject can 
use different strategies to adapt or modify their involvement, mainly, the use of selective perceptions, cognitive 
recomposition, alteration of the involvement or active coping. The transactional model of resilience demon-
strates that the stressors and challenges, not counterbalanced by protective environmental and social processes or 
bio-psycho-spiritual resilience factors, can lead to changes or disruption in homeostasis, with individual disor-
ganization, which can be recovered and result in the reintegration of homeostasis, if environmental and social 
processes of support are present: the resilient reintegration occurs when the individual has acquired a heightened 
state of resilience; homeostatic reintegration occurs when the individual maintains the same resilience state 
he/she had before the exposure to stressors or challenges; not adaptive reintegration occurs when exposure to 
stressors or challenges results in continued low individual state of reintegration; dysfunctional reintegration oc-
curs when exposure to stressors or challenges results in a greater reduction in positive reintegration [39] [40].  

1.7. Monitoring of Cardiac Activity by Electrocardiography with Heart Rate Variability  
Function (HRV), Autonomic Influence on Heart Rate and Physiological and  
Pathophysiological Correlates of HRV Components 

Heart rate and cardiac rhythm depend on their control by autonomic nervous system [41]. The sympathetic and 
parasympathetic/vagal activities target the sinus node and are characterized by electrochemical discharges in 
synchrony with each cardiac cycle which may also be modulated by central oscillators (vasomotor and respira-
tory centers) and peripheral (blood pressure oscillation and respiratory movements) [42]. In resting conditions, 
vagal tone prevails [43]. The parasympathetic system influences heart rate by releasing acetylcholine, and its 
muscarinic receptors respond with increased conductance of cell membrane to potassium ion [44]-[46]. The ef-
ferent vagal activity is the main contributor to the high frequency component (HF) of heart rate variability (HRV) 
[47] [48]. The increase of HF is induced by breath’s control, cold stimulation of the face and rotational stimuli 
[49]. The sympathetic influence on heart rate is mediated by the release of adrenaline and noradrenaline, and the 
activation of beta-adrenergic receptors results in phosphorylation of membrane proteins mediated by adenosine 
3’,5’-cyclic monophosphate (cAMP) (molecular transductor of the signal within a cell, cellular second messen-



E. Gonçalves et al. 
 

 
378 

ger). Low frequency component of heart rate variability (LF) is considered a marker of sympathetic modulation 
[50] [51]. Increased LF is induced by a variety of situations: orthostatic position, stress, moderate exercise in 
healthy subjects, moderate hypotension and coronary artery occlusion [50]. The LF/HF ratio reflects the sympa-
thetic-vagal balance (or sympathetic modulation) of cardiac function. Autonomic failure (dysautonomia), as 
high levels of sympathetic activity, determines decreased HRV. Decreased HRV is caused by various heart dis-
orders and other than heart diseases (diabetes). In accordance with the Task Force of the European Society of 
Cardiology and the North American Society of Pacing Electrophysiology, normal standard values of the most 
important HRV parameters are, in normalized units (nu): LF power equals 54 (average), with a standard devia-
tion of 4; HF power equals 29 (average), with a standard deviation of 3; ratio LF/HF equals 1.5 - 2.0 (average) 
[52]. 

2. Empirical Study 
2.1. Methods 
It has been performed a recruitment of citizens with low financial incomes, without assigned diagnoses, particu-
larly concerning neurological and/or psychiatric disorders, which integrates a convenience sample. The partici-
pants provided previous written, free and informed, consent. This is a transversal, quantitative, correlational, not 
experimental, study. The questionnaires and psychometric scales used are validated for Portuguese population. It 
has been performed a spectral analysis, with fast Fourier transform, of heart rate, during five minutes per partic-
ipant, and evaluated the components/parameters of their heart rate variability (HRV), in accordance with stan-
dard procedures, as established by the Task Force of the European Society of Cardiology and the North Ameri-
can Society of Pacing Electrophysiology, in order to study the impact of stress, related with/caused by economic 
insufficiency (poverty), on cardiovascular function/health [52]. 

