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A B S T R A C T

Objectives: Substance abuse affects the quality of sleep and various factors can be effective as mediators of sleep
quality. Therefore, the current study carried out in order to predict quality of sleep based on emotion regulation
and resiliency among men with substance-related disorders (SRDs).
Methods: the current study was a descriptive correlative study. The statistical population includes men with
SRDs referred to maintenance treatment center (MMT) in Kermanshah City, among which 400 participants were
selected based on convenient sampling. The obtained data were analyzed using descriptive statistics, chi-square
test, Fisher's exact test, and the diagnostic analysis model.
Results: the results of the study show that there was a significant relationship between increase in age and
education level and the quality of sleep in men with SRDs ( <P 0.05). However, the relationship between the
duration of substance abuse and quality of sleep was not significant ( >P 0.05). There was a significant re-
lationship between emotion regulation strategies including rumination, self-blame and other-blame, catastro-
phizing, and acceptance and quality of sleep in men with SRDs, and the difference regarding emotion regulation
and resilience between people with and without good quality of sleep was also significant ( <P 0.05). Moreover,
the results indicate that there is a significant relationship between resilience and the component of spirituality
and the quality of sleep in men with SRDs. Finally, the two predicting variables of emotion regulation and
resiliency were able to explain 69% of the variance in quality of sleep.
Conclusions: using negative and non-adaptive emotion regulation strategies and low resiliency can reduce the
quality of sleep among men with SRDs.

1. Introduction

Substance-related disorders (SRDs) are among one of the healthcare,
psychological, and social challenges of the current century.1 The main
characteristic of SRDs include a set of cognitive, behavioral, and phy-
siological symptoms, which show that despite having serious problems
with substance abuse, the individual continues taking drugs.2 Substance
abuse influences various aspects of health.3 One of the complications
resulting from drug abuse, which does not get sufficient attention from
scholars and healthcare professionals, is the quality of sleep among
people with SRDs.4,5 Quality of sleep is defined as satisfaction with
various qualitative aspects of sleep such as the duration of sleep its
related excitations, as well as more concrete aspects such as the depth

of sleep or the relaxing effect of sleep.6 One of the factors which can
influence quality of sleep is how cognitive-emotional regulation stra-
tegies are utilized.7 Emotion regulation refers to all the cognitive stra-
tegies which indicate the coping mechanisms used by an individual for
dealing with stressful situations and terrible events.8 The previous re-
searches9–11 shows that having a low level of skill in emotion regulation
may be related to sleep problems, while Substance abuse has a mutual
relationship with sleep problems.12

Another factor affecting the quality of sleep is resiliency.13 A very
limited number of studies have been carried out on the relationship
between resiliency and quality of sleep, and the obtained results are
most often in conflict.14,15 While some scholars define resiliency as the
lack of psychological complications in response to traumatic events,
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others focus more on the process of resiliency, showing rapid adoption
to stressful events.16 Considering the importance of quality of sleep and
its role in health, as well as the conflicts found in studies on the mutual
relationship between sleep and SRDs, and since substance abuser go
through ha lot of physiological and mental changes, with an increase in
the extent of being influenced by various life stresses during Substance
abuse, the current study has been carried out in order to predict quality
of sleep based on emotion regulation and resiliency in men with SRDs.

2. Materials and methods

2.1. Design and setting

The current study is a descriptive cross-sectional study which uti-
lizes a correlative methodology. The statistical population includes all
the men with SRDs referred to MMT in Kermanshah City, western Iran
from 2017 to 2018. Using convenient sampling and considering the
sufficiency of the sample size for correlation schemes of multivariate
regression type, the minimum sample size with an accuracy of d = 0.05
and confidence level of 95%, considering a prevalence of 0.50, was
determined to be 400 participants.

A patient was included in the study if the following criteria were
met: addiction to one of the substances, as diagnosed by a psychiatrist
and based on the DSM-5 criteria, Undergoing MMT, being literate,
being at the age range of 20–40 years, and informed consent for par-
ticipating in the study.

