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Abstract 
 

This research explores the experiences of Omani mothers in their lives with 

their children with autism spectrum disorder (ASD) and the decisions and 

choices they make about their education.  The study is comprised of three 

sequential phases with three different data collection methods: the first is a 

story narration (written or recorded by 25 mothers); the second phase involves 

semi-structured interviews with 11 mothers; the third phase incorporates in-

depth building-rapport days with three mothers and their children. Thematic 

analysis is used to try to understand and to examine the experiences of the 

Omani mothers of children with ASD. 

 

The findings show that receiving a diagnosis of ASD for their children is a highly 

important event that results in a range of emotional responses in Omani 

mothers. Mothers also express different emotional responses about their 

children’s development and about their hopes and concerns for their children’s 

future. A number of influences seem to contribute to mothers’ educational 

decisions and choices, for example, the child’s characteristics, the family’s 

financial position, community support (formal and informal) and 

previous/current school experience. Findings also suggest that limited public 

awareness of ASD and lack of guidance and information seem to affect these 

decisions and choices. The research finds that these mothers have different 

experiences with regards to the availability of services for children with ASD in 

Oman, the process of accessing them and the quality of these services, if any. 

Implications are discussed for supporting mothers when making choices for 

their children’s education and ways of supporting them to achieve a more 

positive experience when accessing services. These include raising awareness 

of the public in Oman about ASD, improving the services for children with ASD 

and providing more information for parents. 
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Chapter One: Setting the Scene 
 

1.1 Introduction 
 
This study explores the experiences of Omani mothers of children with ASD, 

and their lives generally, and looks specifically at their decision-making. The 

main aim of this introductory chapter is to set the scene of the study by narrating 

the researcher’s own experience with her child with ASD, which is the principal 

underlying motivation for the study topic. The focus of the study is then defined 

in detail, its importance presented, and the research questions outlined. The 

chapter ends with the thesis outline. 

 

1.2 The starting point (my story as the mother of a child with Autism 
Spectrum Disorder (ASD) 
 
Parents, in general, wish to have a healthy, smart child with an attractive 

personality. Like most mothers, I wanted my child to be born healthy, to be 

beautiful, and to grow as smart and intelligent as many other children. I had 

ambitions for him to be well educated and to have his own strong personality, 

to be a good speaker, to be a leader, or to learn three or four languages. The 

first moment I saw him, I felt that my son would be a very successful person 

and that he would change many aspects of our life as a family. He did, but not 

in the way I expected.  

 

All those dreams have been shattered, and everything changed as my son grew 

older. My child was born healthy but we soon noticed that his developmental 

stages were totally different from other children in his age group. As an infant, 

he did not show interest in walking or talking, and he was late in calling us 

“Mama” or “Dada”. From the moment he was born, I sensed that something 

was not right with him. I never knew what had happened to cause his ‘problem’. 

People around me, at my child’s early age, were comforting me that there was 

nothing to worry about, and they were telling me stories of children who were 

late in their development but later on became as ‘normal’ as others I was also 
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trying to convince myself that my baby was as ‘normal’ as all other children. 

However, my instinct as a mother told me my son had a ‘problem’, and I needed 

to find out about it. Although he was strong and healthy, he was deemed to 

have severe learning difficulties. He was unable to respond well in various 

situations, and his speech was often difficult to understand as he was repeating 

phrases in a continuous and vague way. 

 

For the first five years, my husband and I were trying to understand our child’s 

‘problem’. So, we visited many hospitals, and we met many doctors. At the 

beginning, different doctors used a variety of labels such as Attention Deficit 

Hyperactivity Disorder (ADHD), dyslexia, and severe learning difficulties. We 

never knew what these meant; however, they made us feel comfortable as they 

were not serious issues to worry about. After a long battle with a medical 

diagnosis in Oman, a neurologist was able to provide us with a diagnosis for 

our son, and he said that our child might have something called Autism 

Spectrum Disorder (ASD). However, in order to be sure of this diagnosis, we 

needed to go to a diagnosis centre in the United Arab Emirates (specifically, 

the Dubai Autism Centre). At the beginning, I was not really bothered with the 

label because I did not know its meaning, and I had heard many doctors using 

many labels, so it could have been similar to the labels I had heard about 

previously. When I started reading about ASD on the internet, we felt 

devastated because I felt that it was my fault and that maybe I had done 

something that had affected my son’s early growth. When I experienced ASD 

through my son’s behaviour, I felt both that I was a bad mother as I could not 

parent my child well and that I was the only mother who had a child like my son. 

 

I spent two years looking for a magic pill that would make my son better. I 

strongly believed that it was a disease, and I was looking for a cure. I went to 

many doctors and tried many things that might help. I visited many traditional 

healers and used many traditional medicines to help cure him of the ‘disease’. 

I paid a lot of money for doctors and therapists, but he was barely improving. I 

never stopped, and I desperately continued searching. I wanted a miracle. I 

wanted to wake up one day and find that my son had ‘recovered’ from ASD. 

However, my feelings as a mother did not stop me supporting my son. Maybe 



 13 

it took me a long time to accept that he would always have ASD, but I came to 

realise that all I could do for him was to give him the tools to manage his life the 

best way he could. When I reflect back, I did not treat him differently in all his 

growth stages, maybe because he was my first child. Having ASD would never 

prevent me from being his mother, loving him, and looking after him. I always 

tried to find ways to train and teach him, such as being independent in feeding 

himself, getting dressed, or going to the toilet. I struggled with him, but managed 

to succeed in training him to be independent in many life skills.  

 

My husband and I aimed to find out what we could do to support our child’s 

development and learning, and what support was available in our country for a 

child like him. At the beginning, we were looking for a ‘label’ for our child’s 

condition. Later, we felt that a label was not important, but what was important 

was to support him in different stages of his education. Our first choice was to 

find a place for him in a private, mainstream nursery, though we knew there 

was a lack of support for his condition. However, we thought that staying at 

home without support would affect him negatively. Home schooling was not an 

option for me as a working mother and was not accepted in the educational 

system in Oman, so I did not consider it. At the age of 6, he was in a transitional 

stage of moving from nursery to primary school. Our choice was to enroll him, 

like other typically developing children, in a public mainstream school. We had 

always wanted him to be educated in a mainstream school. Our choice of 

mainstream education was made to help our son grow up in a ‘normal’ 

environment and to develop good social skills with other children, rather than 

the seemingly artificial world of special schools. We thought that segregation 

might make it difficult for him to socialise and communicate effectively. This was 

generally acceptable for us as parents, but the idea was rejected by teachers 

and the administration of the mainstream school, who refused to accept our son 

in their school. The school administration was not aware of the meaning of ASD, 

and they had no understanding of how to work with him.  

 

As parents, we had mixed feeling between what would be good for our son. On 

the one hand, we wanted mainstream school to develop his social skills and 

other skills. However we also felt that including him in a mainstream class in a 
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mainstream school would be a difficult environment for his development. Our 

choice then shifted to special classes in a mainstream school. Though it was 

not my preferred choice, these classes were special classes for children with 

developmental problems, such as those with ‘Downs syndrome’ or those with 

a ‘mentally retarded’ condition (as described by the school). Therefore, I fought 

for him to be included in these classes, and searched for information as to how 

to enroll him. After one year’s struggle, I was able to enroll him in these classes, 

and I was lucky to find a place for him. I was not sure that these classes were 

suitable for my son but I did not seem to have a choice, and there was no 

guidance from school teachers or from other professionals that could assist me. 

An education service was provided in these special classes, but I genuinely felt 

that the resources available there were inadequate. This left me with mixed 

feelings. I had the ‘dilemma’ of keeping him in a school with little support or 

taking him out of the school, with no other options available. Therefore, our 

choice was to keep him there, so he spent one academic year, 2009/2010, in a 

mainstream school. 

  

At this stage, my husband and I prepared an educational plan to support our 

son’s development. The plan was to include us as parents, the school, and the 

community, and it was intensive. From 2010 to 2015, my son went to a special 

classroom in a mainstream school every morning. We also enrolled him in a 

special private centre for extra support, and we integrated him in the community 

for all social events such as weddings, Eid celebrations, birthday celebrations, 

and family gatherings. The teachers in the special class within the mainstream 

school supported him with his literacy, helping him with reading and writing. In 

the evening he had one hour of one-to-one speech sessions with a speech 

therapist. He had developed considerably, but he still needed a lot of support. 

I simply hoped that one day in the future, my son would be able to lead an 

independent life and be happy. I wanted people to accept him the way he was. 

 

One of the motives for me to think of moving to the UK was to look for a ‘better’ 

place for my son and I could not do that without government funding. Thus, I 

applied for a PhD scholarship, and I got accepted. In September 2015, I moved 

to the UK for PhD studies along with my son and my family. The plan was to 
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stay here for four years and my son would join one of the special schools. Since 

then, I have found that the services, the schools and the teachers working with 

Mohammed, my son, have met my expectations. This is our final year in the UK 

and we will then move back to Oman. So now, I need to think of a new plan for 

my son as he will be 17 soon. I have been gathering information from different 

people and different organisations, but I do not know what will happen next. 

What I know now is that I will try to do my best for my son and my family. 

 

I understand that my story as the mother of a child with ASD is one story 

amongst similar stories of many other mothers. I used my parental lens here to 

think about the choices available to mothers as to how to educate their children 

with ASD and their lives with them. If children with ASD are likely to be rejected 

from schools because of their developmental problems, what alternative 

choices do mothers have in order to educate their children with ASD? I thought 

about the choices available and the decisions that mothers need to make in 

order to find places for their children with ASD in Oman. I understand that 

parents of children with disability are operating within a very narrow and often 

inflexible system of benefits allowance and access of various resources (Ryan, 

& Runswick-Cole, 2008). In addition, writing my own story gave me the idea of 

taking the narrative approach as a methodological approach, which will be 

discussed in detail in chapter three. The next section will introduce the research 

problem and the background of the study. 

 

1.3 Research problem and background 
 

Prevalence rates of ASD internationally have risen dramatically. This increase 

is often attributed to changes in the definition of ASD and diagnosis criteria, 

(Fombonne, 2003). Alongside this, there has been an increase in the 

responsibilities of families of children with ASD, as they seek an education that 

suits their children’s needs. Children with ASD differ in their personality, 

characteristics, and ‘symptoms’ (Fombonne, 2003). Thus, there can be difficulty 

in identifying a unified and effective educational method that suits the majority 

of children with ASD. Some programmes are designed to support and address 
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the needs of individuals with ASD; these include appropriate and effective 

educational practices. The difficulty for parents in Oman is even greater than in 

many other countries, for four main reasons. First of all, the prevalence of ASD 

is low in the documentation of the numbers of children with ASD, although there 

has been a rise in cases of ASD in Oman (Ouhtit et al., 2015). According to 

Ouhtit et al. (2015), “the low prevalence of ASD is related to different reasons, 

such as the absence of reliable diagnostic instruments” and the shortage of 

health services for children with ASD. In addition to that, there is a tendency for 

families in Oman to ‘hide’ their challenged children and thus limit their access 

to educational or remedial services (Profanter, 2009).  

 
Secondly, in Oman, there are some centres that offer rehabilitation for all types 

of disabilities, including children with ASD, through the following programms 

and services: special education, occupational therapy, speech therapy, 

physiotherapy, psychological counseling, behaviour modification. However, 

most of these centres are private and expensive; they have been established 

recently, between the years 2010 and 2016; and most of them are located in 

the capital city of Muscat, which many parents cannot access.  

 

Thirdly, the Ministry of Education’s (MOE) philosophy is to provide education 

for “all” children (MOE, 2008). However, from being an educator in the field of 

MOE for more than 19 years, I have noted that children with ASD are not 

included under the general umbrella of children with Special Education Needs 

(SEN), and children with ASD do not have the opportunity to be taught and 

educated in mainstream schools. As far as I know, many parents find 

themselves unable to enroll their children in any public or private centres that 

rehabilitate their children with ASD through focusing on treating their 

developmental problems and  helping them integrate with their peers in normal 

classes in public education schools. There is continuous development in 

special education (such as the increased number of children with SEN and the 

special classes in mainstream schools) in the MOE and the Ministry of Social 

Development (MOSD), but this excludes children with ASD.  
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Fourthly, families do not have access to research, or they do not have the ability 

to locate educational strategies and methods that can be suitable for their 

children. Research in the field of ASD in Oman is limited to a medical 

perspective. As a researcher, I was unable to locate any research specifically 

focusing on parents’ choices of educational strategies for their children with 

ASD (this will be discussed in detail in Chapter 2, section 2.6). I understand that 

Oman is a difficult site for my study because of the limited resources and 

educational services for children with ASD. However, it is worth investigating 

the choices parents (and, specifically, mothers) make in educating their children 

with ASD in a country with very limited educational services. I chose mothers 

because it is interesting to hear their voices about the challenges they face in 

choosing the education of their children with ASD and about their lives with 

them. It is also hoped that this research will provide an insight into the 

educational strategies that could be adopted by families in order to improve the 

educational outcomes of their children with ASD. 

 

This study has its roots in my own experiences (see section 1.2) as the mother 

of a child with ASD who has experienced the process of making educational 

choices and decisions for him, and attended many other social events such as 

family meetings through my everyday contact with many mothers of children 

with ASD, I wondered about the strategies that mothers use in order to find 

places for their children, to socialise them in different events and the ways in 

which they experience their lives with these children in a country with limited 

resources afforded to them. I expected that mothers’ experiences would vary, 

their perceptions would be different, and that they would have a range of 

different or common feelings about their lives with their children with ASD and 

about their choices and decisions about education.  

 

This study was developed from my ongoing research interest in the field of 

ASD, I have thoroughly investigated the limited research in the field of ASD in 

Oman (see chapter 2). Therefore, the study contributes towards the emerging 

body of research with regard to ASD and mothers’ experiences, and, to the best 

of my knowledge, it is the first attempt in Oman to explore the experiences and 

decision making of Omani mothers in their lives with their children with (ASD). 
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1.4 Research questions  
 

Five research questions were developed to guide the exploration of mothers’ 

choices in seeking education for their children, with the specific aim of linking 

mothers’ experiences about the availability of education services provided by 

the MOE for children with ASD, as well as examining the difficulties and 

challenges faced by mothers when educating their children with ASD. 

 

The research questions are:  

1. How do mothers experience their lives with their children with ASD? 

2. What is the meaning of ‘education’ for mothers in relation to their 

children with ASD? 

3. What are mothers’ experiences, perceptions, and feelings about the 

educational services provided by the government for their children 

with ASD? 

4. What influences mothers’ choices and decisions regarding educating 

their children with ASD? 

5. How do mothers experience the challenges or barriers, if any, in 

choosing an education for their children with ASD in Oman? 

 

1.5 Thesis outline  
 

This thesis is organised into seven chapters. Chapter One is an introductory 

chapter, to present the background of the study.  

 

Chapter Two provides a general overview of the Omani context and discusses 

education reform in Oman. It highlights the special education reforms in Oman 

by detailing all the particular elements and issues relevant to special education 

in Oman, which could help in contextualising responses to the research 

questions.  
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Chapter Three is dedicated to reviewing the relevant literature, providing a 

theoretical background to the study reported in the thesis. First, it identifies the 

key concepts of ASD and education. Then, it discusses literature in relation to 

different issues: the models of disability, how mothers experience ASD in their 

lives; early-age school choices; educational provision for children with ASD; 

parents’ involvement in the education of their children with ASD; and challenges 

faced in educating children with ASD. Next, the chapter studies the experiences 

of mothers of children with ASD in finding and choosing an education for their 

children; mothers’ perceptions of their child’s independence and future; and 

mothers’ experience with services for children with ASD. This chapter involved 

reviewing and critiquing studies conducted in various international contexts. 

 

Chapter four focuses on the methodology used for this study by providing a 

detailed account of the research paradigm adopted, the study design, and 

phases. It also presents and justifies the data collection methods used, the 

nature and size of the research sample, the piloting process of the research 

tools, and the procedures for collecting and analysing data. Later I discuss 

ethical considerations and how issues relating to research quality were 

addressed.   

 

Chapter Five presents and highlights the findings of the study, and provides an 

interpretation of these findings. The main areas from the data are presented 

and focused on in relation to different sources of data. 

 

Chapter Six discusses the key findings in relation to the research questions, 

the study context, and the reviewed literature.  

 

Chapter Seven summarises the key findings of the study, and presents its 

contribution to knowledge, implications, and recommendations. It further 

comments on the strengths and limitations of the study, and ends with my 

personal reflection on what I have learned from my experiences in carrying out 

this work.  
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1.6 Summary of Chapter One 
 

This introductory chapter provided an overview of my starting point, by narrating 

my story as the mother of child with ASD. It also discussed the focus of the 

study by outlining the research questions, then explained the significance of the 

study and the investigated research questions. It concludes by listing the 

different chapters of the thesis. The next chapter provides, a detailed account 

of the study context. 
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Chapter Two: Overview of the Omani Context 
 
 

2.1 Introduction 
 
This chapter contextualises the study by providing background information 

about the development of education in Oman, specifically, in special needs and 

ASD. The chapter starts by outlining information about the Sultanate of Oman 

and the development of services in many aspects, not only in education. Then, 

it will explain the educational system and the development of services, 

educational, medical and social. This will be followed by a discussion of special 

education and ASD services in Oman, since the current study is exploring 

mothers’ experiences about the services provided for children with ASD there. 

Then, the chapter will consider in detail ASD research in Oman. 

 

2.2 Background of Oman and the development of services  
 

Oman is located on the southeastern coast of the Arabian Peninsula. The 

country is bordered by the United Arab Emirates in the northwest, Saudi Arabia 

in the west, and Yemen in the south. It has a total area of 300,000 square 

kilometres of which 1,700 kilometres is coastline. The population is 

approximately 4.1 million (in mid-2018), of which 2.3 million are Omani citizens, 

with the remaining 1.9 million being expatriates of different nationalities. Oman 

is divided into eleven governorates: Ad Dakhiliyah, Ad Dhahirah, Al Batinah 

(North and South), Al Buraimi, Al Wusta, Ash Sharqiyah (North and South), 

Dhofar, Muscat, and Musandam (see Figure 2.1). These governorates varying 

their main geographical features comprising coastlines, mountains, and desert. 

It appears that this geographical variation, extensive desert areas, and large 

number of high mountains have impacted on the process of development in 

Oman and have affected the development of health, social, and education 

services provided for people living in Oman. This may have prevented the 

acceleration of the development process and increased the costs of service 

development in some of the rural areas. 
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Figure 2.1: Map of the Sultanate of Oman 

 

2.3 The development of the educational system in Oman  
 
The focus of this section is to explain the development of the educational 

system in Oman, and it will explain the progress that has been achieved in the 

last 50 years. Oman is classified by the World Bank as one of the developing 

countries (World Bank, 2019). It is classified along with countries such as 

Algeria, Yemen, Georgia, and Latvia. However it is also classified along with 

Malaysia, Chile, Poland, and Mexico as an upper-middle income economy. In 

other words, although its current state of development is low, its available 

resources are quite high. Therefore, Oman has a relatively good potential for 

development.  
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Education developed considerably, through a variety of stages. The beginning 

of formal education was in 1930, with only three primary schools in the country. 

Two were based in Muscat and Muttrah, and one in Salalah. These three 

schools included only 909 male students. There was also a different type of 

education, which took place in informal places like mosques, under trees, public 

spaces called ‘sabla’, or classrooms made from mud bricks. Subjects were 

mainly religious in content and included teaching of the Holy Quran and the 

basic principle of Islam, besides teaching Arabic and some basic numeric skills. 

The students progressed via a sole criterion, which was the quality of keeping 

to the Quran. Teachers did not receive any kind of training to qualify them for 

teaching. Most of them were selected for the job in terms of their ability to recite 

and comprehend the Holy Quran (MOE, 2008).  

 

The crucial era came after 1970, when His Majesty Sultan Qaboos ruled the 

country. He gained prosperity, peace, and stability during this time, and 

established a variety of reforms and achievements to develop the Omani 

Society. He carried out large-scale projects for the development of the country 

and raised the standard of living of Omani citizens; for example, there have 

been great strides in educational, social, and economical aspects. One of the 

major priorities of the new Omani government has been education (MOE, 2008; 

MOSD, 2018).  

 

Oman has witnessed an educational renaissance in the last few decades. Since 

1970, the main focus has been to develop the youth of the country, to inspire 

them and to equip them for the future. This has been done through the 

expansion and the development of education (MOE, 2008). Therefore, in the 

spirit of youth being a key success in developing the country, the government 

established further boys’ and girls’ schools. It also commenced to spread the 

modern way of education as quickly as possible. His Majesty Sultan Qaboos 

stressed the importance of education in a speech. He stated:  

 

“Education was my great concern, and I saw it was necessary to direct efforts 
to spread education. We have given the ministry of education the opportunity 
and supplied it with our capabilities to break the chains of ignorance. Schools 
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have been opened without taking into account the requirement. The important 
thing is that there should be education, even under the shadow of trees.” (MOI, 
1991, p. 19). 
 
 
Oman’s national education expanded rapidly during the 1970s and 1980s, with 

an increase in the number of private schools. The government encouraged the 

private sector to contribute to the education system. In the year 2015/2016, 

there were 715 private schools all over the country (MOE, 2019, MOSD, 2018). 

From 1970 to 2018, there was an improvement in all educational aspects such 

as private education, teacher training, higher education, and the educational 

system. Table 2.1 highlights the development in education in general, and in 

special education in particular (MOE, 2019, MOSD, 2018). 

 

 1970 2019 Ministry 
Education  909  male 

students 
30  teachers 
3 schools for 
boys 

700,000 students 
65,990 teachers 
1,125 public schools 
715 private schools 
44 international (universal) 
schools  

MOE 

Special public  
classes in a 
mainstream 
school 

0 1,471 students with learning 
difficulties  
47 with a hearing impairment 
155 with intellectual disabilities 

MOE 

Special public 
centres for 
children with 
all disabilities  

0 2,453 children with different 
disabilities 
27 Al-Wafa centres + 6 centres 
for different disabilities 
More than 415 professionals 
(special education teachers, 
occupational therapy, 
physiotherapy, speech therapy) 

MOSD 

A public 
intervention 
centre for 
children 1-15 

0 190 children 
1 centre 
34 professionals 

MOSD 

A public 
centre for 
children older 
than 15 years 
old 

0 260 children 
1 centre 
 

MOSD 

Private special 
centres for 

0 33 private centres MOSD 
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children with 
all disabilities 

837 children with different 
disabilities 
 

 

Table 2.1: Development in education and special education 

 

The structure of the educational system in Oman is underpinned by Islamic 

rules and cultures (MOE, 2008). The system is co-educational in lower grades 

(ages 6-10), and single-sex in upper grades (ages 11-18). It used to 

encompasse two different types of educational services: general education and 

basic education. General education is of twelve years’ duration (ages 6-18 

years old). Since 1998, the MOE has gradually started replacing the general 

education system with a basic education service. Basic education is also for 

twelve years. It is divided into cycle 1, which is for four years (6-10 years old), 

and cycle two, of six years’ duration (11-16 years old). Then, it is extended to 

two years of schooling, covering grades 11 and 12 (17-18 years old). Students 

who successfully pass grade 10 of basic education are promoted to study a 

specialised curriculum, taking into consideration students’ choices of optional 

courses. 

 

Education in Oman is free, but attendance is not compulsory. The MOE 

constantly reviews the educational system, to deliver a better education for 

children. (MOE, 2008). Education is organised centrally, as schools have to use 

the same curriculum provided by the MOE (MOE, 2019). Private schools may 

offer additional courses, subject to MOE approval. The same materials 

(textbooks, activity books, and teacher guides) are written, reviewed, edited, 

illustrated, and printed in Oman. Students in public schools cover the same 

number of hours assigned to each subject, applying the same timetable. There 

are different subjects taught, some of which are: Islamic studies, Arabic 

language, mathematics, sciences, English language, social studies, physical 

education, art, and music (MOE, 2008, 2019). 
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2.4 Special education in Oman 
 

In order to investigate the research topic, this section will provide a historical 

background of special education in Oman. It is important to state that Oman is 

still progressing in the field of special education and is a novice in terms of 

experience in this field. 

 

In the early-to-mid 1970s, the government’s main educational focus was to 

provide educational services for the majority of students who did not require a 

specialised curriculum. Providing educational services for children with 

disabilities was considered to be expensive, and it was perceived that only a 

very small proportion of school-age students would benefit from such services. 

In 1978 and 1979, the government started to officially recognise that children 

with different disabilities had the right to a formal schooling (MOE, 2008; MOSD, 

2018). Therefore, in the last few decades, there has been a movement towards 

the development of this, including provision for SEN students. One of the 

important movements was the establishment of the first school for students with 

special needs, called Al-Amal School, for students with hearing impairments. 

There was also Al-Fikriya School, to accommodate students with intellectual 

disabilities, and Omar bin Al-Khattab Institute, for students with visual 

impairments. These schools provide various educational programmes 

commensurate with the capabilities of each category, as well as providing 

rehabilitation and educational services. In the academic year 2015/2016, a total 

of 508 students received education in these three schools (MOE, 2015). 

Additionally, there are 27 public special centres, called Al-Wafa centres, and 33 

private special centres that are presented in figure 2.2, which illustrates the 

distribution of private and public centres in governorates of Oman (MOSD, 

2018). The figure (2.2) shows many centres in capital city, but fewer in some 

regions.  
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Figure 2.2: The distribution of private and public centres 

 

Although there has been an improvement in the provision of special places or 

centres for children with disabilities, more effort is still needed from the MOE to 

integrate children with SEN into mainstream schools (Al Fawair & Al Tobi, 

2015). There needs to be considerable coordination between the MOE and 

MOSD about disability, and there is a need to establish a disability-friendly 

environment and curriculum into mainstream schools to achieve the goal of 

education for all (Al Fawair & Al Tobi, 2015). The MOE and MOSD have 

established a shared responsibility and some further responsibility (for 

assessment) for the Ministry of Health (MOH). The MOE established a 

department for special education in each governorate, to provide special 

educational provision for children with disabilities (MOE, 2015). Another 

department, the Department of Associations and Community clubs, has been 

established in the MOSD that is responsible for providing a wide range of 

educational provisions for children with different disabilities. It also has the 

responsibility of supervising all other private special centres in Oman (see 

figure 2.3). These centres are different from schools in that they have 

professionals such as speech therapists, physiotherapists, special education 

teachers. Figure (2.3) provides an overview of the shared responsibilities 

towards children with ASD in Oman. There has also been an attempt by the 
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MOE to make programmes in schools more responsive to the needs of children 

with disabilities. The MOE also established an SEN section in 1984 that was 

later expanded into a full department (see Figure 2.3). As an outcome of 

establishing this, the MOE was in a better position to deliver educational 

programmes and to provide help and support for children with SEN. 

 

A further step by the MOE has been to understand that many students with 

SEN could achieve better results in a setting where they are educated with 

typically developing children (MOE, 2008), rather than being segregated and 

isolated in special schools. Therefore, integrating a person with disabilities 

might assist in eliminating the effects of their disability, equip them with daily 

living skills, and develop their self-confidence. This is basically to guarantee the 

rights of people with a disability (MOE, 2008). In 2001, the MOE embarked on 

an inclusive programme that was implemented to include students with learning 

difficulties alongside their peers in mainstream classes (MOE, 2015). This 

programme is called partial inclusion, and refers to one strategy of inclusion 

that provides the opportunity for students with learning difficulties to spend only 

part of their school day or week having extra support (Kivirauma & Ruoho, 

2006). The ministry also encouraged integration by establishing special classes 

in mainstream schools and providing support teaching in mainstream classes. 

This programme was developed to provide SEN students with opportunities to 

“interact, communicate, and build social networks with their peers, and to 

encourage norms of reciprocity, mutual assistance, and trustworthiness” (MOE, 

2008, p 16).  

 

Based on Omani traditions and Islamic commitments, there is an underlying 

principle of helping those with disabilities, in order for people with disabilities to 

contribute productively to building up a country’s economy. The principles of 

caring and rehabilitating people with disabilities emerge from Arab-Islamic 

values, the Omani constitutions, the National Charter, laws governing 

education and higher education, the Universal Declaration of Human Rights 

(UDHR) and the international United Nations on the Rights of Disabled Persons 

(Al Fawair & Al Tobi, 2015). These principles can be summarised as follows: a 

person with disabilities has the right to be integrated into the general life of a 
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society; has the right to a higher education and employment, commensurate 

with their capabilities and qualifications; and has the right to sports and 

recreation. They also have the right to a suitable environment, and to 

preventative health and medical treatment. They have the right to obtain aids, 

and materials that support their education, training, and movement (Al Fawair 

& Al Tobi, 2015). These different understanding are stemmed from the different 

models of disabilities which will be discussed in chapter three. 
 

2.5 Children with ASD in Oman 
 

In order to understand Omani mothers’ experiences, perceptions, and feelings 

about the services available in Oman, there is a need to explore the current 

services from the documented data available in the Omani organizations’ 

websites (MOH, MOSD & MOE), which will be covered in this section. 

 

Providing educational services for children with SEN stemmed from a 

willingness to obtain assessment, education, and rehabilitative care, to make 

them active, productive, and able to interact concurrently with life in the modern 

world. The following diagram provides a brief description of the services 

provided by three ministries: MOH, MOSD, and MOE. 
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Figure 2.3: Public services for children with ASD and other disabilities 

 

There has been great advocacy in terms of the provision of inclusive education 

in Oman, regardless of Oman being a novice country with regard to providing 

educational services for children with disabilities. However, the categories of 

SEN in inclusive classes have not yet included children with ASD. The 

integration of students with disabilities into regular schools includes those with 

hearing impairments and intellectual disabilities. Children with a diagnosis of a 

mental disability are also included in special classes in mainstream schools, 

but from my own experience as an educator in the field, if they are diagnosed 

with ASD, they will be rejected.  

 

Individual efforts have started to include children with ASD in private centres. A 

psychologist and director of the Muscat Autism Centre commented in an 

interview with an Omani local newspaper: “We are in the unfortunate position 

of having to reject applications due to lack of space at the Centre.” (Al Riyami, 

2013). In recent years, a public movement has established a few centres for 

ASD, and the MOSD in Oman recently funded care centres for disabled 

children, located in most governorates. There is also one early intervention 
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centre, which is placed in Muscat. However, these centres cannot fulfil the 

needs of all students with ASD all over the country. The majority of children with 

ASD do not receive any form of formal education because of the guilt and 

embarrassment of their parents (Al-Farsi, 2015). They may fear negative 

attitudes from the public towards the person with ASD.  

 

A recent movement towards rehabilitating children with ASD was started by the 

MOSD, to provide a number of special education services (such as 

occupational therapy, speech therapy, speech and psychological counselling, 

social, and professional configuration, physical activity, and its sensory effects) 

in rehabilitation centres for children with different disabilities. This suggests a 

medical model understanding which will be discussed in chapter 3. The number 

of children enrolled in these centres is 300. The MOSD provided rehabilitation 

services in other public and private centres for 1,037 children on the autism 

disorder spectrum during the educational year 2015-2016, along with providing 

a monthly income for 331 children (Al-Mamari, 2016). However, in recent 

statistics from the MOSD (2018), the number of children with ASD benefitting 

from the services offered by the MOSD was 989, out of a total number of more 

than 3,000 children (see Table 2.2). So nearly a third of the children benefiting 

from services are children with different disabilities.  

 

Most notably, there is a lack of a national record and a national database of 

disability in general and ASD in particular. According to Al-Farsi, et al. (2015) 

epidemiological surveys from various countries indicate an increased 

prevalence of ASD. The epidemiology of ASD in developing countries, such as 

Oman, has generally indicated a lower prevalence compared to developed 

countries in the West. The low prevalence of children with ASD as a national 

record contributed towards the delay of the rehabilitation and education 

programs and services for ASD (Al-Farsi, et al. 2015).  

 

2.6 ASD research in Oman 

This section covers academic research into ASD in Oman but also presents the 

personal circumstances of those affected by ASD, and details governmental 
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services.  

Little data was available on ASD in Oman until the ASD Research Group was 

formed in 2008. This group started researching in the field of ASD, and to date, 

they have produced fifteen studies (thirteen studies were shown in the table) 

that have explored various aspects of ASD in Oman (see Table 2.2). This 

research looked at a number of factors, including the following: the prevalence 

of ASD (Al-Farsi et al., 2011a); awareness of ASD among school teachers (Al-

Sharbati et al., 2015); awareness of ASD among healthcare providers (Al-Farsi 

et al., 2016); the socio-economic burden of ASD on families (Al-Farsi et al., 

2013c); malnutrition among children with ASD (Al-Farsi et al., 2011b); the 

association between suboptimal breastfeeding and ASD (Al-Farsi et al., 2012); 

the development of mobile applications for screening ASD (Klein et al., 2015); 

and there are other studies that have been summarised in Table (2.2). 

 

The ASD Research Group has made a great contribution in providing basic 

data for ASD in Oman, and may support the advance of infrastructure relevant 

to ASD and the medical field. However, most of the previous studies are 

quantitative and cross-sectionals such as Klein et al., (2015); Al-Sharbati et al., 

(2015); Al-Farsi et al., (2013a), or case control Al-Farsi et al., (2012); Al-Farsi 

et al., (2013b). These studies involved the use of structured questionnaires that 

included closed-ended questions, potentially affecting the ability to fully 

understand the context of the study (Creswell 2017). Almost all of these studies 

were conducted in Muscat (the capital city of Oman), which cannot represent 

or explain enough the experiences and perceptions of participants in the Omani 

context. Qualitative or mixed-method studies might be needed, in terms of 

providing detailed information to explain the context of ASD and its needs in 

Oman. It would seem to be essential to ascertain the perceptions not only of 

professionals but also those of mothers, who are less recognised in Omani 

research. This is because this group has not been explored before. The 

researchers in the previous studies proposed that research in the field of ASD 
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should be continued, especially in Oman. There is a crucial need for more 

research to be conducted in the different fields associated with ASD, because 

the incentive for establishing services for children with ASD stems from 

awareness and recognition of the increased prevalence of the condition. It is a 

profound factor in improving the educational, social, and medical remedial 

services for those children and their parents (Ouhtit, 2015). Thus, there is an 

essential need to understand and discuss ASD, in order to develop medical and 

educational services for children with ASD. The following chapter will provide 

special attention to the understanding of educational intervention approaches 

and their importance in the field of ASD.  

