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Abstract. Clinical features of sleep disturbances in anxiety disorders of neurotic and organic genesis.
Liashchenko Yu.V., Yuryeva L.M. There is a bi-directional link between dyssomnia and psychological diseases.
Sleep disorders can influence the severity of the underlying disease, complicate the process of treatment, and increase
the risk of the recurrence further. Besides, there is an obvious dependence of the sleep disorder severity from the
pathological anxiety. The aim of the research: to study clinical features and relationship of sleep disorders and anxiety
in patients with anxiety disorders of neurotic and organic genesis. To achieve the objective, 120 patients with anxiety-
depressive disorders, who were divided into 2 groups depending on the genesis of the disease were studied. The first
group included patients with anxiety-depressive disorders, anxiety phobic disorder and generalized anxiety disorder.
The second group included patients with emotionally labile and organic anxiety disorders. The research was done with
the help of clinical-psychopathological method added with psychometric scales and with the method of statistical
processing. According to the results, it was detected that the level of insomnia was reliably higher in patients with
anxiety disorders of organic genesis than in the group of patients with neurotic disorders. After the analysis of the
components of the pathological anxiety it was determined that the components of emotional discomfort and the
assessment of the prospects of anxiety dominated in the group of neurotic genesis, but the asthenic and phobic
components were more expressed in the group of patients with anxiety disorders of organic level. In addition, according
to the results of the correlation analyses, it was determined the link of the degree of expression and the severity of
insomnia. Understanding of the semantic character of the pathological anxiety and clinical display of sleeping
disorders will give the possibility to create the relevant differential rehabilitation programs of the treatment of the
patients with anxiety-depressive disorders with sleep disorders.

Pedepar. Kuiniuni oco6mBocTi MOpymieHb CHY NPH TPHBOKHHUX PO03J13aJaX HEBPOTHYHOIO TA OPraHivyHOro
rere3y. Jlsmenko FO.B., I0p’eBa JL.M. Mioc duccommuicio ma nCuxiumum 3aX80PHOGAHHAM ICHYE OB0CHPAMOBAHUL
36's130K. Po3nadu cHy mooicymos enausamu Ha magjickicmv nepebicy 0CHO8HO20 3AX60PIOBAHHS, YCKIAAOHIO8AMU NPOYeC
JIKYBAHHS, A MAKONHC NIOBULYBAMU PUUK peyuousy 8 nooarvuomy. Kpiv moeo, icnye uimka 3anexcrHicms msjicKocmi
nopyuiensb cHy 6i0 namonoziunoi mpusoeu. Mema 0ocniodcenns — 8usUeHHs KIIHIYHUX 0CODIU8oCmell i 83AEMO38'A3KY
nOpyuieHb CHy [ mpusocu y X6Opux HA MPUBOIICHI PO31a0U HEEPOMUYHOZ0 Ul Op2aHiuHo2o Tene3y. [lus eupiuenHs
nocmasneHoi memu 0yno npogedeHo 0ocnioxcenusi 120 xeopux 3 MpUBONCHO-OENPECUBHUMU PO3NA0AMU, SKI Oyau
Ppo3nodineHi Ha 06i epynu 3aneiHCHO 6I0 2eHe3y 3aX80pI0GanHs. Y neputy 2pyny 6xoounu NAYiEHMU 3 MpUBONCHO-
0enpecugHUM pO31A00M, MPUBOHCHO-OOIUHUM PO3TAOOM MA 2eHEPANIZ08AHUM MPUBOICHUM po3iadom. [pyey epyny
CKAAMU NAyiEHmu 3 OP2AHIYHUM eMOYIUHO-TAOUIbHUM MA OPSAHIYHUM MPUBOIICHUM pO3aadamu. JocaiodicenHs
npo6OOUNOCS 3a OONOMO2010 KIIHIKO-NCUXONAMONO2IMHO20 Memo0dy, OONOBHEHO20 NCUXOMEMPUUHUMU WKATAMU, A
Mmaxkodc memooy Cmamucmuynoi obpodxu. 3a pezyrbmamamu OO0CHIONCeHHs OYI0 BUAGIEHO, WO 6 NAYICHMIE 3
MPUBOICHUMU PO3LAOAMU OP2AHIYHO20 PIBHS GUPANCEHICIb [THCOMHIL O0CMOBIPHO 8UUe NOPIBHIHO 3 2PYNOI0 XEOPUX 3
HeepomuuHumu posnadamu. Ilicis npogedenHs ananizy KOMNOHEHMI8 NAMONO2IYHOT mpueoeu 6y10 6CIAHOBIEHO, WO 6
2pYni X6OpUX HEBPOMUYHOZO 2eHe3y NEePesadcany KOMNOHEHMU eMOYIlIHO20 OUCKOM@OpMY Ut MPUBOIHCHOI OYIHKU
nepcnekmus, a 6 epyni X6opux 3 MpUBOICHUMU PO3NA0AMU OP2AHIYHO20 DIBHSA HAUOLbW BUPAdCEHUMU OYIU acme-
HIYHUL ma obiunull KomMnoHeHmu mpusoeu. Taxooic 3a pesyrvmamamu KOpersyiino2o anaizy 6y6 eUseieHUll 63AEMO-
38'430K CMYNeHs: BUPANCEHOCMI KOMHOHEHMI8 mpueo2u U msadCKoCcmi incoMHuii. Po3yMIHHA 3MIiCmM06020 Xapaxmepy
namono2iuHol mpueoeu i KIiHIYHUX NPOsBIE PO31adie CHY OACHb MOJNCIUBICMb CHEOPUMU B8IONOBIOHI OugepeHyitio8aHi
peabinimayitini npoepamu 1iKy8anHs X6OPUX HA MPUBOIHCHO-0ENPECUBHT PO3NA0U 3 HOPYULEHHIMU CHY.