The exclusion criteria were: having complete criteria for mental
disorders; meeting complete criteria for personality disorders and
mental disorders resulting from a general medicinal disorder; using
sleep medications; suffering from any type of cognitive disorders, or
neurological and debilitating diseases such as cancer, hepatitis, and
AIDS; having pain because of a known physical illness, and lack of
willingness to participate in the study. The required data were collected
using interviews and self-report scales completed by a mental health
professional while visiting the rehab facilities. The data gathering tools
used in the study included the following:

2.2. Tools

2.2.1. Connor-Davidson resilience scale (CD-RISC)
This scale was developed by Connor and Davidson, and it includes

25 questions in 5 subscales including personal competence and high
standards; trust in one's instincts and tolerance of negative affect; po-
sitive acceptance of change and secure relationships; control; and
spiritual influences. The questions are scored based on Likert spectrum
from zero (=completely wrong) to 5 (=completely correct). The re-
liability of the scale was measured using Cronbach's Alpha coefficient
by the developers which yielded 0.89, while its reliability using the
retest method after 4 weeks was reported as 0.87.17

2.2.2. Cognitive emotion regulation questionnaire (CERQ)
This questionnaire was developed by Garnefski et al. and it includes

36 questions in 9 subscales including self-blame, acceptance, rumina-
tion, positive refocusing, planning, positive reappraisal, putting into
perspective, catastrophizing, and other-blame. The items are scored
based on a Likert spectrum from 5 (always) to 1 (never). The developers
of the questionnaire reported its reliability based on Cronbach's Alpha
coefficient for negative emotion regulation as 0.97, for positive emotion
regulation as 0.87, and for the entire questionnaire as 0.93.18

2.2.3. The Pittsburgh sleep quality Index
This scale was developed by Buysse et al. and it includes 19 self-

report items, distinguishing proper and improper sleep by evaluating
seven characteristics during the last month. These seven characteristics
include subjective sleep quality, sleep latency, sleep duration, habitual
sleep efficiency, sleep disturbances, use of sleeping medication, and

daytime dysfunction. Questions 1, 2, 3, and 4 are open answered;
questions 5 (with A-Z), 6, 7, and 8 have options including never (a score
of zero), less than once a week (a score of 1), once or twice a week (a
score of 2), and three or more times a week (a score of 3); and questions
9 has options including very good (a score of zero), relatively good (a
score of 1), relatively bad (a score of 2), and very bad (a score of 3). In
order to calculate the total score for an individual, the scores for all
questions are added up, which will be in a range of 0–21. The higher the
obtained score, the lower the quality of sleep. A score higher than 5
indicates sleep disorder or bad quality of sleep for an individual. The
reliability and validity of the questionnaire have been reported in many
studies, giving acceptable validity and reliability.19 Buysse et al. re-
ported the sensitivity and specificity of the questionnaire as 89.6 and
86.5%, respectively; while they reported an internal reliability equal to

=a 0.83 for the questionnaire. Moreover, they evaluated the reliability
of the questionnaire using the retest method, which led to) Correlation
Coefficient) =r) 0.85).19

2.3. Data analysis

In order to analyze the obtained data, descriptive statistics (fre-
quency, and percentage), the chi-square test and the discriminant
analysis model were utilized. Sleep quality was defined as dependent
variable and emotion regulation (self-blame, acceptance, rumination,
positive refocusing, planning, positive reappraisal, putting into per-
spective, catastrophizing, and other-blame) and resiliency(personal
competence and high standards; trust in one's instincts and tolerance of
negative affect; positive acceptance of change and secure relationships;
control; and spiritual influences) as independent variables. All the
analyses were performed using SPSS software application version 20,
and the significance level of 0.05 was considered.

2.4. Ethical considerations

This study is an extract from a confirmed research scheme with an
ethical code of IR.KUMS. REC. 1396.528 in Medical University of
Kermanshah. In this study, the considerations put forth in World
Medical Association Declaration of Helsinki were followed. In other
words, at the beginning of the study, the researcher first introduced
himself/herself, and after providing complete information about the
study, its objectives, and the method of completing the questionnaires,
he/she emphasized the fact that the information provided by the par-
ticipants would remain confidential and the results of the study would
be published without mentioning the name and personal information of
the participants so that the participants could complete the ques-
tionnaires willingly.