2.2. Participants 
The sample consists of 33 elements. 48% of the participants are female. Data have been collected between 17 
and 23 October of 2013. The age has a mean value of 53.8 years, with a dispersion of values of 11%. 97% of the 
participants live in the city of Olhão, Portugal. 24% of the participants are single, 49% are married, 3% are se-
parated, 12% are divorced and 12% are widowed. On academic/literary abilities (scholarship), 40% of the par-
ticipants have the primary 4th grade, 6% have the primary 5th grade, 21% have the primary 6th grade, 15% have 
the primary 9th grade, 3% have the primary 11th grade and 15% have the primary 12th grade. 40% of the par-
ticipants are unemployed, 12% are retired, 6% are pensioners (the remaining participants do not answer). The 
net/liquid monthly income has a mean value of 337 euros, with a dispersion of values of 69%. The distribution 
of values of net/liquid monthly income is verified mainly between 200 and 500 euros. In the sample, the 
monthly expenses have a mean value of 376 euros, with a dispersion of values of 47%. The distribution of val-
ues of monthly expenses is verified mainly between 200 and 600 euros. The difference between incomes and 
expenses has a monthly mean value of −28.20 euros, with a dispersion of values of 746%. The distribution of 
the difference values between monthly incomes and expenses occurs mainly between −200 and −100 euros and 
between 0 and 100 euros. 94% of the participants believe that their financial situation has worsened over the past 
two years. 97% of participants believe that their financial situation will worsen in the coming years. 24% of the 
participants consider that past financial difficulties were mild, 36% moderate and 40% severe. 27% of the par-
ticipants have not been involved in providing care and financial help to family and 73% respond affirmatively to 
the same question. 52% of participants say they do not suffer from chronic diseases. The remaining participants 
suffer from: cancer; diabetes; ischemic heart disease; arrhythmia; hypercholesterolemia; hypertension; myasthe-
nia gravis. 

2.3. Material 
2.3.1. Questionnaire on Preoccupation 
The questionnaire on preoccupation (QP) is an ordinal Likert scale with five possible answers (“1” to “5”) be-
tween “I disagree very much” and “I agree very much”. It consists of 16 items, which are organized in one di-
mension, and, for the items marked with an “R”, the scale is recoded in the reverse order, because its formula-
tion is held in a negative form: item R1—If I do not have time to do everything, I do not worry about it; item 
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2—My preoccupations dominate me; item R3 item—I tend not to worry about things; item 4—Many situations 
bother me; item 5—I know I should not concern myself with things, but I cannot prevent it; item 6—When I’m 
under pressure, I worry very much; item 7—I’m always worried; item R8—I believe it is easy to ignore troub-
lesome thoughts; item 9—Once I’ve finished a task, I start worrying about everything else I have to do; item 
R10 item—I never worry about anything; item R11—When there’s nothing I can do about a concern, I do not 
turn to look into it; item 12—I have always been a worried person; item 13—I notice that I have been worrying 
about things; item 14—When I start to worry, I can no longer stop to do so; item 15—I worry all the time; item 
16—I worry about my projects until they are completed. 

2.3.2. Questionnaire on Health Status 
The questionnaire on health status (QHS) is an ordinal Likert scale with six possible answers (from “0” to “5”) 
between “never” and “always.” It consists of 12 items, which are organized in one dimension and, for items 
marked with an “R”, the scale is recoded in reverse order, because its formulation is held in a negative form: 
item 1—Were you able to concentrate on what you were doing?; item R2—Have you lost sleep due to concerns?; 
item 3—Did you feel yourself to be useful in important things?; item 4—Were you able to make decisions about 
things?; item R5—Did you feel constantly under stress?; item R6—Did you feel that you were unable to over-
come your difficulties?; item 7—Were you able to enjoy your daily activities?; item 8—Were you able to face 
your problems?; item R9—Have you been unhappy and depressed?; item R10—Have you lost self-confidence?; 
item R11—Have you thought on yourself as a worthless person?; item 12—Did you feel reasonably happy, all 
things considered?. 

2.3.3. Questionnaire on Financial Management 
The questionnaire on financial management (QFM) is an ordinal Likert scale with five possible answers (“1” to 
“5”) between “I disagree very much” and “I agree very much”. It consists of 8 items, which are organized in one 
dimension, and, for the items marked with an “R”, the scale is recoded in reverse order, because its formulation 
is held in a negative form: item R1—I’m uncomfortable with the amount of debt that I have; item R2—I am 
concerned with the payment of my loans; item R3—I am concerned with the payment of my credit cards; item 
4—I think I have a good financial condition; item R5—I think a lot about the debts that I have; item R6—I had 
discussions with other people (family, friends and significant others) about my spending level; item 7—Five 
years from now, I will not have debts with my credit cards; item 8—Within one year, I will not have debts with 
my credit cards. 