 

The study about the prevalence of ASD in Oman suggests a lower number 

compared to neighbouring countries. It affects 0.14 in 1,000 children, compared 

to 2.9 per 1,000 in the United Arab Emirates and 0.43 per 1,000 in Bahrain 

(Salhia et al., 2014) and the rest of the world (7.6 per 1,000 worldwide) (Baxter 

et al., 2015). However, these studies might not accurately present the actual 

number of ASD children in Oman as they used data extracted from one 

institution, which is believed to be the only formal source of records for children 

diagnosed with ASD in Oman. It seems that the prevalence of ASD in Oman, 

along with some other Arab countries, remains underestimated, due to ASD 

being undiagnosed or unrecognised in the community, especially for those with 

a mild form of the condition (Salhia et al., 2014). Al-Farsi et al. (2013) found 

that this discrepancy may be largely influenced by a variety of socio-economic 

factors, including differences in the cross-cultural presentation of ASD 

symptoms, a lack of professional services, and a lack of awareness and 

knowledge about ASD. Additionally, the low percentage of the estimated 

number of children with ASD was attributed to a lack of reporting and a lack of 

diagnosis, resulting from limited access to service centres (Al-Farsi, O, 2016; 

Ouhtit et al., 2015; and Al-Farsi et al., 2011b). It is important to mention that all 

Omani citizens or non-citizens living in Oman are served by one single child 
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psychiatry unit located in Muscat. The majority of the population may find it 

challenging to reach this unit for diagnosis or treatment. They may struggle 

financially to seek the required follow-up session for their children in this unit. 

One of the reasons for this financial struggle is the nature of some governorates 

in Oman, which are adjacent to international borders such as Buraimi, Shinas, 

and Musandam. People living in these areas may seek services closer to their 

residence, so they have not been reported in Oman. In addition to that, there 

may be a lack of awareness from children’s parents about ASD, and they may 

fail to understand or recognise symptoms associated with ASD. Thus, they may 

fail to seek a diagnosis and treatment for their children (from a medicalized 

perspective, see section 3.2), especially for children who suffer from mild forms 

of ASD (Al-Farsi et al., 2011). 

The rise of ASD will place a great demand on health and social care systems 

and will impact the economy of the country, in terms of supporting individuals 

with ASD and their families. A study of the financial burden of taking care of 

children with ASD in Oman was undertaken among 150 families (80 families 

from medium-income groups and 70 families from low-income groups) (Al-Farsi 

et al., 2013c). The findings indicated that 8% of mothers in these families had 

resigned from their job to care for their children with ASD, and 5.7% of them 

were from low-income families. 15% of the monthly family income would be 

allocated to their child with ASD in Oman. The cost might be varied based on 

the child’s age, because during childhood, the highest costs are allocated to 

special education services and parental productivity loss, whereas costs during 

adulthood fall heavily in residential care or supportive living accommodation 

and individual productivity (Knapp et al., 2009). Therefore, healthcare 

professionals and community identify a need to improve support services for 

families of children with ASD, in order to ensure that families are not affected 

throughout their children’s lifespan (Al-Farsi et al., 2013a; Al-Farsi et al., 2016; 



 35 

Al-Farsi et al., 2011a).  

 

With regard to ASD research in Oman, studies have been limited in this field. 

Until 2008, little information was known about ASD in Oman because of this 

lack. A recently formulated ASD research group at Sultan Qaboos University 

initiated research activities that resulted in important findings in the field of ASD. 

Despite this, fewer than seventeen pieces of research related to ASD were 

conducted in the years 2010 to 2016, shown in Table (2.2). Since then, I have 

found other studies published by other researchers as a work to get PhD 

degrees. 

 

Table (2.2) shows that ASD research in Oman is limited and is mostly in the 

field of medicine. The ramifications of these studies would show briefly the need 

for more studies like the current one in the field of ASD parents’ and mothers’ 

experiences. (Green = prevalence; blue = social approach; yellow = medical 

approach; orange = Diagnosis; and grey= both social and medical approach). 

No
. 

Authors and Title Method Number of 
Participants 

Findings 

1 Al-Farsi, Y. M., Al-
Sharbati, M. M., Al-Farsi, 
O. A., Al-Shafaee, M. S., 
Brooks, D. R., & Waly, M. 
I. (2011a). Brief report: 
Prevalence of autistic 
spectrum disorders in the 
Sultanate of Oman. 
Journal of ASD and 
Developmental Disorders, 
41, 821–825. 

Cross-
sectional 
study to 
estimate the 
prevalence of 
ASD among 
0–14 year old 
children. 
(questionnair
e) 

 

113 parents The findings reported 
low prevalence of ASD 
in Oman cause by 
under-diagnosis and 
under-reporting. 

2 Al-Farsi, Y. M., Al-
Sharbati, M. M., Waly, M. 
I., Al-Farsi, O. A., Al 
Shafaee, M. A., & Deth, 
R. C. (2011b). 
Malnutrition among 
preschool-aged autistic 
children in 
Oman. Research in 
Autism Spectrum 

A cross-
sectional 
study  

 

128 children 
with ASD 
(3–5 years 
of age) 

ASD children of preschool 
age in Oman showed a 
general tendency towards 
malnutrition. Extensive 
educational and advisory 
efforts are called for in 
order to mitigate this 
problem and its 
corresponding 
complications among this 
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Disorders, 5(4), 1549-
1552. 

vulnerable group.  

3 Al-Farsi, Y. M., Al-
Sharbati, M. M., Waly, M. 
I., Al-Farsi, O. A., Al-
Shafaee, M. A., Al-
Khaduri, M. M., ... & 
Deth, R. C. (2012). Effect 
of suboptimal breast-
feeding on occurrence of 
autism: a case–control 
study. Nutrition, 28(7-8), 
e27-e32. 
 

A case–
control study  

 

102 children 
with ASD 
and 102 
matched 
healthy 
controls  

 

An increased risk of ASD 
has been associated with 
suboptimal breast-feeding 
practices in Oman. The risk 
decreased in a dose-
response fashion with 
increasing periods of 
exclusive breast-feeding 
for the first 6 months and 
with periods of continued 
breast-feeding during the 
first 2 years of the child’s 
life. 

4 Al-Farsi, Y. M., Waly, M. 
I., Al-Sharbati, M. M., Al-
Shafaee, M. A., Al-Farsi, 
O. A., Al-Khaduri, M. M., 
... & Deth, R. C. (2013a). 
Levels of heavy metals 
and essential minerals in 
hair samples of children 
with autism in Oman: a 
case–control 
study. Biological trace 
element research, 151(2), 
181-186. 

A case 
control study 

Parental 
interviews 
were held 
and dietary 
intake 
questionnaire
s completed 
in conjunction 
with the 
collection of 
hair samples  

27 children 
with ASD 
and 27 
matched 
non-ASD 
controls  

 

Children with ASD had 
higher levels of heavy 
metals in their hair than 
non-ASD controls and had 
higher levels of the 
essential minerals sulfur, 
sodium, magnesium, 
potassium, zinc, and iron, 
but lower levels of calcium 
and copper in their hair 
samples. 

5 Al-Farsi, Y. M., Waly, M. 
I., Al-Sharbati, M. M., Al-
Shafaee, M., Al-Farsi, O., 
Al-Fahdi, S., ... & Al-
Adawi, S. (2013b). 
Variation in socio-
economic burden for 
caring of children with 
autism spectrum disorder 
in Oman: caregiver 
perspectives. Journal of 
autism and 
developmental 
disorders, 43(5), 1214-
1221. 

A cross-
sectional 
study  

 

150 
caregivers 
of children 
with ASD  
from two 
types of 
socio-
economic 
status (SES) 
groups (low-
income and 
middle-high 
income)  
 

Caregivers felt that there is 
a lack of adequate remedial 
and rehabilitation services 
in the country. Similarly, 
caregivers expressed 
reservation in endorsing 
the quality of the services 
offered by the mental 
health profession. The net 
socio-economic outcome 
appears to be downward 
social mobility, as many of 
the caregivers relinquish 
their income-generating 
jobs in order to focus on 
their cognitively, socially, 
and behaviorally 
challenged children.  
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6 Al-Farsi, Y. M., Waly, M. 
I., Deth, R. C., Al-
Sharbati, M. M., Al-
Shafaee, M., Al-Farsi, O., 
... & Al-Adawi, S. (2013c). 
Low folate and vitamin 
B12 nourishment is 
common in Omani 
children with newly 
diagnosed 
autism. Nutrition, 29(3), 
537-541. 
 

A case–
control study  

Blood 
samples were 
collected 
from each of 
the 40 cases 
and 40 
controls 
matched for 
age, sex, and 
weight  

 

80 Omani 
children (40 
children with 
ASD versus 
40 non-ASD 
controls)  

 

The ASD cases showed 
significantly lower levels of 
folate, vitamin B12, and 
related parameters in 
dietary intake and serum 
levels. This data showed 
that Omani children with 
ASD exhibit significant 
deficiencies in folate and 
vitamin B12, and the study 
calls for increasing efforts 
to ensure sufficient intake 
of essential nutrients by 
children with ASD, to 
minimise or reverse any 
ongoing impact of nutrient 
deficiencies.  

 
7 Al-Sharbati, M. M., Al-

Farsi, Y.  M., Ouhtit, A., 
Waly, M. I., Al-Shafaee, 
M., Al-Farsi, O.  & Al-
Adawi, S. (2015). 
Awareness about autism 
among school teachers in 
Oman: A cross-sectional 
study. Autism, 19(1), 6-
13. 

A cross-
sectional 
study 

164 Omani 
teachers 
from 5 
schools 

The research found that 
misconceptions about ASD 
seemed to be common 
among mainstream 
teachers in Oman. This 
was related to 
sociocultural patterning, as 
well as conflicting views 
from community and 
media. 

8 Al-Farsi, Y. M., Al 
Shafaee, M. A., Al-
Lawati, K. S., Al-Sharbati, 
M. M., Al-Tamimi, M. F., 
Al-Farsi, O. A., Al Hinai, 
J. A. & Al-Adawi, S. S. 
2016. Awareness about 
Autism among Primary 
Healthcare Providers in 
Oman: A Cross-Sectional 
Study. Global Journal of 
Health Science, 9, 65.  

A cross-
sectional 
study 

113 working 
at primary 
healthcare 
centers  
 

The health providers 
appear to have suboptimal 
awareness of etiological 
factors relevant for the 
development of autism, its 
common signs and 
symptoms, perceived 
correlates, as well as the 
social dimension. The 
number of years in 
practice has little bearing 
on awareness.  

9 Ouhtit, A., Al-Farsi, Y., Al-
Sharbati, M., Waly, M., 
Gupta, I., Al-Farsi, O., ... 
& Al-Adawi, S. (2015). 

- - In Oman, the lower 
reported rate of ASD could 
be directly related to 
various sociocultural 
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Underlying factors behind 
the low prevalence of 
autism spectrum 
disorders in Oman: 
Sociocultural 
perspective. Sultan 
Qaboos University 
Medical Journal, 15(2), 
e213. 
 

factors. This potential 
discrepancy in the 
prevalence rate of ASD 
may stem from cross-
cultural variations in the 
manifestation of 
behavioural and emotional 
disorders. If the current, 
apparently low, prevalence 
in Oman is in fact just a 
consequence of under-
diagnosis and under-
reporting, a concerted 
effort is needed to increase 
public awareness of ASD.  

10 Klein, T. J., Al-Ghasani, 
T., Al-Ghasani, M., 
Akbar, A., Tang, E., & Al-
Farsi, Y. (2015). A mobile 
application to screen for 
autism in Arabic-speaking 
communities in 
Oman. The Lancet Global 
Health, 3, S15. 

Developing 
software to 
screen 
children with 
ASD 

130 
participants:  
65 
caregivers 
of children 
with ASD 
and 65 
caregivers 
of TD 
children 

The team have developed 
a mobile application to 
screen for autism in Arabic-
speaking populations that 
is both sensitive and 
specific.  
 

11 Al-Kindi, N. M., Al-Farsi, 
Y. M., Waly, M. I., Al-
Shafaee, M. S., Bakheit, 
C. S., Al-Sharbati, M. M., 
& Al-Adawi, S. (2016). 
Comparative assessment 
of eating behaviour 
among children with 
autism to typically 
developing children in 
Oman. Canadian Journal 
Clinical Nutrition, 4(2), 
51-64. 
 

Anthropomor
phic data and 
clinical 
characteristic
s were 
sought from 
the parents. 
Brief Autism 
Mealtime 
Inventory was 
used to 
evaluate the 
mealtime 
behaviour of 
children.  

Parents of 
163 ASD 
and 212 TD 
children, 
aged 4 to 13 
years, 
participated 
in the study  
 

The study provided 
information that children 
with ASD display more 
problematic behavior than 
typically developing 
children. Although 
problematic behaviour in 
ASD children is not 
considered a core feature 
of autism, it can, however, 
be associated with part of 
the phenotypic features of 
ASD.  
 

12 Al-Farsi, O. A., Al-Farsi, 
Y. M., Al-Sharbati, M. M., 
& Al-Adawi, S. (2016). 
Stress, anxiety, and 
depression among 
parents of children with 
autism spectrum disorder 
in Oman: a case–control 
study. Neuropsychiatric 

A case–
control study  
  

220 parents 
(107 fathers 
and 113 
mothers)  
 

All indices of stress, 
depression, and anxiety 
were higher in caregivers of 
children with ASD 
compared to other 
caregivers in the control 
group, and caring for 
children impacts the mental 
health status of caregivers.  
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disease and 
treatment, 12, 1943. 

 

13 Al-Farsi, O. (2016). The 
Quality of life among 
Parents of Children with 
ASD Spectrum Disorder 
in Oman. Sultan Qaboos 
University. Unpublished 
PhD thesis. 

A cross-
sectional 
study 

 

220 parents This study investigates the 
quality of life among 
parents of children with 
ASD in Oman. The study 
aimed to find out whether 
the behaviour and sleep 
problems of children with 
ASD affect parents’ stress, 
parents’ burden and 
parents’ low-quality sleep. 

14 Al-Wahaibi, A., Al-Hajry, 
M., Al-Bahrani, Z., & Al-
Busaidi, K. A. (2016). The 
Development and 
Acceptance of Autism 
Advisory Expert 
System. International 
Journal of Computing & 
Information 
Sciences, 12(2), 179. 
 

This research 
paper aimed 
to develop an 
expert 
system 
designed to 
offer parents 
an initial 
diagnosis for 
ASD 

- The system covers five 
diagnoses: autism in low, 
medium, and high levels; 
Asperger’s disorder; and 
childhood disintegrative 
disorder (CDD). Once the 
system gives the parents a 
diagnosis, it also offers a 
set of general advice for 
parents to follow so their 
child’s case won’t worsen. 
The system was evaluated 
by a domain expert and a 
set of potential users who 
listed the benefits, 
limitations, and risks.  

15 Alshekaili, M., Al-Balushi, 
N., Al-Alawi, M., Mirza, 
H., Al-Huseini, S., Al-
Balushi, M., ... & Al-
Adawi, S. (2019). Risk 
factors underlying 
depressive symptoms 
among parents/primary 
care providers of kids 
with autism spectrum 
disorder: A study from 
Muscat, 
Oman. Perspectives in 
psychiatric care. 

A cross-
sectional 
analytical 
study  

 

120 
participants 

This study suggested that 
depressive symptoms, as 
elicited by the PHQ-9, are 
common among 
parents/caregivers of 
children with ASD seeking 
consultation at a tertiary 
care center in Muscat, 
Oman. The rate of 
depressive symptoms 
appears to be higher when 
using the PHQ-9 compared 
to other instruments. 
Predictors of depression 
from this study included 
socio-economic status and 
being the sole 
parent/caregiver. Of the 
two, lower income appears 
to bear the brunt of 
vagaries of depressive 
symptoms.  
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16 AlMaskari, T. S. (2018). A 
mixed methods study 
exploring the barriers and 
facilitators of screening 
for autism spectrum 
disorder in Oman. 
University of Glasgow. 
Unpublished PhD thesis. 

An 
exploratory 
mixed 
methods 
design 

Two focus 
groups,  

seven 
nurses and 
six GPs. 
Questionnai
re 

(n=571)  

 

The findings revealed that 
both nurses and GPs 
believed that introducing 
screening for ASD would 
be a positive step. 
However, they felt 
overwhelmed by their 
responsibilities and 
believed that their 
workplaces lacked the 
necessary infrastructure. 
Practitioners’ awareness of 
ASD services was 
identified as poor, as were 
the essential skills required 
for undertaking screening.  

 
17 Al ‘Omairi, K. H. (2019). 

The effectiveness of a 
parental guidance 
program for developing 
stress management skills 
in a sample of parents of 
children with autism in 
Sultanate of Oman. Ain 
Shams University. 
Unpublished PhD thesis 

Semi-
experimental 
method  

10 parents 
divided in 5 
groups 

After verifying the 
psychometric tools of the 
study, the results showed 
that there was a statically 
significant effect on the 
group of the study dealing 
with psychological stress 
among parents of children 
with ASD. 

Table 2.2: A summary of ASD research in Oman 

2.7 Summary of chapter two 
 

Educational development and special needs services in Oman have gone 

through a rapid growth in all sectors, including health, social, and education. 

The number of services and the availability of activities offered to children with 

SEN, including children with ASD, have increased. The establishment of 

research in ASD has had an impact on the increased knowledge of ASD in 

worldwide and in particular a developing country such as Oman. However, 

there is still a need for more research to focus on the educational side, the 

parents’ quality of life and well-being, and the experiences of mothers of 

children with ASD, which will be discussed in Chapter three.  It will also review 

the international research literature to provide a basic background that might 

inform an understanding of ASD and education, and of mothers’ experiences 

of their lives with their children with ASD. 
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Chapter 3: Literature Review 
 

3.1 Introduction 
 
The aim of this study is to explore the experiences of Omani mothers in their 

lives with their children with autism spectrum disorder (ASD) and consider the 

decisions and choices they make about their children’s education. The main 

purpose of the chapter is to examine the literature on mothers’ experiences 

regarding their children with ASD, their choices of education for them, and their 

strategies for finding and accessing services for their children with ASD. There 

has been some research in some countries into these topics, but limited 

research has taken place in Oman or other Arab countries. In order to position 

this study within the existing body of literature with regards to both ASD and 

mothers’ experiences, this chapter will look at areas of the study including the 

following: ways of understanding disability, definition and nature of ASD; 

theories and causes of ASD; and its prevalence and diagnosis. These will help 

me as a researcher to develop a better understanding of ASD. The chapter will 

also discuss some areas around parents' educational preferences for their 

children with ASD. In addition, it will be presented and organized around the 

research questions that were stated in the first chapter. The key concepts of 

the research questions are these: ASD; education for children with ASD; 

mothers’ experiences in their lives with their children with autism spectrum 

disorder (ASD), and the decisions and choices they make about their children’s 

education. 

 

This chapter will examine the meaning of ASD and the prevalence of ASD 

internationally, as well the definition of ASD and diagnosis. A definition of ASD 

is needed for this study in order to understand whether the mothers in the study 

are aware of the range of meanings, which would have an effect on their 

experiences. Two other areas explored in this review in this literature review 

are mothers’ educational preferences for children with ASD when considering 

their education, and mothers’ lives with their children with ASD. 
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3.2 Ways of thinking about disability 
 
 

Before I begin discussing ASD in Oman, I intend to discuss disability in general 

(although the issue of disability is broad, Rogers, 2011), and I will then narrow 

this down to discuss ASD as one type of disability that will be explored in depth 

in this research. There is a need to look at various ways of thinking about 

disability (including the medical, religious and social models, and others) in 

order to understand aspects related to parents’ experiences and their 

understanding of disability. The reason for starting with different aspects of 

disability was derived from an understanding of the complexity of disabled 

people and their families’ lives. This will be shown as the thesis progresses. In 

addition, to the best of my knowledge, there is a lack of research in Oman and 

in the wider region in the field of disability, as well as in the field of ASD (as it 

was dicussed in section 2.6 about different research in Oman). Table 2.2 (p. 

35-40, above) shows that some of these pieces of research related to ASD 

conducted in the years 2010 to 2016 ASD adopt a medical lens when exploring 

Autistic Spectrum Disorders (ASD).    

 
 
Disability is highly debated, and a variety of different meanings have been 

attached to it (Goodley, 2011). It can be interpreted from cultural and religious 

perspectives, located within the disabled individual’s body and mind – as in the 

medical model – or seen as a result of social stigma and barriers (Goodley, 

2011). Disability has been used to oppress and discriminate against disabled 

people in order to collect for charities or to identify disabled people as deservers 

of pity and sympathy (Goodley, 2011). In contrast, it has also been used to 

empower and free disabled people from problems they face in their daily life 

experiences (Goodley & Runswick-Cole, 2016). This contestation and debate 

around disability can be explored through the lens of a number of models that 

will be presented and analysed in this section to inform my research.  This 

includes the following: the religious/moral model; the medical model of 

disability; and the social model of disability, disablism, and ableism. 
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3.2.1 The religious/moral model of disability 
 
There are similarities and connections between cultures, people, and religions 

that have varying attitudes towards disability. According to the religious model, 

disability can be considered as punishment from God or a result of evil spirit 

possessions or might be understood as a gift from God that has angelic 

characteristics (Treloar, 2002). These attitudes varied in different studies based 

on the strength of parents’ belief in God – some people showed satisfaction 

with ‘God’s creation’ while others showed anger at ‘God’s fate’ for creating their 

children as disabled. A study conducted in United State of America by Treloar 

(2002) on how disabled people and their families use spiritual beliefs to find 

meaning in their impairments recounts some stories related to disability and 

punishment. Treloar (2002) found out that disabled people can have both 

positive and negative attitudes towards God for making them disabled. She 

explained that despite the negative attitudes exhibited by non-disabled people 

towards disabled children and their families, in some cases their belief in God 

led them to be satisfied with having disabled children. Some people reported 

positive attitudes and satisfaction with ‘God’s will’ while others showed anger 

towards God for making them disabled. This discontent with God’s will led them 

to feel despair, hopelessness, and resentment. Another study in UK by Godina 

(2012) also reported that religious understanding of disability played an 

important role that influenced parenting practices, goals and emotional climate 

at home (Godina, 2012). She highlighted the positive effect on parents and 

family life across different faith and culture perceive typical children as blessing. 

Parents may benefit from support from people who share similar value system 

and from local religion organization  

 

I will move from a general discussion of religious texts to focus on Islam as this 

may be the most relevant discussion to my study, as Islam is the common 

religion in Oman. In relation to Islam as one of the existing religions, the term 

‘disability’ does not exist in the two primary sources of Islamic religious (Quran 

and Sunnah of Prophet Mohammed) as a direct word (Bazna & Hatab, 2005). 
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Disability in Islam is discussed in Hasain, Shaikh, and Shanwani (2008, p.31) 

who state that “Islam views disability as morally neutral, neither a blessing nor 

a curse: it is considered an inevitable part of the human condition, one that 

Muslim society and individuals must address”. In the Muslim holy book, the 

Quran, there is no term that could equate to the modern term ‘disability’; rather, 

there are other specific Arabic Hadith, which are the sayings and deeds of the 

Prophet Mohammed. In these sayings (Hadith), there are terms referring to 

disability such as the words ‘blind’, ‘deaf’, ‘lame’, and ‘leper’ to describe 

disabled people (Hasnain et al., 2008). The terms that could be relevant to the 

term ‘disability’, such as ‘weak, ‘sick’, ‘orphan’, ‘indigent’, and needy (Bazna & 

Hatab, 2005). These differences are recognised neither as punishment nor as 

praise but as part of human beings’ diversity and experiences, and it is the 

responsibility of society to make sure that each individual’s requirements are 

met (Bazna & Hatab, 2005). In Islamic activities, individuals are given the right 

to perform the Islamic activities in terms of their local culture, and to an extent 

that corresponds with their individual requirements in terms of dis/ability, age, 

and gender. In the Quran it was stated that “God does not burden any human 

being with more than he is well able to bear” (Al-Baqarah, v.286, as translated 

Asad, 1980). This reflects that Islam has a positive recognition of people’s 

differences as ‘normal’ aspects of human diversity, but having an impairment 

can be challenging. 

 

Disabilities and impairment are two concepts related to each other’s, but they 

have different meanings. Impairments are things that happen to individuals’ 

bodies or mind that can be problematic, while disability is about the extent to 

which having an impairment in a particular society, a particular time or place 

which leads to disadvantages and discrimination (Shakspeare, 2006). The 

differentiation between the terms ‘disability and ‘impairmnet’ is when referring 

to obstacles/barriers in a society means ‘impairmnet’ and when referring to 

disabled people bodies we means ‘disability’. However, impairment restrict 

disable people activities in society and their interaction between body and 

society.  
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This section provides an understanding of how disability has, in part, been 

socially constructed through these religions. In Oman, people also practice the 

religious model politically and socially which will be discussed in section (3.2.6).  

 

3.2.2 Medical model of disability 
 
The medical model of disability has been dominant since at least the 19th 

century (Goodley, 2011). Disability in this model is defined as “an individual’s 

defect lodged in the person, a defect that must be cured or eliminated if the 

person is to achieve full capacity as a human being” (Sieberas, 2008, p. 3). This 

defect is meant to be located in the body or mind of a person labelled disabled. 

Goodley (2011) points out that disability is conceptualised as a defect of the 

mind or body within a person instead of within society and that disability can be 

fixed and resolved through the power of medicine and the paramedical 

professions (Goodley, 2011). They claim that only through this route can 

disabled people be enabled to function ‘normally’ in life (Goodley, 2011). It 

represents the way supporters of the social model described medical and 

psychological approaches to disability 

 

The benefits of this discussion of the models are that it can lead policy makers 

and services managers to focus on their work in compensating people with 

disabilities and target specific benefits towards providing services. This can be 

done through providing an empirical model of knowledge development (Kane, 

1982). According to Kane (1982), the medical model provides a common 

language for communication within the field and the basis for an organised body 

of knowledge about what is the effectiveness of treating various ‘problems’. 

Therefore, there is a need to understand a disability and its deficit in order to 

assure that the appropriate person receives the service that meets his/her 

needs (Kane, 1982). Skidmore (1996, p.34) conceptualizes that “special needs 

as arising from deficits in the neurological or psycological make-up of the child, 

analogous to an illness or medical condition”. 

 

However, the efficacy of this model in resolving the problem of disability has 

been questioned, and its conception of disability being located solely within an 
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individual has been highly criticised since the 1960s (Goodley, 2011). This is 

because the medical model fails to promote a more inclusive society or to 

eliminate – or at least reduce – the various forms of prejudice and discrimination 

that disabled people face in society and in educational institutions in particular. 

This model, however, leads to and encourages the exclusion of disabled 

students from special schools and classrooms within mainstream schools, and 

to disabled children being taught by ‘special’ educators who claim to have a 

unique knowledge and expertise to cater to disabled children’s different 

requirements (Goodley, 2011). 

 

The medical model lens adopted by school practitioners may affect disabled 

children’s experiences in schools by assigning psychologists and ‘special’ 

educators to diagnose and examine disabled children’s minds and bodies using 

biased tools, leading them to be labelled and thus excluded (Farrugia, 2009). 

The medical model assumes that disability limits people’s activities and 

participation, thus they should be excluded in order to receive ‘special’ care and 

treatment from ‘special’ professionals. The impact of this model on disabled 

people and children does not stop there, extending to include perceiving 

disabled people as either overly independent, which in either case promotes 

stereotypes and represents disabled people as being in need of pity and charity. 

The representations of disabled people as being in need of pity and charity are 

a direct consequence of viewing disability as a personal tragedy via the medical 

model of disability. This has created a distinction between disabled and non-

disabled people and has significantly contributed to the spread of negative 

attitudes towards disabled people and the exclusion of disabled people, 

because it reinforces a negative image of disability and depicts disabled 

children as being a problem. In other words, it is their responsibility to fit into 

the world as it is. Medical model proponents believe that disabled people need 

to adopt to their surrounding environment.  Disabled people could do more to 

help themselves participate ‘normally’ in society’s activities (Goodley, 2011); 

otherwise, they should be excluded from special education institutions/schools 

or housed in self-contained classrooms within mainstream schools if medical 

and normalisation interventions fail to remediate the individual’s mind or body.  
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According to the social model and at an institutional level, that “learning 

difficulties arise from deficiencies in the way schools are currently organized 

(Skidmore, 2004, p. 10). Then there is a need for schools to restructure their 

policies to “produce a system of schooling which is better adapted to meeting 

the educational needs of all pupils” (Skidmore, 2004, p. 7). The school would 

therefore, adapt and respond to the diversity found in the students and no group 

would require a so-called ‘special’ form of educational provision (Skidmore, 

2004). Thus, it empowers and privileges people considered ‘normal’ or ‘able’ at 

the expense of people labelled disabled because it sees people labelled as 

such as unproductive and less human (Davis, 2013). This not only affects how 

disabled people view themselves, but also affects where they live, where they 

receive their education, the support they receive, their relationships with others, 

and their job opportunities. 

 

In some ways, the medical model may create major problems in the lives of 

disabled people and their families and allies by standing for and supporting the 

creation and perpetuation of different forms of dis/ableist discourses and 

practices (Goodley, 2011), including – but not limited to – labelling and 

appreciation based on ability; oppressive language; inaccessibility of spaces; 

discrimination in education and employment; charity; pity; diagnosis; labelling; 

and exclusion (Thomas, 2002). The medical construction of disabilities such as 

ASD affects the disabled individual in ways that are pessimistic, individualistic, 

and focused on deficit and inferiority/ superiority. Parents deploy discourse 

drawn from medicine and the real world in order to understand their children 

and negotiate an identity for themselves and their children (Landsman, 2005). 

It protects their self-esteem and helps them accept the difficulties of their 

children. Parents of children with ASD may experience considerable exclusion 

due to their children inappropriate behaviour, which may lead to feelings of 

shame and exclusion from social activities (Landsman, 2005). The complex and 

challenging nature of children with ASD are the causes of blaming parents for 

their children’s behaviour. Fisher and Goodley (2007) also show this in 

interpreting that ‘the other’ parents’ adapt medical knowledge about their child’s 

impairment and disability.  
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This model is evident in the Omani context and the research discussed in the 

chapter two adopt a medical lens, such as the Al-Farsi et al., (2013b) 

investigated variation in socio-economic burden for caring of children with 

autism spectrum disorder in Oman: caregiver perspectives. 

 

3.2.3 Social model of disability  
 
The social model of disability played a role in understanding disability and 

helped in the movement of disabled people (Goodley, 2011, Shakespeare, 

2006). The social model originated as a reaction to previous models, to expose, 

problematise, and challenge the dominant social oppression, inequality, and 

exclusion of disabled people in the society in which they live (Goodley, 2011). 

Shakespeare also points out that personal and social factors influence disabled 

people and influence in their interactions. This model of disability considers that 

instead of a disability originating within an individual, it originates from society. 

Disability results from barriers in society and the environment surrounding an 

individual, such as physical barriers or attitudinal barriers (Goodley, 2011; 

Shakespeare, 2006). When understanding this model, it helps us understand 

that problems in terms of disability do not belong solely to disabled people but 

to the construction of society and its social consequences. The model also 

strives to accomplish a crucial goal, which is to end exclusion and oppression 

and to support independent living, active participation, and empowerment of 

disabled people and the society in which they live (Goodley, 2014). This reveals 

that disability is a result of a complex collection of social ideals and disabling 

attitudes, institutional structures, and governmental policies (Goodley, 2011; 

2014). Therefore, the social model attempts to remove disabling barriers 

(Goodley, 2014) that include, for example, inaccessible education; information; 

communication systems; physical public spaces and transportation; 

discriminatory legislation; health and social support services; and the 

devaluation of disabled people through pity, charity, staring, and negative 

images in the media and public (Oliver, 2004). This clearly shows how the social 

model was critical in exposing and problematising the status quo of social 

construction, and it demands that the social world must change (Goodley, 

2014). The social model provides a theoretical and practical basis to generate 
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policies and practices, to achieve the major aim of eradicating inequalities and 

the exclusion and oppression of people labelled disabled (Batnes & Mercer, 

2005).  

 

The social model helps to recognise barriers that make life harder for people 

with a disability and removing these barriers can create equality and offer them 

more interdependence, choice, and control (Skidmore, 2004). The social model 

understands disability as a societal issue, calling for a reform in the practices 

and attitudes of society.  

 

However, there are critics who argue that the social model is a limited 

explanation for what is happening to people with disabilities in the modern world 

and that there is a need for different models, to understand their differences. 

For example, the failure of the mode to encompass the personal experiences 

of pain and limitation which is often an art of impairment (Shakespeare & 

Watson, 2001). 

 

3.2.4 Disablism and ableism 
 
Another way of exploring our understanding of disability is through the lens of 

disablism and ableism. Goodley (2011), argues the medical model in particular 

perpetuates dis/ableist discourses and practices. 

 

Disablism is a form of social oppression similar to racism and sexism (Goodley, 

2011). Thomas (1999, p. 8) described it as ‘difficult to define’ because it 

involves complex and interrelated issues. It can be understood as ‘a form of 

social oppression involving the social imposition of restrictions of activity on 

people with impairments and the socially engendered undermining of their 

psycho-emotional well-being’ (Thomas, 1999, p. 60). Thus, disablism involves 

a range of exclusionary practices against disabled people across political, 

economic, educational, emotional, intimate, and personal dimensions 

(Goodley, 2014). It also affects disabled people externally and internally – 

Thomas (1999) categorises this into structural disablism (barriers to doing) and 

psycho-emotional disablism (barriers to being). The former refers to material 
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barriers that have been a major concern of the social model in how normalcy is 

constructed to discriminate against and to exclude disabled people. This gives 

disabled people experiences and feelings of “being excluded from physical 

environments” and reminds disabled people that “they are different and can 

leave them feeling that they do not belong in public and private spaces”.   