3. Results

The average age of the participants was ±34.77 7.55 years with a
variation range of 20–60 years entered the study. Evaluation of the
level of quality of sleep showed that 249 participants (62.3%) had a bad
quality of sleep, while 151 participants (37.8%) had a good quality of
sleep. The average age of the substance abusers with good quality of
sleep was ±36.67 5.87 years with a variation range of 23–45 years,
while for the drug abusers with bad quality of sleep, it was ±33.62 8.20
years with a variation range of 20–60 years. For the group with good
quality of sleep, the age groups of 31–40 years and 41–50 years had the
highest numbers of participants with 76 individuals (50.3%) and 52
individuals (34.4%), respectively. The age range of 20–30 years for this
group of participants with 23 participants (15.2%) had the lowest fre-
quency. However, in the group of drug abusers with bad quality of
sleep, the age groups of 20–30 years and 31–40 years with 120 in-
dividuals (48.2%) and 75 individuals (30.1%), respectively, had the
highest number of participants. for this group of participants, the age
group of 51–60 years with 6 individuals (2.4%) had the lowest
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frequency. With regards to education level, among the participants with
good quality of sleep, the education levels of secondary school and high
school with 54 individuals (35.70%) and 42 individuals (27.70%), re-
spectively, had the highest frequency. Three individuals (2%) had pri-
mary level education, 24 individuals (15.80%) had an associate degree,
and 28 individuals (19%) had a bachelor's degree or higher. In other
words, more than 65% of the participants had an education level of
high school diploma or lower. For the group with bad quality of sleep,
the level of secondary school education and high school diploma with
78 individuals (31.3%) and 28 individuals (19%), respectively, had the
highest frequency. Furthermore, 51 individuals (20.5%) had primary
school education, 36 individuals (14.5%) had an associate degree, and
18 individuals (7.2%) had a bachelor's degree or higher. Moreover, in
this group, approximately 79% of the participants had high school di-
ploma or lower levels of education. The majority of participants, 100
individuals (66.2%), in the group with good quality of sleep, had more
than two years of Substance abuse history. Fifty individuals (33.1%)
had between one to two years of abuse history, and only 1 individual
(0.7%) had less than a year of drug abuse history. In the group with bad
quality of sleep, the majority of participants, 124 individuals (49.8%),
had more than two years of Substance abuse history, 100 individuals
(40.2%) had a year to two years of history, and 25 individuals (10.0%)
had less than one year of drug abuse history (Table 1).

The results of evaluating the assumptions of diagnosis analysis are
obtained using the analysis of variables that utilize histograms and
scatter plots. The presence of outliner points in the scatter plots for each
predictor did not show the non-linearity of the relationship between
predictors or serious deviation from the multivariate normal hypothesis
for the predictors. Accordingly, 151 individuals in the first group, i.e.
men with SRDs with a good quality of sleep, and 249 individuals in the
second group, i.e. men with SRDs with a bad quality of sleep, were
entered into the diagnostic model as the response variable. Emotion
regulation with 9 subscales and resiliency with 5 subscales were en-
tered into the diagnostic model as the predicting variables for good or
bad quality of sleep of the drug abusers. The results from comparing the
average values of the predicting variables between the two groups, 151
individuals with good quality of sleep and 249 individuals with bad
quality of sleep, are presented in Table 1. The standard deviation for the
predicting variables does not show a significant difference between the
two groups. Moreover, when comparing the average values of pre-
dicting variables between the two groups, based on the values of Wilks'
lambda, the F statistic, and the significance level, it can be concluded
that the difference between the two groups with regards to the average
values of all the predicting variables including self-blame, acceptance,
rumination, positive refocusing, planning, reappraisal, putting into
perspective, catastrophizing, other-blame, as well as competence, trust
in instincts, positive acceptance of change, control, and spiritual

influences is significant at the error level of less than 0.05 (all P
s < 0.05). This can also be deduced from the difference between the
average values of the predictors in each group and the total average of
that predictor as well (Table 2).