Dyssomnia is one of the most common clinical
manifestations correlating with the phenomenon of
anxiety in neurotic disorders [5]. Studies from
around the world show prevalence of sleep distur-
bances ranging from 1.6% to 56.0% [11].

A number of studies have examined the rela-
tionship between anxiety disorders and sleep distur-
bances, and the two-way relationship between them
has been identified [10].

Insomnia is defined as a clinical syndrome that is
characterised, on the one hand, by the presence of sleep
disturbances in the form of problems with its onset,
consolidation or quality, provided that these problems
occur when a person has sufficient time for sleeping
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and that they cause negative effects in the form of
disturbances of daily activities of various kind [6].

In their turn, primary and secondary forms can
also be highlighted in the group of psychogenic
sleep disturbances. Insomnia, which occurs at the
very beginning of neurotic decompensation, is
considered to be primary, and insomnia, which is
added to the already existing complex of neurotic
disorders, is considered to be secondary. According to
most authors, the disorders of the secondary psycho-
genic insomnia group are most widespread [7].

Collectively, present data demonstrate that in-
somnia is often a comorbid condition with anxiety
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and depression, and that sleep disturbances are more
severe when such comorbidities are present [3, 9].

However, though many studies have been condu-
cted in this area, most of them examined sleep
disturbances in neurotic anxiety disorders. At the same
time, in our opinion, dyssomnia in patients with
anxiety disorders of organic genesis have not been
sufficiently studied.

The aim of the study — examine the clinical
features and the relationship between sleep distur-
bances and anxiety in patients with anxiety disorders
of neurotic and organic genesis.

MATERIALS AND METHODS OF RESEARCH

To achieve the goal, 120 patients with anxiety
disorders of various origins have been selected and
divided into 2 groups depending on the level of the
disease. The first group consisted of 38 (63.3%)
patients with mixed anxiety-depressive disorder, 10
patients (16.7%) with phobic anxiety disorder, and
12 patients (20.0%) with generalised anxiety disor-
der. The second group consisted of 32 patients
(53.3%) with organic emotionally labile disorder and
28 (46.7%) patients with organic anxiety disorder.
The diagnosis has been determined in accordance
with the ICD-10 criteria.

The research was conducted in accordance with the
principles of bioethics set out in the WMA Declaration
of Helsinki — “Ethical principles for medical research
involving human subjects” and “Universal Declaration
on Bioethics and Human Rights” (UNESCO).