 

Thomas, (1999, p. 60) defines psycho-emotional disablism as “the socially 

engendered undermining of emotional well-being”. Disabled people can 

experience exclusion intentionally or unintentionally through people who are 

close to them, such as family members, relatives, and friends; people who have 

direct interaction with them, such as teachers or professors; or through 

strangers who meet them (Thomas 1999). This understanding views schools 

as an important part of society that can enable or disable individuals (Goodley, 

2014). Mainstream schools are bound up with inequalities and exclusion and 

contribute to the expansion of disablism into the wider society. More 

specifically, school professionals can be responsible for perpetuating different 

forms of disablism in schools where they are employed. This means that 

schools can play a vital role in challenging disablism, not only at an educational 

level but also at a societal level (Beckett & Buckner, 2012). This is only if they 

acknowledge that disabled people are disabled by school systems and by their 

minds and their bodies (Goodley, 2011), and then rearrange policies and 

practices accordingly to respond to the requirement of all students, irrespective 

of differences. In order to better understand disablism, there is a need to 

explore ableism because they are interrelated with one another and they feed 

into the production of each other (Goodley, 2014). 

 

Similar to disablism, ableism is connected to the beliefs and practices of 

normalcy (Goodley, 2014). Ableism and disablism have the same origins that 

are deep-seated: the oppression, discrimination, and exclusion of people who 

do not fit into the normative assumptions of a particular society (Goodley, 2014). 

Goodley (2014) and Goodley and Runswick-Cole (2016) determine these 

factors as feeding into the production and survival of one another. Ableism is 

about beliefs and practices that favour a set of abilities related to the human 

mind and body but devalue and exclude those who do not possess them. As 
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Wolbring (2008, p. 253) stated, ableism is the favoritism “for species-typical 

normative abilities leading to the discrimination against [disabled people] as 

less able and/or as ‘impaired’ disabled people”. 

 

Some views may be that mainstream schools are the right placements for all 

learners; however, the problem is that these schools require learners to have 

the same characteristics and to perform academic and non-academic tasks in 

ways considered to be ‘normal’, which can create a problem for disabled 

people. Wolbring (2008) states that schools that favour ‘normal’ students could 

lead to marginalisation or a failure to meet the requirements of those students 

who do not meet the standards of ‘normality’. Therefore, it is crucial for schools 

to understand that it is their responsibility to eliminate ableism, to meet the 

requirements of all students irrespective of differences. In order to apply 

ableism in schools, it is important for teachers to include disabled individuals 

as part of a school’s overall environment and to make all possible effort to 

support the success of all students. In this way, disabled and able-bodied 

students can understand and learn about each other. The inclusion of disabled 

students in mainstream schools promotes their recognition in all aspects of 

society. It is also important to teach disabled learners through different 

methods, to give them the opportunity to use the skills and learning strategies 

that are most suitable and effective for them, and it is equally important to have 

high expectations about disabled pupils and their abilities to perform their 

educational tasks by eliminating the most ableist of beliefs: that disabled pupils 

are ‘unable’ or ‘less able’ (Wolbring, 2008).  

 

3.2.5 Which understandings of disability influence mothers’ 
experiences? 
 
In this section, I will focus on how different understandings of disability may 

influence the ways in which the mothering of children with disabilities takes 

place.  
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The medical model of disability focuses on impairment and views a reduced 

function because of the child’s deficit. According to Drake (1999) there is a 

tendency when parents talk about their children with disabilities for them to 

construct their experience within a medical framework, which identifies a 

separation between ‘normal’ and pathological. Parents of children with 

disabilities are reliant on information from medics in order to understand their 

children’s characteristics and in order to address their needs and seek services 

for them. This understanding may lead mothers to have a desire to ‘fix’ their 

child, based on the belief that they cannot be good mothers unless they 

maintain their child’s linear progress (Landsman, 2005). This in turn could lead 

to a higher level of maternal stress and unhappiness due to having a child with 

disability. This highlights the problematic way in which mothers of disabled 

children are represented by community through ‘super mum’ perspective. Hays 

(1996) has talked about intensive mothering where mothers are the main care 

givers to the children who spend a lot of time to meet their children’s needs 

giving their time and energy.  Shirani, et al., (2012, p. 26), when examining 

mothering term in the UK, highlighted an assumption that exists where “mothers 

in most cases have the ability to control and shape the lives of their children”. 

Mothers have been positioned as all caring and self-scarifying (Hays,1996). A 

study by Johnston and Swanson, (2003) reported that mothers tried to educate 

their children to be polite and well behaved; they set limits and had rules even 

if sometimes they lost their tempers. Mothers of children with disability 

undertake multifunctional roles such as covering the on-going needs of the 

child, interest, love and continuous attention (Landsman, 2005). It is arguable 

that being a mother of a child with disability is similar to being a mother of a 

child without disability, but it is also different. Being a mother, in general, needs 

dedication and put the needs of the baby first (Horne et al., 2005). However, it 

also differs through adding new roles and activities to them beside the typical 

daily activities. 

 

Conversely, the social model of disability proposes that the relation between 

reduced function and the experience of disability is contingent on 

environmental, social, and cultural influences (Norish, 2002). There has been 

a parental commitment to promote a child’s development, and the result has 
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been less focus being placed on addressing the disabling condition of society 

(Rizvi, 2017). According to Rizvi (2017), medical and educational experts 

persuaded parents to place their children in special schools which would meet 

their needs and would be a better place for them. In turns, “mothers accepted 

placement decisions as ‘expert opinion’ without appeal, reflecting how 

professionals exercise social control through expert authority” (Rizvi, 2017, p. 

95). I can argue here that there are criticisms of the medical model. 

 

 In Landsman’s (2005) study, mothers who participated in this study believed 

that prejudices within society remained the biggest barriers to their child, not 

the disability itself. Mothers in this study seems to embrace the social model, in 

the sense that they believed social barriers served to create the disability; yet 

at the same time, they adhered to the medical model by continuing to seek 

intervention to mitigate the impact of a disability (Landsman, 2005), though I 

could say that disability is the product of both individual and social factors.  

 

 The influence of both models has resulted in differing practices in educational 

and medical settings and has resulted in different conditions in terms of a child’s 

development. Mothers are expected to balance their child-rearing life with their 

public activities.  

 

3.2.6 Understandings of disability in Oman 
 
Discussing disability in Oman, it was difficult to remain focused on Oman 

without looking at the bigger picture and moving to Islamic values in general to 

gain an understanding of disability in Islam. This helped to construct a better 

idea about people’s attitudes towards disability. 

 

Oman is a conservative Arabic-Islamic state featuring a mix of tribes with 

different origins and adheres to Islamic values that are well cultivated in Muslim 

religious books. These values are reflected in daily behaviours and discourses 

– for example, the Arabic word “inshallah”, which means ‘if Allah/God will’, is 

frequently present in day-to-day language. However, this should not be 

perceived as having religious connotations but as a natural impact of the 
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context in which individuals live. Likewise, the phrase ‘praise and thanks be to 

God’ is very common among local people in Oman. This phrase in its first 

meaning (gratitude) is correlated with the notion of ‘health’ and ‘normality’ as 

people are required, according to the teaching of Islam, to be thankful for ‘God’s 

grace’ of having a ‘healthy’ and ‘normal’ body. It is common to notice how this 

issue is constructed within society since the question first arises once a baby is 

born: is he/she healthy/normal? This issue of health and normality has religious 

and cultural dimensions and is well emphasised within the Muslim holy book. 

The Quran emphasised the importance of human praising and thanking God 

for giving them all grace. One example was of being healthy and having a good 

body. It was stressed in the Quran the importance of being thankful to God for 

the creation of a ‘perfect’ body: Say, “it is He who has produced you and made 

for you hearing and vision and hearts; little are grateful.’ (Surah Al-Mulk, 67:23). 

This makes religious people constantly thank and praise God for having a 

‘healthy body’, especially when they see ill or disabled people. Some Muslims 

believe that God creates disabled people as a ‘reminder’ to non-disabled 

people of God’s grace for giving them a ‘perfect’ body. Generally, people in 

Oman believe in God’s will, fate, and destiny, as do many religious people; 

anything (good or bad) that happens to a person has been written and 

predestined by God and objection is forbidden, so that a person must accept 

matters as they are, thank God, and be patient for what they have. 

 

There is also a connection between different religions and interference between 

Islam and their religion/culture in relation to how these different beliefs perceive 

disabled people. The idea of perceiving a disabled person as ‘God’s plague’, or 

test, or punishment, is constructed in other culture, signifying that disability is 

interpreted as punishment for one’s own sin or one’s parents; a test of faith; 

‘God’s plague’; an opportunity to build character or to inspire others; an 

occasion for the power of God to be made manifest; a sign that one lacks faith; 

or simply a mysterious result of God’s will (Bazna and Hatab, 2005). However, 

at the same time, other cultures can differ in dealing with disabled people. For 

example, perceiving a disabled person as an outcome of evil spirits (Rozario, 

2009) is not common in Muslim societies. In the Islamic approach, disability and 

differences in people are understood (AlZidjaly, 2015). However, disability as a 
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complex phenomenon has been considered as an individual tragedy, as a 

socially constructed issue, and as a combination of personal and societal 

factors.  

 

Looking at the social model, there was a lack of response to the global and 

local social changes within one social context such as Oman. Oman has a 

different culture and different political, economic, and religious systems and 

demographics from many other countries. Some of the embedded Western 

values (such as giving people greater freedom) may be viewed differently in 

Islamic cultures. Even in a country such as the UK, there are researchers who 

critique the social model in that it neglected the difficulties associated with 

experiences of individuals with learning disabilities (Rogers, 2016). Rogers 

described the model as ‘alien’ in relation to the experiences of people with 

learning disabilities and their families (Rogers, 2016: 27).  

 

When we look at Oman form the social model perspective, we notice that some 

principles already exist there. For example, Oman is considered a socialist 

society, providing free services such as health and education for all citizens and 

assuming responsibilities to improve the income resources for them (see 

Chapter Two). However, the other principles of the social model that emphasise 

the empowerment and emancipation of disabled people and the issues that 

focus on building an accessible environment are still not met in the Omani 

context (AlZidjaly, 2015). There is also negligence in incorporating experiences 

associated with impairments, as well in recognising the impossibility of 

designing an environment that accommodates all disabled people. 

Understanding disability is also limited in providing in-depth and complex 

analysis in the lives of disabled people.  

 

The cultural or religious model of disability for Oman is helpful in deconstructing 

and understanding beliefs towards disabled people, such as the phrase ‘praise 

and thanks be to God’ (AlZidjaly, 2015). I find relating aspects of politics, 

religion, culture, social life, and Arabic habits to be extremely important for 

Oman. The ‘disablist’ phrase and other phrases indeed have negative effects 

on disabled people’s lives. They also reinforce the notion of ‘normality’.  
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Generally, disabled people in Oman are experiencing challenges in receiving 

their civil rights and the services allocated to them by the country and, therefore, 

it is crucial for disabled people in Oman to receive a medical diagnosis to 

access services (AlFarsi, 2016; AlKindi et al., 2016). I understand that these 

processes can be a form of oppression when, for example, misdiagnosis or 

unnecessarily bureaucratic procedures happen. However, these procedures 

are important for detecting those disabled people. The study could explore the 

different models mothers use and experience when conceptualising disability. 

 

I have presented a review of models, including medical, religious and social 

models, and ableism and disablism models of disabilities. The section began 

by presenting a discussion of the four models of disability in terms of how they 

are interrelated and different, in explaining what constitutes the problems of 

disability and how disabled people are viewed. This revealed how these models 

sometimes intersect with one another, although they have significant 

differences. It also presented disablism and ableism in terms of how they follow 

different paths to affect the lives of disabled people, especially in educational 

settings. I also gave a general overview of the disability models that helped me 

to develop my own conceptualisation and that were appropriate in providing an 

understanding of disability in Oman. The possible link to these models provided 

me with a good critical foundation as well as contextualising the research focus 

within a broader sense. I could also benefit from making links with the wider 

literature, based on understanding different religions' views towards disability 

and providing a more critical discussion on how these models of disability have 

an influence on the parents of disabled children. It is also suggested that 

mothers can ascribe to a religious-based understanding of disability and the 

social modes of disability at the same time.   

 

3.3 ASD definition and nature 
 
In this section I will concentrate on ASD in relation to the experiences of Omani 

mothers of children with ASD and their choices and decisions about their 
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children’s education. ASD is also a condition that people in Oman are recently 

becoming aware of, as noted in Chapter two, despite its history of prevailing in 

the Omani community just as elsewhere.  

 
The definition of Autism Spectrum Disorder, or ASD, has been the subject of 

continuous debate (Masi, et al., 2017). It has become an international concern 

for parents, educators, psychologists, and neurologists over several decades. 

This attention has resulted, for example, in debates about the accuracy of 

diagnoses, the sub-types and the diagnostic threshold that relates to ASD 

(Masi, et al., 2017). These debates have been caused by the complexity of 

identifying the features of each individual with ASD. For some children (and the 

discussion is terms of children throughout this chapter), ASD might not be 

evident from birth; its characteristics may not emerge until 2 or 3 years of age 

(Wall, 2010). The definition of ASD is that contained in the fifth edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (APA, 2013). 

The American Psychiatric Association places ASD in the category of 

neurodevelopmental disorders. This is a group of disorders that typically 

manifest early in development, before the child enters school. They are 

characterized by developmental deficits that cause impairments of personal, 

social, academic, or occupational functioning (APA, 2013). According to APA, 

(2013) these developmental disorders are easily confused with other 

developmental disabilities such as mental retardation, cerebral palsy, and 

disorders that have long-term impacts on learning, language, mobility, and self-

care. ASD can sometimes be diagnosed only when the characteristics of social 

communication associated with excessively repetitive behaviours, restricted 

interests, and insistence on a routine are presented (APA, 2013). 

 

The American Psychiatric Association, DSM-5 (2013), set the criteria for the 

assessment of ASD, with reassessment occurring across the developmental 

period, because ASD may be unstable, particularly in early childhood. 

According to DSM-5 (2013) there used to be three criteria to identify a child or 

adult with ASD. These were limited capacity in understanding and using verbal 

and non-verbal communication, a limited capacity to understand social 

conventions and the appropriate form of social interactions, and difficulties in 
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thinking and imagination. These were called the triad of impairments, as 

suggested by Wing (2002, cited in Wall 2010), and may occur at different 

severity levels (Wall, 2010). The differences in the level of severity of ASD 

amongst individuals led to the use of the term ‘spectrum’ (Tissot & Evans, 

2006). However, the new DSM-5, 2013, changed the definition of ASD in order 

to consolidate the five subcategories of ASD under one umbrella of diagnosis, 

including Asperger’s.  In DSM-5 ASD is now defined by two characteristics: 1) 

persistent deficits in social communication and social interaction across 

multiple contexts, and 2) restricted, repetitive patterns of behaviour, interests, 

or activities (APA, 2013). This definition can be seen as a very medical/ableist 

approach. 

 

Understanding the characteristics of children with ASD might help parents to 

access a wide range of services such as healthcare, rehabilitation, and 

education for their children with ASD. Goin-Kochel et al. (2007) reported that 

parents dedicated their energy, money, and time to finding support for their 

children with ASD. Therefore, it is important for this study to examine the 

different understanding of ASD as this will inform the way in which Omani 

mothers understand ASD and their perception of it in relation to their children 

with ASD. The investigation is to explore the different models of disability that 

mothers perceive their children’s condition 

 

3.3.1 Theories and causes of ASD 
 
The causes of ASD are seen as controversial because there are no clear-cut 

assumptions or notions to justify the causes (Faras et al. 2010; Tomiyama, 

et.al., 2018; Campisi, et al., 2018). The variation of understanding ASD could 

also be related to the different models of disability. The medical model could 

attribute ASD as the cause of the individuals’ impairment, which could lead 

parents and professionals to look for ‘cure’ or ‘treatment’ for the ‘problem’. On 

the other hand, the social model focuses mostly on how barriers in society and 

the environment surrounding an individual result in disability. In this section, 

some suggested theories are discussed in order to understand the factors 

believed to cause ASD. Biological and psychological theories will be looked at, 
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which provide a variety of classifications and justifications in an attempt to 

understand the nature and causes of ASD.  

Cook and Willmerdinger (2015) state that research in the area of ASD has 

grown significantly in recent years because of the explosion of diagnoses of the 

disorder. Results gained from studies conducted on twins and families have 

suggested that genetic liability plays a part in causing a child to have ASD 

(Rutter, 2005a, 2005b). However, these studies failed to identify any single 

gene trait that is passed from a parent to a child that would cause ASD (Rutter, 

2005a). In addition, there has been some medical research to suggest that 

several genes could be responsible for ASD’s manifestation (Newschaffer, et. 

al., 2007). Another suggested cause of ASD is abnormality in brain size, 

structure, and functioning (McDonald, 2014). According to others, for example 

Smallwood et al. (2016), ASD is likely may also be caused by environmental 

factors. According to Smallwood et al. (2016), research has been carried out 

on children’s head circumference, with measurements being taken at birth and 

at ages between 6 and 14 months. The findings proposed that increased head 

growth in infancy could be a possible marker of ASD (Myles, et. al., 2007).   

 

The literature has identified another possible cause of ASD: brain circuit 

dysfunction (McDonald, 2014; Sasson, 2006). Researchers have found that 

there can be a problem in the temporal lobe of the cerebrum that affects 

activation levels differently to the case for typical individuals. Indeed, the result 

of this problem can be difficulty in processing faces and social cognition. On 

the other hand, other researchers such as Sasson, (2006); Ha, et al. (2015) 

have stated that brain cells that are responsible for thought, language, and 

reasoning may be less efficient in the way they communicate with each other 

for people with ASD.  

In conjunction with the possible biological and hereditary causes of ASD, any 

prenatal exposure to things such as toxins, as well as birth defects, pregnancy 

infections, or birth trauma, have been found to possibly increase the risk of the 

child having ASD (Smallwood, et al., 2016). Diet and preservatives in vaccines 
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are also considered by some to play a role. Greenspan and Wieder (2006) 

recommend that considering cumulative risk and multiple pathway models is a 

more flexible and comprehensive approach to understanding ASD causation. 

This framework acknowledges the interaction between both genetic and 

prenatal factors that may make a child vulnerable to developing ASD when 

confronted with environmental stimuli. Adopting this flexible approach might 

lead to developing a broader understanding of all the surrounding causes and 

factors associated with ASD (Greenspan & Wieder, 2006).  

 

Therefore, there is no clear-cut understanding of ASD, and for this study it was 

vital to look in brief at the causes of ASD in order to understand the children’s 

condition that might have an impact on the experiences and feelings of mothers 

of children with ASD, which is the subject of this study. As soon as parents, and 

specifically mothers, receive a diagnosis of ASD for their children, they start 

investigating the causes of their child’s condition, and, according to Hodgetts et 

al. (2017), this affects those parents’ wellbeing. Further, it has been noted by 

Reed et al. (2016) that a child’s outcomes are closely associated with their 

parents’ wellbeing. Wellbeing and mothering a child with ASD will be discussed 

in detail section (3.4) below, which considers mothers’ emotional experiences 

and how they are driven to look for causes of their children’s disorder. The 

impact of this understanding can be caused from a medical perspective (as was 

discussed in section 3.2). The deficit is within the children which need parents 

to consider the causes to it. 

 

3.3.2 Diagnosis and Prevalence  
 
The recognition and understanding of ASD have expanded significantly over 

the last three decades (Bent, Barbaro, & Dissanayake 2017; Lord & Bishop, 

2010; Randall et al., 2016). ASD prevalence estimates vary over time, with the 

more recent studies showing higher prevalence levels of ASD than research 

conducted in the past. Historically, prevalence estimates have also been 

affected by ASD’s varying definitions. Carpenter et al. (2016) stated that 
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prevalence of ASD according to the DSM-5 criteria has been higher than that 

calculated when applying the DSM-IV criteria for the same population. 

Prevalence estimates are also affected by the methodology used to ascertain 

this research study “screenings and in-person diagnostic confirmation 

methodology have yielded prevalence estimates that are greater than 

administrative or surveillance estimates” (Carpenter et al., 2016: p. 396).  

 

The literature suggests several diagnostic criteria for diagnosing ASD. The 

DSM-5 (APA, 2013) and the International Classification of Disease, Tenth 

Edition version (ICD-10) are the most commonly used diagnostics. The two 

provide a comprehensive list of criteria, including symptoms for diagnosis and 

age of onset, that has provided a structured framework for the use of clinicians 

attempting to diagnose and assess ASD. According to APA, (2013), specifiers 

such as intellectual disability and language impairment can also accompany 

the diagnosis of ASD. This means that the clinicians can provide a diagnosis 

that clearly highlights areas of support for each individual (APA, 2013).  

 

The earlier ASD is identified, the better the services that can be provided for 

children with ASD (Hodgetts et al., 2017). The concerns remain about the 

prospect of providing such services for an increasing number of families 

impacted by ASD (Matson et al., 2008; Rajendran & Mitchell, 2007; Stahmer, 

2007; Shattuck & Grosse, 2007, Kurth, et al., 2016). The increase in the 

prevalence of ASD strains health, education, and community services 

(Hodgetts et al., 2017). In addition, the families of children with ASD can find 

accessing such services problematic and can find that their needs are not met 

(Hodgetts et al., 2017). This, consequently, may affect families’ experiences 

and feelings about the availability and the quality of services provided in their 

country. As was mentioned in Chapter two, the diagnosis of ASD is part of the 

health services provided in Oman that parents of children with ASD are 

struggling to access (Al-Farsi, O., 2016). The next section will be about 

education and social services for children with ASD, how such services appear, 

and the relevant terminology related to them. 
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3.4 Parents’ educational preferences for their children with ASD 
 
According to Starr et al. (2006) in Western countries such as the USA, the UK, 

Australia, and European countries, some students with ASD have been 

educated in mainstream classrooms, with sometimes withdrawal for part of the 

day. Children with severe disabilities such as severe ASD have typically been 

educated in full-time special education settings. There has been a movement 

towards parents wanting their children with disabilities to be included in 

mainstream education (Starr, et al., 2006). 

 

There has been a continuous debate amongst educators, professionals, and 

parents as to whether children with ASD have the right to be educated in 

mainstream schools (Rieser 2001; Lindsay, 2003). This argument has emerged 

from medical and social lens. Rieser (2001) argues that it is a child’s right to be 

included in mainstream schools and stated that schools should accept them 

regardless of their special education needs. However, Lindsay (2003) and Low 

(2007) argue that if the ultimate aim is to meet those children’s needs, then the 

option of specialist school education should be considered. This latter argument 

is that what is best for the child is more important than just including them in 

mainstream schools. Lindsey (2003), and Wedell, (2008) suggested that there 

should be a flexible educational system that meets the different needs of all 

learners, Rogers (2011) extends this by pointing out the need for supportive 

and partnership work as important and necessary for practice within the health, 

education and social work. 

 

The work of Rizvi (2018) who investigated British-Pakistani mothers of children 

with special education needs in UK experience the placement decision- making 

process and the relationship between their notions of inclusion and different 

placement settings. She found that mothers generally preferred special schools 

that have plans for eventual mainstream integration and that these schools had 

the least disabling and the least medicalized setting. Mothers also wanted 

special schools to provide meaningful progression for their children with 

disability into adulthood, by offering mainstream transitions (Rizvi, 2018). 

However, the research reveals that mothers’ final placement setting did not 
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always reflect their original parental preferences, nor did current placement 

settings exactly match maternal expectation of the mothers’ ideal school for 

their children. 

 

Some parents choose to keep their children at home and teach them as an 

alternative to formal classroom schooling. This was shown in a study by 

Parsons and Lewis (2010) who surveyed 562 parents in UK who preferred to 

homeschool their children with special education needs (the greatest proportion 

of whom were parents of children with ASD). They found that the reason for 

home education being preferred was either the parents’ perception that the 

school did not provide a suitable programme for their children or that in other 

educational settings particular negative experiences, such as bullying, were 

encountered by the child. Parsons and Lewis (2010) also found that 

homeschooling parents were concerned about insufficient academic progress 

and a failure by school-teachers and administrators to understand their 

children’s disability. The study found that parents of children choosing to home 

educate their children with disabilities might find difficulties, such as limited 

resources and support from educational authorities. Once they choose to home 

educate, they need to provide all the educational resources for their children 

(Parsons & Lewis, 2010). They seek support from a variety of different 

agencies, especially parent home education networks. Machalicek et al. (2007), 

in their review of twenty-six studies, found that parents seem to use one-to-one 

strategies with their child and individualize instructions according to their child’s 

interests, social needs, and pace of learning (Machalicek et al., 2007). It has 

been noted that the individuality and flexibility in teaching children with 

disabilities results in the improved social and academic progress of the children 

(Machalicek et al., 2007). 

 

A qualitative study conducted by Kidd and Kaczmarek (2010) investigated ten 

Australian mothers’ experiences of home educating children with ASD. The 

study found that the children’s academic learning and psychological wellbeing 

benefitted from an individualized, modified, and flexible approach to education. 

The study findings were consistent with those found in research conducted by 

Machalicek et al. (2007) and Parsons and Lewis (2010). According to Hurlbutt, 
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(2011), some parents think that home is the place where a child’s needs are 

served best and they feel that they can provide the same opportunities and 

experiences for their children as a school can. The mothers in Kidd and 

Kaczmarek’s (2010) study reported that the regular school environment was a 

“considerable source of anxiety for their child” (p. 270). They also reported the 

feeling of stress from school being carried over into the home by the child as a 

result of the difficulties they encounter at school (Kidd & Kaczmarek, 2010). In 

contrast, when mothers decided to home educate their children with ASD, they 

reported a decline in their stress and stress in the family (Kidd & Kaczmarek, 

2010). Though mothers have expressed positive feelings about home 

educating their children with ASD, such as a sense of empowerment through 

their role as educator, they have also voiced a lack of educational, social, and 

financial support. These feelings have been recorded in a number of studies, 

for example Machalicek et al. (2007), Zweers et al., (2019) and Parsons and 

Lewis, (2010). Since this current study is looking at mothers’ experiences in 

choosing education for their children with ASD, it was essential to explore the 

literature on the different preferences that parents might have regarding 

educating their children with ASD. There has been some research into the area 

of parents’ experiences with the provisions for their children with ASD, but very 

little research into the mothers’ experiences specifically about choosing 

education for their children with ASD.   

 

From the present researcher’s own experience, and knowledge based on an 

exploration of the educational system, the education service for children with 

special needs has been lagging behind other developments in the country. The 

question remains as to whether there is a gap in accessing relevant services in 

the country. There are still unresearched areas as to where children with ASD 

are educated, what parents’ preferences are, and whether they choose to home 

school (see Section 2.6).  

 

3.5 Parents’ experiences with children with ASD 
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In this section, literature is explored that documents the experiences of mothers 

of children with ASD. Three parts of these experiences will be explored: the 

parents’ emotional responses to the diagnosis, their emotional difficulties, and 

their coping strategies.  

 

A number of studies (for example, Landsman, 1998, Rivard et al., 2014; Moh 

and Magiati, 2012; Reed et al., 2016; DePape & Lindsay, 2015, Al Bloushi, 

2019) have explored parents’ emotional responses to their child’s diagnosis of 

ASD and they have identified a wide range of emotions. For example, stress in 

the parents of children with ASD has been found to commence the moment 

their child is diagnosed with ASD (Rivard et al., 2014). Moh & Magiati (2012) 

report that late diagnosis increases the level of parental stress, because they 

might have missed the opportunity to implement early interventions that, 

arguably, may have been needed to develop their child’s skills. A feeling of 

relief was noted in DePape & Lindsay’s, research (2015) because the diagnosis 

identified a name for the behaviour of the child, which the parents had 

previously just described as ‘different’ or ‘odd’. The feeling of relief was 

particularly because of the long, difficult, and frustrating process of diagnosis. 

The study by Reed et al. (2016) noted that the speed and coherence of the 

diagnosis reduced mothers’ anxiety but increased the overall level of parental 

stress. Shock, sadness, disappointment, and denial were reported in other 

studies (for example, those of Ludlow, Skelly, & Rohleder, 2012 and Corcoran, 

2015, Wong et al., 2012). The feelings of shock and disappointment were 

associated with the “never-ending” challenges that their children faced (Ludlow, 

et al., 2012). The feeling of loss was reported because of being unprepared to 

contend with the experiences or the grief of having lost the “real child” the 

parents had waited for (Fernandez-Alcantara et al., 2016). A study of parents 

conducted by Poslawsky et al. (2014) in the Netherlands with 77 participants 

(90% of whom were mothers) found that parents of children with ASD showed 

acceptance of their child’s recent diagnosis. This response was reported to be 

“associated with the severity of the child’s ASD” (Poslawsky et al., 2014: p. 

303). 
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Some of these findings are reflected in studies with regards parenting of 

children with a range of disabilities.  Rogers (2011) reports on conflict of 

emotions when considering taking diagnostic tests, the emotional angst 

mothers feel, including “disappointment” and “heartbreak” (p. 138).   Mothers’ 

feeling could be also related to lack of knowledge about disability and 

accompanied by the sense of fear about “the other” particularly there is a deep 

parental investment in cultural ideologies of perfect children and ‘good parents’ 

(Landsman, 1998). Then they adapt, adjust and develop a range of skills as 

they mediate and negotiate the world on behalf of their children.  

 

Al Bloushi (2019) completed a literature synthesis of articles exploring the 

experiences and perceptions of mothers caring for a child with cerebral palsy.  

Thematic analysis of the findings of her included studies showed that a number 

of the studies discussed “reactions to the news of diagnosis” (p. 62) exploring 

emotional reactions, trauma, denial and shame.  Rogers (2007) outlines the 

“loss of the expected child” and associated issues of “shock”, “denial” and 

disappointment” (p. 42). 

 

In addition to stress at the diagnosis stage, parents experience difficulties and 

stress for other reasons. It has been documented that stress is associated with 

the severity of a child’s ASD symptoms and behaviour problems (Davis & 

Carter, 2008; Levin & Scher, 2016; Reed et al., 2016; Tekinarslan, 2018). In a 

study in Israel conducted Levin & Scher (2016), mothers of children with ASD 

experienced stress caused by sleep problems in their children. Sleep problems 

were also studied and reported by Al-Farsi, (2016). The study of Levin & Scher 

(2016) indicated that sleep problems were the main source of maternal stress, 

more than the symptoms’ severity. In Reed et al.’s study (2016), many of the 

158 mothers of children with ASD were found to display a high level of stress 

and this, in consequence, affected parental health and the child. Tekinarslan 

(2018) reported that high levels of stress in mothers was found to be associated 

with the severity of child’s impairment, the behavioural problems of the child, a 

lack of social support, a lack of information and guidance for childcare, financial 

constraints, and the perception of social stigma.  
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Other research (Benson, 2018; Tomeny et al. 2016; Cianfoglione, 2015; 

Zaidman-Zait et al., 2017; Tahmassian, 2011, Dillenburger, et al., 2010) has 

indicated higher levels of stress and poorer mental health in parents of children 

with ASD than parents of children with other disabilities. The literature has also 

pointed that the higher levels of maternal stress and unhappiness due to having 

a child with disability (Landsman, 1998). From a medical understanding, 

mothers experience delusion or grief as they were unable to produce children 

that were considered as ‘normal’. They experienced the feeling of fear about 

‘the other’, as there is a deep understanding in cultural ideologies of having 

‘perfect babies’ and ‘being good parents’ (Landsman, 1998). 

Benson’s (2018) findings report on a number of mothers of children with ASD 

over a period of time from 2006-2016 in USA. The number of mothers varied 

because the assessment was conducted five times over the period 110 (Time 

1), 107 (Time 2), 98 (Time 3), 59 (Time 4), and 82 (Time 5). The findings 

indicated a significant decline in the mothers’ health as well as a rise in 

depression. Tomeny et al. (2016) conducted research in USA which reported 

that not only did the mothers of children with ASD face emotional and 

behavioural difficulties, but also that other family members were affected, such 

as typically developing siblings. The more severe the ASD ‘symptoms’ in the 

child, the more difficulties were reported in the study. Being the mother of a 

child with developmental difficulties has been demonstrated to affect parents’ 

wellbeing (Cianfoglione, 2015). Parents of children with ASD appear to be 

vulnerable to higher levels of stress (Blacher & McIntyre, 2006) and depression 

than parents of children with other disabilities. Knight (2012) also emphasizes 

that the expectations that the society expect parents of children with disability 

to play are disempowering them. The parents are expected to raise a child in a 

society that devalue their identity as parents (Knight, 2012). 

Mothers of children with ASD reported a negative impact and poor wellbeing 

during their children’s preschool years (Eisenhower, Baker & Blachers, 2005). 

Smith et al. (2008), when comparing mothers of toddlers and mothers of 

adolescents, stated that mothers generally showed signs of significant distress 
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and anger associated with the frustration of parenting an individual with ASD. 

According to Zaidman-Zait et al. (2017), the stress is created by a mismatch 

between the parents’ perceived expectations about parenting and the personal 

and social resources available to meet these expectations. The longitudinal 

study of mothers by Zaidman-Zait et al., (2017) reported a clear relationship 

between parents’ stress and children’s characteristics, as well as parents’ 

personal and social resources. Successful coping strategies implemented by 

parents can lead to a lower level of stress, which strongly recommends 

individualized and appropriate support services for such parents to help them 

cope and deal with stress (Smith et al., 2008; Zaidman-Zait et al., 2017). Other 

factors might be related to children’s behaviour, sleep problems, and remarks 

from other people regarding their children’s behaviour (Huang et al., 2014). 

 

Results from Dieleman et al.’s (2019) study of the sources of daily parenting 

among mothers of children with ASD in Belgium showed that stress varies 

across parents as well as across days, so effective parenting strategies for 

mothers of children with ASD need to consider mother and child’s needs. Ekas 

et al. (2015, 2016) found that family cohesion was a significant factor in positive 

adjustment and would help mothers of children with ASD to adjust and adapt 

their lives. There are other contributors to a better life, such as optimism, the 

receipt of benefits, and social support, but family cohesion and family 

relationships were found by Hodgetts et al. (2017) to increase maternal 

wellbeing and prosperity as well as cooperation between mothers and their 

family members which is crucial for improving mothers’ wellbeing. Hodgetts et 

al. (2017) interestingly found that maternal psychological wellbeing was 

positively related with the perceived continuity and quality of services. The more 

services that were provided for both children and their families, the better the 

wellbeing of the mothers. 

