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Introduction
This paper, drawing on Norton’s1 conceptualization of 
language investment, investigates the effect of English 
language learning on self-stigma using a Self-Stigma of 
Mental Illness Scale (SSMIS)2 among patients suffering 
from mental disorders. Mental problems affect the 
mental health of one out of three people at some point 
in their everyday lives.3 Common mental illnesses include 
depression, anxiety, bipolar disorder, schizophrenia, 
dementia, substance abuse, attention deficit hyperactivity 
disorder, and developmental disorders such as autism. 
Mental problems affect people of all classes, but the 
poor are disproportionately affected. This is particularly 
evident in the 153 low and middle-income countries, 
which make up 85 percent of the world’s population 
and have more than 80% of the mental health disorder 
population.4,5 In low and middle-income nations, 

depression will be the third and second leading causes 
of illness burden, respectively, by 2030.5 Several factors 
explain the high mental health burden in low- and middle-
income countries, including poverty, unemployment, low 
educational status, rapid urbanization, lifestyle changes, 
and racial discrimination.4-6

Consequently, being diagnosed with a mental health 
problem results in stigma for the patient. Stigma is a 
combination of negative beliefs and attitudes and a form 
of discrimination that results in individuals with mental 
problems being incorrectly labeled.7 Several destructive 
consequences result from this form of stigma, including a 
decrease in seeking treatment.8

Nowadays, mental illness is so stigmatized that most 
institutions have tried to find a solution.9 Patients, 
their families, the health care system, and society are all 
negatively affected by mental illness stigma in different 
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Abstract
Background: There are increasing challenges related to mental health in the public health 
system, and almost 80% of mental illnesses are reported in low- and middle-income countries. 
The stigma associated with mental illness leads to reduced access to health services, inadequate 
treatment, and poor outcomes. This paper, drawing on Norton1 conceptualization of language 
investment, investigates the effect of English language learning on self-stigma among patients 
suffering from mental disorders.
Methods: An experimental design with a pre-post test format and a six-month follow-up with 
English language instruction and a control group was used for this study. A total of 52 adults with 
mental illness diagnoses from a center for patients suffering from mental disorders in Isfahan, 
Iran, participated in this study. Data were collected using an English language proficiency test 
and the Self-Stigma of Mental Illness Scale (SSMIS), a self-report questionnaire to assess the 
internalization of stigmatic views.
Results: The analysis indicated that the experimental group showed significant improvements 
in being empowered with higher levels of English language proficiency and stigma reduction 
(P < 0.01). The findings of this study provide theoretical support for Norton’s model of investment 
and demonstrate its applicability among people with mental problems. Furthermore, the study 
provides evidence that it is feasible to implement successful English language teaching among 
patients with mental illness, which has received insufficient attention in academic studies.
Conclusion: Policymakers, psychiatrists, doctors, and people dealing with mental diseases 
can use English language instruction to reduce stigma and promote a non-stigmatizing attitude 
among people with mental illnesses. The current study contributes to our understanding of 
English language teaching in the medical field. Results of the study support the use of second-
language teaching to reduce stigma among people suffering from mental illnesses.
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ways.10,11 Stigma can be seen in public and as a form of 
self-stigma. Public stigma includes cognitive, affective, 
and behavioral reactions of those stigmatizing; self-
stigma includes the belief that one is being stigmatized, 
and internalizing the negative feelings and beliefs 
associated with the stigmatized condition. Stigma by 
association involves social and psychological responses 
to people associated with a stigmatized person (e.g., 
family and friends).12 More than 40% of schizophrenia 
patients experience high levels of stigma according to 
recent studies on self-stigma,13 and some even regard 
stigma as an additional disease.14 Despite controlling 
for symptom levels, adverse effects of stigma on self-
esteem,15,16 quality of life, empowerment, mental health 
care,17,18 and suicidality have been reported.19 Stigma 
negatively impacts employment, income, and healthcare 
costs.20 Therefore, defeating prejudice and promoting 
diversity requires understanding stigmatization and its 
causes.21 Goffman’s22 work has introduced stigma in 
three dimensions: (1) Stereotypes are views held about a 
person based on his or her membership in a group (e.g., 
beliefs about dangerousness, incompetence, prediction 
failure, and responsibility), (2) Prejudices are views about 
a person based on his or her group membership (e.g., fear, 
empathy), and (3) Discrimination is a behavioral reaction 
according to Corrigan and Penn and Fiske’s studies.23,24 
In a recent qualitative study, Mestdagh and Hansen25 
reported that mental health professionals are among 
the basic sources of stigmatization among people with 
schizophrenia. 