Based on the results of the Box's test and Box's M Test, the value of
the covariance matrix for the participants with SRDs with good quality
of sleep equals 22.59, while it equals 6.06 for the participants with
SRDs with bad quality of sleep. The results of evaluating the equiva-
lence of covariance matrices between the two groups show that with a
probability of ( = <F p37.65, 0.0001), the covariance matrices for the
two group have a significant statistical difference, and this significance
can be attributed to the high sensitivity of this test to large sample sizes.
Considering the number of groups, running the diagnostic analysis of a
canonical diagnosis function showed that considering its Eigen value
( =V 2.24), it could be said that this diagnosis function had a high ex-
plaining power for distinguishing the two groups, i.e. with and without
good quality of sleep, and was able to determine 100% of the variance
in groups. In other words, the proposed model is able to explain 69% of
the variation for the variable of quality of sleep among SRDs. The va-
lues of statistics including Wilks' lambda and chi-square
( = =0.31, 460.302 ) and their significance level ( <p 0.0001) in-
dicate a difference in mean values between the groups, and show that
the proposed diagnostic function only failed to explain =Eta 31.0% of
the variations in the quality of sleep. The value of the canonical cor-
relation coefficient ( =R 0.832c ) indicates a strong relationship between
diagnostic scores and the groups selected for the study (Table 3).

The coefficients of the canonical diagnostic function along with the
standardized canonical diagnostic function, the coefficients of the
classification function, and the structural coefficient matrix are pre-
sented in Table 3. These results show that among the 14 selected in-
dependent variables, the variables of rumination, other-blame, accep-
tance, self-blame, spiritual influences, and catastrophizing with
standard coefficients of 0.791, 0.659, 0.371, 0.354, 0.313, and

0.259, respectively, have the highest contribution to the diagnostic
function. In contrast, factors including positive refocusing, putting into
perspective, trust in one's instincts, control, positive acceptance of
change, reappraisal, competence, and planning with corresponding
coefficients of 0.033, 0.051, 0.062, 0.151, 0.170, 0.207, 0.228, and

0.238, respectively, have the lowest contribution to the diagnostic
function and its success. Furthermore, the structural coefficients show
that variables of catastrophizing, rumination, other-blame, spiritual
influences, reappraisal, planning, acceptance, competence, and self-
blame with respective correlation coefficients of 0.436, 0.425,

0.402, 0.339, 0.328, 0.324, 0.240, 0.223, and 0.200 have a stronger
relationship with the diagnostic function. In contrast, variables of re-
focusing, putting into perspective, control, trust in one's instincts, and
positive acceptance of change with respective correlation coefficients of

Table 1
Descriptive Statistics for Good and Bad Quality of Sleep along with Demographic Characteristics for men with SRDs.

Variable Levels group Total Sig

Good sleep quality ( 5) Bad sleep quality (>5) Frequency (%)

Demographic characteristics Age, years 20–30 23 (15.2) 120 (48.2) 143 (35.8) 0.012
31–40 76 (50.3) 75 (30.1) 151 (37.8)
41–50 52 (34.4) 48 (19.3) 100 (25.0)
51–60 0 20 (2.4) 6 (1.5)

Education Primary school 3 (2.00) 51 (20.5) 54 (13.5) 0.007
High school 54 (35.70) 78 (31.3) 132 (33%)
Diploma 42 (27.70) 66 (26.5) 108 (27%)
High Diploma 24 (15.80) 36 (14.5) 60 (15%)
Bachelor and Higher 28 (19.00) 18 (7.2) 46 (11.5)

Duration of substance abuse Less than 1 year 1 (0.7) 25 (10%) 26 (6.5) 0.141
1–2 years 50 (33.1) 100 (40.2) 150 (37.5)
More than 2 years 100 (66.2) 124 (49.8) 224 (56%)

Total 151 (37.8) 249 (62.3) 400 (100%)
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0.084, 0.092, 0.094, 0.134, and 0.194 have the weakest relationship with
the diagnostic function. Based on these estimations, the equation for the
diagnostic function is as follows:

=

+ +
+ +
+
+

+
+
+

The score for the diagnostic function (DF ) 2.114 (constant)
0.254 (self blame)
0.427 (other blame)
0.711 (rumination)
0.028 (catastrophizing)
0.291 (acceptance) 0.20 (refocusing)
0.148 (planning) 0.203 (reappraisal)
0.176 (putting into perspective)
0.141 (competence)
0.042 (trust in instincts)
0.119 (positive acceptance of change)
0.165 (control)
0.327 (spiritual influences)