Al Bloushi’s (2019) literature synthesis revealed a number of studies explored 

mothers' level of stress (including outcomes such as anxiety and depression) 

after diagnosis, labeling this theme “emotional difficulties” (p. 63).   Her cited 

studies found that these mothers tended to have lower satisfaction with life and 

higher levels of anxiety and depression when compared to other mothers.  
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While these findings were related specifically to mothers of children with 

Cerebral Palsy, the literature above shows similar findings for parents of 

mothers with ASD.  Rogers (2007) describes parents experiences of stress, 

depression and anxiety, and the impact these have on the parent’s mental 

health. 

 Al Bloushi’s (2019) next sub theme in “emotional experiences” reflects on 

findings related to “coping strategies”, namely finding information seeking, 

acceptance, and support.  Rogers (2007) notes how support, particularly social 

support (from a range of people, including disability support groups), has a 

positive effect of mental health/wellbeing. With regards coping strategies of 

parents of children with ASD, there are two studies (DePape & Lindsay, 2015; 

Benson, 2018) which have explored the coping strategies used by mothers or 

parents of children with ASD to cope with their emotions at the time of the 

diagnosis. These studies found that parents frequently used strategies such as 

seeking information, seeking cooperation with family members, and seeking 

social support and religious support. Obtaining adequate information about 

their child’s condition and how to cope with stressful situations were perceived 

by parents in these studies as essential factors to cope with the child’s 

condition. There are other strategies reported in DePape and Lindsay (2015) 

that had a good impact on parental mental health. Being optimistic about the 

child’s future and accepting the situation helped parents to cope well with their 

child’s condition. Being positive about taking care of a child with ASD enabled 

them to find meaning in caring for their child and to cope with the stress. 

Another coping strategy that parents reported is depending on relationships 

with family members, family cohesion, and cooperation within the family. This 

strategy enables parents to cope with the stresses associated with care for their 

child (Ekas et al., 2016). The feeling of being together and cooperating with 

each other provided them with better family functioning. The help that parents 

receive from family and friends helps in reducing the negativity of the situation 

and promotes mothers’ self-esteem (Halstead, Griffith & Hasting, 2018). 

Another strategy that has been found to be effective is spiritual and religious 

support, which has been found to give mothers strength and courage to cope 

with the stress of caring for a child with ASD (Halstead et al., 2018). Mothers 
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perceived themselves as being special and chosen by God to be the mother of 

a disabled child (Halstead et al., 2018). 

Hastings et al. (2005) explained that many families can succeed in raising a 

child with ASD because they are either successful in using strategies to cope 

or to have significant investment in the development of their child. In their 

research conducted on the biological mothers and fathers of children with ASD, 

Hastings et al. (2005) found there were four coping mechanisms related to 

parents raising a child with ASD. These are active-avoidance coping strategies, 

positive problem-focused coping strategies, emotion-focused coping 

strategies, and religious coping strategies. The active-avoidance approach was 

found not to be helpful in enabling parents to cope with the stress, and parents 

reported more stress and mental health issues. The positive problem-focused 

approach may help parents to cope with the stress of raising a child with ASD.  

 

The experience of mothering a child with disability is complex and contradicting 

at a number of levels which extend over and above those mothers of non-

disabled children (Ryan & Runswick-Cole, 2008, Rogers, 2007). It is important 

to understand the factors affecting the wellbeing of parents raising a child with 

ASD because low levels of parental wellbeing could lead to a negative impact 

on the child’s development and also have a negative impact upon the parents 

themselves (Reed et al., 2016; Halstead et al., 2018). Stress and depression in 

parents impact the outcomes of children with ASD, including language and 

cognitive problems, social interaction difficulties, and behavioural problems. 

Parental anxiety has also been associated with higher levels of behaviour 

problems in children with ASD (Reed et al., 2016). Therefore, investigating the 

studies examined in this section is important to understanding the mother of a 

child with ASD experiences, perceptions, and feelings. 

 

3.6 Parents’ choices and decisions for the education of their 
children with ASD 
 
In this section, the focus will be on parents’ and mothers’ choices and decisions 

about the education of their children with ASD, as well as their experiences in 
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accessing available services.   

 

3.6.1 Decision-making for educational placement 
 
The decision process of finding a placement for a child with ASD has been 

found to be highly emotionally stressful for parents (Tissot & Evans, 2006; 

Swick & Hooks, 2005). According to Parsons, Lewis and Ellins (2009), parents 

of children with ASD experienced more stress in finding placement, and more 

intense stress, than parents of children with other disabilities. They find the 

experiences of decision making for their children with ASD challenging because 

they are the key agents in their children’s progress and success (Sandall, 

McLean & Smith, 2000). Garfinkle and Schwarts (2002) describe rational 

choice theory, which assumes that people are rational decision-makers who 

have well-ordered preferences and complete information regarding the gains 

and losses associated with each alternative. In addition, Macy (2006) reported 

that in the process of decision-making, parents have the ability to compare 

alternatives, preferences and to choose the place, the time, and the plan that 

would meet their child’s needs.  

 

Parents are regarded as full partners in their children’s educational process 

(Duncan, 2003). They are considered as consumers of educational services 

attempting to make costs-versus-benefits calculations and weighing the 

probabilities of success for the various options that they could pursue (Bosetti, 

2004). However, the reality entails complex factors, such as the process of 

choosing a school for the child is itself social (Coleman, 1988), moving through 

different stages/types of expectations (Rogers, 2007) and is consequently a 

complex and multifaceted affair (Rogers, 2007). Therefore, social networks can 

provide individuals with access to relevant and valuable information regarding 

their choices and help them to make the most well-informed decisions. 

Individuals can also attempt to maintain control over the choice-making 

situation, which will reduce their sense of stress (Bosetti, 2004). Parents also 

depend on their personal values and subjective expectations of the educational 

framework, and on their social and professional networks, to collect information 
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about the schools (Bosetti, 2004). In this way, it is argued, they will be able to 

make informed decisions regarding their child’s education.  

Foot et al. (2000) recommend that parents’ educational pre-school decisions 

can be predicted based on the theory of planned behaviour. Accordingly, 

parents’ preferences, knowledge, beliefs, and expectations make up the final 

decision-making process. Behavioural beliefs, normative beliefs, and beliefs 

about opportunities and resources inform parents’ choice. Behavioural beliefs 

include parents’ knowledge, values, and preferences regarding the 

characteristics of good educational provision (Foot et al., 2000). These 

characteristics pertain to care and safety, educational goals, the meeting of 

children’s needs, convenience, knowledge of the different provisions available, 

and so on. Another source is the parents’ beliefs about the opportunities and 

resources available that would enable them to make the right choice; this gives 

the parents a sense of control over the choices they make (Foot et al., 2000).  

When deciding on educational provision, parents usually require a range of 

information about the parts of the provision that relate to the education of their 

child (Rizvi, 2018; Rabba, 2019; Macy, 2006). Being repeatedly exposed to 

problems in the decision-making process (Macy, 2006) will help parents to 

reach decisions in an informed way. Parents constantly seek more information 

about the various aspects of the process through various social-exchange 

situations and activities. Finding out about educational provision options can be 

time-consuming and may have financial implications and create emotional 

stress, resulting in decision fatigue in the parents (Rabba, 2019; Vohs et al., 

2014). Vohs et al. (2014) argue that the more choices parents have, the more 

stressful the situation is. This is because parents need to consider more 

alternatives and more resources and therefore more energy is consumed, 

resulting in a process that creates a burden and subsequently leads to 

impairments in self-regulation, resulting in the breakdown of self-control and 

eventually in ego depletion. Furthermore, the complexities of the human 

environment and the limitations of human information processing mean that 

people are mostly motivated by the need to satisfy the minimum requirements 

rather than to maximize reward. To be satisfied is to pursue the good-enough 
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option, the acceptable one that does not demand any extensive use of energy 

and time (Garfinkle & Schwarts, 2002). Some researches suggest that choice 

situations becomes risky when there are various options to consider (Garfinkle 

& Schwarts, 2002; Connolly & Zeelenberg, 2002, Rodger et al., 2008).  This 

makes the process more confusing and may result in dissatisfaction with 

outcomes obtained in post-decision situations, thus leading to a negative 

emotional response (Rogers, 2007). However, people experiencing a situation 

in which the choice is limited to fewer options express greater satisfaction and 

pleasure with the choices they make (Garfinkle & Schwarts, 2002). When the 

choice situation involves varied options, it might also result in disengagement 

and an almost arbitrary choice being made in order to complete the process, 

resulting in regret and loss aversion. The argument here is that when the 

options are few, people tend to blame the situation for disappointing outcomes; 

but when a situation offers many options, people tend to blame themselves and 

their own actions, bringing depression and a sense of personal failure (Connolly 

& Zeelenberg, 2002). The act of deciding on educational provision is an 

uncertain, multi-faceted, and sometimes risky activity (Rogers, 2007), because 

inclusion within the mainstream might lead the child of not being able to cope 

with the ‘real’ environment of mainstream. Therefore, parents are expected to 

make rational choices regarding the interests and the characteristics of their 

children with ASD, thus they are supposed to make conscious considerations 

among alternatives, weighing information about currently available options, and 

selecting the option that seems to be the most promising.  

To sum up, the experiences of having a child with ASD, a lack of information 

about procedures, and uncertainty about the best educational provisions for 

their child with ASD make the decision-making process for parents a difficult 

one where no single choice appears to be the absolute best option. The 

literature I have reviewed here is not specifically about ASD, but I am applying 

it, because it seems highly relevant. In the context of a country like Oman, the 

options are limited (as mentioned in Chapter two). Therefore, parents’ choices 

and decisions may be affected by many other aspects that have not been 

mentioned in the previous literature in Oman, such availability, access and 

quality of services, and other influences that seem to affect their choices such 
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as family and community support. 

 

3.6.2 Educational provision for children with ASD 
 
Finding a school or a centre that can accommodate their children is considered 

a challenging time for parents of children with ASD, as it brings new demands 

and challenges (Parsons, Lewis, & Ellins, 2009; Quintero & McIntyre, 2011; 

Connolly & Gersch, 2016). The difficulty can include concerns about 

stigmatization and how the child will cope with the school environment. Ryan 

and Runswick-Cole (2008) argue that mothers of children with disability 

experience a form of disablism emerging from medical model of disability (see 

section 3.2 about disability models) which focus on the burden of having a child 

with disability. The disablism occur through discrimination directed at the 

children in both attitudes and action (Ryan & Runswick-Cole, 2008).  There are 

also the ‘pathways’ parents go through – beginning with hoping for, or even 

expecting, a mainstream education for their child; the families’ experiences of 

mainstream and/or special education; and the impact of those experiences 

(Rogers, 2007). 

 

From a series of interviews with mothers of children with ASD in Australia, Lilley 

(2015) found that mothers experience stigma from professionals towards their 

children with ASD and have witnessed a tendency for their children to be 

excluded from educational settings because of their condition. Connolly and 

Gresch (2016) examined parental perspectives and experiences regarding 

children with ASD starting at school. Stigma from professionals towards 

children with ASD was a concern of many parents in the study. Their concerns 

were because they felt that this stigmatization might lead to social exclusion by 

the children’s peers and their families. Parents’ concerns also included the 

worry that some professionals either overestimate children with ASD’s coping 

abilities or underestimate the potential of less verbal children.  

 

Participants in Connolly and Gersch’s study (2016) described their fears that 

their children would be stigmatized by peers and other parents, which may lead 
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to social exclusion. They also feared that labeling has the power to change how 

people view their children’s behaviour.  Consequently, finding a place that might 

meet their children’s needs is a source of anxiety for many parents of children 

with ASD (Connolly & Gersch, 2016). It was also reported that there is a vital 

need for communication between school professionals and parents to facilitate 

preparation for the transition into school. There is an essential need for 

communication between preschool teachers and school teachers to support 

children with ASD in the transition stage. Many parents expressed the difficulty 

in their struggle to find a suitable school for their children. The study by Connolly 

and Gersch (2016) echoed a previous study by Parsons et al. (2009), which 

also reported concerns from the parents of children with ASD about the 

appropriateness of the schools their children were attending. Most of the 

parents in the study expressed their concerns regarding the schools their 

children were starting in. These concerns seemed to be related to parents’ 

concerns about school safety, social inclusion, and bullying. 

 

Previous research has explored the different aspects of parents’ perceptions 

about the education of their children (Brewin, Renwick & Fudge Schormans, 

2008; Renty & Roeyers, 2006; Rogers, 2007, Stoner et al, 2005; Whitaker, 

2007, Slade et al., 2018). It has shown that there is variation in parents’ levels 

of satisfaction regarding the education of children with ASD (Rogers, 2007). 

Children with a variety of disabilities as well as children with ASD were included 

in the research conducted by Parsons and Lewis (2010). Other studies have 

also explored the perceptions of parents with children with ASD specifically 

(Brewin, Renwick & Fudge Schormans, 2008; Renty & Roeyers, 2006; Stoner 

et al, 2005, Whitaker, 2007) or parents of children with ASD compared to 

parents of children with other disabilities (Parsons, Lewis & Ellins, 2009). 

Results in Parsons, Lewis and Ellins (2009) showed the views of parents of 

children with ASD versus non-ASD, which showed more similarities than 

differences in relation to the positive aspects of provision as well as children’s 

improvements. The research reported that the majority of the parents were 

satisfied with their child’s education programmes (Parsons, Lewis & Ellins, 

2009). 
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Starr and Foy (2012) also surveyed 144 parents about their satisfaction with 

the education their children were receiving. They stated that regardless of 

changes in legislation and policy, which have increased the role of parents as 

school advocates and partners, many parents feel that their children’s needs 

are not being met within the school system. These studies found that a slight 

majority of parents are satisfied with their children’s education; however, many 

others expressed dissatisfaction. Starr and Foy (2012) identified three main 

elements that shaped parents’ perceptions of educational programs for children 

with ASD. These are the teachers’ ability to manage behaviour, the teachers’ 

knowledge and understanding of ASD, and the quality of collaboration and 

communication. Parents participated in the survey of Starr & Foy (2012) whose 

children were at that time enrolled in a publicly funded school system and were 

diagnosed with ASD. Many of them were dissatisfied with the education system 

and felt that it was not meeting the needs of their children, due to a lack of 

knowledge about ASD among school staff and administrators, because of a 

lack of training and professional development about ASD.  

 

Many parents in the Starr and Foy (2012) study expressed the view that their 

children needed fully trained experts, speech therapy, increased educational 

assistant time, the incorporation of technology into their education, and the 

integration of social skills training and sensory training. The parents hoped to 

see their children’s needs for a high level of independence and happiness met 

by 1) the completion of a certain level of education, and 2) the acquisition of 

numerous other skills such as communication skills, self-help skills, and the 

ability to establish social relationships.  

 

Starr, et al. (2006) studied parents of children with ASD, Downs Syndrome, and 

other learning disabilities and examined their perceptions of the education of 

their children. The study found that parents of children in all groups tended to 

feel that teachers generally were not able to deal with their children’s 

challenging behaviour. The results identified key factors contributing to parents’ 

satisfaction levels, such as having knowledgeable and supportive staff, feeling 

that they as parents are part of the decision-making process, and having 
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teachers who are willing to learn about the disability and adapt their teaching 

accordingly (Starr, et al., 2006).  

 

3.6.3 Parents’ involvement in the education of their children with ASD 
 
Parents’ role in their children’s education has been well documented as crucial 

in order for children to achieve life and academic skills and eventually become 

independent citizens (Stoner & Angell, 2005), Families and school 

professionals may play an equally active role in shaping the educational 

experiences of children with disabilities. According to Zablotsky, Boswell and 

Smith, (2017), parental involvement is a complex issue that has affordances 

and drawbacks, as parents might be facilitators of or barriers to the education 

of children with ASD. They may have too much interference in the educational 

process or they may work cooperatively with the professionals (Zablotsky, 

Boswell & Smith, 2017). 

 

Stoner and Angell (2005) conducted a study of eight parents of four children in 

a Midwestern city in USA with a population of approximately 150,000. They 

could identify four main roles that parents played as they monitored their 

children’s educational programmes, and these roles described their strategies 

of interaction with school professionals. Though the study included fathers and 

mothers of children with ASD, the findings found that the roles of mothers were 

more active than those of fathers. There were four main roles that parents and 

especially mothers played in the education of their children: negotiator, monitor, 

supporter, and advocate. Stoner and Angell (2005) describe them as follows: 

 

• The negotiator role manifests itself in the way that parents seek services 

that may support the needs of their children. Parents negotiate and 

discuss the structure of programmes that their children might need. 

Parents learn how to negotiate over time, as they gain an understanding 

of how to approach educational professionals in a way that ensures the 

success of their influence.  

• The monitor role manifests itself in the way that parents check the quality 

and content of their children’s education programmes on an ongoing 
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basis, either formally or informally. Formal monitoring occurs at 

scheduled, regular events, such as in an Individual Education 

Programme (IEP), teacher-parent conferences, and so on. Informal 

monitoring by parents usually involves going through children’s 

notebooks, assisting in classrooms and schools, or monitoring changes 

in behavior.  

• The supporter role is fulfilled in the way that parents encourage their 

children’s teacher by either providing direct assistance such as 

producing classroom materials or purchasing items for the classroom 

and reinforcing classroom intervention strategies. 

• The advocate role is reflected in the way that parents supplement and 

promote activities related to ASD. 

 

In addition, Dauber and Epstein (1993) also described parents’ roles as being 

those of teachers, supporters of school activities, advocates, decision-makers, 

volunteers, homework directors, and collaborators. In general, Stoner and 

Angell (2005) found that parents’ trust in their children’s education 

professionals increased when they perceived these professionals as 

competent, having the best interests of children at the centre of their decisions, 

and keeping their word. Parents sought a strong bond of trust with education 

professionals, because they felt that such a relationship would benefit their 

children. 

 

The work of Sousa (2011) also reported the different roles parents adopt. She 

argues that parents not only act as caregivers, advocates, therapist and 

partitioners for their children, they also waged the battle against social and 

political forces to gain medical and educational interventions for their children. 

Parents’ works comprise the development and use of many forms of knowledge 

and expertise including their emotional knowledge that parents harness 

trajectory of care. They are converting their care of their child and hope for the 

future into action (Sousa, 2011). Mothers overcome fears of not loving or 

understanding their children to developing new knowledge and skills that can 

support their children’s development. 
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Parents’ participation in the education of their children with ASD has been 

acknowledged in the literature as resulting in positive child outcomes and 

improved skills (Benson, Karlof & Seperstein, 2008). Parents’ involvement is 

considered to be a crucial practice in the education of children with ASD and 

emphasizes the fact that parents play an important role in supporting their 

child’s education (Nahmias & Mandell, 2014). Parents’ experiences are also 

regarded as having an essential role in supporting their children’s educational 

progress because they are the first to recognize the early signs of the condition 

(Dobbins & Abbott, 2010; Nahmias & Mandell, 2014).  

Parental involvement can take different forms, such as home-based or school-

based involvement. Home-based involvement can be unstructured but 

effective, with parents using everyday activities, the home, and the community 

as a natural setting to support their children’s learning and development (Dunst 

et al., 2011). School-based involvement can concentrate more on parents 

volunteering in their children’s classroom, communicating with teachers 

formally or informally, and attending meetings and workshops (Benson, Karlof 

& Seperstein, 2008).  Research suggests that the form that parents’ 

involvement in children with ASD’s education takes is determined by several 

factors: the severity of the problematic behaviour exhibited by the child with 

ASD; the time and energy of parents; family resources (socioeconomics and 

social support); and school characteristics (Benson, Karlof & Seperstein, 2008). 

Some children with problems in their behaviour hinder their families from 

participating in educational programmes, because families face difficulties and 

experience high levels of stress when raising a child with ASD, which 

problematic behaviour exacerbates (Benson, 2006; Witwer & Lecavalier 2008). 

Research also suggests that parental involvement is hindered when children 

lack functional language skills and are unable to maintain ongoing social 

communication or interaction, while there is greater participation from parents 

of children who exhibit prosocial behaviours (Kasari & Sigman, 1997 and 

Benson, Karlof & Seperstein, 2008). Employed parents struggle to find the time 

and energy to support and participate in the education of their children with 

disabilities (Rogers, 2007). Research indicates that working mothers, in 
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particular, face major difficulty in balancing family and work commitments 

(Freedman et al., 1995). Benson, Karlof and Seperstein (2008) surveyed and 

interviewed 95 mothers about their involvement in the education of their 

children with ASD who were receiving public schooling. They found that 

mothers “simply do not have time or energy to devote to assisting their child 

educationally” (p. 58). The research also found that caring for several children 

with disabilities places extensive demands on families because it exerts a 

negative effect on the mothers’ ability to participate in the children’s home-

based activities.  

 

Parents’ socioeconomic resources and the social support that they receive 

affects their involvement in their children’s education (Dauber & Epstein, 1993; 

Turner and Turner, 1999, Rogers, 2007). Another factor affecting parents’ 

involvement in the education of their children with ASD is school characteristics: 

the more schools encourage, support and provide opportunities for parents, the 

more parents are involved (Hoover-Dempsey et al., 2005; Benson, Karlof & 

Seperstein, 2008). Schools might invite parents to volunteer in or observe their 

children’s classrooms, or they may offer parent training and parental 

consultation to develop greater participation in the children’s learning. The 

relationships that parents of children with ASD have with their children’s 

schools was examined by Lareau (1999). Lareau (1999), who found that 

working-class parents were less likely than middle-class parents to get involved 

in their children’s education, and if they did, it was generally in non-academic 

activities. According to research papers conducted by Benson, Karlof and 

Seperstein, (2008), parents from working-class backgrounds tend more to think 

that academic matters should be left to teachers, while parents of other classes 

consider themselves as the experts in educating their child with ASD. 

 

Parents of children with disabilities reported high level of involvement in their 

children’s education and that their caring work goes beyond the ordinary caring 

role of a mother or a father (Rogers, 2007). The level of parents’ involvement 

in the education of their children with ASD seems to depend on three key 

factors (Hoover-Dempsey et al., 2010). The first is the parents’ concepts about 

what it means to be a parent and their motivation to help the child succeed. The 



 81 

second is how the parents regard invitations to get involved and the 

opportunities offered by educational systems. These invitations usually 

represent the social norms and values applied within school systems 

associated with parental involvement. The third factor is the parents’ personal 

life contextual variables, including family culture and circumstances, the 

parents’ perceptions of their personal skills and knowledge about ASD, and the 

time and energy they can afford (Hoover-Dempsey & Sadler, 1997; Hoover-

Dempsey et al., 2005). These aspects reflect parents’ type, level of 

involvement, and their contribution to their children’s success (Hoover-

Dempsey et al., 2005). 

 

The roles taken by parents to support their children’s success in school learning 

activities can be supported and enabled by teachers via various collaborative 

efforts (Kroeger & Lash 2011). However, this does not sufficiently specify the 

teachers’ role as being one that includes gaining partnership with parents. 

Furthermore, the issue of the educational system’s dominance can be raised, 

because teachers do not sufficiently account for the value of the experiences 

of parents, and they are likely to misinterpret parents’ motives regarding their 

involvement in their children’s education (Kroeger & Lash 2011). Consequently, 

the value of a teacher-parent partnership can dissolve in practice. However, 

when teachers learn to appreciate parents’ individual and unique perspectives 

of their role in their children’s education, partnership can succeed. This 

appreciation can lead parents to offer knowledge and expertise rather than act 

as obstacles who need to be more informed themselves (Cairney, 2000).  

 

3.6.4 Challenges in educating children with ASD 
 
Parental involvement has been considered either as peripheral to children’s 

education or as an obstacle (Stoner et al., 2005). According to Stoner et al. 

(2005) professionals can approach teaching a child with ASD via an impact-

based approach, leading them to focus more on the disability than on the 

individual. Parents face many challenges in educating their children with ASD, 

which start as they notice their slow progress. Challenges include the following: 

a) they struggle to obtain a diagnosis for their child; b) they have to fight to get 
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services for their child; c) there is a lack of collaboration between parents and 

professionals; and d) there is inadequate service delivery (Stoner et al., 2005). 

The challenges that parents encounter when seeking services for their children 

with disability was well documented in literature (Stoner et al., 2005 Midence & 

O’Neill, 1999; Kohler, 1999; Rizvi, 2018, Rogers, 2016). 

 

As part of finding education for their children, parents attempt to obtain a 

diagnosis for their child. They are the first people to detect the differences in 

their child’s development (Midence & O’Neill, 1999) and this feeling leads them 

to search actively for an explanation for their child’s behavior. This might be 

relevant to their perception of the disability from medical model perspective that 

the problem is within their child. They generally recognize the symptoms and 

suspect the child’s condition even before the official diagnosis is made. Parents 

feel that they want to know as soon as possible the explanation for their child’s 

behaviour, though doctors sometimes feel unsure of the exact nature of the 

child’s condition. However, sometimes, if the diagnosis is not correct or cannot 

be reached, parents might feel confused, despairing, and guilty (Midence & 

O’Neill, 1999). Many parents have to visit three or four different psychiatrists 

before getting an accurate diagnosis. There are parents who struggle with 

delays or difficulties in the diagnosis process (Kohler, 1999). Consequently, 

parents experience stress and an inability to cope with their child’s condition. 

This also results in difficulties for the parents, such as being isolated by other 

relatives and friends. Mothers may also blame themselves for their child’s ASD. 

Midence and O’Neill (1999) also explained that parents feel dissatisfaction with 

the diagnosis given when they first seek help and have doubts about the 

diagnosis given to them initially. However, when the diagnosis is complete and 

a label is given to the child’s condition, parents tend to feel relieved and happy 

that they understand their child’s behaviour, eventhough this diagnosis 

confirmed their worst fears. This is because someone else corroborated what 

they already suspected (Midence & O’Neill, 1999). ASD is invisible in nature 

and this may lead to misunderstanding by other people and cause difficulties 

for parents, who have to explain the nature of the child’s behavioural problem 

themselves. This is unlike the case with other conditions such as Downs 

Syndrome or physical impairments. According to Midence and O’Neill (1999), 
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parents feel that they are able to understand their child’s behavior once they 

know what is ‘wrong’ with their child. Regardless of the difficulties they 

encounter with the child’s ASD, parents usually have realistic expectations for 

their child’s future, and they take an active role in the management of the 

condition. 

 

Parents may encounter challenges in identifying and obtaining ASD-related 

support, because many children with ASD experience difficulty in expressing 

their strengths, weaknesses, and needs. However, Kohler (1999) found some 

evidence that suggests that professionals view families as unreliable sources 

of information. Parents face challenges in identifying and accessing the 

services that they need because either they or professionals fail to cooperate 

in planning, implementing, and evaluating services, or service providers are 

disorganized or lack continuity (Kohler, 1999).  

 

Kohler (1999) argued that some parents have the initiative to keep everyone 

informed and insist that providers collaborate with them in planning, 

implementing, and evaluating services. On the other hand, there are other 

families who feel unsure that interagency collaboration is an important element 

of the service delivery system.  The struggle that parents face is about who 

knows the child better the parents or the experts (Rogers, 2007). Parents think 

they know their child’s condition better than experts, but they are asking for 

advice from the experts. It is generally held that there should be collaboration 

between families and agencies in order to ensure that children with ASD and 

their families receive the intervention that is required (Hadidi & Al Khateeb, 

2015). Families are required to interact with different service providers to gain 

assistance for their children. It is the responsibility of service providers to 

develop service plans jointly with parents (Kohler, 1999). A major problem with 

this is that communication between parents and service providers can be 

ineffective, according to parents’ reports (Rogers, 2007). Parents feel that 

professionals do not usually listen to them (Fong, Wilgosh & Sobsey, 1993).  

However, parents do respect professionals who have daily contact with them 

and appreciate their experiences in the field of ASD. Some problems are also 

associated with parents hoping that their children will be educated in 
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mainstream settings, regardless of their disability, and end up not being able to 

get that. This is a struggle for parents with disabilities and is even more so for 

parents of children with ASD.  

 

According to Hadidi and Al Khateeb (2015), when parents succeed in receiving 

the support, they are fighting for, they can then struggle with inadequate service 

delivery. Parents have reported that their major problem was learning about 

and accessing services, or that they were not given the choice to fight for what 

they wanted. In fact, in many cases, parents received something different from 

what they requested or found that there were not enough resources available 

for their children (Rogers, 2007). Parents can often perceive the delivery 

systems of service providers as problematic and believe the providers to have 

organizational issues or lack responsibility. Lack of communication or weak 

communication with parents might cause problems in the delivery of adequate 

services for children with ASD and their families (Hadidi & Al Khateeb). These 

challenges could create dissatisfaction in parents about service delivery for 

children with ASD. 

 

To sum up, raising a child with ASD creates challenges for parents and 

especially mothers as they are considered the primary caregivers for children. 

Children with ASD exhibit symptoms of deficiency in social communication and 

repetitive patterns of behaviour, and they also exhibit a wide range of other 

behavioural ‘symptoms’ (APA, 2013). This seems to make parenting stressful 

and demanding. Parents of children with ASD report higher levels of stress than 

parents of typically growing children and parents of children with other 

disabilities. Parents’ experiences may include aspects such as emotional 

experiences, reaction to the diagnosis of ASD, social experience, parental and 

family relationships, social participation and social isolation, formal and informal 

support, perceptions of the child’s independence and future, and the mother’s 

experience with service provision for their children. 

 

3.7 Parents’ perception of child’s independence and future  
 
Many parents, especially mothers, experience concerns when caring for a child 
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with ASD as they attempt to develop the life skills that would enable them to 

live an independent life in the future (DePape & Lindsay, 2015, Findler, et al., 

2016). In DePape and Lindsay’s study (2015), which involved a systematic 

review of 31 articles and the study of parents (involving 160 fathers and 425 

mothers), it was found that parents reported concerns about their children’s 

future. Many of them thought that their child would achieve typical milestones, 

such as being independent, living on their own, and finding secure meaningful 

employment. Parents reported a desire to make their child as independent as 

possible (DePape & Lindsay, 2015). The parents were interested in fostering 

and observing their child’s ability to relate to and communicate with other 

people. They were interested in the child’s progress and the speed at which 

they could learn new things. Mothers expressed a desire to see their child 

become independent in handling daily activities in order to enable him/her to 

attend school and achieve independent living and find work. Other studies 

found that parents may be worried about their child’s future (Ilias et al., 2018). 

Parents reported that they were worried about maintaining their own health as 

their child was dependent on them for daily activities, and parents were 

concerned about who would care for them when they grew older. Some 

mothers also emphasized the importance of their children attending school and 

receiving formal education. They believed that if their child could become 

sufficiently educated, people in the community would no longer regard them as 

having ASD (Howlin et al., 2004). Better access to more extensive and 

appropriate supported living and employment schemes could enable much 

greater progress for children with ASD in the future (Howlin et al., 2004). 

These feelings could be associated to parents understanding of disability as 

discussed in section (3.2). Even though, there is an understanding of the social 

barriers to their children’s disability, there is also commitment to find treatment 

for it. Fisher and Goodley (2007) argue against linearity life models in mothers’ 

understandings of disabled children’s development.  Linear life model links to 

the medical model whereby rehabilitation and cure is the key: “it is 

overwhelmingly, although not always, mothers who are the primary carers of 

children, and this is more the case when the children are disabled” (p. 67).  

Some parents are highly critical of the social value attributed it normalcy and 
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distinguish of their child capability from how they feel about and value their child 

(Fisher & Goodley, 2007) and their independence. 

 

3.8 Parents’ experiences with services for children with ASD 
 
Parents, and specifically mothers, have expressed a few reasons for 

satisfaction (Whitaker, 2007) or dissatisfaction (Starr & Foy 2012) with their 

children’s education. For example, Whitkar, (2007) investigated 350 parents of 

children with ASD attending mainstream schools exploring their experiences, 

views, attitudes and level of satisfactions. 61% of parents reported themselves 

to be satisfied with their children’s education. Their satisfaction was attributed 

to staff understanding of the children’s difficulties, the school being flexible and 

continuous communication with parents. However, parents in Whitkar’s study 

(2007) expressed many concerns regarding the schools roles’ in promoting 

social development and social relationships.  

However, in some studies, parents expressed difficulties in accessing medical, 

educational, and social services for their children with ASD, but there was 

satisfaction with the quality of services reported in other studies (Starr & Foy 

2012; Whitkar, 2007; Band et al., 2010). A qualitative study conducted in 

Canada by (Starr & Foy 2012) explored the dissatisfaction of parents (N=143) 

caring for children with ASD with the services provided by healthcare 

professionals, educational services, and social services. In this study, parents 

responded to open-ended questions in a survey and expressed reasons for 

their dissatisfaction with their children’s education as well as desires to ensure 

more effective education. The study noted that families experienced 

dissatisfaction and frustration with service delivery (Starr & Foy 2012). Another 

qualitative research study also reported that parents (N= 65) experienced a 

shortage in social services, including a lack of services that could provide care 

for their children with ASD (Band et al., 2010). The study identified a lack of 

confidence in such services and no mutual understanding between the 

professional and the parents, which affected the parents’ trust in the 

professionals (Band et al., 2010).   
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Parents spend considerable time, energy, and financial resources on accessing 

services due to the poor coordination and often non-responsive systems of 

service providers (Bromley et al., 2004). Parents have expressed the view that 

they felt they needed to advocate for their children’s rights in different settings 

such as educational, healthcare, and public settings. Bromley et al., (2004) in 

a qualitative study conducted in England found that mothers (N=68) devoted 

considerable time to accessing services, which added stressors to those that 

they were already dealing with (Bromley et al., 2004). The majority of mothers 

reported that their needs were unmet for practical support and respite care 

(Bromley et al., 2004). The society sets barriers against individuals with 

disability employing measures for accessing public spaces and the lack of 

financial support or segregation among others that exclude and isolate people 

with disabilities (Gabel, 2018). 

Some parents reported that many service providers did not understand their 

children’s needs and abilities. For instance, a study conducted by Parsons and 

Lewis (2010) found that parents’ reasons for home educating their children with 

ASD was that they thought that schools could not provide a suitable 

programme, or that they had had negative experiences such as the bullying of 

their child at school, rather than it was being anything to do with an innate desire 

to home educate their children, as was mentioned in home-schooling. 

Hodgetts et al. (2017) surveyed 143 parents of children with ASD in Canada 

and identified barriers to parents accessing medical care, family support 

services, information on services, and continuous support services. However, 

the parents viewed the funding and the professional support positively 

(Hodgetts et al., 2017). Caring and supportive people across all service areas 

have the capacity to positively affect the parents’ experiences (Hodgetts et al., 

2017). 