Several researchers consider the second language 
acquisition (SLA) classroom as a place where social, cultural, 
and political challenges of learning a second language 
shape second-language (L2) learners’ identities,26-31 
holding that these socially structured/restructured 
identities are numerous, varied, and clashing.32-35 As 
Ricento36 points out, sociocultural approaches to identity 
do not consider identity as a fixed and unchangeable 
property in the mind of each learner. Instead, they focus 
on how individuals interact with the surrounding world 
and possess experiences within sociocultural frameworks 
in a dialectical way. Norton’s30,33 study emphasizes that 
these connections are shaped “across time and space” (p. 
5), and finds “similarities across conceptions of identity 
and the collapsing of boundaries between the ‘society’ 
and ‘culture’. Norton30 mentions that identity is complex, 
inconsistent, and different and is constructed through 
relations by language.28 Since language is the most effective 
means of communication and identity (de)construction 
in the classroom, Barnawi37 believes that language and 
identity should be understood as interwoven concepts, 
explaining the vital role of students’ participation in a 
particular group. In this way, language helps L2 learners 
to acquire participation, validity, and membership in L2-
mediated academic and non-academic discourse groups as 
a linguistically mediating instrument.28,38-41 As a result, the 
current study focuses on the effect of learning the English 

language on stigma among people with mental illnesses.

Materials and Methods
Participants of this study were 52 adults with mental illness 
from a center for patients suffering from mental disorders 
in Isfahan, Iran. Participants had to have a mental illness 
according to the ICD-10,42 take psychiatric medications, 
be inpatients or outpatients under any form of mental 
care, and be between 25 and 55 years of age. They also had 
to take the English language proficiency test and complete 
a self-stigma questionnaire based on their psychiatrist’s 
assessment. The criteria for exclusion in this study were 
(a) severe illness, (b) brain disorder, (c) incapability 
to complete the questionnaire, or (d) not agreeing to 
participate. Those patients meeting the study inclusion 
criteria were contacted by their treating psychiatrists. 
Once the patient agreed to participate, informed consent 
was obtained. Patients also received an overview of 
the study’s goals. According to established translation 
protocols, the questionnaire was translated from English 
to Persian and back-translated from Persian to English.43 
Disparities between the original and translated versions 
were addressed and corrected in the back-translation. The 
ethical aspects of the program have been approved by a 
regional hospital responsible for patient welfare.

A language proficiency pre-test was given to identify 
whether the participants were at a comparable level at the 
beginning of the study to select the beginner participants 
to ensure the homogeneity of learners in terms of English 
proficiency. The test content focused on listening, 
speaking, reading, writing, vocabulary, and grammar. The 
test followed topics covered in class, and the language was 
defined in the syllabus at this level and did not include 
new items. The questions were descriptive, therefore, 
participants did not need to use their world knowledge to 
answer the questions. We used the Self-Stigma of Mental 
Illness Scale (SSMIS) to measure the pre-test stigma level. 
The SSMIS,2 a self-report instrument, assesses whether 
people have internalized society’s stigmatized views. Four 
subscales are included in this scale, which reflects the 
four stages of stigmatization internalization, as described 
by Corrigan et al2: (1) knowledge of stigmatic views 
concerning mental illness, (2) acceptance of the stigmatic 
views, (3) projection of the stigmatic view into self-identity, 
and (4) reduction in self-esteem. There are ten statements 
on each subscale, and participants are asked to rate each 
on a Likert scale from 1 (strongly disagree) to 9 (strongly 
agree). The total score for each subscale ranges from 10 
to 90, with higher scores reflecting higher adoption rates 
as indicated by the respective subscale. A high degree of 
internal consistency was observed in the current study 
(knowledge of stigmatic views: α = 0.90, accepting the 
stigmatic views: α = 0.94, projecting the stigmatic view 
into self-identity: α = 0.85 and a reduction in self-esteem: 
α = 0.87). Results were considered significant at P < 0.05.