2.3.4. Questionnaire on Financial Situation 
The questionnaire on financial situation (QFS) is an ordinal Likert scale with five possible answers (“1” to “5”) 
between “nothing” and “much”. It consists of 6 items, which are organized in one dimension, and, for all items 
marked with an “R”, the scale is recoded in reverse order, because its formulation is held in a negative form: 
item R1—How insecure do you feel?; item R2—How at risk do you feel?; item R3—How threatened do you 
feel?; item R4—How much do you worry about it?; item R5—How much do you think about it?; item 
R6—What is the probability to declare bankruptcy/failure to manage your debt?. 

2.3.5. Questionnaire on Financial Restraints 
The questionnaire on financial restraints (QFR) is an ordinal Likert scale with four possible answers (“1” to “4”) 
between “never” and “often”. It consists of 10 items, which are organized in one dimension: item 1—Did you 
cut in spending on social activities and entertainment?; item 2—Did you postpone major purchases for the 
home/ family?; item 3—Did you postpone the purchase of clothing?; item 4—Did you change the travel habits 
to save money?; item 5—Did you change the way to buy food or the eating habits to save money?; item 6—Did 
you decrease contributions to charity?; item 7—Did you reduce the use of utilities for home?; item 8—Did you 
sell some goods?; item 9—Did you postpone medical care to save money?; item 10—Did you have additional 
jobs to help pay the costs?. 

2.3.6. Positive and Negative Affects Scale 
Positive and negative affects scale (PANAS) is an ordinal Likert scale with five possible answers (“1” to “5”) 
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between “none or very little” and “extremely”. It consists of 20 items, which are organized in two dimensions 
(one for positive affects, other for negative affects) [53] [54]. 

2.3.7. 21-Item Depression, Anxiety and Stress Scales 
Depression, anxiety and stress scales (DASS) constitute an ordinal Likert scale with four response alternatives 
(from “0”a “3”) between “not applied to me” and “applied to me, most of the time”. The short version of DASS 
consists of 21 items, which are organized in three dimensions. Seven variables measure appropriately a single 
dimension, depression. The cutoff point for depression scale is greater than 7, that is the elements with a higher 
score than 7 exhibit depression. Seven variables measure appropriately a single dimension, anxiety. The cutoff 
point for anxiety scale is greater than 9, that is the elements with a higher feature score than 9 exhibit. Seven va-
riables measure appropriately a single dimension, stress. The cutoff point for the stress range is greater than 14, 
that is the elements with a higher score than 14 show stress [55] [56]. 

2.3.8. Satisfaction with Social Support Scale 
Satisfaction with social support scale (SSSS) is an ordinal Likert scale with five possible answers (“1” to “5”) 
between “I totally agree” and “I totally disagree”. It consists of 15 items, which are organized into four dimen-
sions, and, for items marked with an “R”, the scale is recoded in reverse because its formulation is held in the 
negative. This rating scale integrates the dimensions: satisfaction with friends; intimacy; satisfaction with family; 
social activities) [35] [57]. 

2.3.9. Revised Life Orientation Test 
Revised life orientation test (LOT-R) is an ordinal Likert scale with five possible answers (“1” to “5”) between 
“I totally disagree” and “I totally agree”. It consists of 5 items, which are organized in one dimension, and for 
the items marked with an “R” range is recoded in reverse order, because its formulation is held in the negative 
[31] [58]. 

2.3.10. Resilience State Scale 
Resilience state scale (RSS) is an ordinal Likert scale with seven possible answers (“1” to “7”) between “I total-
ly disagree” and “I totally agree”. It consists of 23 items, which are organized in a single dimension. Their val-
ues were determined by calculating the sum of the items that constitute them. The minimum value is 23 and the 
maximum value is 161 [38] [59]. 

2.3.11. Loneliness Scale 
Loneliness scale (LS) is an ordinal Likert scale with four response alternatives (“1” through “4”) between “never” 
and “often”. It consists of 18 items, which are organized in a single dimension and, for items marked with an 
“R”, the scale is recoded in reverse because its formulation is held in the negative [60] [61].  