1

The coefficients in the above equation show the individual con-
tribution of each independent variable while controlling for the other
variables. This equation distinguishes the two groups of SRDs with and
without a good quality of sleep, and by replacing the values in the
above equation for each participant in the study, the score of the di-
agnostic function for that participant will be obtained; the participant
will be the member of the group where the highest value of the clas-
sified function for this participant is located. Depending on whether the
value obtained from the diagnostic function is closer to the value of the
function at the center of gravity of the SRDs with good quality of sleep
or to that of the SRDs with bad quality of sleep, the participant will be
placed in the corresponding group. The value of the function at the
center of gravity for the group of SRDs with good quality of sleep equals
1.92, and for the group of SRDs with bad quality of sleep equals 1.16

(Table 4).
Classification of participants in the groups of people with SRDs with

good quality of sleep and with bad quality of sleep, using the coeffi-
cients of the classification function, is performed as follows:

= + +
+ + +

+
+ +
+
+ +
+

classification function for addicts with good quality of sleep
constant self blame other blame

refocusing catastrophizing acceptance
rumination planning reappraisal

pu tting into perspective competence
trust in one s instincts

positive acceptance of change control
spiritual influences

497.859 ( ) 15.397 ( ) 4.985 ( )
5.186 ( ) 9.533 ( ) 3.262 ( )
12.728 ( ) 2.538 ( ) 8.365 ( )
7.890 ( ) 11.953 ( )
12.003 ( )
2.980 ( ) 8.980 ( )
4.881 ( )

= + +
+ + +

+
+ +
+
+ +
+

classification function for addicts with bad quality of sleep
constant self blame other blame

refocusing catastrophizing acceptance
rumination planning reappraisal

pu tting into perspective competence
trust in one s instincts

positive acceptance of change control
spiritual influences

490.177 ( ) 16.176 ( ) 6.441 ( )
5.246 ( ) 9.618 ( ) 2.363 ( )
10.537 ( ) 2.081 ( ) 7.739 ( )
7.347 ( ) 11.518 ( )
12.134 ( )
2.613( ) 8.470 ( )
3.872 ( )

In Table 5, the number and percentage of individuals correctly or
incorrectly classified in the two groups are presented. The results of the
classification show that 148 participants (98.0%) of the group of SRDs
with good quality of sleep were correctly classified in the group with
good quality of sleep and three participants (2.0%) among them were
incorrectly classified into the group with bad quality of sleep. For the
group with bad quality of sleep, 218 individuals (87.6%) were correctly
classified into the group with bad quality of sleep and 31 individuals
(12.4%) were incorrectly classified in the group with good quality of

Table 2
Descriptive Statistics for Predicting Variables for the Entire Sample and for Individual Groups along with the Results of Comparing the Average Values of Predicting
Variables between the Two groups of men with SRDs with and without a Good Quality of Sleep.

Variable Quality of Sleep n M SD F Df1 Df2 Sig N Total M Total SD

emotion regulation Self - blame good 151 14.18 0.92 0.92 35.87 1 398 < 0.0001 400 14.72 1.46
bad 249 15.05 1.67

acceptance good 151 6.96 1.00 0.886 51.29 < 0.0001 6.37 1.35
bad 249 6.02 1.41

rumination good 151 9.39 0.81 0.985 6.24 0.013 9.67 1.69
bad 249 9.83 2.04

positive refocusing good 151 7.67 0.85 0.712 161.32 < 0.0001 6.77 1.32
bad 249 6.22 1.25

planning good 151 5.99 2.16 0.810 93.61 < 0.0001 7.06 1.78
bad 249 6.45 1.14

reappraisal good 151 4.63 1.15 0.800 95.88 < 0.0001 6.42 1.13
bad 249 6.04 0.92

putting into perspective good 151 3.25 2.04 0.981 7.59 0.006 6.73 1.69
bad 249 6.55 1.41

catastrophizing good 151 9.81 1.82 0.701 169.52 < 0.0001 11.36 2.21
bad 249 12.30 18.7

other-blame good 151 10.81 0.45 0.734 144.46 < 0.0001 11.89 1.63
bad 249 12.55 1.73

resiliency personal competence good 151 13.43 1.37 0.900 44.46 < 0.0001 12.74 1.69
bad 249 12.32 1.74

trust in instincts good 151 10.52 0.58 0.961 16.12 < 0.0001 10.14 1.50
bad 249 9.91 1.81

positive acceptance of change good 151 6.60 0.97 0.922 33.53 < 0.0001 6.05 1.48
bad 249 5.73 1.64

control good 151 4.46 1.04 0.981 7.86 0.005 4.29 0.92
bad 249 4.20 0.82

spiritual influences good 151 3.85 0.91 0.795 102.92 < 0.0001 3.22 1.07
bad 249 2.85 0.98