Then, we assigned the participating patients equally into 
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experimental and control groups, with 26 patients in each 
group. Two days a week for 90 minutes, the experimental 
group received English language instruction for 24 
weeks. During this experiment, experimental group was 
instructed using the Oxford university press textbook, New 
Headway (beginner), written by Liz and John Soars. We 
used the New Headway, to practice grammar, vocabulary, 
and language skills (listening, speaking, reading, and 
writing) while engaging the learners in communicative 
role-plays and personalizing the experience. The book 
helped the students practice the English language in 
context with authentic material from different sources. 
Different comprehension activities, language exercises, 
and communication activities reinforced the four skills 
of listening, speaking, reading, and writing. In several 
sections, the learners practiced speaking and written 
communication skills in a real-world environment. A total 
of 48 sessions were spent teaching the six units in the book.

The pre-test and post-test contained different questions 
to avoid repetition effects. Three authors of the paper 
had agreed on the study’s pre-test and post-test before 
it began. A post-test was conducted to measure the 
degree of improvement in each learner’s English-
language proficiency at the end of the implementation 
period. In addition, both groups completed a self-stigma 
questionnaire. The researchers collected the data and 
analyzed them directly. The only difference between the 
experimental and control group was teaching the English 
language to experimental group patients.

Results
As presented in Table 1, there was no significant difference 
in mean scores for English language proficiency in the 
pre-test of the control and experimental groups (P >  
0.05). Independent t-tests (Table 2) affirmed significant 
gains in English language proficiency of the learners in 
the EG group in the post-test (P < 0.01). The effect size 
was effect size (ES) = 6.95 and r  = 0.96. 

Paired samples t tests revealed that learners in the 
experimental group had significant improvements in 
English language proficiency in the post-test. The effect 
size was ES = 7.32 and r = 0.96 (P < 0.01). Additionally, the 
control group learners had no gains in English language 
proficiency (P > 0.05). Tables 3 and 4 indicate the results 

of paired samples t tests.
The research hypothesis predicted that English 

language instruction would significantly differ between 
the groups based on stigma. As presented in Table 5, 
there was no significant difference in the mean scores for 
self-stigma in the pre-test of the control and experimental 
groups (p >  0.05). Independent t-tests (Table 6) affirmed 
significant gains in stigma reduction for the patients in 
the experimental group in the post-test (P < 0.01). The 
effect size was ES = 14.73 and r = 0.99. 

Paired samples t tests revealed that learners in the 
experimental group had significant improvements in 
stigma reduction in the post-test. The effect size was 
ES = 8.28 and r = 0.97 (P < 0.01). Additionally, the control 
group students had no gains in stigma reduction (P >  0.01). 
Tables 7 and 8 indicate the results of paired samples t-tests.

Discussion 
Instructing mental health patients in the English 
language led to a great deal of change in English language 
proficiency and the stigma they face due to mental 
disorders. The findings of this study provide theoretical 
support for Norton’s1 investment model and demonstrate 
its applicability among people with mental problems. 
Furthermore, the study proves that English language 
teaching can be implemented successfully among patients 
with mental disorders, which has not received adequate 
attention in academic studies.

The experimental group’s higher performance is 
consistent with Staudinger and Kunzmann.44 They found 
that individuals change or develop when they face and try 
to adapt to new life experiences (in this case, second or 
foreign language exposure), which dramatically affects 
their social-emotional growth and can lead to successful 
social interactions. Ghaznavi et a145 and Golshanet al46 
found successful English language training accompanied 
by some positive changes in learners with special needs, 
which is in line with our findings.