 

3.9 Summary of chapter three 
 
This literature review has covered different understandings of disability, the 

definition of ASD and the issues around it, such as its causes, prevalence, and 
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diagnosis. The review has also covered the definition of education and issues 

surrounding the provision for children with ASD. Although the definition of ASD, 

causes, prevalence and diagnosis are not the main focus of the present study, 

exploring the definitions and concepts provides a good background for the 

topic. The main focus of the study is mothers’ experiences with their children 

with ASD and the choices they make for their education.  

The available literature largely focuses on parents of children with ASD rather 

than paying attention specifically to mothers. Although many of the participants 

in previous studies have been mothers, they were rarely the sole focus; this 

study intends to solely focus on mothers.  

Many of the research studies were conducted through surveys or online 

questionnaires.  Most of the studies in Oman were also conducted through the 

use of questionnaire (see table 2.2 in chapter 2). This chapter looked at the 

previous studies related to the topic of this study; the area of ASD as treated in 

this study is under-researched, especially in a country like Oman, as most 

research in ASD has been conducted from a medical perspective (see Chapter 

two section 2.6). Very little research on this topic has been conducted in Oman 

in the form of a qualitative study. 

As shown in this literature review, little research has been conducted to 

investigate mothers’ experiences with the choices and decisions they make for 

their children with ASD, whether in Oman or elsewhere. Some studies have 

focused on mothers’ wellbeing and ability to cope coping when they have 

children with ASD, but there has not been much investigation into mothers’ 

experiences when it comes to their children’s education and what choices they 

make for them and why. In general, the literature that is available with regard 

to experiences is mostly about parents’ perceptions of the services available in 

different settings.   
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Chapter 4: Methodology 
4.1 Introduction 
 

This chapter examines the methodology used for this study and the 

philosophical approach adopted and the research design will be presented in 

order to outline and justify the study. There will follow a description of the three 

research method phases, the participants, and the rationale for selecting them. 

A detailed description of the data collection methods and the process of piloting 

and conducting each phase will be provided. There will be a discussion of the 

process and procedures of data analysis and the ways of presenting the 

findings. The chapter will also discuss issues around research quality and 

ethical considerations of the research, and it will conclude with research 

methodology constraints. 

 

4.2 The starting point 
 

The general purpose of the current study is to investigate Omani mothers’ lives 

with their children with ASD, and the decisions and choices they make about 

their education. The research articles reviewed in Chapter 2 about parents’ 

experiences with their children with ASD, especially those published in the 

Omani context, seemed to ‘measure’ different aspects of parents’ experiences: 

for example, Al-Farsi (2016) measured 220 parents (107 fathers and 113 

mothers). Some articles used quantitative data by using questionnaires in order 

to find out percentages, to obtain a better understanding of parents’ 

experiences (see Chapter 2). What was being investigated in many of the 

studies referenced in Chapter 2 appeared to be elements around ASD which 

were mostly on the medical side, such as screening (Al Maskari, 2018) and 

clinical assessment of certain behaviour in children with ASD (Al-Kindi et al., 

2016). This knowledge is definitely useful and serves to understand different 

elements and aspects of ASD in Oman, as it is a new field. However, it does 

not seem to acknowledge the context of parents’ experiences, which is 

important to explore. The methods of ‘measuring’ arguably fall short when it 
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comes to understanding mothers’ lives with a child with ASD and their 

understanding of the child’s education. Consequently, these do not seem to be 

sufficient when it comes to understanding the mothers’ lives, the way they 

experience their child’s education on a daily basis, and what influences their 

choices and decisions. Despite the importance of medical research in Oman, 

research has not considered the need to explore parents’ experiences with their 

children with ASD, and their choices and decisions for their education. This 

study is seeking to bridge this gap. 

 

I started the introductory chapter with the story of my own experience with my 

son who is on the ASD spectrum, and so my research topic emerged from my 

interest as a mother of a child with ASD. In addition, I was inspired by 

McDonald’s book (2014) and doctoral thesis (McDonald, 2010), set in Australia, 

about how mothers deal with the education of their children on the autism 

spectrum. There are a few common aspects between McDonald’s thesis and 

my study, as well as differences. There are variations in the methodological 

approach used and the methods, such as conducting a series of case studies, 

and while her study followed the feminist and ethnographic research, my study 

is informed by the narrative approach. In addition, McDonald (2010) conducted 

her research on parents while I focused on mothers’ experiences. In general, I 

started with McDonald, but my focus, my research approach and method of 

interpreting the data are different.   

 

4.3 Formulating research questions   
 

Research questions are considered to be at the centre of a study (Kumar, 

1996). They identify what the researcher is setting out to uncover and are “the 

first and most important step of the research process. it is like the foundation of 

a building” (Kumar, 1996, p. 35). Formulating a research question is the centre 

point of the research process, because a well-articulated research question 

determines the route and helps to undertake the route to find an answer to the 

questions (Punch, 1998). As was noted in the literature review (Chapter 3), the 

gaps identified in the area of “Mothers’ choices in educating their children on 
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the autism spectrum” motivated me to gain further insight into Omani mothers’ 

methods and strategies for choosing an education for their children with ASD. 

There has been a lack of understanding of mothers’ experiences, which guided 

me to choose research questions aimed towards providing rich and in-depth 

descriptions. Therefore, my research questions assist in exploring the 

experiences of Omani mothers in their lives with their children with ASD about 

the educational decisions and choices. 

 

The research questions are:  

 

1. How do mothers experience their lives with their children with ASD? 

2. What is the meaning of ‘education’ for mothers in relation to their 

children with ASD? 

3. What are mothers’ experiences, perceptions, and feelings about the 

educational services provided by the government for their children 

with ASD? 

4. What influences mothers’ choices and decisions regarding educating 

their children with ASD? 

5. How do mothers experience the challenges or barriers, if any, in 

choosing an education for their children with ASD in Oman? 

 

The above questions were formulated to allow enough flexibility and depth 

when gathering data (Mantzoukas, 2008), and thus the gathered data will help 

to answer these research questions. Robson and McCartan (2016) stated that 

research questions help understanding an unresearched area, with the purpose 

of unearthing new insights. The research questions aimed to seek new insights 

that could open new meaning and research opportunities in the field of ASD in 

Oman. In this context, the study is aiming to explore experiences, and thus the 

research questions above configure the purpose of the study, which is primarily 

to gain insight into how mothers choose the education of their children who 

have been diagnosed with ASD. Thus, through this study, I have striven to 

search out knowledge that can help me better understand what influences 

mothers’ experiences and gain an understanding of the education of their 

children with ASD. Furthermore, my objective has been to gain a better 
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understanding of how mothers choose an education for their children, with their 

experiences of their diagnosis, and the characteristics associated with the 

condition that could affect their choice of the children’s education. My hope was 

that these research questions would help me to understand these issues 

through listening to the mother’s stories about their children, from their birth and 

throughout their life.  

 

4.4 Philosophical stance 
 
The main goals of this study are to explore mothers’ lives, choices, and 

decisions with regard to their children with ASD. The main goals of this study 

are to explore mothers’ lives, choices, and decisions with regard to their 

children with ASD through listening to mothers’ narratives about their 

experiences, perceptions, and feelings. 

4.4.1 Qualitative research 
Qualitative research reflects the interpretive research in which it considers 

“knowledge as socially constructed and concerns with meanings and the way 

people understand things” (Denscombe, 2007, p. 333). The need for the 

interpretive approach is that the knowledge is constructed through each 

individual’s own interpretations and experienced (Denscombe 2014). As noted 

by Merriam (2015) that interpretive research perceives reality as socially 

constructed and accepts various interpretations of a single phenomenon. 

Therefore, the perceptions of each individual matters.   

The interpretivist lens does not perceive meaning as fixed, but rather as socially 

constructed and changeable situation based on an individual’s personal 

experiences and how he or she understands the world (Creswell, 2007). 

Interpretivist researchers often seek to understand their participants’ 

experiences and perceptions regarding social, cultural practices and to 

acknowledge such experiences as valuable, unique and worth explorations 

(Merriam, 2015).  This is how knowledge is constructed and known through the 

subjective experiences of people. 

Furthermore, interpretive research develops the research’s knowledge and 
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encourages him or her to reflect on the data in the light of discussion with 

participants and their interpretations regarding the topic being investigated 

(Bryman, 2012). Considering these philosophical assumptions of the qualitative 

research, this study follows the interpretive framework in order to explore the 

Omani mothers’ experiences about their children of ASD and how they choose 

their educational perception. I will adopt a narrative approach as a method 

which is under the interpretive approach. 

 

4.4.2 Narrative approach 
 
In much qualitative research, data collection is viewed as a negotiated 

interaction and a conversation between researcher and participants (Taylor, 

2008) in order to reproduce stories about the participants’ experiences. These 

stories (narratives) represent accounts of participants’ lives. 

A narrative approach is a specific qualitative method which focuses on the 

stories that people use in order to understand and describe aspects of their 

lives (Robson & McCartan, 2016); it can enable the construction of detailed 

stories and experiences of participants (Creswell, 2006). According to Robson 

& McCartan (2016), it differs from storytelling, as storytelling often means 

retelling by others, though the two terms are frequently used interchangeably. 

Narrative research has the interest of aiming to understand and carry the 

meaning for an individual of their own experiences (Robson & McCartan, 2016). 

My aim was to co-construct and understand individuals’ realities and a narrative 

approach seemed appropriate to enable me to gain an insight of the meanings 

individuals ascribe to such realities. Research using a narrative approach, 

whilst usually framed by the experiences of individuals, is designed, however, 

to contribute to developing an understanding about “how and where the stories 

are produced, which sort of stories they are, and how we can put them to 

intelligent use in theorizing about social life” (Silverman, 2013, p. 111). In this 

study, individual participant mothers described their different experiences and 

explained their feelings and perceptions about being mothers and their choices 

and decisions for their children’s education, through their written accounts, 
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interviews and rapport-building days. Together, however, their experiences 

relate to broader social contexts around ASD, and events and experiences 

generated in Omani society.  

According to Creswell and Poth (2018), there are four different types of 

narrative: biographical, autobiographical, life history, and oral history. This 

research incorporated two of these types: biographical, and oral history. 

Biographical narrative is studying the narratives of others, while oral history 

consists of gathering personal reflections of events, their causes, and the 

effects of one individual on several individuals (Creswell & Poth, 2018). In the 

current study, it explores the effects of having a child with ASD on others. The 

focus on these two types was based on their features that helped combine the 

participant mothers’ stories of past and present experiences. The use of both 

biographical and oral history narratives was to assemble experiences of the 

participant mothers of children with ASD as a way to understand their lives with 

their children and the experiences and challenges they face in order to choose 

education for them. Narrative research was used to explore experiences of 

mothers, through interpreting their written or oral stories in a meaningful way 

(Riessman, 2008). It could help me to better understand the mothers’ 

experiences and perceptions about their children with ASD and may come 

closer to representing the context and integrity of their lives more than the use 

of quantitative research. I thought that the narrative techniques would provide 

me with flexible agenda, rather they tend to let the participants to control the 

direction and the content of the research. 

 

The study used a narrative approach to address the research questions (see 

section 1.5). The approach was applied through a dynamic interaction among 

research questions, experiences, conversation as well as reflection. The 

research started by collecting participants’ stories about their lives, 

experiences, perceptions, and feelings about their children with ASD.  

 

There are many features of a narrative approach which seem to link to how the 

participant’s voice is ideally paramount; a narrative approach emphasises this. 

It facilitates the participants’ communication in order to construct their own 
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story, which helps them make sense of their lives. Through this research my 

intention was to give a voice to mothers of children with ASD. Riessman (2008) 

stated that a researcher needed to hear the voices of individuals by interpreting 

their stories. In this way, the researcher is giving participants’ data more weight 

as they are not simply participating in the research by answering questions but 

have equal status to the researcher by constructing and reconstructing their life 

stories. I also wanted to allow participants’ voices to be heard through different 

types of data collection methods. According to Riessman (2008), the use of 

narrative can facilitate the communication of mothers, enabling them to 

externalise their feelings and to indicate the elements of their experiences that 

are the most significant, in order to inform the researcher.  

 

This approach can provide me with key experiential themes in the participants’ 

conversations and may shed light on the meaning that these experiences hold 

for the participants (Creswell & Poth, 2018). Narrative enables sequence and 

deeper meaning (rather than ordered questions), as I used it to explore and 

understand the whole story through the process of listening/reading about the 

mothers’ experiences. It also provides the opportunity to work with experiences 

as a whole story, rather than working on parts of participants’ stories. Narrative 

structures organise and give meaning to experiences, but there are always 

feelings and experiences not fully encompassed by the dominant story (Bruner, 

2004). Mothers could form their experiences into stories, and then their lives 

are influenced by their stories, suggesting that their stories with their children 

are created into a narrative: they have a beginning, a turn of events, and an 

ending. This can extend to a wider coverage of examples and feelings of the 

narrator. “Narrative, then, allows for (lived) experiences to be constructed in 

lived time and rendered eventful by being plotted into a story” (White & Epston, 

1990, p. 127). In relation to my study, I wanted to encourage mothers to narrate 

their experiences and help them recall how the events occurred.  

 

A narrative approach emphasises stories of personal and social lives (Mcleod 

2011; Crossley 2010). Riessman (2008) suggests that such personal narratives 

can be used by narrators as ways to claim a sense of identity and to construct 

one’s life. A narrative approach provided me with the opportunity as a social 
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researcher to ask participants to reflect on their experiences through narrating 

their stories by themselves based on a number of prompts, which can be 

considered to be biographies. Then I wanted to explore and elaborate upon 

these biographies through in-depth interviews. 

 

The narrative approach supports to explore major concepts of mothers’ 

experiences that, due to the behavior of their children, mothers sometimes give 

up their lives and find it complicated to interact socially. The data from mothers 

showed that their various experiences of parenting children with ASD meant 

that they were subject to major stress. Being the mother of a child with ASD 

was considered as being at a higher risk for various family ‘problems’ as well 

as emotional complications (Wilson & Landa, 2019). This study depicts the 

experiences of a mother choosing services provided by the government, 

specifically educational services. Mothers of children with Autism (ASD) 

encounter multiple challenges in different stages of life. Most of the mothers 

encounter challenges in identifying the essentiality of services and the 

requirement for planning the service to meet their children’s needs. The 

narrative approach helps to address mothers’ experiences in the form of 

narrating, describing and examining events that happened to them since the 

birth of their child with ASD. Through the use of narrative, it is hoped to report 

how mothers strive to receive quality within the field of education and services 

as well as the process they follow in order to find such services. In addition, 

there is a need to understand the mothers’ experiences of the quality and the 

availability of the services in different areas in Oman and to include all the 

related aspects. These cover staffing within schools and centres, funds, 

educational system in Oman in relation to children with ASD, and the level of 

awareness among different community organisations. Using a narrative 

approach and its specific methods in this research would enable mothers to tell 

stories, and engage with their emotions. 

I was also drawn to a narrative approach and narrative methods because they 

enabled me to go back to participants by providing a second opportunity for 

them to reflect on their biographies and elaborate on the ideas written in their 

stories. The narrative approach provides an opportunity for the researcher to 
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read and listen to the participants’ biographies and build on them in an 

interview.  

Narratives are useful and valid in identifying how the mothers   experience their 

lives with their children with ASD and could enable me, the researcher, to carry 

out ethical research using relevant literature, “thorough data collection, 

methodological competence, coherence and transparency” (Yardley, 2008 p. 

244).  

A narrative approach features the process of sense making, through story 

telling (White & Epston 1990) more than other methodological approaches do. 

McLeod (2011, p.31) defines narrative as a “story-based account of 

happenings” which “contains within it other forms of communication in addition 

to stories”. This is important to the study because it allowed the participants to 

tell me about their experiences as mothers and about what they believed was 

important, for example, about mothering their children with ASD and 

understanding their lives with them. In this way, the mothers were also, 

perhaps, making sense of their own lives. The process of sense making was 

for the participants and also for me as the researcher. 

I chose a narrative approach to answer the research questions through a 

number of data collection methods. One reason for using different methods is 

because the narrator might not tell the whole story in one phase so different 

data collection methods could provide in-depth data from story narrations, from 

in-depth interviews and also from being part of the participants’ days. Moreover, 

these different methods allow participants to tell their stories in different ways. 

The data collected from story narration and interviews was based on Wengraf’s 

(2006) Biographical Narrative Interview Method. This is an approach to 

narrative interviewing used for both the individual and the collective. The 

biographical narrative interview is an example of one such in-depth interview. 

This relates to the importance of exploring e the real lives of participants within 

the present study. The use of a biographical narrative tool is important, given 

the centrality of stories to all of our lives (Kearney & Griffin, 2001). The 

Biographical Narrative Interview Method (Wengraf, 2006) assumes that 

conscious and unconscious concerns make up narrative expressions and these 
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occur at cultural, societal and individual levels. This is particularly useful when 

studying the experiences of particular participants, such as parents of children 

with ASD. As a researcher, I might not have a direct influence on the mothers, 

but my goal was to explore, collect, and to analyse the detailed and nuanced 

experiences of mothers. According to Bruner (2004), the narrative approach 

requires information to be gathered over a considerable time period, and so I 

collected data in two different period of time, separated by five months. 

 

A criticism leveled against narrative research, for example by Creswell and 

Poth (2018), is that it is a challenging approach to use, as the researcher needs 

intensive information about the participants and a clear understanding of the 

context, to make sense of people’s experiences and communicate their 

meanings (Riessman & Speedy, 2007).  

 

4.5 The research design 
 
Research designs are procedures that start by identifying the issue, collecting 
data, interpreting and presenting data, and publishing results in research 
studies (Punch, 2014). They present ways of doing research studies and 
executing the associated procedures.  

This study aimed to investigate Omani mothers of children with ASD: their 
experiences, perceptions, and feelings about their lives, along with their 
choices and decisions for their children’s education. Therefore, I needed to 
ensure that the research design reflected the purpose of the study. Since the 
research questions were not looking for causal determination, prediction, and 
generalisation of findings, a qualitative approach was taken to answer them. 
This approach also, provided the opportunity for a more in-depth understanding 
of the research questions (Bryman, 2012). As it was mentioned in section 
(4.4.1) qualitative designs are suitable in order to explore the meanings 
individuals or groups ascribe to a phenomenon (Robson & McCartan, 2016). In 
addition, I intend to seek understanding of the mothers’ lives and the way they 
experience ASD, and the way they experience choices and decisions. 
Qualitative research is important because it supplies the researcher with 
interpretive methods that are sensitive towards contextual factors and place the 
researcher in the midst of the study (Creswell, 2017). These methods can 
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provide a degree of flexibility in their design. Robson & McCartan (2016) stated 
that the methods provide the researcher with rigorous data collection 
procedures and transparent analytic procedures, which may lead to valid and 
trustworthy findings. Figure 4.1 summarises procedures for conducting 
narrative research, as suggested by Creswell & Poth (2018). Figure (4.2) is 
about the three phases in my research design. 

 

Figure 4.1: Procedures for conducting narrative research (Creswell, 2017) 
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Figure 4.2: My research design for the recruitment process  

 

4.6 Research participants and sampling 
 
The participants in this study were mothers. The focus on mothers as opposed 

to fathers (either separately or as well) came from my experiences as the 

mother of a child with ASD, as detailed in Chapter 1, and because mothers are 

the main caregivers for children in general, especially in Oman. In addition, 

research (for example, Sifuentes & Bosa, 2010, cited in Gomes, et al., 2015) 

suggests that with parents of children with a disability, mothers are more likely 

to take a major caring role for their child. The focus on mothers is a reaction to 

her child’s condition after having explored previous research when reporting 

‘parents’. However, a high percentage of those participants in a study by Cole, 

2004, (cited in Ryan & Runswick-Cole, 2009) were usually mothers.  The focus 

on mothers is not intended to minimise the importance of the other carers of 

children with ASD. 
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The sampling strategy for the three phases of the study, as illustrated in figure 

(4.2), entailed voluntary participation. Participants were involved in this 

research according to their willingness to participate and share their stories 

about their lives with their children with ASD.  

 

Phase 1: Phase 1 involved story narration. This phase included 25 mothers 

who voluntarily agreed to participate. The recruitment of participants for Phase 

1 was through a number of different routes (see section 4.7.1 below where I 

describe the data collection method in more detail).  

 

1) The Oman Autism Society, an official organisation authorised by the 

Ministry of Social Development (MOSD) which deals with families of 

children with ASD, was asked to disseminate information about the 

research to families of children with ASD through WhatsApp (see 

information sheet form – Appendix nine). I sent an ‘information letter’ by 

email to mothers (see Appendix nine), with the help of the Oman Autism 

Society. This letter provided the participants with an overview of the 

research study.  

 

2) Personal contacts, as I was part of a WhatsApp group (a chat application) 

consisting of Omani mothers of children with ASD. There were 

approximately 165 members in this group at the time of the study. (More 

details are summarised in Appendix one).  

 

3) Snowballing (mothers who participated in the study invited other mothers 

to participate). Some mothers who were interested in the study introduced 

another likely respondent (Plummer, 2001; Goodson & Sikes, 2001). 

Mothers who participated provided other mothers with a summary of the 

study and gave them information on what would be expected of them. 

Again, any mother who contacted me was sent the information letter. 

 

The choice of these three methods of recruitment originated from the need for 

an official organisation that might help me to access these participants, and I 

tried these one at a time. For example I tried the Omani Autism Society first, 
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then, when I did not get enough response, I tried the personal contact. Then 

while I was collecting data a mother invited others to join to participate in my 

study. 

 

Table 4.1 shows the recruitment strategies, the number of responses and the 

final number of collected stories in Phase 1. 

 

 The recruitment strategy The initial responses The final number 

of collected 

stories 

1 The Oman Autism Society contacted 

97 mothers through WhatsApp 

application 

5 responded with 

interest  

3 stories were 

collected  

2 Whatsapp group for mothers of 

children with ASD 

I contacted participants in three stages:  

1. Contacted the first 20 members in 

alphabetical order, and waited for 

responses 

2. Contacted the last 20 members in 

the WhatsApp group in alphabetical 

order 

3. Contacted the next 20 members 

from the first alphabetical order in the 

WhatsApp group 

29 responded with 

interest 

20 stories were 

collected 

3 Snowballing 

A mother invited two other mothers to 

share their stories 

 2 stories were 

collected 

Table 4.1: The recruitment strategies 

 

I contacted mothers through WhatsApp and sent them information and a 

consent form via email (see information sheet and form – Appendices nine in 

Arabic and ten in English). It was mothers’ choice to record or to write their 
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stories in Arabic or in English. In addition, it was their choice as to whether to 

send their stories to me via email, as an attached Word document, or as a 

photo, or as a photo via WhatsApp, whilst other participants preferred to audio-

record their stories and sent these through WhatsApp. One mother felt that she 

had already created what I was asking her to re-construct, in a YouTube video 

and sent me the link to this.  

 

The total number of mothers who shared their stories was 25 mothers of 28 

children diagnosed with ASD. There were 24 boys and 4 girls from five different 

geographical locations in Oman: Al Batinah North, Al Batinah South, Muscat, 

Buraimi, and Salalah. The table in Appendix 11 summarises participants’ 

backgrounds, to provide an overview of each participant. All their names are 

pseudonyms. Participants’ locations are not included in the table for 

participants’ privacy and to avoid possible identification. The highlighted 

participants are those who agreed to participate in phase two of the study. The 

mothers in this study ranged from 20 to 49 years old, and their children ranged 

between the ages of 4 and 17 (school age). 

 

Phase 2: Participants in Phase 1 were asked, through the use of an information 

sheet (see Appendix nine) if they would volunteer to participate in an interview. 

There were 14 mothers who were interested in participating in Phase 2; 

however, three of them withdrew because of family circumstances. Therefore, 

11 mothers participated in Phase 2, out of the 25 mothers who participated in 

the first phase.  

 

Phase 3: Participants for this phase were volunteers from after the interview in 

Phase 2 when I had asked them if they would like to participate further. Phase 

3, was to enable me to participate in an building-rapport day with the mother 

and her child. Three mothers agreed to participate in this phase  

 

4.7 The study phases and data collection methods 
 
This study followed three phases for data collection as shown in figures (4.2) 

and (4.3). The narrative approach was used in each phase.  Phase 1 was a 
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story narration phase, through the use of a form with some prompts (see 

Appendix nine), to provide the researcher with an overview about each mother 

and to give the background of her experience with her child with ASD. There 

were 25 mothers’ stories. This was followed by a narrative-style interview 

phase; I had planned for a maximum of 15 interviews and was able to interview 

11 mothers. The third phase was attending a day with a mother and her child 

to build rapport and be part of the mother’s typical day with her child with ASD.  

 

Figure 4.3: The study phases, data collection methods and participants (all 
names are pseudonyms). 

 

The decision about the order of these phases was based on the research 

questions. It was important to have the broader narrative stories first to provide 

a background to the experiences, perceptions, and feelings of those mothers, 

before approaching them with narrative-style interviews. The interviews came 

as a second step, in order to elaborate upon, explore in greater depth, and fill 
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in any gaps from the first phase. In exploring mothers’ lives with their children 

with ASD, I felt that other research methods, such as interviews, text analysis, 

questionnaires or focus groups, though they might be useful, would limit the 

extent to which I, as a researcher could explore the multiple aspects of being a 

mother of a child with ASD. In an attempt to broaden these methodological 

methods, I decided to use building-rapport days to be more part of the mothers’ 

lives with their children with ASD. My interest in using these days was a method 

in research to understand the mothers’ daily experiences with their children. 

 

4.7.1 Phase 1: Story narration  
 
This phase started immediately after receiving ethical approval from the ethics 

committee team at the University of Exeter. A letter was sent to the head of the 

Omani Society team, asking for assistance in distributing the story narration 

guide. I waited for the participants from the Oman Autism Society to contact 

me, and a few agreed to participate (only four; see Appendix one for a summary 

of on the way of accessing participants). Then I sent WhatsApp messages to 

the mothers of children with ASD, to invite their participation. I sent messages 

about the three phases and waited to see how many would show interest (a 

summary of the whole process can be found in Appendix one). In general, 34 

showed interest, and the consent form and the story guide were sent to them. 

I could only get 25 stories from participants. I received three more stories 

beyond the time I had specified for them. The whole process took one month: 

January to February 2018. 

The use of story narration was generated from the idea of obtaining an overview 

of mothers’ experiences regarding their lives with their children with ASD. The 

story narration phase focused on the collection of written or audio-recorded 

stories. Giving participants choice was chosen for a number of reasons. Firstly, 

because I was in Exeter and the participants were based in Oman, it was 

difficult to meet mothers and request their stories. Secondly, writing things 

down gives people more time to construct their thoughts. It was like an open-

ended question for the mothers, with a statement and prompts to guide them 
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through the construction of their stories. This was provided as the researcher 

would not be present to explain or clarify. The opening statement and the way 

that the prompts were worded directed the understanding of the participants, to 

help them (or ‘to enable them to’) construct their stories.  

The story narration guide was designed to support the investigation of the 

experiences of mothers of children with ASD, and the statement and the 

prompts were designed with reference to mothers’ lives with their children with 

ASD, (as discussed in Chapter 2), with the help of my personal experience with 

my own child. The story narration guide included questions for demographic 

data about the name (not compulsory); mother’s age; child’s age; household 

income; child’s level of ASD; type of education the child attends/receives; 

mother’s highest level of education; and place where they live (see Appendix 

two- & three-story guide). The aim of including demographic data was to guide 

the choice of mothers in Phase 2, and these data might have had a relation to 

the findings, though in the end I did not need it. The guide also included a 

statement with some prompts, to guide mothers in constructing their stories. 

These prompts included the following: the diagnosis of their child and at what 

age they were diagnosed; the methods the mother uses to teach their child; the 

child’s progress (for example, academic, social, communication, life skills); the 

mother’s feelings since the diagnosis of their child; the mother’ decisions 

regarding their child’s education; the ways their family and friends relate to their 

child with ASD; the mother’s experience of teaching their child with ASD; and 

the mother’s experience of accessing education and using services for their 

child with ASD. I got these prompts from the research questions (see section 

1.5). 

I had in mind that mothers might be overloaded with work, taking care of their 

families and other personal matters if I presented a longer story narration guide. 

I gave them the choice of writing or recording their stories, as well as making 

sure that the prompts were clear and understandable. I took into account that 

the story guide started with an introductory section, including information about 

the study and instructions for completing the story narration guide. 
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A story narration guide was sent to participants, including the prompts as a 

rough guide to write or audio-record their own story (see Appendices nine, 

Arabic version, and ten, English version). The piloting experience, I believe, 

enabled me to modify and enhance the research questions, and made them 

suitable for collecting data. However, I did not change or modify the research 

questions, or the story narration prompts and I proceeded with the story 

narration guide. 

It was important to pilot the story narration instrument, in order to ensure that 

the guiding statement and the prompts were clear and understandable by the 

participants. It was necessary to pilot the story narration guide before actually 

administering the questions, to provide evidence for participants understanding 

the prompts (Bryman, 2012). The aim of piloting the story narration guide was 

to develop and improve the questions, and to identify gaps and areas that 

needed to be addressed (Bryman, 2012). This piloting was important in order 

to refine the guide and become aware of problems that might be embedded in 

the design, and thus overcome them. These problems might be related to the 

clarity or ambiguity of the questions and the upcoming issues, and it might be 

important to include these in the guide. Therefore, the story guide was piloted 

with two mothers who were not part of my research sample. They were 

recruited from the WhatsApp contact and they voluntarily participated. The 

piloting experience aimed to enhance the original themes and prompts and 

make the story guide suitable for collecting the desired data.  

 

The story narration guide was piloted in January 2018 and a set of questions 

were sent to the piloting participants. These were the questions:  

 

• How long did it take you to complete the whole task? 

• Were instructions for completing the task clearly written? 

• Were questions about the demographic information easily 

understood? 

• Were prompts for constructing your story clear?  
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• Did you understand how to construct your story using the 

prompts? 

• Did the prompts help or constrain you in constructing your story? 

• Are there any other prompts that would have been useful? 

• Was the task to be completed exhaustive? 

• Did you understand what to do with the completed task (sending 

it via email/WhatsApp/or handing the hard copy to the 

researcher)? 

• Did you understand when to return the completed task? 

• In the case of recording, did you know how to record? 

• Do you have any suggestions regarding addition or deletion of 

questions/ prompts? 

• Do you have any other suggestions that would clarify or improve 

the instructions? 

• Do you have any other suggestions that would clarify or improve 

the whole task?  

 

In general, piloting the story narration guide helped me identify the areas in 

order to improve it. Usefully, one of the participants recorded her story, and the 

other one wrote hers. The construction and the length of the story varied 

between the two. According to pilot participants, the story narration form had 

allowed participants to construct their stories in a sufficient way. The two 

participants stated that the prompts and the introductory statement supported 

their construction of the story. Reflection on the pilot story narration guide 

emphasised the clarity of demographic questions, as well as prompts for 

constructing the story. The participants in the pilot reported that the prompts 

allowed them to focus on certain points in order to narrate their story, rather 

than narrating randomly. They also added that the instructions were clearly 

written and easily followed. The form provided a space for the participants to 

express their experiences, perceptions, and feelings about their story, as they 

said.  

 

The decision was made to use email in order to send the story narration guide 
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to my participants, as suggested by the pilot participants. It was mothers’ choice 

as to whether to audio-record or to write their stories; it was also their choice 

whether to do so in Arabic or in English. These choices were made to make it 

more convenient for the participants and to encourage them to participate in 

the study. In addition, it was their choice whether to send their stories to me via 

email as an attached Word document, or as a photo, or as a photo via 

WhatsApp. One mother felt that what I was asking her to (re)construct, she had 

already created in a YouTube video and sent me the link to the YouTube video.  

Table 4.2 presents a summary of the types of data collected in Phase 1. 

 

Written stories 

in English 

Written stories 

in Arabic 

Audio-

recorded 

stories 

YouTube 

video 

Total 

number 

2 18 4 1 25 

Table 4.2: Number and types of participants in story narration phase 

 

The story narration phase helped me in gathering many ideas related to 

mothers’ lives with their children with ASD and the decisions they made for their 

children’s education. However, mothers constructed their stories differently and 

there was a need for more exploration of different aspects, such as their 

experiences about the available services in Oman. In addition, this instrument 

was convenient in aiding me to reach mothers and to create an overview about 

them before approaching them for an interview in the next phase. They were 

asked in the information sheet about whether they would volunteer for the 

interview and 14 accepted the invitation. In general, after I had sought an in-

depth overview about the mothers’ experiences, I was able to construct the 

interview guide in order to undertake the interviews with my participants. 

 

4.7.2 Phase 2: Semi-structured narrative-style interviews 
 
Interviews provide a voice for participants and help the researcher to explore 

their experiences (Seidman, 2013). In this study, the narrative- style interviews 
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(hereafter “interviews”) permitted the researcher to investigate the complex 

issues surrounding the choices and decisions mothers made around education 

for their children with ASD, and their experiences throughout. According to 

Seidman (2013, p. 7), “I interview because I am interested in other people’s 

stories. Most simply put, stories are a way of knowing.” Thus, “telling stories is 

essentially a meaning-making process” (Seidman, 2013, p. 7), because 

participants recount an experience and reflect on its elements and process in 

order to make it meaningful to the listener. Interviews also allow for an in-depth 

way of examining the experiences of the participants and what they make of 

the experiences. Participants are telling their own stories to “reveal more about 

their own inner lives than any other approach could” (Atkinson & Flint, 2001, p. 

24). Thus, the research method of interviews would allow participants in my 

study to elaborate on their thoughts about the topic from Phase 1.   

 

The importance of in-depth interviews is to “identify individual perceptions, 

beliefs, feelings and experiences” (Hennink et al., 2011, p. 53). In addition, 

interviews assist in gaining the researcher to “gain in-depth information, identify 

personal experiences,” and establish “life histories as well as feelings”. 