3. Results 
The QP has a mean value greater than the midpoint of the measurement scale, which is 48, and most of the val-
ues are found between 40 and 70. The QHS also has a mean value greater than the intermediate point of the 
measurement scale, which is 30, and the values are distributed between 20 and 55. The QFM has a mean value 
lower than the midpoint of the measurement scale, which is 24, and most of the values are located between 15 
and 30. The same is true for QFS, with a mean value below the midpoint of the measurement scale, which is 18, 
and most of the values are located between 5 and 15. The QFR has a mean value above the midpoint of the 
measurement scale, which is 25, and most of the values are located between 30 and 40. PANAS for positive af-
fects has a mean value of 30 (precisely at the midpoint of the measurement scale), and most of the values are 
located between 25 and 40. PANAS for negative affects has a mean value lower than the midpoint of the mea-
surement scale, which is 30, and most of the values are located between 10 and 35. DASS for depression has a 
mean value below the midpoint of the measurement scale, and most of the values are located between 0 and 12. 
DASS for anxiety has a mean value lower than the midpoint of the measurement scale, which is 10.5, and most 
of the values are located between 0 and 9. DASS for stress has a mean value lower than the midpoint of the 
measurement scale, and most of the values are located between 0 and 12. LS has a mean value lower than the 
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midpoint of the measurement scale, and most of the values are located between 30 and 55. SSSS has a mean 
value slightly higher than the midpoint of the measurement scale, and most of the values are located between 40 
and 60. LOT-R for dispositional optimism has a mean value above the midpoint of the measurement scale, and 
most of the values are located between 15 and 25. RSS has a mean value of 129.2, well above the midpoint of 
the measurement scale, which is 92, and most of the values are located between 115 and 145. The internal con-
sistency of the psychometric instruments used in this study are analyzed with Cronbach’s alpha coefficient, and 
the obtained levels are good and very good (0.740 for QP; 0.805 for QHS; 0.796 for QFM; 0.904 for QFS; 0.862 
for QFR; 0.703 for PANAS for positive affects; 0.890 for PANAS for negative affects; 0.836 for DASS for de-
pression; 0.868 for DASS for anxiety; 0.896 for DASS for stress; 0.894 for SSSS; 0.816 for LOT-R for disposi-
tional optimism; 0.695 for RSS; 0.873 for LS).Total power parameter of HRV has a mean value of 1344.6 with a 
dispersion of values of 202%, and the distribution of their values occurs mainly between 0 and 2000. Low fre-
quency (LF) power parameter of HRV has a mean value of 64.95 with a dispersion of the values of 36%, and the 
distribution of their values occurs mainly between 70 and 90. High frequency (HF) power of HRV has a mean 
value of 21.88, with a distribution of values mostly between 5 and 25. Total mean heart rate (HR) value is 88.12 
with a dispersion of values of 37%, and the distribution of the values occurs mainly between 70 to 100. LF/HF 
ratio has a mean value of 4.34, with a distribution of values mostly between 0 and 5. All variables whose rela-
tions are studied are quantitative and therefore can be analyzed using Pearson’s correlation coefficient r. There 
are negative correlations between: RSS and DASS for depression, r = −0.359, p = 0.040; QFM and LS, r = −0.404, 
p = 0.022; QFS and PANAS for negative affects, r = −0.382, p = 0.028; QFS and LS, r = −0.458, p = 0.008; 
PANAS for negative affects and SSSS, r = −0.550, p = 0.001; PANAS for negative affects and LOT-R for dis-
positional optimism, r = −0.465, p = 0.008; DASS for depression and SSSS, r = −0.447, p = 0.009; DASS for 
depression and LOT-R for dispositional optimism, r = −0.485, p = 0.006; DASS for anxiety and SSSS, r = −0.377, 
p = 0.030; DASS for anxiety and LOT-R for dispositional optimism, r = −0.483, p = 0.006; DASS for stress and 
SSSS, r = −0.388, p = 0.026; DASS for stress and LOT-R for dispositional optimism, r = −0.506, p = 0.004; 
QFM and LF/HF, r = −0.407, p = 0.019.There are positive correlations between: DASS for stress and PANAS 
for negative affects, r = 0.785, p < 0.001; DASS for depression and PANAS for negative affects, r = 0.711, p < 
0.001; DASS for anxiety and PANAS for negative affects, r = 0.678, p < 0.001; DASS for depression and LS, r = 
0.411, p = 0.019; RSS and PANAS for positive affects, r = 0.494, p = 0.003; QFR and PANAS for negative af-
fects, r = 0.507, p = 0.003; QFR and LS, r = 0.480, p = 0.005; QHS and SSSS r = 0.382, p = 0.028; QHS and 
LOT-R for dispositional optimism, r = 0.427, p = 0.016; LS and LF/HF ratio, r = 0.399, p = 0.024; QFM and HF 
power, r = 0.450, p = 0.009. 