Since investment with a sociological view considers a 
significant connection between a learner’s passion and 
engagement in learning a language and their dynamic 
identity,1,47 this study demonstrates how patients’ stigma, 
which is potent and changeable across time and space, has 
been impacted by English language learning. Learning 

Table 1. Independent t test of English language proficiency (pre-test)

Variable Group N Mean
Standard 
deviation

T test df P value

Language 
proficiency 
test

Control 26 2.69 1.74
-0.52 50 0.60

Experimental 26 2.92 1.44

Table 2. Independent t test of English language proficiency (post-test)

Variable Group N Mean
Standard 
deviation

T test df P value

Language 
Proficiency 
Test

Control 26 2.65 1.72
-25.10 50 0.00

Experimental 26 15.15 1.87

Table 3. Paired t test of English language proficiency (control group) 

Variable Group N Mean
Standard 
deviation

T test df P value

Language 
proficiency 
test

Pretest 26 2.69 1.74
0.73 25 0.94

Posttest 26 2.65 1.72

Table 4. Paired t test of English language proficiency (experimental group)

Variable Group N Mean
Standard 
deviation

T test df P value

Language 
proficiency 
test

Pretest 26 2.92 1.44
-30.20 25 0.00

Posttest 26 15.15 1.87
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a new language is a complex process that includes the 
entire person, physically, intellectually, and emotionally. 
Patients (language learners) in this experience oscillated 
between comprehension of themselves as speakers of 
their first language (L1) and an awareness of themselves 
as learners of a second language (L2), in terms of how they 
‘identify’ themselves. As a result, identity development 
through language use is thought to be a multilayered, 
non-stop, and dynamic process48 Furthermore, it is 
considered that language is vital to both human cognition 
and condition, identity building, and self-development.49 
In line with our findings, Norton50 proposed that language 
both shapes and is shaped by one’s identity. Furthermore, 
it is widely acknowledged that language learning and 
identity reconstruction are inextricably linked,30,35,49-51 
though discussions of identity theory rarely fall directly 
under the umbrella of SLA research.52

Thornicroft et al53 reported that social interaction is 
among the most effective interventions for improving 
stigma-related knowledge and attitudes in the short term, 
which confirms our findings. According to Sewilam et al,54 
stigma reduction tactics differ depending on contextual 
elements such as politics, social level, culture, religion, 
and media. Therefore, studies of context conditions and 
appropriate techniques are needed to examine English 
language learning among patients with mental disorders 
in other cultures and contexts.

Conclusion 
The current study adds to our understanding of English 
language teaching and learning in the medical field. The 
findings support second language teaching to reduce 
stigma among those suffering from mental illnesses. 
This is a starting point of a journey, and more study is 
needed to delve into the complexities of English language 
acquisition and how it can accelerate the improvement and 
rehabilitation of people suffering from mental illnesses. 
Language plays a crucial role in establishing one’s social 
identity and distinguishing oneself from others. Similarly, 
identities can be imposed by the language used, and 
language users may modify their language usage to fit in 
with a dominant group’s social identity.55

It is essential to mention some limitations of the current 
study. Individuals with diverse diagnoses were combined 

into one diagnostic category to simplify the analysis 
because the study encompassed such a broad range of 
mental disorders that it could not detect differences 
between the same groups of patients. Larger sample size 
and more specific diagnostic categories are necessary for 
future research. Moreover, the convenient nature of the 
sample used in the current study limits the possibility of 
the findings’ generalizability to a larger population. Stigma 
toward mental illness differs from culture to culture.56 
Future studies can show the diversity of stigmatic views 
across cultures. 

Acknowledgments 
Patients and academic staff at Shafa Mental-Health Center who 
voluntarily consented to participate in the study are greatly 
appreciated.

Authors’ contributions 
 
All authors contributed to the research design, data collection, 
drafting, and revisions. 

Competing interests 
The authors declared no competing interests. 