The study has been conducted using clinical-
psychopathological method, supplemented by the
Insomnia Severity Index by Ch. Morin and the
Integrative Anxiety Test (A.P. Bizyuk).

The Insomnia Severity Index makes it possible to
determine the degree of insomnia intensity and to
assess the intensity degree of its individual com-
ponents [8].

Using Integrative Anxiety Test, the rate of trait
and state anxiety can be estimated; also, its indivi-
dual components can be analyzed, such as: emotio-
nal discomfort (ED), asthenic (AST) and phobic
(PHOB) components, anxious evaluation of outco-
mes (EO) and social defense reactions (SD) [2].

The methods of descriptive and analytical
biostatistics have been used for statistical processing
of research material. Verification of compliance of
the distribution of quantitative features with the
normal law has been conducted using the Shapiro-
Wilk test (SW-W). Considering mainly abnormal
distribution of traits, non-parametric characteristics
and criteria have been used: median (Me), inter-
quartile range (25%; 75%) — 25 and 75 percentiles
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respectively, Q1 and Q3 — the first and the third
quartiles, respectively, to compare two independent
samples — Mann-Whitney U test. The arithmetic
mean and standard deviation — M (SD) have been
used for normal distribution to describe the groups;
and the Student’s t test has been used to compare
them. The assessment of statistical significance of
relative indicators has been performed using the
Pearson’s chi-squared (x’) test. Spearman’s rank
correlation coefficient (r;) has been used to assess
the relationship between traits. The critical value of
the statistical significance level (p) for all kinds of
analysis has been taken as <5% (p<0.05) [1, 4].

Statistical processing of the study results has
been performed with the help of a personal computer
using Microsoft Excel software (Microsoft Office
2016 Professional Plus, Open License 67528927),
STATISTICA 6.1 (StatSoftlnc., Serial
No. AGAR909E415822FA).

RESULTS AND DISCUSSION

Among patients under study, women prevailed —
101 female patients (84.2%) and 19 male patients
(15.8%). This trend can be observed in both groups
(p=0.803).

The age of patients ranges from 23 to 65 years
and averaged 44.3 (12.4) years — M (SD). At the
same time, in the group of patients with anxiety
disorders of neurotic genesis (Gl), young and
middle aged persons predominated, the average age
was 36.76 (9.95) years — M (SD), and in the group
of patients with anxiety disorders of the organic
genesis (G2) older patients predominated, the avera-
ge age was 51.9 (9.73) years — M (SD).

When analyzing the features of sleep disturbances
in both groups, the following results have been
obtained (Insomnia Severity Index by Ch. Morin).

When assessing the indicators of difficulties with
falling asleep, frequent and/or long awakening and
performance decrement due to sleep deficit, no
significant differences between the groups have been
observed, and, in general, the indicators have been
of a high level of severity.

The group of patients with anxiety disorders of
organic genesis, has demonstrated the indicator of early
morning awakening to be significantly (p<0.001)
higher (Me — 3.0 points, interquartile range 2.5 —
3.0 points) and correspond to the high level of severity
in comparison with the group of neurotic patients (Me
— 2.0 points, interquartile range 2.0 — 3.0 points), where
this indicator have reached an average level.

The indicators of satisfaction with sleep in G2
patients (Me — 3.0 points, interquartile range 3.0 —
3.0 points) and concern with poor sleep quality

Licensed under CC BY 4.0
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(Me — 3.0 points, interquartile range 3.0 — 3.0 points)
have been statistically significantly (p<0.001) higher
than in G1 patients, whose satisfaction with sleep has
been as follows: Me — 2.7 points, interquartile range
2.5 — 3.0 points, and concern with poor sleep quality,
as follows: Me — 2.0 points, interquartile range 2,0 —
3.0 points. At the same time, in general, these indica-
tors in G2 patients has corresponded to the high
severity degree, and in G1 patients, they have reached
the average level.

The indicator of the decrease in the quality of life
due to sleep deficit in G1 patients has been assessed
as average (Me — 2.0 points, interquartile range 2.0 —
3.0 points), and in G2 patients, it has been high (Me
— 3.0 points, interquartile range 3.0 — 3.0 points).
In this case, the differences between the groups are
statistically significant (p<0.05).