4. Discussion and Conclusions 
In this study, the net/liquid monthly income has a mean value of 337 euros, and net/liquid monthly expenses 
have a mean value of 376 euros. Financial restraints (QFR) correlate positively with negative affects (PANAS). 
Measures consisting generically in increasing personal financial income determine: a reduction in hospitaliza-
tion for mental health problems [8]; lower consumption of anxiolytics [9]; increased mental health [10]-[12]. 
Poverty causes negative affects and stress [13]. The majority of the participants don’t hold any employment re-
lationship. The lack of employment results in financial difficulties, and poverty results in reduced opportunity to 
obtain gainful employment. Unemployed persons and those who fail to obtain employment have more depres-
sive symptoms than individuals who can get a job [2]. None of the participants has higher educational back-
ground (40% of the participants have the primary 4th grade, 6% have the primary 5th grade, 21% have the pri-
mary 6th grade, 15% have the primary 9th grade, 3% have the primary 11th grade and 15% have the primary 
12th grade). Limited resources, resulting in reduced opportunity for education which prevents access to most 
skilled jobs, increase individual vulnerability and insecurity, contributing to a persistently low social capital. The 
prevalence of common mental disorders is higher among individuals with low levels of education [1]. In this 
work, negative affects (PANAS) correlate positively with depression, anxiety and stress (DASS). Watson and 
Clark (1984) concluded that individuals who express high levels of negative affectivity envisage themselves and 
their involvement in generally negative terms [20]. Individuals with high negative affectivity levels have higher 
levels of stress, anxiety and dissatisfaction with life, and tend to focus on unpleasant aspects of themselves, the 
world, the future and others [21]. The tripartite model of anxiety and depression, developed by Clark and Wat-
son (1991), proposes that anxiety and depressive disorders overlap considerably by a general, not specific, factor, 
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negative affectivity, which reflects the level of aversive feelings present in an individual. The two remaining 
factors of this model are positive affectivity, which, when low, is relatively specific for depression, and physio-
logical activation, which is relatively specific to anxiety [22]. Lovibond and Lovibond (1995), authors of anxiety, 
depression and stress scales (DASS), assume that psychological disorders are not categories, that is, the differ-
ences between depression, anxiety and stress, experienced by normal subjects and patients, are essentially level 
ones: depression is characterized mainly by the loss of self-esteem and motivation, and is associated with the 
perception of low probability of achieving life goals that are meaningful to the individual as a person; anxiety 
emphasizes the links between persistent state of anxiety and intense fear responses; stress suggests states of ex-
citement and persistent tension, with low resistance to frustration and disappointment [23]. The majority of the 
participants haven’t marital life. In this work, loneliness correlates positively with economic insufficiency. The 
onset of loneliness is often initiated by a previous event, usually a change or loss in/of an emotional relationship, 
through death or divorce, or a disruption of social relationship created by the move to a new school, city or em-
ployment. Classically, it is distinguished emotional loneliness from social loneliness, wherein the first encom-
passes the lack of emotional ties inherent to intimate relationships, while bereavement, divorce or emptiness 
feelings within marriage are the likely background of this latter kind of loneliness. Loss of employment, exclu-
sion from the peer group and not belonging to community organizations are the likely history of social loneli-
ness. Several studies have shown that loneliness is more prevalent among lower financial income groups [30]. 
Dispositional optimism (LOT-R) and social support (SSSS), factors that positively support health (QHS), protect, 
in negative correlation, against the negative impact of negative affects (PANAS) associated with financial re-
straints (QFR), on health of the population which integrates this study. Chang (1998) found that dispositional 
optimism is a significant moderator of the relationship between stress and psychological well-being [33]. Vick-
ers and Vogeltanz (2000) found that the lack of optimism is a predictor of depression [34]. Rodin and Salovey 
(1989), cited by Pais-Ribeiro (1999), state that “social support relieves distress in crisis situation, can inhibit the 
development of diseases and, when one is ill, has a positive role in recovery from disease” [35]. Financial man-
agement (QFM) is negatively correlated with the lack of cardiovascular health, and cardiovascular dysfunction 
correlates positively with loneliness (LS), in this study. Increased low frequency parameter of heart rate varia-
bility (HRV) LF is induced by a variety of situations, including stress [50]. Positive affects (PANAS) correlate 
positively with resilience skills (RSS), which correlate negatively with depression (DASS). Wagnild (2010) had 
shown that the resilience protects against negative emotions and, thus, has the potential to reduce their patho-
physiological effects [37]. Positive affectivity provides a rupture of stress and supports ongoing efforts to reple-
nish depleted resources from stress [19]. In summary, psychobiological therapeutic interventions and psycho-
therapy, which also target psychological dysfunction related with economic behavior of persons in a situation of 
poverty, would be beneficial. 
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