Ethical approval
The participants and their families were informed of the purpose and 
procedure of the study before the project began. A regional hospital 
responsible for the patients’ welfare approved the program’s ethical 
considerations. Participants remained anonymous, and their data 
were confidential. 

References
1. Norton B. Language and identity. In: Hornberger NH, McKay 

S, ed. Sociolinguistics and Language Education. Bristol: 
Multilingual Matters; 2010. p. 349-69.

2. Corrigan PW, Watson AC, Barr L. The self–stigma of mental 
illness: implications for self–esteem and self–efficacy. 
J Soc Clin Psychol. 2006;25(8):875-84. doi: 10.1521/
jscp.2006.25.8.875.

3. Vigo D, Thornicroft G, Atun R. Estimating the true global 
burden of mental illness. Lancet Psychiatry. 2016;3(2):171-8. 
doi: 10.1016/s2215-0366(15)00505-2.

4. Alloh FT, Regmi P, Onche I, van Teijlingen E, Trenoweth S. 
Mental health in low-and middle income countries (LMICs): 
going beyond the need for funding. Health Prospect. 
2018;17(1):12-7. doi: 10.3126/hprospect.v17i1.20351.

5. Rathod S, Pinninti N, Irfan M, Gorczynski P, Rathod P, Gega L, et 
al. Mental health service provision in low-and middle-income 
countries. Health Serv Insights. 2017;10:1178632917694350. 

Table 5. Independent t test of self-stigma (pre-test)

Variable Group N Mean
Standard 
deviation

T test df
P 

value

Self-stigma
Control 26 36.81 1.94

0.10 38.10 0.9
Experimental 26 36.73 3.65

Table 6. Independent t test of self-stigma (post-test)

Variable Group N Mean
Standard 
deviation

T test df P value

Self-stigma
Control 26 37.04 1.75

53.09 50 0.000
Experimental 26 13.88 1.37

Table 7. Paired t test of self-stigma (control group) 

Variable Group N Mean
Standard 
deviation

T test df P value

Self-stigma
Pretest 26 36.81 1.94

1.29 25 0.2
Posttest 26 37.04 1.75

Table 8. Paired t test of self-stigma (experimental group)

Variable Group N Mean
Standard 
deviation

T test df P value

Self-stigma
Pretest 26 36.73 3.65

29.51 25 0.00
Posttest 26 13.88 1.36

https://doi.org/10.1521/jscp.2006.25.8.875
https://doi.org/10.1521/jscp.2006.25.8.875
https://doi.org/10.1016/s2215-0366(15)00505-2
https://doi.org/10.3126/hprospect.v17i1.20351


English language learning and mental disorder patients’ self-stigma

                    Res Dev Med Educ, 2022, 11, 111 5

doi: 10.1177/1178632917694350.
6. Cía AH, Stagnaro JC, Aguilar Gaxiola S, Vommaro H, Loera 

G, Medina-Mora ME, et al. Lifetime prevalence and age-of-
onset of mental disorders in adults from the Argentinean Study 
of Mental Health Epidemiology. Soc Psychiatry Psychiatr 
Epidemiol. 2018;53(4):341-50. doi: 10.1007/s00127-018-
1492-3.

7. Shammari M, Waggas DS, Hasan AA. Assessment of nursing 
students’ attitudes and stigma towards mental illness: a cross-
sectional study. J Nurs Educ Pract. 2020;10(9):1-11. doi: 
10.5430/jnep.v10n9p1.

8. Ciftci A, Jones N, Corrigan PW. Mental health stigma in the 
Muslim community. J Muslim Ment Health. 2013;7(1):17-32.

9. Saxena S, Funk M, Chisholm D. WHO’s Mental Health Action 
Plan 2013-2020: what can psychiatrists do to facilitate its 
implementation? World Psychiatry. 2014;13(2):107-9. doi: 
10.1002/wps.20141.

