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Introduction
Since the 1980s, neo-liberalism has been pervading all corners
of society.1 Governments have been drawing back and,
whether or not with the help of others, people have to
increasingly solve their own problems.2 Particularly when
there are health problems, people increasingly need a supportive social network3 or a higher income that may facilitate
them to buy help and services.4 It is unclear whether people
with an illness and low income have sufficient social resources to compensate for their lack of income. This report
will therefore provide insight into whether or not people with
an illness and low income not only lack the financial resources, but also the social resources to cope with disease and
other life difficulties.
Data was available from a large epidemiological monitoring
survey from two regional public health services in the south of
The Netherlands in 2012 (http://www.ggd.nl/over-ggd-ghornederland/english/). Data was based on self-administered

questionnaires among 24,978 randomly selected, independently living adults between 17 and 65 years old (response rate:
41.3%). Although weighting factors were available to correct for
over- and underrepresentation of certain groups (particularly
according to age and socio-economic status), un-weighted
findings were presented, as weighting did not result in
different findings. The 10,029 people (40.6%) who reported at
least one illness out of a list of nineteen illnesses that doctors
had treated or controlled in the last 12 months (i.e. type 2
diabetes (4.0%), stroke (1.0%), heart attack (1.4%), other heart
condition (1.1%), cancer (2.8%), migraine (6.6%), high blood
pressure (12.8%), constricting arteries in abdomen or legs
(1.2%), lung disease (6.2%), psoriasis (1.7%), chronic eczema
(2.8%), dizziness leading to falls (2.3%), severe gut-related
problems lasting longer than three months (3.3%), involuntary loss of urine (1.9%), wear of the joints (arthrosis) (7.4%),
inflammation of the joints (rheumatoid arthritis) (4.7%), severe
back problems (including hernia) (7.8%), other severe problems
related to neck or shoulders (8.2%), and other severe problems
related to arms (4.8%) were selected.
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Statistics Netherlands provided tax-based data on annual
equivalent net income in five predefined categories, according
to which quintile of the Dutch income distribution people
were assigned to: 1. 0e20% (max 15,200V) (14%), 2. 20e40%
(max 19,400V) (17%), 3. 40e60% (max 24,200V) (22%), 4. 60e80%
(max 31,000V) (25%), and 5. 80e100% (>31,000V) (22%). Equivalent income indicates that the number of people living from
the sum of incomes in a household is taken account of.
The frequency of contact with family members, friends,
and neighbours was asked for (each having five response
categories: 1. more than one contact per week, 2. three contacts per month, 3. two contacts per month, 4. one contact per
month, 5. less than 1 contact per month, and 6. seldom or
never). Contacts were not further defined (e.g. we do not know
whether or not people also considered online contacts). Very
few contacts was defined by scoring higher than 10 on the
summed network scale (theoretically ranging from three to 18)
which is equivalent to less than two contacts per months with
friends, family, or neighbours (7%). The 11 items from the De
Jong-Gierveld scale were used to measure loneliness.5 Two
sample items are ‘I miss having a really close friend’ and ‘I
experience a general sense of emptiness’. Based on the sum
score of the items, severe loneliness was defined by scoring
nine, 10 or 11 on the loneliness scale (theoretically ranging
from 0 to 11) (11%). Very few contacts and severe loneliness,
reflecting both the quantity and quality components of social
networks and social support, were considered proxies for the
social resources that people have.

Lonely at the bottom
In this group of ill people, those in the lowest income group
had more frequent reports of severe loneliness and having
very few contacts: 6.0% of the people in the highest income
group reported severe loneliness compared with 20.7% in the
lowest income group (P  0.001 based on chi2-test) (see Fig. 1).
Corresponding percentages for very few contacts were: 4.3%
versus 11.9% (P 0.001 based on chi2-test).
Controlling for age and sex, odds ratios of severe loneliness
and having very few contacts for the lowest income group
were at least three times as high as in the highest income
group. Odds ratios and 95% confidence intervals were 4.28

(3.43e5.35) and 3.46 (2.65e4.54), respectively (not tabulated).
The possible confounding by ethnic background (six categories), marital status (four categories), educational level (nine
categories), and employment status (nine categories) was
explored. As indicated by the reduction of the odds ratios for
income, only being divorced or work disabled partly
‘explained’ why low income was linked to severe loneliness
and very few contacts. However, with control for these variables, odds ratios of severe loneliness and very few contacts
for the lowest income group remained strongly elevated, i.e.
2.52 (1.98e3.22) and 2.60 (1.95e3.47), respectively.
Some further not tabulated findings emphasize the
robustness of the associations. Income did not affect the
outcomes differently in young and old respondents, nor in
males and females. This was tested by multiplicative interactions between income and age (P-values of the interactions regarding severe loneliness and very few contacts
were 0.84 and 0.27, respectively) and between income and sex
(P-values were 0.16 and 0.92, respectively).
When illness was defined by two or more illness reports
(instead of one or more), findings were about similar. In this
group of 4570 people, 25.1% in the lowest income group reported severe loneliness versus 8.0% in the highest income
group (P  0.001 based on chi2-test). Corresponding percentages for very few contacts were 14.0% and 4.9% (P  0.001
based on chi2-test).
Being in the lowest income group was also related to poor
social outcomes when studying the association in the separate
19 illness groups, although not (statistically) significantly so in
groups with a small prevalence, such as people who reported a
stroke or heart condition. Finally, the association between income and severe loneliness and very few contacts was
confirmed when using the continuous versions of both outcome
variables and ordinary least squares regression analyses.

Wider social processes intersecting
The findings in a large group of Dutch ill adults indicate strong
associations of low equivalent income with severe loneliness
and very few contacts. The associations, being partly based on
a higher prevalence of divorce and work-related disability in
the lowest income group, suggest that wider adverse social
processes might be intersecting and accumulating in ill people
with a low income. The higher divorce rates might be symptomatic of the increasingly loosely knit connections between
people.6 The increased work disability might be indicative of
processes of social exclusion in which falling ill is not only
related to income drops and difficulties in returning to work,
but also to disruption of social networks and a resulting sense
of social alienation.7

Governments drawing back

Fig. 1 e Percentages of ill people reporting severe
loneliness or very few contacts according to equivalent net
income.

In an era characterized by governments drawing back and
people having to first handle problems themselves or with
help of their networks, the findings paint an isolated, detached, and alienated picture of life, with a substantial number of people having both an illness and a relatively low
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income.8,9 As policies promoting self-reliance, own responsibility and self-management become even more
important, the question is raised what will this do to these
people who apparently not only lack the financial resources,
but also the social resources to cope with life's difficulties.
More research is needed to find out whether a similarly
gloomy pattern of adversity can be detected in other countries
with samples that are less affected by non-response and with
additional measures of social resources, and whether explanations can be found that can be used in building tools for
interventions.
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