In general, in both groups the indicators of the
insomnia severity corresponded to the average seve-
rity. At the same time, the group of patients with
anxiety disorders of organic genesis has demon-
strated the indicator (Me — 20.0 points, interquartile
range 18.0 — 21.0points) to be significantly
(p<0.001) higher than in the group with neurotic
disorders (Me — 18.0 points, interquartile range
16.0 — 20.0 points).

As a result of our research, it was identified that
in patients with anxiety disorders of organic genesis
the indicator of insomnia severity was higher than in
patients with neurotic disorders. Meanwhile the
indicators of the early morning awakening, concern
with bad dream and a decline of the quality of life in
relation to bad dream were statistically significantly
higher. We consider that these differences can be
related to the duration of disease and the existence of
the accompanying pathologies in a group of patients
with anxiety disorders of organic genesis.

When studying the severity of anxiety and its indi-
vidual components in both groups, the following re-
sults have been obtained (Integrative Anxiety Test
A.P. Bizyuk).

The general indicator of state anxiety in G2
patients has been significantly (p — 0.014) higher
than in Gl patients and has amounted to Me —
9.0 stanine, interquartile range 8.0 — 9.0 stanine. G1
patients have demonstrated the indicator to be as
such: Me — 8.0 stanine with interquartile range 8.0 —
9.0 stanine. In general, both groups have demon-
strated the component to be at a high level.

When assessing the individual components of
state anxiety, it has been found that emotional
discomfort in the group of neurotic patients is
statistically significantly (p<0.001) higher (Me —
8.0 stanine, interquartile range 8.0 — 9.0 stanine)
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than in the group of patients with anxiety
disorders of organic genesis (Me — 8.0 stanine,
interquartile range 7.5 — 8.0 stanine). Moreover,
both groups have demonstrated the component to
be at a high level.

It should be noted that the group of patients with
anxiety disorders of organic genesis has demon-
strated the phobic component to be significantly (p —
0.001) higher than in the group of patients with
neurotic anxiety disorders and amounted to Me —
8.0 stanine, interquartile range 7.0 — 9.0 stanine,
and in Gl patients — to Me — 7.0 stanine,
interquartile range 7.0 — 9.0 stanine. The phobic
component of state anxiety has had a high degree
of intensity in both groups.

The asthenic component in G2 patients (Me — 9.0
stanine, interquartile range 8.0 — 9.0 stanine) is
higher in comparison with G1 patients (Me — 8.0 sta-
nine, interquartile range 8.0 — 9.0 stanine) and is
assessed as high. These differences tend to be sta-
tistically significant (p — 0.052).

The component of anxious evaluation of outco-
mes in both groups has been high, and social defense
reactions have reached an average level. In addition,
both indicators in the groups have been approxi-
mately the same.

When analysing trait anxiety, it has been found
that this indicator is significantly (p<<0.001) higher
in G2 patients (Me — 7.0 stanine, interquartile range
5.0 — 7.0 stanine) than in G2 patients (Me —
5.0 stanine, interquartile range 5.0 — 6.0 stanine) and
has been assessed as average in both groups.

Statistically significant differences (p<0.001)
were revealed between the groups in the following
components: asthenic and phobic components, social
defense reactions.

The asthenic component in G1 patients has been
lower (Me — 7.0 stanine, interquartile range 6.0 — 7.0
stanine) and assessed as a tendency to the high level of
severity, in comparison with G2 patients, where it has
made up Me — 7.5 stanine and interquartile range 7.0 —
8.0 stanine and pointed to a high level of severity.

In the group of patients with anxiety disorders of
organic genesis, the phobic component has made up
Me — 7.0 stanine and the interquartile range of 7.0 — 7.0
stanine and has been assessed as average, and in the
group of neurotic patients, the indicator has been lower
and has made up Me — 4.0 stanine and the interquartile
range 1.0 — 6.0 stanine, which corresponds to a low
level of severity.

The values of social defense reactions in Gl
patients have been lower (Me — 2.0 stanine, the
interquartile range 1.0 — 4.0 stanine) than in G2
patients — Me — 4.0 stanine, the interquartile range
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4.0 — 4.0 stanine. In general, in both groups the in-
dicator has been assessed as low.