10. Link BG, Struening EL, Rahav M, Phelan JC, Nuttbrock L. On 
stigma and its consequences: evidence from a longitudinal 
study of men with dual diagnoses of mental illness and 
substance abuse. J Health Soc Behav. 1997;38(2):177-90. doi: 
10.2307/2955424.

11. Wittchen HU, Jacobi F, Rehm J, Gustavsson A, Svensson M, 
Jönsson B, et al. The size and burden of mental disorders 
and other disorders of the brain in Europe 2010. Eur 
Neuropsychopharmacol. 2011;21(9):655-79. doi: 10.1016/j.
euroneuro.2011.07.018.

12. Bos AER, Pryor JB, Reeder GD, Stutterheim SE. Stigma: 
advances in theory and research. Basic Appl Soc Psych. 
2013;35(1):1-9. doi: 10.1080/01973533.2012.746147.

13. Brohan E, Elgie R, Sartorius N, Thornicroft G. Self-stigma, 
empowerment and perceived discrimination among people 
with schizophrenia in 14 European countries: the GAMIAN-
Europe study. Schizophr Res. 2010;122(1-3):232-8. doi: 
10.1016/j.schres.2010.02.1065.

14. Schulze B, Angermeyer MC. Subjective experiences of stigma. 
A focus group study of schizophrenic patients, their relatives 
and mental health professionals. Soc Sci Med. 2003;56(2):299-
312. doi: 10.1016/s0277-9536(02)00028-x.

15. Lysaker PH, Tsai J, Yanos P, Roe D. Associations of multiple 
domains of self-esteem with four dimensions of stigma in 
schizophrenia. Schizophr Res. 2008;98(1-3):194-200. doi: 
10.1016/j.schres.2007.09.035.

16. Lysaker PH, Vohs JL, Tsai J. Negative symptoms and 
concordant impairments in attention in schizophrenia: 
associations with social functioning, hope, self-esteem and 
internalized stigma. Schizophr Res. 2009;110(1-3):165-72. 
doi: 10.1016/j.schres.2009.01.015.

17. Corrigan PW, Druss BG, Perlick DA. The impact of mental 
illness stigma on seeking and participating in mental health 
care. Psychol Sci Public Interest. 2014;15(2):37-70. doi: 
10.1177/1529100614531398.

18. Gerlinger G, Hauser M, De Hert M, Lacluyse K, Wampers 
M, Correll CU. Personal stigma in schizophrenia spectrum 
disorders: a systematic review of prevalence rates, correlates, 
impact and interventions. World Psychiatry. 2013;12(2):155-
64. doi: 10.1002/wps.20040.

19. Sharaf AY, Ossman LH, Lachine OA. A cross-sectional study 
of the relationships between illness insight, internalized 
stigma, and suicide risk in individuals with schizophrenia. 
Int J Nurs Stud. 2012;49(12):1512-20. doi: 10.1016/j.
ijnurstu.2012.08.006.

20. Sharac J, McCrone P, Clement S, Thornicroft G. The economic 
impact of mental health stigma and discrimination: a 
systematic review. Epidemiol Psichiatr Soc. 2010;19(3):223-
32. doi: 10.1017/s1121189x00001159.

21. Angermeyer MC, Dietrich S. Public beliefs about and attitudes 
towards people with mental illness: a review of population 
studies. Acta Psychiatr Scand. 2006;113(3):163-79. doi: 
10.1111/j.1600-0447.2005.00699.x.

22. Goffman E. Stigma: Notes on the Management of Spoiled 
Identity. Simon and Schuster; 2009.

23. Corrigan PW, Penn DL. Lessons from social psychology on 
discrediting psychiatric stigma. Am Psychol. 1999;54(9):765-
76. doi: 10.1037//0003-066x.54.9.765.

24. Fiske ST. Stereotyping, prejudice, and discrimination. In: 
Gilbert DT, Fiske ST, Lindzey G, eds. The Handbook of Social 
Psychology. McGraw-Hill; 1998. p. 357-411.