N: Number, M: Mean, SD: Standard Deviation. : wilks Lamboda, DF: Degrees of Freedom
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sleep. Therefore, the accuracy of classification for the group of addicts
with good quality of sleep is 98% and for the group of addicts with bad
quality of sleep is 87.6%. Based on the accuracy of classification for
both groups, 91.50% of the participants were correctly classified into
their corresponding groups. Moreover, in order to illustrate the ability
of the diagnostic function in classifying individuals in other samples,
the leave-one-out method classifies 90.8% of the samples correctly
(Table 5).

4. Discussion

This study was carried out in order to predict quality of sleep based
on emotion regulation and resiliency among men with SRDs in western
Iran. The results of the study show that there is a significant relation-
ship between higher age and education level and the quality of sleep
among men with SRDs; however, there is no significant relationship
between the duration of substance abuse and the quality of sleep. In line
with the findings of the current study, Gadie et al.20 show that the re-
lationship between age and quality of sleep is significant. The results
provided by Moore et al.21 and Friedman et al.22 show that by in-
creasing the level of education, quality of sleep improves. In order to
explain this finding, it can be said that when age and education level
are higher, the individual is better able to cope with life stresses and
contrary to teenage years, he/she will have a more consistent and
realistic view of himself/herself and life, he will also be more capable of
solving problems and showing higher efficiency while dealing with
undesirable situations in life, and this consistency in thought and be-
havior as well as a higher sense of self-efficacy can be accompanied by
lower levels of sleep disturbances in middle-aged addicts compared to
younger addicts.

Moreover, the results of Mahomey et al.,23 in line with the results of
the current study, show that there is no significant relationship between
the duration of addiction and quality of sleep. In order to explain this
finding of the study, it can be said that according to previous stu-
dies,24,25 before starting to abuse substance, addicts have a low quality
of life and numerous mood and anxiety complications. Believing that
substance abuse can be one of the strategies to cope with and mitigate
problems,26 these individuals tend to start abusing substance, and they
want to mitigate their sleep disturbances through abusing substance,
especially opiates.27

Another finding of the current study shows that there is a significant
relationship between cognitive-emotion regulation strategies including
rumination, self-blame and other-blame, catastrophizing, and accep-
tance and quality of sleep in people with SRDs. Moreover, there is a
significant difference regarding emotion regulation between people
with and without good quality of sleep. In line with this finding of the
study, Schmidt et al.11 show that there is a relationship between sleep
disorders and negative emotion regulation. Moreover, Vandekerckhove
et al.11 and Vantieghem et al.28 show that there is a relationship be-
tween rumination, self-blame, other-blame, and catastrophizing and
sleep problems. Also, Hasler et al.29 and Kenney et al.,30 in line with the
results of the current study, show that low quality of sleep is related to
difficulty in emotion regulation.

In order to explain this finding, it can be said that difficulty in
emotion regulation will lead to increased nighttime excitation and in-
somnia, and utilizing negative emotion regulation, particularly rumi-
nation, self-blame and other-blame, and catastrophizing will result in
reduced quality of sleep.7 Those individuals who when faced with
traumatic events such as drug abuse become obsessed with thoughts
related to these events and ruminate for a very long time will consider
the event as a catastrophe, and passively submit to it.10,11 In contrast,
using positive emotion regulation strategies such as acceptance and
reappraisal will improve quality of sleep among individuals with SRDs.
People who after facing problems, shift their thoughts towards positive
activities and experiences and consider their situation to be a flexible
one, and stop suppressing emotions will be able to more quickly adaptTa
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to traumatic events and will have a better quality of sleep.7