Components of anxious evaluation of outcomes
assessment and emotional discomfort of the indi-
cator of trait anxiety in both groups have been
approximately the same, and no statistically signi-
ficant differences have been found.

Thus, it was determined that a higher degree of
expression of the indicators of state and trait anxiety
was noted in a group of patients with anxiety
disorders of organic genesis. All differences were

statistically significant. In this group of patients, the
asthenic and phobia components dominated as in a
structure of state and trait anxiety in comparison
with the group of neurological genesis.

The results give the understanding of informative
manner of pathological anxiety in patients with
anxiety disorders of different genesis, and the
possibility of more differential approach in the
treatment of these disorders.

The quantitative average indicators of the insomnia
severity, state and trait anxiety are shown in Figure.

Median; Box 25%-75%; Whisker: Min-Max

[0 state anxiety (stanines)

Group 1

[T Trait anxiety (stanines)

Group 2 Severity of insomnia (points)

Quantitative average indicators of insomnia severity the Insomnia Severity Index by Ch. Morin
(in points), state and trait anxiety ITT by A.P. Bizyuk (in stanines) in the groups

The relationship between the indicators of the
severity of the components of state and trait
anxiety and indicators of the severity of insomnia
has been established based on the correlation
analysis results (Table).

The indicators of state and trait anxiety correlate
with the severity of insomnia; the statistically
significant relationships have been identified, most
of them are of average level. Therefore, when the
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level of anxiety increases, the severity of insomnia
increases as well, and vice versa.

According to the results obtained, we can say that
the sleep disorders and pathological anxiety can
mutually complicate the course of each other and
deteriorate the quality of patient’s life. Consequently
it is very important to pay a special attention to the
correlation of the sleep disorders during the treat-
ment of anxiety disorders of different genesis.

Licensed under CC BY 4.0
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Correlation between the indicators of the severity of the components of state and trait anxiety
and indicators of the severity of insomnia (Spearman’s rank correlation coefficient r)

Difficulties Frequent Early Satisfaction Performance tE:m::lsif "(l) £ Preoccupation Severity
Indicator with falling | and/or long morning with sleep decrement due lif(e] due i]o with poor of
asleep awakening awakening to sleep deficit sleep deficit sleep quality insomnia
IAT ED 0.042 0.007 -0.09 -0.053 0.202* -0.009 -0.212% -0.026
IAT AST 0.143 0.054 0.294* 0.215* 0.29* 0.291* 0.214* 0.324*
IAT PHOB 0.008 0.195* 0.279* 0.324* 0.238* 0.257* 0.291* 0.341*
IAT EO 0.027 0.096 0.135 0.195* 0.258* 0.212* 0.178 0.223*
IAT SD -0.037 0.083 0.253* 0.27* 0.173 0.179 0.20% 0.225*
IAT
S-Anxiety 0.135 0.134 0.323* 0.329* 0.349* 0.413* 0.343* 0.433*
IAT ED -0.031 0.226* 0.176 0.162 0.326* 0.191* 0.083 0.249*
IAT AST 0.157 -0.045 0.384* 0.401* 0.232* 0.300* 0.359* 0.381*
IAT PHOB 0.174 0.139 0.406* 0.434* 0.208* 0.339* 0.512* 0.459*
IAT EO 0.061 0.213* 0.119 0.284* 0.277* 0.254* 0.154 0.262*
IAT SD 0.229* 0.135 0.274* 0.356* 0.247* 0.331* 0.463* 0.42%*
LAnzii'y 0.209% 0.159 0.359+ 0.450* 0.390* 0.411* 0.437 0.497+

Note. * — statistically significant correlation coefficients at the level of p<0.05.

CONCLUSIONS
1. As a result of our research, clinical features of
the sleep disorders and pathological anxiety in
patients with anxiety disorders of organic genesis
and neurological genesis were detected. The bi-
directional relationship between the sleep disorder
and anxiety was also researched and approved.

2. The results on the clinical features of the sleep
disorders, state and trait anxiety can be the basis for
the creation of differential selection of
psychopharmacological and psychotherapy strategy
of the treatment.
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