Interviews are considered as useful methods for sensitive issues, in order to 

identify the context for participants (Hennink et al., 2011, p. 53). Thinking about 

different forms of interviews, I eventually decided to use semi-structured 

interviews rather than structured interviews in order to explore and understand 

the participants’ feelings and emotions, to match my research purpose. The 

questions were open-ended and were used flexibly, with prompts where 

necessary to facilitate participants’ in sharing their experiences. I was 

concerned that a lack of experience in probing the interviewees’ meaning 

behind their words could have impacted the result of my research (Seidman, 

2013). As Seidman (2013) suggests, in-depth interviews need “skills to 

establish rapport, use motivational probes, listen and react to interviewees”. It 

was very important for me to show a genuine interest in the interviewee and the 

value of their experiences, and not to treat them as just a source of data. Fisher 

& Goodley (2007) also advise that interviewing may present some ethical 

considerations, especially for mothers of children with special needs, because 

it may cause them to recall experiences; in many cases, these experiences 
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may be painful and blurred between diagnosis and therapy sessions, 

attempting to understand the condition, and thinking about their future. 

 

The interview design 

The interview guide was designed after reviewing the 25 story narrations 

constructed by mothers as I was seeking clarification about some issues that 

were raised by participants. The first phase gave participants the freedom to 

talk/write about their experiences, perceptions, and feelings about their lives 

with their child with ASD. Some of the stories in the first phase fell short in 

covering all the prompts, and many mothers focused on specific aspects, either 

the issues from diagnosis or their lives with their child in general, or only about 

the places where they attempted to enrol their child. Thus, the semi-structured 

interviews aimed to find out more about these experiences. Although the 

interview guide was never a final product and needed constant changes and 

development after each interview, and varied from one mother to another, I 

nevertheless found it useful to ensure that the same general and key themes 

and questions were included. In addition, I have taken Robson and McCartan 

(2016) into consideration when designing it: the introductory comments about 

the topic of the interview; the key questions; and closing comments. I developed 

my interview guide from McDonald (2010) with introductory comments, followed 

by a number of sub-questions for more clarification or simplification of the main 

questions (see Appendix two). The questions sought out mothers’ experiences 

with their children – for example, their lives with a child with ASD; the meaning 

of education for them; the process of choosing an education for their child; the 

choices and decisions that were made to support their child’s development; and 

their hopes and concerns about their child’s future. 

My presence in the in-depth interviews enabled me to clarify some queries from 

participants’ story narrations and helped the respondents to expand and 

elaborate on their answers. According to Cohen et al., (2018) using probes 

enables interviewees to explain more fully and encourages them to participate 

in the topic given to them. Regardless of the fact that interviews are time-

consuming and costly, they can be conducted in a controlled environment that 

reduces distractions and provides privacy (Cohen et al., 2018).  
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Participants in Phase 1 were asked if they were interested in participating in 

interviews. As shown in Appendix 11, 14 out of the 25 Phase 1 mothers agreed 

to participate, but three withdrew before interviews started for reasons of 

personal circumstance (there are no details of their withdrawal that are relevant 

to my study). There was direct contact with the remaining 11 participants 

through WhatsApp. We agreed on a convenient time and venue for interviews. 

I gave them the option to conduct the interview in a setting of their choice if they 

wished. Six of them chose their house for the interview, four asked me to go to 

their work places and one participant wished the interview to be carried out in 

a restaurant.  

 

After having a general understanding of the 25 story narrations and identifying 

some common themes (see data analysis section 4.9), an interview guide was 

created. This guide drew upon McDonald’s guide (2010) (see Appendix two) 

and was reviewed by my two supervisors. Finally, it was translated and 

reviewed by the mother of a child with ASD, independent from the study. The 

interview questions did not constrain me but were used to roughly guide the 

interview. There were many questions in the interview guide, but they were not 

used with each individual mother. Different questions were used for different 

mothers, as detailed below. Therefore, it was difficult to pilot the guide as the 

questions varied from one participant to another. 

 

Before interviewing each mother, I spent an amount of time reading and re-

reading their story narrations from Phase 1. I chose the relevant questions from 

the interview guide suitable for each mother and excluded the questions that 

were not relevant to that mother’s story. During the interview, I posed questions 

to start the interview, and the mothers were invited to talk about their 

experiences of choosing an education for their child with ASD. Space was given 

to each mother to talk without me interrupting them, but there were times when 

I posed further questions to invite greater explanation or exploration around the 

events they mentioned. I continued in this fashion to also ask other questions 

from the interview guide. The interview was concluded by inviting mothers to 

reflect on any experiences that had not been previously mentioned and to talk 
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about their feelings about their lives with their child with ASD and the services 

provided in Oman.  

 

Audio recording of interviews was important for many reasons.  Firstly, It 

allowed me to concentrate on what the mothers were saying, because eye 

contact and interaction were significant in these settings. The topic I was 

discussing with mothers was sensitive and required my full attention. Mothers 

were sometimes sharing some sensitive details about their children with ASD. 

This needed my interaction, so that mothers felt encouraged to share their 

stories. Some mothers did not initially feel comfortable with their interview being 

recorded, but I assured them that I would be the only one who would be 

listening to it. Then, all mothers agreed to the recording. The interviews lasted 

between 24 minutes and just over 2 hours (see Table 4.3).  

 

Aseel 

28 minutes  

Athari 

51 minutes  

Fadwa 

42 minutes  

Fatin  

1 hour, 25 minutes  

Narjes 

2 hours, 2 minutes  

Shahad 

1 hour, 14 minutes  

Somood 

24 minutes  

Sondos 

46 minutes  

Shojoon 

55 minutes  

Thana 

1 hour, 11 minutes  

Zeina 

1 hour, 41 minutes  

Average time length:  

1 hour, 4 minutes  

Table: 4.3 Length of interviews 

 

From Phase 1, there was a question at the end of the story guide to invite 

participants to take part in Phase 2. 14 mothers agreed to do so, but because 

there was a gap of three months between the two phases, three mothers 

withdrew for personal reasons. I conducted individual interviews with 11 

mothers. For five of them, a convenient location and timing was arranged with 

each, and for the other six, the interview took place at their houses, at their 

arranged timing (see Table 4.4).  
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Convenient place  Their house 

Aseel, Athari, Fadwa, Shojoon, 
Sondos 

Fatin, Narjes, Shahad, Somood, 
Thana, Zeina 

 Table 4.4: Names of the participants in the places of the interview 

The interviews were conducted in April 2018. All interviews lasted 

approximately 1 hour, and all were conducted in the Arabic language because 

it was the participants’ mother tongue. I asked all the participants if they would 

prefer to conduct the interviews in Arabic, and they agreed on this. 

During the interviews, many mothers were quite emotional when they were 

sharing their stories. It was difficult to remain neutral during the interview, as I 

struggled not to show emotion. For example, when interviewing Somood, I had 

to stop asking questions and get her to tell me her story without asking certain 

questions. The stories were emotional and personal, though in many occasions 

the mothers were sharing information not relevant to my study. For example, 

one mother burst into tears when she was telling me how she was forced to 

marry a man she did not want. It was difficult for me listen to them without 

feeling stressed and guilty, because in asking them to participate in the 

interview, I had caused that emotional response. Therefore, if any emotional 

distress occurred, I offered to stop the interviews; all participants insisted on 

continuing to talk. According to them, it was their chance to make their voice 

heard by someone.  

 

4.7.3 Phase 3: Building-Rapport days 
 
Building-rapport days has a central role in the research method as it provides 

a descriptive basis in relation to participants’ beliefs (Punch, 2014). The 

features of building-rapport as a research tool give the researcher an 

opportunity to gather ‘live data’ in social situations (Punch, 2014). In this way, I 

could observe directly what was taking place instead of relying on reported 

accounts such as interviews, because what people do might be different from 

what they say they do (Robson & McCartan, 2016). According to Clough and 

Nutbrown (2002), building-rapport (observation) is more ‘radical looking’ as a 
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method which looks for meaning as well as evidence. Thomas (2009) states 

that building-rapport day is “one of the most important ways of collecting data” 

(p. 183). It helps a researcher to gather in-depth information that supports other 

methods – in this case, complementing story narration and narrative-style 

interviews. I thought that this method would support my study in enabling me to 

understand how mothers’ experience their lives with their children with ASD as 

well as the ways in which mothers support their development. It was hoped that 

the building-rapport days would provide a rich understanding of the mothers’ 

experiences and feelings.  

 

It was decided to carry out building-rapport days because this would give more 

time to be part of the mothers’ days with their children with ASD, such as their 

mealtimes, their preparation for school, and other daily activities. It was 

important for me to understand that each mother’s day would be unique and 

would provide individuality in participants’ experiences. I thought that the days 

would provide me with an insight into mothers’ lives, and, though there might 

be differences in their stories, it might support the findings from the interviews 

in terms of mothers’ understanding of the meaning of education for their 

children and their lives with their children. The process of observing a typical 

day with a mother and her child was not common in previous research. The 

structure of the building-rapport day was not planned but was unstructured in 

order to observe situations and actions as naturally occurring, and I decided to 

attend a day and observe the events experienced by the mother and her child 

in their natural setting (home). Building-rapport ‘days’ were arranged with three 

mothers, who volunteered from 11 interviews. In the end, the three building-

rapport days were of very varying lengths. Detail around the content and 

structure of these days is included in Chapter 5, section (5.3). 

 

My building-rapport method came from my existing relationships with mothers 

and my experience as the mother of a child with ASD. It would help me find out 

the strategies mothers use to deal with their children in different aspects, such 

as life skills, academic skills, or even social skills. I understood that I needed to 

be careful not to misinterpret mothers’ behaviour if the day went against my 

expectations, considering that I could be the cause of the behaviour, especially 
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for children with ASD. However, there might be a better chance for a follow-up 

conversation, which might provide an opportunity to answer the questions 

about the challenges mothers face. 

 

Three participants volunteered to participate in building-rapport days. This low 

number was understandable because in a place like Oman, where most 

families abide by cultural rules, it would be difficult to gather data from a same-

sized sample as in the interview and stories. It would be difficult to use building-

rapport days because of having to accept strangers to spend full days at the 

house, knowing that this might disturb the whole family. Thus, reducing the 

number helped me to get some people with special circumstances to accept 

me in their house, such as one mother whose husband was away for work, so 

it was easy for her to invite me into her house. The second mother was a widow 

and lived in the UK, so she could invite me to her house. The third mother's 

husband had a busy day, so I could join her in her house for few hours.   Since 

my interest is to gather in-depth information and explore mothers’ experiences, 

using three phases of a data collection method would be useful to identify the 

answers to the research questions.  

 

The building-rapport days I carried out were focused on my being part of the 

mothers’ lives with their child with ASD. They focused on what knowledge and 

strategies mothers had when dealing with these children. I did not design any 

guide, as I felt that it would not provide me with what I was looking for. However, 

I did plan these building-rapport days beforehand as I went through the 

mothers’ stories and listened to the interview recordings. As one of the 

questions in the interview guide was about a typical day for a mother and her 

child with ASD, I had this question in mind and wanted to experience this day 

with them.  

I understand that having a clear focus when carrying out a building-rapport days 

would make it better for a researcher to know what to look for or observe, so 

the researcher would know what to record out of the many things happening 

during them. However, it was important for me to see the variety of events in 

the day of the mother and her child. 
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However, I was concerned about the outcomes of the building-rapport days, in 

terms of data collected, and whether those fulfilled the purpose I planned for 

them. This will be discussed in the limitation section (see Chapter 7, section 

7.5).  

Building-rapport days are often criticised on a number of fronts: as being time-

consuming; the researcher may be seen as ‘intrusive’; private information might 

be observed but cannot be reported; the researcher might not have good 

building-rapport (observation) skills; and children might present special 

problems in gaining a rapport (Creswell, 2017).  Being part of these mothers’ 

days did affect the typical days for them as a family, which will be discussed in 

the limitations of the study (see Chapter 7).  

In terms of conducting building-rapport days, I agreed with the participants on 

a convenient time for me to come to their house. These days were conducted 

in April and May 2018, after interviewing participants.  As already mentioned, 

out of the 11 mothers in the interview phase, only three mothers agreed for me 

to join them for a day (see Table 4.5).  

Name of the 

mother  

Children with ASD Other children  Length of stay 

Fatin (in 

Oman) 

Hassan (4 years old) 

Khuzam (was 

studying in another 

country) 

Mihad (8 years old) 3 hours (to observe 

the session she was 

conducting for her 

son and other 

children with ASD) 

Shojoon (in 

Oman 

Hoor (9 years old) 

Noor (5 years old) 

Khalil (4 years old) 24 hours  

Zeina (in 
UK) 

Obaid (9 years old) Areej (10 years old) 36 hours  

Table 4.5: Building-rapport days’ participants 
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On these days (for example, the 24-hour one), I did not observe for the full time 

as there were times for the children’s sleep and time for their school day. The 

first building-rapport day with Fatin took three hours. The actual day took eight 

hours on the second day with Shojoon and her two daughters, while the 

building-rapport day with Zeina comprised twelve observed hours. Therefore, 

in total, I observed for approximately 23 hours. The three mothers varied in their 

motivation to participate on these days. For Fatin, she seemed to be motivated 

by the work she was doing with her son, as she explained the activities to me. 

For Shojoon, she seemed to want to talk to someone about her children, as she 

spent most of the time talking to me about different issues related to her life. 

For Zeina, she was more of a friend who wanted to help in my study. More 

details about the building-rapport days can be found in Chapter 5 (see Section 

5.4). 

I have chosen the methods previously cited, because firstly, mothers of children 

with ASD may be sensitive and may also have experienced trauma associated 

with their children’s condition (Mercer, 2007). They might withdraw from the 

discussion because there are different levels of success for each child, and 

what seems a big achievement for one child might not be for another.  

 

Some considerations needed to be taken into account during the conducting of 

the research. One of these was that the mother’s personality and 

characteristics might impact on the gathering of data in all three phases. Some 

mothers may be independent in taking decisions to overcome challenges with 

their children, while others may not. Some mothers might be able to express 

themselves easily, while others might not. The researcher needed to consider 

this in order to react appropriately with each individual, by, for example, 

rephrasing interview questions in order to motivate them to talk.  

 

4.8 Data analysis  
 
In this study, qualitative data was collected in each of the three phases. For 

each phase, steps were made in order to organise, analyse, and present the 

data. There are four steps in analysing data which involve preparing and 
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organising the data for analysis, exploring the data, and then organising it into 

themes through certain coding processes, and presenting some of it in figures 

or tables. These steps will be discussed in detail below under each phase. 

4.8.1 Phase 1: Story narration data 
 

Data preparation 
 
The data preparation for Phase 1 started by transcribing (where necessary) and 

translating the story narrations. As shown in Table 4.2, 18 out of the 25 story 

narrations were written in Arabic, two were written in English, four were audio-

recorded in Arabic, and one was a Youtube video in Arabic. The four audio-

recorded stories and one YouTube video were first transcribed verbatim in 

Arabic, so that all story narrations were then in written form. The 23 Arabic 

stories were then all translated by myself into English. Translation is inevitably 

a sort of stage of interpretation. I tried to focus on the participants’ words and 

to report their accounts in a readable way in this translation stage (Kvale, 2009) 

(see Appendix 3 for an example of a story narration transcript). 

Initial analysis 
 
Once the stories were transcribed and translated, I immersed myself in the data 

and spent time reading and re-reading the stories, which allowed me to become 

conversant with the mothers’ stories, in order to develop an understanding of 

the data.  I reviewed and read all the data thoroughly. I recorded initial thoughts 

through writing comments in the margins of the transcripts (see Appendix 4 for 

an example of this initial manual analysis for Athari). These comments worked 

as an important step to later form broader groups of data, which would be 

formed into codes, and later into themes.  

 

Coding, categorising and identification of themes 
 
The process of coding started by dividing the text into smaller units such as 

phrases, sentences, or – in some cases – paragraphs, assigning a label to each 

unit and then grouping them into themes (see Appendix 5 for an example of the 

coding process). Once I had codes from the first story narration I used these 
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for the second and so on. If new codes emerged, I went back to the previous 

story narration in order to check I had not missed it out. A variety of themes 

emerged from each story describing the mother’s life with her child.  Examples 

included the following:  The diagnosis of their child and at what age they were 

diagnosed; the methods used to teach the child; the child’s progress (for 

example, academic, social, communication, life skills); mothers’ feelings since 

the diagnosis; decisions regarding their child’s education; ways in which family 

and friends relate to the child; experiences of teaching their child; experiences 

of accessing and using services for the education of their child. There were also 

as the support they had received during their journey with their child; the 

different types of support, either from family and friends; and how people 

around them reacted to their child’s condition. 

Presentation of data 
 
A summary of each story narration was constructed to provide an overall picture 

of each participant. The summary included demographic information about the 

mother and her child, and some basic information from the demographic data 

such as the mother’s and child’s name, age, age of diagnosis, school/centre 

and ways of teaching her child in their own words. The themes fed into 

summaries through using the prompts from the story narration guide (fourteen 

summaries out of the 25 were included in the findings chapter (see section 5.2). 

The choice of these fourteen summaries was because Phase 2 will present the 

interviews of the other eleven mothers and it was to avoid repetition of the 

mother’s stories. However, the stories of the eleven mothers can be found in 

Appendix 6. 

4.8.2 Phase 2: Interview data 
 

Data preparation 
 
Phase 2 included eleven interviews conducted in Arabic and audio recorded. 

Initially, I listened to the audio recordings, in order to familiarise myself with the 

data, before transcribing them into Arabic. Then I listened to the recordings 

again and transcribed them into Arabic. Kvale (2009) noted there is no standard 

way to transcribe an audio recording and that it depends on the intended use 
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of the transcripts; in this research my intention was to transfer the mothers’ 

interviews in a readable way. I amended things to make them readable, (for 

example, leaving out hesitations, like ums and errs). Some call this cleansing 

the data. I then listened to the interviews again whilst following the transcription 

to ensure accuracy.  

Initial analysis 
 
I started to work through the transcripts manually. I tried to read the interview 

transcripts and write coding on the margins manually (see Appendix 4 for an 

example of manual coding). Following this, I grouped common codes into 

categories by creating bullet points that could be grouped together. These 

codes then transformed into themes in a word document, using one tables for 

each mother (see Appendix 5). Finally, I used a thinking map for each mother 

to enable me to understand connections and relationships (see Appendix 7 for 

an example). As an example of this, I wanted to categorize mothers’ feelings 

for their children’s diagnosis, so I grouped what they had stated about their 

feelings in a thinking map. I did this because I had noticed that each mother 

stated varied feeling (as an example). However, I did not do this for all the 

themes, because some themes encouraged me to use the maps.  (An example 

in the Appendix 7 shows what I did and what I mean by a thinking map).  

Coding, categorising and identification of themes 
 
In the process of writing the analysis I went through all the interview transcripts 

to understand, draw connections, and identify the common themes and in many 

cases I was counting the number of mothers who shared similar ideas, codes 

and so on (see Appendix 7 as an example). Once I had identified the themes 

from all the interviews after coding and categorising, themes assigned to 

groups that addressed them. Coding and categorising of the interview data led 

to the identification of six key themes. These were: (1) purpose of education; 

(2) finding an educational placement, (3) strategies to support her child’s 

development, (4) perceptions about the services available for children with 

ASD, (5) family/community support, (6) hopes and concerns. 
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Presentation of data 
 
The process then helped me to think of the way of presenting my findings by 

writing about each mother and her child with subheadings that included main 

themes (see findings chapter 5). I reconstructed a story about each mother to 

provide an overall picture of her, but these stories have subheadings (as 

mentioned previously) to help the reader understand the meaning of each story 

in relation to the current research. 

4.8.3 Phase 3: Building-rapport Days 
 
In terms of the data gathered during the building-rapport day in Phase 3, the 

aim was to spend a full day with the mother and her child. As it was difficult to 

write field notes, audio field notes, using my phone, were recorded instead. 

Data preparation 
 
The building-rapport day recordings, in Arabic, were transcribed directly into an 

English written version, as they were my own notes in a readable way and in 

full sentences (see Appendix 11 for an example of building-rapport day). The 

reason for not transcribing these into Arabic and then English, was that I was 

able to recall the events of these days from the recorded notes and could 

translate them directly, unlike the story narrations and interviews. I could not 

work out the meaning of participants’ conversation until I had transcribed it first. 

Initial analysis 
 
As I did in the first two phases, I went through the translated interviews manually 

and wrote my own notes in the margin. These notes were then grouped, coded 

and categorized as will be explained next.  

Coding, categorising and identification of themes 
 
The building-rapport day was coded using specific categories guided by the 

analysis of the first two phases and the research questions. The code was 

applied to the data. These categories were then compared to the themes from 

the first two phases (story narration phase and interviews phase). The Phase 3 

data led to the identification of three themes (see section 5.4): (1) Omani 

mothers’ lives with children with ASD; (2) family support; and (3) the mothers’ 
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strategies to support their children with ASD.  

Presentation of data 
 
Once the themes were identified, I reconstructed a summary of each mother’s 

day. I also presented a table to provide more details about who was involved in 

these days (see section 5.4). 

4.8.4 Cross phase data analysis 
 
There was also a cross data analysis that included examples of data from 

different phases and different mothers (see section 5.5).  I followed similar steps 

in the first three phases. I tried to look at the interrelated themes in order to find 

meaning of mothers’ experiences from the three phases of data collection.  

Data preparation 
 
I identified common themes from the three phases (including mothers’ quotes) 

and put them in one word document. I printed out each word document to work 

out meanings and connections. 

Initial analysis 
 
Initial analysis was done in the first three phases.  

Coding, categorising and identification of themes 
 
This step was done for each phase based on the previous phases. For 

example, Phase 2 was the basis from which to develop the themes for the cross 

analysis section in Phase three. I had to go back to the codes and categories 

from the other two phases to add and find examples from (interviews and 

building-rapport days) in order to back up the themes with examples from 

participants from the three phases. 

Presentation of data 
 
The data are presented in relation to each of these themes in the findings 

chapter. These findings are supported by figures and tables to help to clarify 

their meaning.  
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4.9 Research quality  
 
It is essential to secure data quality in qualitative studies like this one. Thus, 

there is a need to assess the credibility and accuracy of the qualitative data and 

the findings, as well as the reflexivity of the researcher. Therefore, a discussion 

of these concepts in relation to the present study’s design and procedure is of 

vital importance and is presented in the subsequent sections. 

4.9.1 Credibility and trustworthiness of data 
 
According to Graneheim and Lundman (2004), the credibility of research is 

related to the “focus of the research and refers to confidence in how well the 

data and the processes of analysis address the intended focus” (p.109), which 

suggests that credibility is considered to be seen from the outset of the research 

process, the focus of the research, the research site, the participants and the 

methods of data collection and analysis. 

During the process of data collection and analysis, it is essential to validate the 

findings of the data (Creswell, 2013). Creswell (2013) uses the terms ‘accuracy’ 

and ‘credibility’ to describe the same things. I used three strategies to ensure 

credibility and trustworthiness of the data and the findings in my study: 

triangulation, member checking, and rich data descriptions. The first one is the 

process of corroborating evidence from participants (mothers) and the methods 

of data collection (story narration, interviews, and building-rapport days) in 

descriptions and themes (Punch, 2014). By doing this, my aim was to enhance 

the accuracy of my study. 

In addition, in order to ensure accuracy of the transcription of the recorded 

interviews of the participants, I applied member checking, in which I asked two 

participants to check the accuracy of these transcriptions. I could not ask all 

participants to check because it was time consuming and not all of them agreed 

to do this. Therefore, two participants voluntarily agreed to read the transcripts, 

so I sent each the actual transcript of the interviews, requesting them to verify 

their accuracy. I also passed them the Arabic transcript along with the English 

translation to check the quality of my translation. The two of them confirmed the 
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accuracy of the transcripts and translations. 

Furthermore, I have provided a rich data description of the data, such as the 

setting and description of the participants. This is presented in the findings 

chapter to address each theme with descriptive data from the participants. The 

purpose of using different data collection methods was to triangulate the study 

findings. Triangulating data is common in research to help to increase the 

validity of research findings (Robson & McCartan, 2016), though triangulation 

needs to be conducted carefully as the findings collected by different methods 

might contradict each other in a problematic way (Robson & McCartan, 2016). 

However, I did not find it problematic, as the three phases added information to 

each other and supported the in-depth understanding of mothers’ experiences. 

To conclude, in the analysis stage and after writing (and translating) the stories 

for each participant, I reconstructed a comprehensive story that preserve 

participant’s voice (Coulter & Smith, 2009).  In the findings chapter I use short 

direct quotes about participant’s experiences and tried to retain some elements 

such as specific events, timing, personal information about the mother and her 

child. My overall goal in this process is to preserve as much as possible the 

participants story without my interpretation and at the same time to become 

familiar with each participant’s narrative.  

Once all the narratives analysis leading to summaries, I engaged in a second 

level of analysis. It is, at this point, my own interpretation of participants 

accounts. I wanted to seek similarities and differences in patterns across 

participants accounts and across the three phases of data collection methods 

in order to reach to more in-depth understanding of their experience. At the 

second level of analysis in qualitative analysis, I employ emerging coding 

schemes and included constant comparison with attendant procedures to 

establish trustworthiness (Mile & Huberman, 1994). 

 

4.9.2 Reflexivity 
 
As the mother of a child with ASD, I played a role in this study of reflexive 

insider. Woods et al. (2016, p. 387) explained that the reflexive researcher is 
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“the researcher’s self-awareness and understanding of what they bring to the 

research act: their capabilities, knowledge, experiences, values, hopes, fears 

as well as their epistemological assumptions.” Thus, it was important for me to 

be a self-reflexive researcher, in a way that helped me to explore similarities 

between me (as a mother) and my participants, and to use my own experience 

to understand and interpret the data. However, this can be challenging as well, 

because carrying out reflexive analysis can always be problematic and might 

make it difficult to explore the experiences as they are invariably complex, 

ambiguous, and ambivalent (Woods et al., 2016). Being preoccupied with my 

own emotions and experiences could have skewed my research findings in an 

undesirable way and could have blocked my participants’ voices. In 

consequence, I attempted to make my participants’ voices clear in my data 

analysis through using direct quotes from them, and the data interpretations 

reflect participants’ experiences and emotions.  

Furthermore, being insider researcher plays important role in reflexivity. There 

are a variety of definitions for insider-researchers, generally insider-researcher 

are those who choose to study a group to which they belong, while outsider-

researchers do not belong to the group under study (Breen, 2007). This insider 

role status frequently allows researcher more rapid and more acceptance by 

their participants. Therefore, participants may typically be more open with the 

researcher so that there may be a greater depth to the data gathered (Breen, 

2007). I consider myself as an insider researcher as I share context, language, 

gender, culture, being mothers of children with ASD and experiential base with 

the study participants (Merrian et al., 2001). 

The key advantages of being insider researcher are understanding the culture 

being studied and establishing rapport with participants to promote telling the 

truth. In seeking policy dynamics, insiders may see things differently to outsider, 

with implications for the data collected and interpretations. As explained by 

Merrian et al. (2001, p. 411), “being an insider means easy access, the ability 

to ask more meaningful questions and read non-verbal cues, and most 

importantly, to be able to project a more truthful, authentic understanding of the 

culture understudy”. In general, the insider researcher has a great deal of 
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knowledge, which takes an outsider a long time to acquire. The insider-

researcher generally knows the policies of the institutions and the context being 

studied. For example, I know that the process of diagnosis, my pathway was 

different of that of other mothers in Oman. It was particularly useful for 

persuading the participants to give better explanations for the process of 

searching for places for their children with ASD. The insider researchers have 

the “ability to ask meaningful questions and read non-verbal cues,” as well as 

the ability to “project a more truthful, authentic understanding of the culture 

under study” (Merriam, et al., 2001, p. 411).  

Being an insider helped to get sufficient data from my participants and to 

discuss all issues without the focus of wanting to please me. In addition, the 

importance of being insider is to have participants in which they are less 

reserved in participating and narrating the events of their stories. I found that 

many participants reacted positively, and they were willing to participate 

because they felt that we share similar characteristics as we are mothers of 

children with ASD. In addition to the benefit of being insider, I also followed 

certain steps to have more trust from participants.  

• I have to make the purpose of the research and data tools clear to the 

mothers. 

• The mothers were told that they have the right to ask questions regarding 

the research and the data collection tools.  

• The researchers were informed and given the right to withdraw from the 

research anytime. They were also informed in advance that they have 

the choice of recording or writing their narratives as well as informing 

them about recording the interviews. 

• Their real names will never be used in any of the data presented in the 

research. 

As insider researcher, I needed to be aware of the problems associated with 

being an insider. For example, the greater familiarity with the context can lead 

to a loss of objectivity and may lead to make wrong assumptions about the 
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research process based on my prior knowledge. “Insiders have been accused 

of being inherently biased . . . the outsider’s advantage lies in curiosity with the 

unfamiliar, the ability to ask taboo questions, and being seen as non-aligned 

with sub-groups (Merriam, et al., 2001, p. 411).  

Being an insider/outsider researcher is also more complex than I anticipated 

because I expected to be more of an insider than outsider in some areas such 

as being Omani mother of a child with ASD. However, I found myself as an 

outsider in other areas such as my experience of diagnosis may not be the 

same as other mothers in the study. I had the experience to go to England, 

which may make me an outsider. In fact, I might be an indigenous outsider 

because I “studied for a doctoral degree outside of (my) own culture, would also 

fall into this category” and according to Meriam et al. (2001, p.412) “age, 

gender, social class and education rendered them less of an insider than they 

had anticipated.” Therefore, I attempted to benefit from my own perspective to 

build up better understanding for the research topic.  

Insider researchers may have to work at impression management to establish 

respect and avoid a power struggle with participants. An important fact to 

remember is that “during fieldwork the researcher’s power is negotiated, not 

given” (Meriam et al., 2001, p. 409). Insider researcher may therefore choose 

to present themselves as co-investigators or advocates in an attempt to 

minimize the power differential between themselves and the research 

participants (Breen, 2007).  

One of the key issues in this study is the power as a researcher, which is I am 

aware of but I have to negotiate it in the research process (Meriam et al., 2001). 

Mothers considered me as a wise and more knowledgeable mother as I was 

doing my research in context different than theirs and considered to be more 

developed than Oman. However, my power as a researcher was negotiated by 

determining what information were shared about their experiences. In doing the 

study, mothers’ interest was centred on what I would do with the information I 

gathered and how would their stories help in changing policies in Oman with 

regards provisions for children with ASD. 
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4.9.3 Research methodology constraints 
 
Some issues arose in the use of different methods. For example, in the story 

narration phase, some mothers provided very limited information, and some of 

them did not follow the prompts that were provided. The story narration guide 

had been piloted and I was not with the participants when they wrote or 

recorded their stories. 

The building-rapport days in Phase 3 did not provide me with what I anticipated. 

I thought that I would not disturb the nature of the mother and her child’s 

interaction. However, for the three mothers, my presence clearly affected their 

days, as the mothers were busier in their conversation with me than with taking 

care of their children, thus making the day untypical rather than typical. This 

could originate from the reasons for their motivation to accept me in their day, 

which varied from one mother to another:  for example, Fatin wanted to show 

her work with other children with ASD. This affected the findings, as I was 

looking at the strategies that mothers were using with their children with ASD 

and their lives with them, which were not clearly observed. 

 

4.10 Ethical considerations 
 
Ethical considerations are essential in any research and should be a concern 

for the researcher (Punch, 2014).  In order to carry out this research, I followed 

the ethical guidelines for educational research set out by the University of 

Exeter Graduate School of Education at every stage of my research (see ethics 

form in Appendix 8).  

 

4.10.1 Assessment of possible harm 
Corbin and Morse (2003) identified interviews can cause psychological harm 

and emotional distress to the participants, especially if the topic area is sensitive 

or distressing. As it was mentioned in the ethical approval (see appendix 8), 

ethical research design and execution aim to both put participants at their ease 

and avoid making excessive demands on them. In advance of data collection, 
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I have a responsibility to think through my duty of care in order to recognise 

potential risks, and I was prepared for it to minimise and manage any distress 

or discomfort that may arise. I immediately reconsider some actions occurring 

during the research process that appear to cause emotional or other harm, in 

order to minimise such harm. The mothers of the children with ASD who 

participated in the study are vulnerable, then my responsibility as a researcher 

was greater in order to protect their wellbeing.  

Due to the sensitivity of the research topic, there were potential stress occured 

in the story narration, interviews, and building-rapport days. In Phase 1, there 

was no intervention from the researcher into the construction of the stories, so 

I would not know if this phase would affect their emotion or not. However, in the 

follow-up interviews, the researcher was welcomed to constructively intervene 

when necessary because the topic was very sensitive: for example, mothers 

explaining the extent of the difficulty they were facing with their children with 

ASD.  

As a researcher, I need to take into consideration mothers’ attitudes towards 

the condition of their children, as they may feel guilty about this and they may 

have a subconscious feeling that they were responsible in some way, for any 

reason. They may have feelings of anger about enduring this burden and – 

most probably – they may be concerned about whether what they were doing 

was in their children’s best interests.  

 

Therefore, in order to minismise the harms, I prepared and offered the mothers 

with some people to contact and the benefits available for them. I have informed 

a psychiatrist in Hospital about my research, who has agreed to me passing on 

their details to mothers who may need further support (see Appendix 8). The 

fact that I am also a mother of a child with ASD, put me in a good position to 

provide this information for them. “Research that is conducted by sensitivity… 

becomes a process with benefits to both participants and researcher (Corbin & 

Morse, 2003, p. 335). 

 



 131 

4.10.2 Access and acceptance 
 
Before commencing the study, ethical approval was obtained from the 

University of Exeter Graduate School of Education Research Ethics Committee 

(see Appendix  8). This was followed by obtaining access to mothers by getting 

permission from an organisation working with mothers, the Oman Autism 

Society. I wrote a letter in Arabic in January 2018. The letter explained the 

purpose of my study, the different research phases and the data collection 

methods, and also listed all the participants who were expected to take part in 

the study. An information sheet and consent form were attached to the story 

narration form that was requested from the mothers. The Oman Autism Society 

agreed to support me in accessing the mothers.  

 

4.10.3 Informed consent 
 
Written consent was obtained from all participants (mothers) to indicate their 

agreement to be involved in the study. All the information for the participants 

was presented in the consent form and information sheet (see Appendices 9 & 

10). Full information about the nature of the study and the high level of 

confidentiality was clearly ascertained. I also included the consent form, a 

description of the research project, the purpose of the study, the three phases 

in detail, and detailed information about data protection and confidentiality.  

Participants were assured that all their individual comments would be 

anonymous and there would be no identification of them from the data analysis. 