25. Mestdagh A, Hansen B. Stigma in patients with schizophrenia 
receiving community mental health care: a review of 
qualitative studies. Soc Psychiatry Psychiatr Epidemiol. 
2014;49(1):79-87. doi: 10.1007/s00127-013-0729-4.

26. Gee JP. Chapter 3: Identity as an analytic lens for research 
in education. Rev Res Educ. 2000;25(1):99-125. doi: 
10.3102/0091732x025001099.

27. Hirst E. Identity construction in complex second language 
classrooms. Int J Educ Res. 2007;46(3-4):159-71. doi: 
10.1016/j.ijer.2007.09.008.

28. Su Kim L. Multiple identities in a multicultural world: a 
Malaysian perspective. J Lang Identity Educ. 2003;2(3):137-
58. doi: 10.1207/s15327701jlie0203_1.

29. Luke A. Literacy and the other: a sociological approach to 
literacy research and policy in multilingual societies. Read 
Res Q. 2003;38(1):132-41.

30. Norton B. Identity as a sociocultural construct in second 
language education. TESOL in Context. 2006(2006):22-33. 
doi: 10.3316/aeipt.158123.

31. Weedon C. Feminist Practice & Poststructuralist Theory. 
Wiley-Blackwell; 1996.

32. Gu MM. Identities constructed in difference: English language 
learners in China. J Pragmat. 2010;42(1):139-52. doi: 
10.1016/j.pragma.2009.06.006.

33. Norton B. Identity and Language Learning: Gender, Ethnicity, 
and Educational Change. Longman Publishing Group; 2000.

34. Norton B, Toohey K. Changing perspectives on good 
language learners. TESOL Q. 2001;35(2):307-22. doi: 
10.2307/3587650.

35. Peirce BN. Social identity, investment, and language learning. 
TESOL Q. 1995;29(1):9-31. doi: 10.2307/3587803.

36. Ricento T. Considerations of identity in L2 learning. In: Hinkel 
E, ed. Handbook of Research in Second Language Teaching 
and Learning. Routledge; 2005. p. 895-910.

37. Barnawi O. The construction of identity in L2 academic 
classroom community: a small scale study of two Saudi MA in 
TESOL students at North American University. J Lang Linguist 
Stud. 2009;5(2):62-84.

38. Bialystok E, Hakuta K. In Other Words. New York: Basic 
Books; 1994.

39. Lave J, Wenger E. Situated Learning: Legitimate Peripheral 
Participation. Cambridge: Cambridge University Press; 1991.

40. Morita N. Negotiating participation and identity in second 
language academic communities. TESOL Q. 2004;38(4):573-
603. doi: 10.2307/3588281.

41. Norton B. Non-participation, imagined communities and the 
language classroom. In: Breen M, ed. Learner Contributions 
to Language Learning: New Directions in Research. Harlow: 
Pearson Education; 2001. p. 159-71.

42. World Health Organization (WHO). The ICD-10 Classification 
of Mental and Behavioural Disorders: Clinical Descriptions 
and Diagnostic Guidelines. WHO; 1992.

43. Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines 
for the process of cross-cultural adaptation of self-report 

https://doi.org/10.1177/1178632917694350
https://doi.org/10.1007/s00127-018-1492-3
https://doi.org/10.1007/s00127-018-1492-3
https://doi.org/10.5430/jnep.v10n9p1
https://doi.org/10.1002/wps.20141
https://doi.org/10.2307/2955424
https://doi.org/10.1016/j.euroneuro.2011.07.018
https://doi.org/10.1016/j.euroneuro.2011.07.018
https://doi.org/10.1080/01973533.2012.746147
https://doi.org/10.1016/j.schres.2010.02.1065
https://doi.org/10.1016/s0277-9536(02)00028-x
https://doi.org/10.1016/j.schres.2007.09.035
https://doi.org/10.1016/j.schres.2009.01.015
https://doi.org/10.1177/1529100614531398
https://doi.org/10.1002/wps.20040
https://doi.org/10.1016/j.ijnurstu.2012.08.006
https://doi.org/10.1016/j.ijnurstu.2012.08.006
https://doi.org/10.1017/s1121189x00001159
https://doi.org/10.1111/j.1600-0447.2005.00699.x
https://doi.org/10.1037/0003-066x.54.9.765
https://doi.org/10.1007/s00127-013-0729-4
https://doi.org/10.3102/0091732x025001099
https://doi.org/10.1016/j.ijer.2007.09.008
https://doi.org/10.1207/s15327701jlie0203_1
https://doi.org/10.3316/aeipt.158123
https://doi.org/10.1016/j.pragma.2009.06.006
https://doi.org/10.2307/3587650
https://doi.org/10.2307/3587803
https://doi.org/10.2307/3588281