Furthermore, the results of the study show that resiliency, particu-
larly the component of spiritual influences, is related to quality of sleep
among men with SRDs and the difference regarding resiliency between
people with and without a good quality of sleep is significant. In line
with this finding of the current study, McCuistion14 shows that in pa-
tients with chronic pain, there is a significant relationship between
quality of sleep and resiliency. Moreover, Pedersen et al.31 show that
resiliency in patients can play a predicting role in quality of sleep. In
line with the current study, Young-McCaughan et al.32 show that there
is a relationship between quality of sleep and resiliency. In order to
explain this finding of the study, it can be said that resiliency is not
solely resistance to damages or threatening situations, i.e. a passive
stance against dangerous conditions; rather, it refers to active and
constructive participation in one's surrounding environment.17 Tugade
and Fredrickson33 and Carle and Chassin34 in separate studies show
that high levels of resiliency will help an individual to better utilize
positive emotions in order to overcome undesirable experience and
return to a desirable state.

In order to explain this finding of the study, it can be said that
spiritual influences, as one of the components of resiliency, much like a
shield can increase resistance against life stresses (a protective factor)
on the one hand, and as a positive adaptability process, it can help the
development and growth of the individual (a developmental factor) on
the other. Each one of the defensive and transformative levels of
spiritual beliefs and values related to resiliency is somewhat related to
improving the indicators and measures of mental health. In contrast,
weakness in resiliency in terms of spiritual beliefs and values will in-
crease the likelihood of psychological susceptibility including sleep
problems by weakening the internal mental foundations of an in-
dividual's resiliency against life stresses and his/her ability to walk
towards perfection and transcendence.35,36

5. Conclusions

In general, the findings of the current study show that emotion
regulation and resiliency can be effective in improving quality of sleep
among people with SRDs. Through regulating their emotions and in-
creasing their resiliency, people with addiction will be able to cope with
the challenges of addiction and experience a better quality of sleep.
Among the limitations of this study, we can mention the impossibility of
studying women with SRDs. Collecting research data using ques-
tionnaire may have also resulted in the bias and deviation in the re-
sponses of the participants. Therefore, when generalizing the results of
this study to other populations, caution must be exercised. It is re-
commended that, besides quality of sleep, future studies investigate
other sleep measures in people with SRDs in both men and women.
Furthermore, it is recommended that future studies evaluate quality of
sleep according to the kind of substance used. The results of this study
can be used to improve the quality of sleep and mental health and re-
duce relapse in patients with SRDs.
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Table 4
Values of the coefficients of the canonical diagnostic function along with the coefficients of the standardized canonical diagnostic function, the coefficients of the
classification function, and the structural coefficients matrix.

Diagnostic function coefficients Standardized coefficients Coefficients of classification detection function Structure Matrix

bad quality sleep good quality sleep

putting into perspective 0.028 0.051 9.53 9.62 0.436
rumination - 0.711 - 0.791 12.73 10.54 - 0.425
other-blame - 0.427 - 0.659 4.98 6.44 - 0.402
spiritual influences 0.327 0.313 4.88 3.87 0.339
reappraisal 0.203 0.207 8.36 7.74 0.328
planning - 0.148 - 0.238 - 2.54 - 2.08 0.324
acceptance 0.291 0.371 3.26 2.36 0.240
personal competence 0.141 0.228 11.95 11.52 0.223
Self - blame - 0.254 - 0.354 15.39 16.18 - 0.20
positive acceptance of change 0.119 0.170 2.98 2.61 0.194
trust in instincts - 0.042 - 0.062 12.00 12.13 0.134
control 0.165 0.151 8.98 8.47 0.094
catastrophizing - 0.176 - 0.295 7.89 7.35 - 0.092
positive refocusing 0.020 0.033 5.18 5.25 0.84
Constant - 2.114 – - 497.859 - 490.177 –

Table 5
Classification of participants in two groups with and without good quality of sleep based on leave one out method.

groups Predicted group for group membership Total

good quality sleep bad quality sleep

Main group good quality sleep 148 (98%) 3 (2%) 151
bad quality sleep 31 (12.4) 218 (87.6) 249

valid Crossover Group good quality sleep 148 (98%) 3 (2%) 151
bad quality sleep 34 (13.7) 215 (86.3) 249
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