When sending their recorded/ written stories they also sent their signed consent 

for Phase 1. Moreover, participants’ permission was granted to audio-record 

the interviews before starting them in Phase 2. All of the participants needed to 

sign consent forms prior to starting the building-rapport days, on their behalf 

and their children’s behalf. They were assured that they could remove any 

portion of the stories or interview conversation at any time during the study if 

they deemed it to be too sensitive or inaccurate to be included in the study. I 

asked this after they had /sent their stories and after the interview.  One 

participant, at the end of the interview, asked me to remove certain parts as she 
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felt it was too sensitive for her. 

 

4.10.4 Issues of anonymity and confidentiality 
 
The meaning of anonymity is that the participants’ information should not 

identify them, and confidentiality refers to participants’ right to privacy, and 

assurance that their connection to information should not be known publicly 

(Punch, 2014). In this study, confidentiality and the protection of participants’ 

identity were assured during data collection and data analysis. Data were solely 

used for the study and were stored securely in my laptop with a password 

locked document, to ensure privacy. Participants were assured of 

confidentiality and privacy, and that data would only be used for the purpose of 

the study. Although the story narration phase included demographic data, 

participants had a choice as to whether to include their names or not (see 

Appendices 9 & 10). During analysis and presentation of the data, real names 

were replaced by pseudonyms, and all identifying details were removed to 

ensure confidentiality. Raw data were only available for the researcher to 

support the research process and were not shared with other agencies or 

institutions directly.  

 

 

4.11 Summary of Chapter four 
 
Exploring the lives of mothers of children with ASD, and their educational 

choices and decisions, was the aim of the current research, which adopted the 

narrative paradigm. Thus, there were different phases to collect data, in order 

to provide an answer to the research questions. To provide an in-depth 

understanding of the mothers’ experiences, perceptions, and feelings, the study 

conducted three phases of data collection: story narration, interviews, and 

building-rapport days. This chapter detailed the research design, the data 

collection, the data analysis methods and procedures, as well as issues related 

to quality and ethical considerations. The following chapter will present the 

findings of the current study. 
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Chapter 5: Findings and Analysis 
5.1 Introduction 
 
This chapter presents the data and findings from the three phases of data 

collection: story narration, interviews and building-rapport days. It shows that 

the different data sources are interrelated and how the findings from each 

source link together to form themes. The chapter starts by presenting mothers’ 

stories from Phase 1 (story narratives), the second section summarizes 

mothers’ stories from Phase 2 (interviews), the third section analyses Phase 3 

(building-rapport days), and the final section presents a cross-case analysis 

covering all three phases. The summaries of the mothers’ interviews and the 

findings of the cross-case analysis are presented according to eight themes (as 

explained in Chapter 4): early signs and diagnostic struggles; finding an 

educational placement for their children with ASD; mothers’ strategies to 

support their children’s development; mothers’ perceptions about their lives 

with a child with ASD; mothers’ feelings about their children’s development; 

mothers’ perceptions about the services available for children with ASD; family 

and societal support; and hopes and concerns about the future. The cross-case 

analysis section is also organised by categories and sub-categories in the data.  

 

5.2 Mothers’ summaries from Phase 1(Story Narratives) 
 
This section presents 14 summaries from the mothers’ story narratives, from 

the total of 25 story narrations. These 14 summaries were selected for inclusion 

here because these mothers were participants in Phase 1 only. The other 11 

mothers were also participants in Phase 2 and their interview data is presented 

in 5.3 below, whilst their story narration summaries are in Appendix 6. This is 

intended to avoid overlap and repetition.  The themes taken from the 25 

mothers’ story narratives will be used in the cross-case analysis section (5.4). 

Anfal is the mother of Khamis, a child with ASD. She had not heard the word 

“ASD” before her son was diagnosed. Khamis’ mother said that her family is 

supportive and cooperative in taking care of Khamis. Anfal tries to develop her 

son’s skills at home by using games and stories. Though Khamis is 
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independent in most life skills, such as going to the toilet or eating, and is able 

to read and write, Anfal struggled to find a place for him in a mainstream public 

school in a mainstream class. He was in a public special school, but she moved 

him recently to a mainstream public school in a special class for children with 

special educational needs (SEN). 

Ibtihal is the mother of Yahya, an 8-year-old boy diagnosed with ASD. She 

questioned his condition at the age of 16 months when he developed atypical 

behaviours such as hyperactivity, problems in speech, repetitive actions, and 

hysterical laughter or constant crying with no reason. Ibtihal suffered from 

depression, which led her to start taking medication. She faced accusations 

from her family about negligence and carelessness towards her son, and she 

did not get support or help from her family. She used many strategies to develop 

her son’s social, life and academic skills. Her son was rejected by many 

schools, but she managed to find a place for him in a mainstream public school 

with neurotypical children.  

Jori is the mother of Mishari, a child with ASD of nursery- age. Jori described 

her son’s level of ASD as moderate. She travelled abroad to find the answers 

for her son’s delay in development and behaviour. She was shocked that her 

son needed intensive training and rehabilitation in order to support his speech 

skills. She thinks that she is at the beginning of her journey with ASD. She trains 

her son at home, and he also goes to a private special school. 

Jumana is the mother of Arif, who is in a mainstream private school. She 

managed to develop Arif’s social, life, and academic skills by encouraging him 

to mix with other children. He is now studying with other neurotypical children. 

Jumana developed her knowledge about ASD by searching the internet and 

social media.  

Maha, thinks her son, Jamal, is a clever 9-year-old boy. Maha did not have any 

idea about ASD. She decided to use different strategies to ‘treat’ and ‘educate’ 

her son, such as using medication, diet therapy and functional therapy. Maha 

did not find support for her son from any governmental institutions and was 

rejected by schools. Then she found a place for him in a public special school, 
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which, Maha thinks, supported Jamal’s development. She said that her family 

is very supportive and considerate.  

Maria is the mother of Adnan. Maria is a working mother. She thought that 

leaving her son in front of the TV caused his ASD condition. She used some 

strategies to develop her son’s social and academic skills, such as using 

pictures. Adnan is in a private special school for children with ASD. Maria thinks 

that Adnan has developed greatly and learned to read and write. 

Mayada is the mother of Al-Wraith, who was diagnosed with ASD. She could 

not find the answer to her questions about her son’s condition in Oman and 

preferred to take him to an Asian country to seek a ‘cure’ for his condition. Al-

Warith was rejected by many places in her town, and she could not move to the 

capital city to provide him with intensive training. Though Mayada managed to 

enrol her son in a public special school, she feels this is not helping him. 

Nirmin is the mother of Al-Molham who was diagnosed with ASD. She was 

shocked and disappointed when she found out about his condition. Nirmin 

enrolled him in a private special school. She thinks that the school assisted his 

progress as well as his speech. She thinks that the community has been unfair 

with her son and her family has never accepted him. This caused her to lock 

herself in at home and to feel tired, sad and isolated. 

Njood is the mother of Salman, diagnosed with ASD. She did not have a 

precise diagnosis, but she felt that there was something in her son that she did 

not understand. She enrolled him in a private special school at the age of seven. 

She thought that his development was very slow. Salman was rejected by 

private schools, but she managed to hire a private teacher in the mornings at 

home.  

Rafif is the mother of Hatim. She started with her son without a diagnosis. She 

did not send him to any school and she trained him at home. She tried different 

ways that she found on the internet, and she worked hard to adapt and change 

strategies to meet her son’s needs. She said that she was sad and depressed. 

Rafif’s family was supportive, but there were some people around her who did 

not understand ASD. 
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Rahaf is the mother of Mansoor, who is the fourth child among his siblings. 

Rahaf questioned his behaviour and she managed to get a diagnosis of ASD. 

No words could describe her feelings about this, but she had confidence that 

she would help her son. She enrolled him in a private special school to develop 

his visual and social skills and to overcome his sleep problems. Mansour is still 

young, but Rahaf always has concerns about his future. 

Razan is the mother of a teenage girl, Khamail, who had a diagnosis of ASD 

when she was two years old. Razan seemed to think that her daughter was 

affected by an ‘evil eye’ that changed her from a neurotypical daughter to a 

daughter with strange behaviours. She was confused and shocked because 

she had been told that Khamail had a brain deficit. She enrolled her in a private 

special school and cooperated with the specialist there  to develop her 

daughter’s skills.  

Samaher is the mother of two children with ASD. Sami (male) is 14 years old 

and Samia (female) is 8 years old. She did not have a clear diagnosis for her 

son, but she was able to enrol him in a mainstream public school and he is now 

in year 5. He missed two years of school, but he is doing well now. Samaher 

managed to enrol Samia in a public special school, but she felt that her 

condition was getting worse, so she decided to remove her from school. She 

teaches her daughter at home using photos. 

Zulfa is the mother of a primary-school-aged boy, Amar, diagnosed with ASD. 

She supported her son’s development through diet therapy, speech therapy, 

vocational therapy and intensive home care. With a struggle, she was able to 

enrol him in a private mainstream school. Now, she thinks that she succeeded 

in developing her son’s skills to help him be a typically growing boy. 

The 25 mothers who wrote or recorded their stories, varied in their 

backgrounds, their education, the ages of their children with ASD and their ages 

(see Appendix 6). Despite this, it seemed that most of them noticed that their 

children with ASD developed unfamiliar behaviours not seen in their peers, 

which caused them to be concerned.  As, a result, they attempted to find 

answers to their questions about their children’s behaviours. They each 
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seemed to face challenges, as well as to think about strategies and places that 

might help them. They also narrated some actions they had attempted when 

they were looking for a diagnosis for their children, or for their education. This 

will be explored in depth in section (5.5.1). 

 

5.3 Mothers’ summaries from Phase 2 (interviews) 
 
The following section includes summaries of each mother-participant’s 

interview, constructed as described above (see Chapter 4, section 4.9), from 

all the recorded, transcribed interviews, only three of which were translated. 

The interviews focused on the experiences, perceptions and feelings of the 

mothers when making decisions and choices for the education of their children 

with ASD. The summaries are organised by themes that were developed 

through the data analysis processes (not all themes will be presented for each 

mother, because some were not mentioned by some mothers). There may be 

many ideas included under each subheading, but there will be a cross-case 

analysis later in this chapter. There will also be the use of quotations from 

mothers’ interviews to highlight mothers’ experiences about their child with 

ASD. 

5.3.1 Aseel and her son Marwan 
 
Aseel’s son, Marwan, was 9 years old when I interviewed her. He was going to 

a public special centre for children with special needs. Aseel has two more 

children besides Marwan. 

Purpose of education 
 
Aseel described her son as “different” from his peers, so he needed 

“rehabilitation” and “intensive life-skills training” such as toilet training, feeding 

himself and getting dressed. She defined education for Marwan as aimed 

towards being independent “in life skills” and to “learn life skills” (I:p.1). 

Finding an educational placement  

Aseel’s decisions about her son’s education were affected by three main things: 
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Marwan’s characteristics; the services available for children with ASD in her 

town; and the facilities available in the centre for children with ASD.  

She could not initially decide whether to seek a place for him in a mainstream 

school because her child “was hyperactive, was not able to depend on himself, 

was still in nappies, and was unable to go to the toilet by himself, and because 

Marwan is not able to speak or to understand” (I:p.2). For Aseel, the choices 

were limited because she lives outside the main cities. Once she decided that 

a mainstream school was not for her son, her choice was between two options: 

a private special centre or a public special centre. Her first choice was the 

private special centre for children with ASD; however, once he started attending 

this centre, his condition was affected negatively, and he acquired negative 

behaviours such as biting and flapping” (I:p.2). Though Aseel thought that the 

private centre was not bad, she felt that the “specialists were not able to deal 

with Marwan” and she said, “I did not feel that my son was developing.” (I:p.2). 

She stated that she had noticed that many children benefited from the private 

centre, but she decided to transfer Marwan “to another centre funded by the 

government” (I:p.2). Her decision was made after she had consulted one of her 

sisters, who was working in this centre and suggested that she would look after 

Marwan. This made her feel more “comfortable with [her] decision.” 

Aseel’s strategies to support her child’s development 

Though Aseel tried to support her son’s development, she thought that she was 

unable to do this because, “he did not interact with [her] strategy, the same way 

he interacted with the specialist in the centre (because he was scared of him).” 

Alternatively, she thought that she “might be spoiling [her] son in a way that he 

did not respond to [her] way of training” (I:p.3). As a result, she thought that the 

best way to support her son was through “continuous contact with the specialist 

in the centre.” In addition to that, Aseel was convinced that her son was affected 

by an ‘evil eye,’ which caused his condition, saying: “I know that he was affected 

with an evil eye because he was fine for the first two years of his life” (I:p.2). 

She therefore frequently took Marwan to traditional healers. She also believed 

that vaccinations caused her son’s condition. Aseel carried out some activities 

with Marwan: these were spontaneous rather than structured, such as “playing 
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games, life-skills activities, and taking him to the park to play with the children 

or going to the sea to play with his brothers” (I:p.4).  

Aseel’s perceptions of services available for children with ASD 

Though Aseel thought that the services were limited when Marwan was young, 

she noted that currently there “were many centres that could support children 

with ASD” (I:p.5). Aseel thought that the Ministry of Social Development 

(MOSD) was doing well to support the development of children with ASD 

because they had provided public centres for SEN children and children with 

ASD. These centres were equipped with “good specialists and staff,” and she 

said that they also “conducted regular workshops for parents of children with 

ASD” (I: p.4). She was not aware of any services available for children with 

ASD from the Ministry of Education (MOE). Although there were some services 

available in Oman for children with ASD, Aseel wished to “go to a place outside 

Oman where [she] could see Marwan improving and depending on himself in 

life skills,” and as a mother, she “could learn ways to deal with [her] son and 

develop [her] decisions on the education of [her] son” (I: p.8).  

Family/community support  

Aseel thought that her family was supportive from both sides – her family, and 

her husband’s family – because she was a working mother; they took care of 

her son when she was at work.   

Hopes and concerns 
Aseel hoped that her son could be a ‘normal’ child as he used to be when he 

was two years old and become independent in life skills. Her main concerns 

were related to what would happen to her son if she died. She advised mothers 

of newly diagnosed children to “to be accurate about [the] diagnosis and to find 

a good centre” (I:p.5). 

 

Summing up Aseel’s experience, she generally felt happy with Marwan’s 

development, though, at the time of the interview, she was “experiencing 

drawback in [her] son’s condition.” She did not regret any decisions she had 

made for him, but she wished to take him outside the country to find better 
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services. Aseel commented: “after all, Marwan is my son, and I would do what 

a mother should do” (I:p.8). 

 

5.3.2 Athari and her son Mustafa 
 
When I met Athari, her son, Mustafa, was nine years old. He was diagnosed 

with ASD at the age of 5 when she was studying in the UK. He was going to a 

private mainstream school at the time of the interview. 

Purpose of education 

Athari defined education for Mustafa as being the development of his 

“concentration and understanding” and did not mean “reading and writing” 

(I:p.2). Athari did not want her son to “develop academic skills, to get high 

marks, to go to a college or to get a degree,” because he “did not understand 

the meaning of school, the meaning of education or learning” (I:p.1,2). Her main 

focus was on “developing his social and verbal skills” (I:p.5). 

Finding an educational placement  

In Oman, she was trying to find an educational placement for Mustafa. 

Compared to the schools she had found in the UK, there was no school in 

Oman that satisfied her. Athari was looking for a school that “would help [her] 

son to meet his special needs” and “develop his special and verbal skills,” more 

than focus on developing his “academic skills” such as reading and writing 

(I:p.5). She was visiting schools and centres and spending a full day with her 

son in a school. Then she would later decide whether the school was “suitable” 

for her son or not. Athari faced “rejections from school” as well, and she found 

“that many schools did not understand the meaning of integration” that she was 

looking for. She found that there was a “contradiction between the school’s 

description of integration and [their] application [of it]” (I:p.4). She finally 

managed to find a private mainstream school to enrol him in. 

Athari’s strategy to support her child’s development 

Athari’s strategy to help her son was to develop “the same plan for the three 

parties (home, school, centre)” (I:p.5). She also selected the current school 
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because they had “a shadow teacher [see glossary] who would support [her] 

son’s development during the school day.” Athari had a “housemaid and a 

driver” who took Mustafa to school. She hired a driver because “the school bus 

took a long time to bring him back from school,” and the housemaid because 

she “did not trust the driver” (I:p.11). Athari had an intensive education plan for 

her son, so he “was in school in the morning; he had a swimming session in the 

afternoon and one-to-one sessions in the evenings.” She continuously 

“contacted the teachers in the school, and the specialists in the centre” (I:p.5), 

so they “would be on the same page as each other to support [her] son.” The 

private centre “used a notebook to follow up what was given at the centre” 

(I:p.5). In this notebook, Athari felt that she knew “his needs more than the 

teachers and the specialists,” so she alerted and modified the tasks using her 

knowledge (I:p.5). She also requested the teacher not to give Mustafa 

“homework except weekends” (I:p.11) because he had an intensive programme 

during the weekdays. 

She used the strategy “of love and cuddle[s] because these were more effective 

than being strict with him” (I:p.7). She also restricted “the use of phone except 

for reinforcing good behaviour” (I:p.8). According to Athari, she had established 

“rules for my children at home” (I:p.11), which helped Mustafa to be 

independent in life skills.  

Mothers’ perceptions of the services available for children with ASD 

Athari was “active in mothers’ society,” and she was “fighting for children with 

ASD’s rights.” One of the main fights was to get places for children with ASD in 

mainstream public schools. However, she did not feel that she could “trust any 

public mainstream schools” (I:p.12). According to her, “teachers were not 

prepared for understanding children with ASD, school buildings were huge, 

teachers were overloaded with school duties, the school size was not suitable 

for children with ASD and teachers were not cooperative [in] deal[ing] with a 

child with ASD” (I:p.12). 

For the mother of a child with ASD, if she had to choose between a public and 

a private mainstream school, the decision would depend on the region. “In the 

capital city, there were varieties of schools to choose between, but in other 
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regions, choices were limited” (I:p.12). 

Athari insisted that, “there were not many services available for children with 

ASD in Oman, there was some funding for the rehabilitation session, but these 

sessions were not enough to develop children.” In general, the MOSD provided 

“some services for children with ASD, but these were not enough” (I:p.13-14). 

However, the MOE was “doing nothing” (I:p.14). There was “no support for 

children with ASD and their families; people in the ministries did not understand 

their jobs, because their responsibilities require social and emotional 

involvement to consider and provide parents with their needs, but few 

employees were sincere in their job” (I:p.14).  

Athari also thought that the centre that her son was in did not have “the best 

teachers my son could have” because they wanted “to jump from one goal to 

another without mastering it.” There were always conflicts between the 

mother’s “plans and the centre’s plans with regard to the use of electronic 

devices” (I:p.7). 

Family/community support  

Athari found support from her immediate family, husband, elder son, and the 

housemaid (I:p.9,10). They took turns and shared responsibilities in taking care 

of Mustafa. 

Hopes and concerns 
Athari hoped that Mustafa would be “independent” and her “biggest dream was 

just for him to depend on himself” (I:p.15). With regard to her concerns, Athari 

expressed her belief in God as she said: “I am leaving this to God. I cannot 

change the future. I have some fears, but I try to think about my day and not 

more than that. Moreover, since Mustafa has developed, I thank God for this 

everyday” (I:p.16).  

 

To sum up, Athari felt it was important to “read about autism.” She also advised 

mothers to play a big part in their children’s education. Generally, she thought 

that she was “able to manage stress,” and she was “capable of facing 
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challenges.” Though she was “not sure about the future, [she] always focused 

on the present and not the future” (I:p.12,13). 

 

5.3.3 Fadwa and her son, Affan 
 
Fadwa’s son was Affan, who was 10 years old when I met her. He was 

attending a private special centre for children with ASD. Fadwa had three other 

children besides Affan. 

Purpose of education 

Fadwa described ‘education’ as “learning, rehabilitation, learning new manners 

and developing skills” while the meaning of ‘cure’ was “using medication” 

(I:p.1). Education, to Fadwa, does not always mean “reading and writing” 

(I:p.1). Fadwa compared Affan’s education to his siblings’ education as 

“different paths”, but she had plans to “train all of them, including Affan, on 

certain skills such as swimming, karate, football” (I:p.1).  

Finding an educational placement 

Fadwa had changed centre many times; she had changed it “4 times in 8 years 

because these centres were continuously changing the staff” (I:p.3). 

Fadwa had certain criteria when she chose each centre for her son. She 

detailed those that were related to her satisfaction about the centre. She “would 

visit the centres (three times at least),” and she “would sit with specialists and 

would discuss with the specialists what [her] son needs.” Her choice would be 

to go for the centre that had “similar ideas about rehabilitation as what [she] 

had in [her] mind” (I:p.3). 

There was another consideration mentioned by Fadwa concerning the centre 

in that her decisions depended on Affan’s development. At the beginning of “his 

life, [her] main focus was on his physical disability. As soon as he started 

walking and running, [she] moved to work with developing his speech and life 

skills” (I:p.4). 

Fadwa thought that her decisions were affected by her family, meaning her 
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“husband, siblings, father, and other family members” (I:p.4).  

Fadwa’s strategy to support her child’s development 

Fadwa had initially had an intensive plan to develop her son’s skills. This plan 

included “speech therapy, swimming, counselling, vocational therapy, 

occupational therapy and physiotherapy” (I:p.2). These therapies “affected 

Affan negatively, there was no development, and [her] son rejected all the 

specialists,” and he did not want to work with any specialist (I:p.2). This made 

her change her plans, but at the same time, she did not want to stop everything 

at once. So, she “replaced physiotherapy and occupational therapy with water 

therapy, [she] changed the centre, changed the hospital to another one, 

reduced the one-to-one training hours, and used pen and paper instead of using 

puzzles” (I:p.2). In addition to this, she played a significant role in her son’s 

education through her “continuous communication with the staff” (I:p.3), and 

“continuous involvement in setting plans for Affan” (I:p.3,4).  

Fadwa had a training plan for her son at home. She always insisted “[on being] 

creative to achieve the same goal differently, to use the items from the 

environment and to involve his siblings” in developing his life skills and taking 

care of him. For Fadwa, it was essential to “involve neighbours as well and to 

explain to them” her son’s condition because she found that “many times, they 

helped to stop him when he ran away” (I:p.4). 

At home, Fadwa developed “group play in order to develop Affan’s skills such 

as sharing responsibilities, tidying up the house, doing some housework, or 

even having a barbecue” (I:p.6). Whenever she was training Affan, it was 

important that he was calm during the sessions because he would never benefit 

if he “was having tantrums” (I:p.6). 

Fadwa’s perceptions of the services available for children with ASD 

Fadwa thought that there were some services, “but not many; there were limited 

health services. Some integration classes for children with ASD were 

unsuitable because the staff working there were unqualified, and the class 

atmosphere and the plans were not suitable” for children with ASD (I:p.6). 

According to her, there were “no support services for families of children with 
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ASD” (I:p.6). 

Family/community support  

Fadwa found that “explaining to [family and neighbours] [her] son’s condition” 

was very important to find the support she needed. She also trained “his siblings 

to take care of him” (I:4). By doing this, she expressed positive feelings about 

the support from her community. 

Hopes and concerns 
 
Fadwa hoped that Affan would learn a craft because she “would not always be 

there for him, so [she] wanted him to depend on himself and be productive.” 

She also hoped that one day he would, “have his own family and have kids.” 

Her biggest hope was that he would “be independent and have an income” 

(I:p.7). However, her biggest worry was that Affan would always “be dependent 

on his siblings, who might be busy with their own lives” (I:p.7). 

 

To sum up, Fadwa thought that mothers needed to “accept their children” as 

they are, “be patient and determined, to be positive and to start rehabilitating 

him as early as possible” (I:p.5, 6). Mothers should also “trust themselves, trust 

their decisions, and learn from mistakes” (I:p.8). 

 

5.3.4 Fatin and her two sons, Khozam and Hassan 
 
Fatin had two children diagnosed with ASD, Khozam (10) and Hassan (4). Fatin 

had conducted much work to help her two children, as well as support other 

mothers of children with ASD, by teaching children with ASD at her home and 

finding funds for them from local authorities. At the time of the interview, her 

elder son was studying in a nearby country, and she was taking care of her 

younger son. Therefore, most of the interview was about the younger son. 

Purpose of education 

Fatin thought that the purpose of education for her children was to “teach them 

life skills” and to support their speech development (I:p.3). She felt that her 

children “do not need academic skills” as the most essential education was “to 

meet their needs.” 
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Finding an educational placement 

Fatin’s second son was only 4, and he was initially in an expensive nursery. 

She felt it was better to change the nursery to a cheaper one and to use the 

extra money for additional sessions such as “swimming, horse riding sessions, 

extra speech sessions, socializing with normal children, and preparing 

strategies to teach him good manners” (I:p.4). 

Fatin’s strategy to support her child’s development 

Fatin had developed home activities to support her child’s skills such as 

“drawing animals or items, mimicking voices of animals, taking him to the zoo 

and toilet-training him” (I:p.1,6). According to her, her social activity was inviting 

other children to her house as part of her plan to support her child through the 

“use of group activities” (I:p.4). She described it as essential that any child’s 

development be followed by a “continuation of the tasks at home” (I:p.6). She 

found out that strategies using “love and cuddles, life skills training, and one-

to-one activities” (I:p.6) were effective in developing her child’s skills.  

Fatin’s perceptions of the services available for children with ASD 

Fatin thought that “nothing was available for them in comparison to other 

countries” (I:p.8). According to her, there must be strong demand from parents 

of children with ASD to “request services from the government” and “parents 

needed to have a voice about their children’s rights” (I:p.8). She said that there 

were “few schools that would accept children with ASD” (I:p.8). She thought 

that there should “be trained specialists” available (I:p.9). With regard to Fatin’s 

involvement in her children’s programme, she found that she was not “allowed 

to interfere in changing the programme for her children” (I:p.6).  

Family/community support  

Fatin thought that she needed family support because it was difficult for her to 

deal with “her child alone, and she needed her husband and the housemaid’s 

support.” 

She complained about Omani society’s negative attitudes to children with ASD, 
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and said that there was “no cooperation with parents” (I:p.3). The community 

“treated children with ASD negatively” (I:p.3). She described the way that the 

community looked at ASD as “a kind of insanity.” “They thought children with 

ASD were crazy, and they did not understand the meaning of ASD” (I:p.4). 

Regardless of the community’s negative attitude, Fatin thought that she was 

“satisfied about [her] son and ignored other people’s reactions to [her] son’s 

behaviour in public places,” because her son’s “development was more 

important to focus on” (I:p.2, 4). 

Hopes and concerns 

Fatin hoped that one of her children would, one day, be “a doctor, and the other 

one would be a dentist” (I:p.11). She hoped that “community awareness would 

be increased among those in Omani society.” She also described her hopes 

that, one day, there would be “clubs for children with ASD, places that support 

the children’s creativity, and training for parents of children with ASD.” She also 

thought that “mothers needed to be shadow teachers for their children” (I:p.11). 

 

Fatin thought that, regardless of the challenges that mothers encountered, they 

had to start as early as possible rehabilitating their children because “the earlier 

they start, the earlier they would get results” (I:p.5). Mothers needed to 

understand that ASD was “not a disability” and to “accept ASD in [our] lives” 

(I:p.5). 

5.3.5 Narjes and her son, Amjed  
 
Narjes was retired when I met her. Amjed was seven years old. She had moved 

to the capital city in order to find “a good centre” for him. She had three other 

children.  

Purpose of education 

Narjes emphasized that education for her son means being “independent” in 

taking care of him and his education was “different from his siblings” (Narjes, I: 

2). 

Finding an educational placement 
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Narjes thought that Amjed’s education was “different from his siblings” because 

of his condition (I:p.1).  Narjes’ choice of centre depended on 

“recommendations from others, distance from home and the specialists’ 

abilities to deal with [her] son” (I:p.5). These factors caused her to change 

centres several times because there were “not enough workers and specialists 

in the centres and no obvious development in Amjed’s condition” and Narjes 

felt that “the centre was unable to work with him” (I:p.5). Before she decided on 

a centre, she asked “mothers about the centres, and she attended workshops 

conducted by the centres to introduce their services” (I:p.6). Narjes felt the 

“transfer between centres affected Amjed negatively” (I:p.6), but she was 

looking for a centre that “would support his development.” 

According to her, all the centres in Oman were the same “because they followed 

the same system.” She believed that “there were good and bad specialists in 

each centre,” and that “good specialists create a good reputation for a centre.” 

However, in general, “all the centres followed the same rules from the MOSD, 

and all the centres exploited parents of children with ASD” (I:p.7). According to 

Narjes, because she had “continuous communication with the specialists in the 

centre, [she] was unable to comment on the specialists’ work, though [she] was 

not satisfied with their work” (I:p.5). It was expected that this would help her to 

be able to comment on their work. However, she stated that this made a 

stronger relationship with the specialists that did not give her the ability to 

comment on their work. 

Therefore, Amjed went to “a centre in the mornings and had a specialist at 

home in the evenings” in order to accelerate her son’s development. Her choice 

of “specialist depended on trust” (I:p.3). If she trusted a specialist, she “would 

ask him to come to [her] home.” Her “choices depended on their qualifications, 

recommendations from others, and their willingness to come to [her] home” 

(I:p.4). Many times, Narjes faced difficulties with bringing a specialist home 

such as “these specialists would ask for a place to stay, and daily meals” (I:p.4). 

Narjes’ strategy to support her child’s development 

Narjes was continuously “thinking about the ways that [she] would help [her]  

son’s development,” and one of her thoughts was to “bring a specialist home” 
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(I:p.1). She described her strategy to help her son as “intensive,” as there was 

“no weekend, no summer holiday, and no breaks for Amjed” (I:p.3, 4). At the 

time of the interview, she was “looking for a boarding school” (I:p.4). Narjes also 

used other strategies at home to develop his skills, such as “encouraging him 

to go out with his brother and father” (I:p.10). If the family was going on a trip, 

they “had to plan the trip and to have short breaks in order to deal with his 

tantrums,” because Amjed would “not tolerate long trips” (I:p.12). 

For Narjes, the “financial factor was not a reason that would stop [her] from 

choosing teachers or schools for Amjed” (I:p.3).  

Narjes’ perceptions of the services available for children with ASD 

Narjes thought that there were no “services available for children with ASD” in 

Oman (I:p.2). She described the difficulty of moving from her town to the capital 

city in search for a better service. She enrolled him in many centres, and they 

were “all the same, or maybe each one was worse than the one before” 

because she thought “that they were constrained by the [Ministry of Social 

Development] rules” (I:p.6). The centre that she “was looking for did not exist 

in Oman” (I:p.13).  

Family/community support  

Narjes had support from her family. Though she thought that she was “the one 

who should make the decisions for Amjed,” she always “discussed and 

arranged plans as a family” (I:p.9). 

Hopes and concerns 
 
Narjes hoped that Amjed would “be independent in his life skills” (I:p.12). She 

firmly believed that “one day, [her] son would speak, because he hummed 

songs, so he understands them” (I:p.13). Though she did not want to think 

about the future, Narjes was in “a continuous worry” about her son (I:p.9). 

 

To sum up Narjes’ story, she advised mothers to “start with early intervention 

for their children, to have a clear diagnosis, to find a good centre for him/her, 
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and to find a good specialist to work with him/her.” Narjes thought that mothers 

needed “to be realistic in their dreams and to trust God” (I:p.3). 

5.3.6 Shahad and her son, Mojahed 
 
Mojahed was 14 years old when I interviewed Shahad. She described him as 

a “hyperactive and not a verbal child” (I:p.5). Shahad had one son and four 

daughters besides Mojahed.  

 

Purpose of education 

According to Shahad, her first dream when she had Mojahed was that “he 

would join a mainstream school” (I:p.1). She thought he would “read, write, 

colour, and hold a pen” (I:p.3). However, Mojahed “was totally different” to his 

siblings (I:p.3). He “was not capable of public education” (I:p.1). He needed “to 

learn how to drink, to eat and how to get dressed” (I:p.3). Education for Mojahed 

meant focusing on “developing his skills, changing his behaviour, and teaching 

him life skills” (I:p.3). He needed “special education, occupational therapy, and 

physiotherapy” (I:p.1).  

 

Finding an educational placement 

In the beginning, Shahad “did not know what he needed in order to find a school 

to suit him.” She “did not know that he needed special care,” and she did not 

“know where to take him” (I:p.1). However, she knew that “mainstream learning 

was not suitable for [her] son” (I:p.3). 

Shahad managed to find “a special centre in the UAE” (I:p.1) and she enrolled 

Mojahed in this centre for four years, but after this, they had to “come back 

because of family circumstances” (I:p.2). He “stayed at home for two years” 

(I:p.1). She now had to look for another centre.  

Shahad thought that her “choice would depend on the specialists available in 

the centre” (I:p.6). Therefore, Shahad “visited public special centres, and spent 

full days in these centres.” There was “no cooperation from these centres with 

the families, and [she] did not feel these were suitable or prepared for Mojahed” 
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(I:p.7). 

There “was one centre opened with the cooperation of her husband and other 

parents of children with ASD” (I:p.2). Shahad thought that this private centre 

was right for her son, as “the specialists were very supportive, doing their best 

to help him, and working hard with him” (I:p.2, 9).  

 

Shahad’s strategy to support her child’s development 

When Mojahed was in the UAE centre, Shahad learned many strategies 

through her communication with the school (I:p.1). He had some problems with 

motor skills, so she tried to support his walking “by using a piece of tape for him 

to walk along, preparing a full room for training him and increasing his 

concentration” (I:p.1). Shahad explained that it was essential to “take him 

everywhere” with them as a family, regardless of whether “he was crying” and 

“making trouble for them.” “He got used to” moving around, and they were able 

to “travel with him four or five times” on their vacations (I:p.5).  

 

As part of her help for her son, Shahad thought that “cooperation between the 

centre and home was important for Mojahed” (I:p.3). The centre sent “updates 

about Mojahed’s development” (I:p.3). This would help her to “apply what was 

done in school” (I:p.3). Shahad said that Mojahed’s father was the one who 

“discussed the plan for Mojahed with the specialists in the centre,” as she was 

“busy with other children” (I:p.6).  