Yousefi et al

 Res Dev Med Educ, 2022, 11, 116

measures. Spine (Phila Pa 1976). 2000;25(24):3186-91. doi: 
10.1097/00007632-200012150-00014.

44. Staudinger UM, Kunzmann U. Positive adult personality 
development: adjustment and/or growth? Eur Psychol. 
2005;10(4):320-9. doi: 10.1027/1016-9040.10.4.320.

45. Ghaznavi N, Haddad Narafshan M, Tajadini M. Ego-resiliency 
and physically-disabled learners: the implementation of a 
multiple intelligences teaching approach. Res Dev Med Educ. 
2021;10(1):4. doi: 10.34172/rdme.2021.004.

46. Golshan F, Moinzadeh M, Haddad Narafshan M, Afarinesh 
MR. The efficacy of teaching English as a foreign language to 
Iranian students with autism spectrum disorder on their social 
skills and willingness to communicate. Iran J Child Neurol. 
2019;13(3):61-73. doi: 10.22037/ijcn.v13i3.16907.

47. Norton B, Toohey K. Identity, language learning, and social 
change. Lang Teach. 2011;44(4):412-46. doi: 10.1017/
s0261444811000309.

48. Larsen-Freeman D, Cameron L. Complex Systems and Applied 
Linguistics. Oxford: Oxford University Press; 2008.

49. Edwards M. Civil Society. Polity Press; 2009.

50. Norton B. Language, identity, and the ownership of English. 
TESOL Q. 1997;31(3):409-29. doi: 10.2307/3587831.

51. Johnson K, Johnson H. Encyclopedic Dictionary of Applied 
Linguistics. Blackwell Publishing; 1998.

52. Ortega L. Understanding Second Language Acquisition. 
Routledge; 2014.

53. Thornicroft G, Brohan E, Rose D, Sartorius N, Leese M. 
Global pattern of experienced and anticipated discrimination 
against people with schizophrenia: a cross-sectional survey. 
Lancet. 2009;373(9661):408-15. doi: 10.1016/s0140-
6736(08)61817-6.

54. Sewilam AM, Watson AM, Kassem AM, Clifton S, McDonald 
MC, Lipski R, et al. Suggested avenues to reduce the stigma 
of mental illness in the Middle East. Int J Soc Psychiatry. 
2015;61(2):111-20. doi: 10.1177/0020764014537234.

55. Gee JP. Affinity spaces. In: Situated language and learning: A 
critique of traditional schooling. Routledge; 2004. p. 77-83.

56. Abdullah T, Brown TL. Mental illness stigma and ethnocultural 
beliefs, values, and norms: an integrative review. Clin Psychol 
Rev. 2011;31(6):934-48. doi: 10.1016/j.cpr.2011.05.003.

https://doi.org/10.1097/00007632-200012150-00014
https://doi.org/10.1027/1016-9040.10.4.320
https://doi.org/10.34172/rdme.2021.004
https://doi.org/10.22037/ijcn.v13i3.16907
https://doi.org/10.1017/s0261444811000309
https://doi.org/10.1017/s0261444811000309
https://doi.org/10.2307/3587831
https://doi.org/10.1016/s0140-6736(08)61817-6
https://doi.org/10.1016/s0140-6736(08)61817-6
https://doi.org/10.1177/0020764014537234
https://doi.org/10.1016/j.cpr.2011.05.003