 

Shahad’s perceptions of the services available for children with ASD 

According to Shahad, there were “no services for children with ASD in Oman, 

except funding and the monthly allowance from the MOSD” (I:p.7). She also 

added that nothing was “provided by the MOE,” even when she “offered to be 

a shadow teacher for her son, they refused and never cooperated” (I:p.8).  

There were public special centres funded by the MOSD, but these were “not 

prepared for children with ASD because the centre was crowded with children 

with other disabilities, the specialists there were not qualified to deal with 
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children with ASD.” Even if she “never found a place for [her] son, [she] would 

not take him to these centres” (I:p.7-8). 

 

Family/community support  

Shahad found support from her immediate family. Her “children and husband 

were taking responsibilities to take care of Mojahed” (I:p.8). As “a family, they 

were cooperative” in “helping [her] to take care of him” (I:p.5, 8).  

However, she could not find support from her community, because they “did 

not understand Mojahed’s condition, and they thought he was a crazy person” 

(I:p.4).  

Hopes and concerns 
 
Shahad always hoped Mojahed would “learn to read and write” (I:p.3). She 

hoped that he would “be independent in life skills,” and that he would “be a 

normal child.” Her dream was “to see him as a normal as possible, to recover 

from his condition, to go to a mainstream school, to depend on himself, and to 

understand what was going around him” (I:p.9, 10).  

 

Her main worries were that he would “go out of the house into the street, and 

get hurt” (I:p.10). Shahad believed that “it is God’s will, and God had not made 

a disease without appointing a remedy for it, except one disease, namely old 

age” (I:p.2). 

 

For Shahad, it was important to “accept the idea of having a child with ASD,” 

and to “find a centre to support the child’s development” (I:p.9). Mothers needed 

to understand “their child’s condition” in order to be able to support their 

development (I:p.10). 

 

5.3.7 Shojoon and her two daughters, Hoor and Noor 
 
Shojoon had two daughters diagnosed with ASD, Hoor (9) and Noor (5). She 

also had a younger son. 
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Purpose of education 
 
Her main plan was to develop “[her] daughters’ mental skills to suit their age” 

(I:p.1). She thought that “education was different from a cure,” and stated that 

the purpose of education for her two daughters should be “to develop their skills 

to be close to those of typically growing children” (I:p.1). Shojoon thought it was 

essential for her daughters that their education met their “needs”, namely, “to 

understand what was going on around them, and to be independent in life skills” 

and “to help them understand their surroundings, danger, and the difference 

between right and wrong” (I:p.1,3). 

 

Finding an educational placement 

Shojoon described her two daughters as “different in specific skills” such as 

their “understanding and response to instructions” (I:p.1). However, her choices 

for educational placement were based on “the availability of the centres” (I:p.7). 

 

According to Shojoon, she “benefited from her failures” with her first daughter 

(I:p.7). After she experienced some “successful and unsuccessful decisions” 

(I:p.2), Shojoon thought her “decisions became better.” Her elder daughter 

moved from one centre to another, while the younger daughter did not 

experience this. 

 

She could not “think of enrolling them in mainstream public schools,” because 

her “daughters’ characteristics would not allow them to fit into these schools” 

(I:p.3). The elder daughter might find “integration” easier, “but the youngest was 

more connected to mum.” Her instinct as a mother, she said, suggested to her 

that mainstream schools would not help her daughters. She “wanted the best 

for them,” and they needed “speech sessions, special education, and 

behavioural sessions,” which would not be available in the mainstream schools 

(I:p.3). However, “financial problems constrained [her] decision” about the 

centres (I:p.7). 
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Shojoon had experienced three special centres for children with ASD with her 

first daughter, eventually settling on one centre, which she felt would meet her 

“daughter’s needs” (I:p.2). Shojoon talked about her “involvement in her 

daughters’ education” (I:p.7), such as “discussing plans and goals with the 

specialist in the centre.” Shojoon thought that the centre had helped her 

daughters as they had “developed and became somewhat independent” (I:p.9). 

However, she would like her daughters’ development to be close to that of 

“typically growing children “ (I:p.6). 

 

According to Shojoon, transfer between centres had affected her first daughter 

(Hoor), “but it was not negative, because the first move happened when she 

was very young” and these transfers did not “slow down her development” 

(I:p.3).  

  

Shojoon’s strategy to support her children’s development 

Shojoon was involved in her daughters’ education through “continuous 

communication with the specialists in the centre, continually visiting the centre 

and meeting with the specialists, and discussing plans for them”. She tried to 

keep “diaries about [her] daughters’ behaviour,” which helped her when 

discussing plans with the centre (I:p.2). She thought that her eldest daughter 

needed more “pre-school skills, such as holding a pen, and the youngest 

needed more comprehension tasks” (I:p.1). At home, she stated that she 

continuously “supported their life skills, such as preparing themselves for 

school, and feeding and dressing themselves.” Shojoon also believed that she 

needed to train her son to take some “responsibility towards his sisters” (I:p.5). 

She described some strategies to develop her daughters’ skills such as “the 

use of cuddles and love, cooperation between the centre and her, taking them 

to the park, taking them to the market, and continuous communication with the 

centre, with doctors in Oman and with international doctors” to keep herself up 

to date with new strategies to support her daughters (I:p.6).  

 

Shojoon’s perceptions of the services available for children with ASD 

According to Shojoon, “funding from the MOSD and integration classes in the 
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MOE were the only services available for children with ASD in Oman” (I:p.5). 

Shojoon could only get funding from the MOSD.  

Family/community support  

Shojoon said that she did not have “support from her husband” (I:p.5), stating 

that he did not share any responsibilities even towards their “son who needed 

his father” and who was “affected negatively by his two sisters’ condition,” as 

he was the youngest (I:p.5). 

Hopes and concerns 
Shojoon’s main worries were “adulthood, because they were girls and their 

body would change” (I:p.10). She was always scared that “people might do 

something bad to them” (I:p.8). Her hopes for her daughters were for them “to 

be independent” (I:p.10).  

 

To sum up, Shojoon thought it was essential for mothers “to accept their 

children as they were and to do the best for them” (I:p.8). 

 

5.3.8 Somood and her son, Tariq 
 
Interviewing Somood was not easy for her. I offered to stop the interview 

several times, but she asked for it to continue without any pressure from me. 

Her son, Tariq, was nine years old when I met her. 

Purpose of education 

Somood thought that her son’s education should aim to develop his behaviour 

because he was “misbehaving, running away, making trouble and snatching 

food from other people” and “his motor skills were not good” (I:p.4). He was 

“screaming, having tantrums, annoying everyone and breaking everything, and 

being aggressive and violent.” She described his behaviour as if he “wanted to 

get out of his body” (I:p.1). Therefore, the purpose of education for Tariq was 

to change and improve his behaviour. Somood thought that “he was growing 

with no progress” in his condition (I:p.3) and “it was not easy to take care of 

him” (I:p.4). He needed to be “enrolled in a private special school to mix with 

other children” (I:p.3). 
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Finding an educational placement 

Somood lived outside the main cities, so the options were limited, and she did 

not “have many choices” (I:p.3). It was “impossible to move to the city” (I:p.3).  

Somood thought of a public special centre, but they “rejected him, because 

Tariq was still using a nappy” and according to them there “was a shortage in 

teachers and specialists” in the centre (I:p.3). She tried to access the integration 

classes in the MOE, but he was “rejected from mainstream schools because he 

still needed to be toilet-trained” (I:p.2). Tariq stayed “at home most of the 

weekdays and had two sessions per week in a private special centre” (I:p.4). 

The private special centre provided a “physiotherapist and a special education 

teacher” (I:p.5). Somood explained that she was not involved in the plan the 

centre set for her son, and that she “did not follow them up and did not know 

what they do for him” (I:p.5). She said that she gave the centre “total 

responsibility to teach and develop [her] son” (I:p.5). Somood felt that a private 

centre would help her son to “read and write and would support his 

understanding of the information given to him” (I:p.3). 

 

Somood’s strategy to support her child’s development 

At home, Somood felt that she did not have “any idea how to help him” (I:p.6), 

except to take him to a doctor, who checked “that he was physically fine” (I:p.3). 

She thought that the “specialists, schools, and centres” would be able “to 

reduce his tantrums” (I:p.2) more than she could. 

Somood’s perceptions of the services available for children with ASD 

Somood thought that “each child had the right to learn,” but there “were no 

services available for children with ASD in Oman” (I:p.2). There “were only 

private centres, which were expensive” (I:p.2). The MOSD rejected their 

“application for funding [her] son’s education” because her husband had “a 

good income” (I:p.3). The MOE rejected the request to let him in the integration 

classes (I:p.6), because “the teachers were not qualified” (I:p.6). 

 

Somood thought that her limited information was because she “did not go out” 

(I:p.2). Her primary source of information was a “WhatsApp group.” This group 
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had helped her to increase her “self-satisfaction and self-conviction of what 

she had,” and to “accept [her] child as he was, and not to feel like the only 

mother with a child with ASD” (I:p.6). 

 

Family/community support  

Somood expressed feelings of gratitude towards her family because “everyone 

in the family (brothers, sisters, and daughters) supported [her], but they were 

also helpless” (I:p.6). Her two daughters and her husband “were taking some 

responsibilities in taking care of [her] son” (I:p.4). For example, the husband 

took “care of Tariq, changed his nappy, took him out for a walk, or took him to 

the beach or the park” (I:p.4). 

 

Hopes and concerns 
 
Somood hoped that one day, her son would “be a doctor or an engineer,” or at 

least “learn like other children his age” (I:p.3). She hoped that he would be “a 

healthy and ‘normal’ child” (I:p.7). She was anxious about his “future, his 

condition, and about him” in general (I:p.7).  

 

To sum up, Somood was really disappointed with her son’s condition and felt 

that she needed help to teach her how to deal with him. 

 

5.3.9 Sondos and her son, Munthir 
 
Sondos is a working mother, and her son, Munthir, was six years old when I 

met her. Sondos had two children. Munthir attended a private mainstream 

school. 

Purpose of education 

Sondos thought that education meant “reading and writing, doing homework” 

and studying “different subjects” (I:p.1), while rehabilitation could mean “early 

intervention for the first year after diagnosis” (I:p.1). She defined ‘cure’ as “using 

medication and food replacements” (I:p.1). For her son, Sondos thought that 

Munthir needed “integration, in which he gets a place in a mainstream school, 
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but he has an individual plan” (I:p.3) because she thought her son “had the 

potential” to develop and “education was important for him.” Besides, she 

thought that “integrating him in the community would be more important” for his 

development (I:p.4). 

Finding an educational placement 

Based on her definition of the meaning of education and her son’s needs, 

Sondos tried to find a place for him in a private mainstream school. She had to 

change school twice. She was looking for a school that was able to deal with 

children with ASD. Sondos emphasized that her “first impression” about the 

school and “being convinced about staff’s ability to work with [her] son” were 

the criteria for choosing or rejecting a school (I:p.3). There were other factors 

in choosing a school for her son, including “the availability of transportation, 

realistic fees, and whether the curriculum is designed to meet [her] son’s needs” 

(I:p.2). Sondos was currently evaluating the school her son attended. Her 

criteria for choosing a new school were her “son’s development,” the “teacher’s 

ability,” the “Ministry’s new assessment for schools,” that “the language used in 

school should be Arabic,” and “the school’s acceptance of children with ASD” 

(I:p.2). She had changed school the first time because of transportation, and 

she was considering changing the current school because she did “not trust” it, 

“its level was not good, and the teachers were not helping to develop [her] son’s 

potential” (I:p.1). The school was integrating him in a mainstream class, but 

there was “no specific or individual plan to match his needs,” but she had a 

concern that “changing school affected him negatively” (I:p.1). Sondos believed 

that there were “no schools that would accept children with ASD” (I:p.4). If she 

thought about schools, her choices would depend on the “quality of teachers 

working in the school” (I:p.4).  

Sondos’ strategy to support her child’s development 

Munthir was “very connected to his mum” (I:p.5). Therefore, Sondos attempted 

to use this to support his development through “simplifying the task, using 

drawing and using repetition” (I:p.2), because usually he “does not like doing 

homework” (I:p.3). Sondos thought that “opening the school bag as Munthir 

gets home” would “attract him to do homework.” She also thought that using a 
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“strict but loving” strategy helped her to manage his behaviour when doing his 

homework. In addition to that, it was essential to “break the tasks into smaller 

tasks” so they would be achievable (I:p.3). 

Sondos’ feelings 

Sondos described her feelings of “struggle, as [she] faced rejections from many 

other schools” (I:p.3). She experienced feelings of “regret” and “blame” 

because she felt she was “the cause of her son’s condition” (I:p.4). She also 

had the feeling of “regret” towards her choice of the current school, because 

“the school vision did not match the school’s work and there was no clear vision” 

(I:p.2). However, there were feelings of satisfaction for her, because her “son 

had developed greatly, he communicated well with his mum” (I:p.6). Besides, 

she felt “happy” if he showed development. Sondos felt “sad each time she 

looked at him.” She had a feeling of “trust in God that he would make things 

better.” She would feel successful when her son “succeeds in his life.” 

Sometimes, she felt depressed “when [her] son was not treated fairly” by the 

community (I:p.8). Sondos stated that there was not “a single teacher who is 

like Helen Keller’s (the famous first blind-person who earn a Bachelor degree 

in Art) teacher” to take care of her son (I:p.9). Sondos tried to “overcome stress 

and sadness, by [her] strong faith in God to choose the best for [her] son” (I:p.5). 

 

Sondos’ perceptions of the services available for children with ASD 

Sondos stated that there were “no services available for children with ASD in 

Oman,” and that there were “no health services, and the doctors were not 

qualified.” The MOSD “allowed private centres to offer services for the citizens 

but did not supervise them.” The MOSD “established rules that made the private 

centre’s work difficult” (I:p.7). She felt angry “when the MOE announced that 

there was no budget to fund teaching children with ASD” (I:p.8). She only 

managed to access some services, such as “paying the fees for the centre (her) 

was going to” (I:p.8).  

 

Family/community support  
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Sondos thought that the “community does not accept children with ASD 

because people were not aware of the meaning of ASD” (I:p.5). The only 

support she had from her family was from her “eldest sister,” who was 

supporting her and her decisions (I:p.5). Her “husband was not supporting his 

son,” however, she thought that her son “needed his father” (I:p.7). 

 

Hopes and concerns 
 
Sondos hoped that her son would be able to “to have friends,” “to find a school 

that could accept him,” and “to be independent” (I:p.7), while her main worries 

were that she would not be able “to find a place for him to go and he would stay 

at home” (I:p.7).  

 

 To sum up, Sondos thought that it was important for mothers to “accept their 

child’s condition” and “to start as early as possible” at helping their children with 

ASD. She felt that she needed to “live a ‘normal’ life, not to be negative and not 

to lock herself away in worry” (I:p.6). 

 

5.3.10 Thana and her son, Majed 
 
Majed was a 17-year-old boy who was staying at home at the time of the 

interview. Thana was a housewife, and Majed was her only child. 

Purpose of education 

Thana thought education meant “joining a school, and learning reading and 

writing” (I:p.3). But at this age, she felt that Majid needed training to “be 

independent,” because he was an adult, so he needed friends around him. He 

needed “football training,” “something that suits his age,” (I:p.6) and did not 

need “cutting and pasting” activities.  

Finding an educational placement 

Thana tried to find a place for him in Oman by “visiting some local schools and 

inquiring at the admissions department in the MOE” (I:p.3). When he was very 

young, she “enrolled him in a mainstream nursery” (I:p.3). However, Thana 

narrated how the “school rejected him” (I:p.4). Therefore, Thana decided to 
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send her son “abroad to join a centre for children with special needs in Jordan.” 

She thought that he “benefited, but not that much.” He “settled in well” and 

“became more independent.” Thana was told that “the teachers in that country 

were good at dealing with children with ASD” (I:p.6). Later, she found out that 

the centre “was locking them in rooms alone” (I:p.6), so she brought him back 

and enrolled him in a special centre for children with special needs in Oman, 

but he “did not benefit at all” from being in this centre (I:p.6). Then she stopped 

trying to find places for her son, because of “financial expenses, family 

problems, and problems with [her] husband” (I:p.7). She tried to enrol him in “a 

public special centre for children with special needs, but [she] never received a 

reply to [her] application” (I:p.11). 

As her son grew older, she thought of “hiring a special teacher,” but according 

to her, these teachers “were doing activities that would not help Majed to talk” 

(I:p.12). She described how difficult it was “to find someone to help Majed” 

(I:p.11). Even if she managed to find someone, some obstacles stopped her 

from taking on a teacher, including the problem that the “timing did not suit [her]” 

and “expensive fees that [she] could not afford” (I:p.6). 

Thana’s strategy to support her child’s development 

At home, she tried to help her child through “reading the Holy Quran, and taking 

him to traditional healers” (I:p.1,2). She continuously “took him to traditional 

healers, but [she] was not convinced that they could help him” (I:p.2). Later, she 

adopted the “Son-Rise programme to support his development” and “used 

educational toys at home” (I:p.3). She thought that using the “TV, an iPad, 

books, games, and clay would support her child’s development” (I:p.3, 5). 

However, she felt that her son was “not benefiting much, and he did not need 

these anymore” (I:p.5), so she enrolled him “in a gym and used physiotherapy 

for three months” (I:p.4).  

 

Thana used methods such as “talking to him continuously” and “teaching him 

to smile if he was happy” (I:p.7) in order to help him express himself. She also 

used strategies such as “spending time with him before sleep, reading stories 

for him, taking him to the beach and asking him to help with the housework” 
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(I:p.10). She was planning “to move to a new house, where she could plan new 

things for [her] son” (I:p.8). 

 

Thana’s perceptions of the services available for children with ASD 

Thana thought that there were “no services for children with ASD in Oman” and 

“no support for children with ASD” (I:p.4). She tried to “access government 

services, but they were rejected” (I:p.11). Even if there were very few public 

special schools, Thana did not “trust them” and thought that “there were no 

good schools” (I:p.12). 

 

Family/community support  

Thana could not find “family support from [her] brothers,” nor “from [her] 

husband’s brothers.” Even her husband “was not supporting [her]” (I:p.8). He 

was attempting to take some responsibilities, but she felt that he needed to do 

more.  

 
Hopes and concerns 
 
Thana hoped that Majed would find “someone to play with, have fun, go out, be 

independent, spend some time apart from [her], and play football” (I:p.3). 

Thana hoped that she would “hear Majed’s voice recite the Holy Quran,” and 

that he would “learn Karate, learn to play an instrument, ride a horse, learn 

swimming, have friends, and learn drawing and painting.” She did not think that 

it was vital for him to “learn like other typically growing children” (I:p.7), but she 

hoped to find “something that suits his age,” as he was 17 (I:p.8). Her main 

concern was that “something bad would happen to [her] son, as he could not 

speak and could not defend himself” (I:p.13). 

 

To sum up, Thana felt that she could not find support for her son in Oman. She 

therefore advised other mothers of newly diagnosed children with ASD that, if 

they had enough money, “it was better to take their child abroad because their 

child’s development would not be in Oman” (I:p.12). Thana, throughout the 

interview, showed feelings of helplessness because she “felt her marriage was 
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unfair, and she had to accept destiny” (I:p.3). However, she expressed feelings 

of satisfaction “about [her] son’s development,” and this “led [her] to be 

stronger” (I:p.12). Currently, Thana said that she was “waiting for a miracle to 

help Majed” (I:p.13). 

5.3.11 Zeina and her son, Obaid 
 
Zeina was in the UK when I interviewed her, and her son, Obaid, was ten years 

old. His current school was a complex needs school in the UK. Zeina has two 

children in total who lived with her. 

Purpose of education 

Zeina stated that Obaid’s current school was “a complex needs school in the 

UK” (I:p.1). According to assessments, Obaid had “sensory needs, did not like 

noise, bit himself, liked to be with adults, and did not have any academic skills” 

(I:p.2). Obaid liked “to discover things and liked quiet places” (I:p.13, 14). 

However, he was “able to go to the toilet, eat independently, serve himself and 

find his toys” (I:p.3). Zeina said that she was looking for an education that would 

meet his needs and to help him to “be independent, to understand what is going 

around him, and to react to what goes on around him.” Education for Obaid was 

to “meet his needs like toilet training, feeding himself, self-defence and 

understanding danger” (I:p.3). She thought that people with ASD needed 

“lifelong teaching,” and she had “to cope with it” (I:p.3). Obaid did not need 

“academic skills.”  His education was different from his sister. Zeina explained 

that “his sister learned from everything around her (school, IPad, books, and 

magazines) and she was independent,” but Obaid “needed a trainer to train 

him, needed repetition to learn” and “needed intensive training” (I:p.3, 11). 

Finding an educational placement 

Zeina’s definition of education was “not academic,” but rather meant training 

her son “to be independent” and “meeting Obaid’s needs” (I:p.4). When Zeina 

was in Oman, she enrolled him in a nursery in the mornings, which was good 

because it “helped [her] in training and developing [her] son’s skills” (I:p.4). It 

was good because it had a “good learning atmosphere”, “the size of the class 

was small”, the nursery worked to “meet [her] son’s needs” and there was 
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“continuous care during the day” (I:p.5). However, when he was 7, she had to 

find another school for him. She wanted him “to be in an academic environment 

and to learn reading and writing, because he needed to acquire life skills and 

be in a safe environment” (I:p.8). Zeina’s criteria for choosing a school were, 

“qualified staff, the school’s history in dealing with children with special needs, 

the school’s acceptance of children with ASD, acceptance of a mother’s 

involvement in her son’s education, cooperation between school and mother, 

whether the school respected mother’s opinion, whether they were able to 

understand the child’s needs,” and that “it should be close to [her] house” (I:p.7). 

Obaid attended a private special centre in the evenings. Zeina was not satisfied 

with this, but at least it had “a learning environment, a speech therapist, an 

occupational therapist, special education, one-to-one sessions, physical 

therapy, physiology therapy and a sensory room” that helped Obaid (I:p.8).  

 

Then Zeina moved to the UK and tried to find a place that would meet Obaid’s 

needs. He started in “a mainstream school,” moved to an “additional support 

school” and later moved to a “complex needs school” (I:p.1). This “was done 

after assessing his needs” and “it was the council’s decision” (I:p.1). She 

described how the decision was taken after a “meeting with [her], involving [her]  

in decisions, and assigning a settling day for Obaid and another day for [Zeina] 

to visit the school” (I:p.1). They moved Obaid three times because he had 

“sensory needs” and he got “agitated and aggressive with himself.” Other 

children in the first two schools were “verbal and hyperactive” and “he could not 

cope” (I:p.2). Though it was not Zeina’s personal choice, she expressed 

satisfaction with the new school (I:p.1). The reason was that she could see that 

they “were meeting Obaid’s needs,” and she had “frequent meetings with 

teachers.” Zeina thought that she did not “know much about the school because 

Obaid had moved recently to the school” (I:p.1). However, she stated that she 

felt comfortable about the school’s strategy with children with ASD as they 

“talked to the children about what they were going to do next” (I:p.1). They also 

provided transport for her son as her home was far away from school, and 

according to the council, this was “the only available school that would meet his 

needs” (I:p.2). 
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Zeina struggled to “find a school for her son,” which led her “to move to another 

rented house, hire a housemaid,” and “to pay money to support [her] son’s 

development” (I:p.4). She faced difficulties with the private centre her son was 

attending in the evenings because it never “respected [her] involvement in [her] 

child’s plans, had negative attitudes towards [her] comments,” and she felt that 

her “son’s needs were not met.” Zeina did not “trust the centre” he was in (I:p.7). 

They were “unable to understand him, and there was no continuous care for 

his needs” (I:p.5). As a working mother, time was a challenge she faced in 

training her son (I:p.11). 

 

Zeina’s strategy to support her child’s development 

Zeina said that her son needed “patience and repetition” in order “to learn life 

skills” because he “took a long time” (I:p.3). “Training should be designed and 

directed to him,” and he “needed one-to-one training” (I:p.4).  

Throughout the interview, Zeina described different strategies that she used at 

home to support Obaid’s development, including “changing the environment, 

making eye contact, and being face to face when training him.” It was important 

to “choose a suitable time for training, and not when he is angry, hungry, upset” 

(I:p.4). She adapted the “Son-Rise programme” [see glossary], which was “a 

beneficial experience” for her and her son (I:p.5). She used “water, clay, sand, 

and playdough” as comforting teaching strategies for her son, and she had 

prepared “a sensory room using music, flashing lights, and rhymes” to develop 

“his motor-skills” (I:p.5). She used strategies such as “cuddling, smiling, being 

patient, repetition, not quitting, and persisting.” Zeina thought that effective 

strategies for her son should be “fun” and “practical” (I:p.10). 

She used to “give him a choice, allow him to try first and give him space to 

choose what to do,” but she “would be there if he needed support” (I:p.14). 

Zeina thought that taking “him to different places” did help Obaid’s 

development, but she needed to take “something to comfort him, like his playing 

pipes” (I:p.15).  
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Zeina thought that she “had experience”; she gained her experience from 

“reading, learning, trying things, attending workshops, and training other 

mothers.” She thought that she knew what “was good for [her] son.” She usually 

kept her knowledge up to date (I:p.11). 

 

Zeina’s perceptions of the services available for children with ASD 

Zeina thought that there were not enough services for children with ASD in 

Oman. There were “no private centres for people with ASD, nor public centres” 

(I:p.15). She thought that “the diagnosis service was good, but it was done only 

once” (I:p.16). The MOSD “funded children with ASD, but once they grew older, 

there was no funding for them” (I:p.16). 

Zeina explained that “the country was behind other countries in the field of ASD 

and had a low level of education for children with ASD. All the services were for 

preschoolers” (I:p.15). She knew that there were “integration classes in the 

MOE, but there were difficult criteria to get a place for a child in these classes” 

(I:p.15). Zeina thought if she could “afford to live abroad,” she would continue 

living in the UK and would not go back to Oman, because the UK “had lifelong 

services for children with ASD” (I:p.16). 

 

Family/community support  

According to Zeina, the Omani community “was not aware of ASD.” Their 

“negative comments” made her feel that she was “doing nothing,” and that she 

“was not doing [her] job towards [her] son and always comparing Obaid to 

others” (I:p.16). 

Hopes and concerns 
 
She thought that Obaid’s development was “slow, but there was progress” 

(I:p.12). Her main worry was that “Obaid had not learned about privacy yet” and 

she was worried about him “running away from home” and never being able to 

come back home (I:p.13). In general, Zeina had feelings of being “confused, 

not sure, and not optimistic about the future” (I:p.6). 
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To sum up, Zeina’s advice for other mothers with newly diagnosed children with 

ASD was to “focus on training, to be patient, break tasks into smaller 

manageable steps, show them how to do things, teach them and give them a 

chance, use simple language, be persistent, use repetition, and trust the child” 

(I:p.11, 12). 
 
 

5.4 Findings from Phase 3 (building-rapport days) 
 
This section presents a summary of the three building-rapport days which were 

carried out in order for me, as researcher, to be part of the real-life setting with 

a mother and her child with ASD. Fatin, Shojoon and Zeina were the mothers 

who accepted my participation in a building-rapport day. Through analysis of 

the data collected on these days, three main themes were identified as 

explained and described in methodology, Chapter 4 (see section 4.8). These 

are: the nature of the mothers’ lives with children with ASD; family support; and 

the mothers’ strategies to support their children with ASD. Table 5.1 presents 

a brief description of what occurred during the building-rapport days. 

 
Mother’s 
Name 

Time Place and Activity Mother’s 
explanation of 
the reason for 
the activity 

Who was 
involved? 

Fatin 4 pm- 5pm Pin activity (children were 
using plastic pins to draw 
shapes such as circles, 
squares) 
 

-To increase 
the children’s 
concentration, 
vocabulary. 
-Teach shapes 
-For fun 

-One son with 
ASD (Hassan) 
-Daughter 
typically 
developing 
-Two children 
with ASD (5-6 
years old) 
-One girl with 
Down 
Syndrome. 

5 pm-6pm Drawing activity (children 
drew a cow) 

-To increase 
their vocabulary 
-Fun 

6 pm-7pm Playing activity (children) + 
One-to-one Speech Activity 
(Fatin spent 15-20 minutes 
with one child) 

-To increase 
their vocabulary 
-Fun 

Shojoon 8pm I arrived and Shojoon 
welcomed me in her home 

- -The 
housemaid -two 
daughters with 
ASD (Hoor and 
Noor) + son 
(Khalil) 

8 pm- 7am Sleeping time  
We sat together to plan the 
next day 

-  
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6.30 am- 
7.00 am 

Shojoon prepared her 
children for school with the 
assistance of the housemaid 

- The housemaid 
and three 
children  

7.30 am- 
1.30 pm 

-Children at school 
-Shojoon at work  
- I went out 

- - 

1.30pm- 
3.30pm 

- All return and in one room 
- Shojoon talked to me about 
her children 
and some of the strategies to 
keep them safe 
- The three children were 
eating and watching TV 

So children can 
spend time with 
each other 

-The three 
children - The 
housemaid 
frequently 
joined us in the 
room to check if 
Shojoon 
needed any 
help 

3.30pm- 
5.00 pm 

Outside the house in the 
house yard  
Children were playing in the 
play area and playing games. 
Shojoon and I were chatting 
and watching them 

To play  
To have fun  

-The three 
children - The 
housemaid 
frequently 
joined us in the 
room to check if 
Shojoon 
needed any 
help 

5.00 pm- 
8.00 pm 

We went to the Park, children 
were playing in the play area 

To play  
To have fun 
being outside 
the house 

The three 
children  

8.00 pm I left 
Zeina 
(Lived in 
UK) 

Thursday 
4.00 pm  

I arrived and Zeina welcomed 
me 

- Obaid (Zeina’s 
son) 
Areej (Zeina’s 
daughter) 

4.00pm- 
5.00pm 

Lunch - Obaid 
Areej  

5.00pm- 
8.00 pm 

Zeina talked to me and 
described things that she was 
doing to help her son, such as 
the way she supported his 
eating, getting dressed etc. 
Children were watching 
movie. 

To be 
independent 

Obaid 
 
Areej  

8.00 pm – 
7.30 am 

Sleeping time - - 

Friday 7.30 
am- 9.00 
am 

Zeina prepared her children 
for school.  
I was there when she was 
helping the children 

- to support his 
independence 

Areej 
Obaid 

9.00 am- 
4.00 pm 

Children were in school 
Zeina and I stayed all day at 
home talking about our 
children with ASD (Sharing 
experience, concerns,) 

  

4.00 pm Children collected from after 
school club.  

  

4.00 pm- 
6.00 pm 

Restaurant for meal - Obaid 
Areej 

6.00 pm – 
7.00 pm 

Park  To have fun and 
play in the play 
area 

Obaid 
Areej 



 169 

7.00 pm -
8.00pm 

Sleeping time - - 

Saturday 
9.00 am 

Breakfast time - - 

9.00am- 
12.00pm 

Preparing myself to leave   

12.00 pm I left  
 

Table 5.1: Description of building-rapport days 

5.4.1 Building-rapport day with Fatin 
 
The day in Fatin’s house was not a full day because she asked me to join her 

in a three-hour session where she was teaching other children with ASD, along 

with children who were typically developing. Fatin has two sons with ASD. The 

elder one (Khozam, 9) was living in a school outside Oman, and she was taking 

care of the younger son (Hassan, 4) at home. There were five children in her 

home: her son and two other children with ASD, one girl with Down’s Syndrome 

and Fatin’s neurotypical daughter. She was trying to support her son as well as 

other children. Fatin explained that she had a degree in Special Education 

Needs and she said she was able to support each child’s development. The 

main finding identified from this data was about strategies to support her son’s 

development (and that of other children with ASD). Because the time was short 

(three hours) it was difficult to observe the nature of Fatin’s life as a mother, 

although she did seem to take a particular approach to this role in having other 

children to the house to ‘teach’. Fatin varied in using group and one to one 

activities, purposeful play, and socialising activities. During this session, Fatin 

said that these activities were an attempt to support her son in socialising with 

other children through playing and sharing activities (see table 5.1). She used 

play by asking children to produce and paint drawings and to play games. She 

also took one child at a time to help him/ her to develop his/her speech.  She 

was using words such as ‘cow’ and ‘big cow’, focussing on pronunciation. When 

Fatin was working one-to-one, the other children were playing with each other 

using the toys and games in the room. The children were quiet and followed 

Fatin’s instructions most of the time, except one child with ASD who jumped 

and screamed which disturbed the other children during the three hours. Fatin’s 

typically developing daughter supported other children by playing games with 

them, such as ball games and board games, when Fatin was working with this 
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boy. At the same time, Fatin was using a speech activity with one child when 

they were playing. All children were collected by their mothers at 7pm. Fatin 

explained that this was the end of her teaching session for the children in her 

house, and I left at this point. 

 

5.4.2 Building-rapport day with Shojoon  
 

The day with Shojoon was longer, as I visited her home for 24 hours and slept 

there. Shojoon was taking care of her two daughters with ASD (Hoor 9 and 

Noor 4) and one neurotypical son (Khalil) by herself throughout the whole day; 

she also involved and trained the housemaid in taking care of them. The 

importance to Shojoon of keeping the children safe was a major finding from 

this building-rapport day. We stayed home most of the day, except in the 

morning, and went out to the park for one hour at the end of the day. I noted 

that she organized the house in a way that was safe for the children, so they 

did not hurt themselves. For example, she made sure she locked the outside 

door of the house, so they could not wander out if she was busy and she did 

not keep keys in any doors so they could not lock themselves in a room or a 

toilet. In addition, Shojoon seemed to identify and respond to her daughters’ 

needs; for example, on one occasion she noticed that her eldest daughter was 

upset and so she tried to attract her attention to something else. Shojoon told 

me that she sometimes did not respond to her youngest daughter’s (Noor) 

tantrums when we were at the park, as a strategy to help both her children with 

ASD.  I noticed that Shojoon was also taking care and looking after the 

daughters and preparing them for school, taking them to toilet and taking them 

to bed. 

 

5.4.3 Building-rapport day with Zeina 
 
I spent around 36 hours with Zeina and her two children, Obaid and Areej. 

Obaid was her son with ASD, aged 8, and Areej, her daughter, aged 10. I was 

focused from 4pm Thursday to 4pm Friday, but there were a further 12 hours 

before I left the house. We spent most of the time at home, but we went out to 
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the park for one hour and we also went out for lunch. Being in different settings 

showed me how Zeina supported her son and the nature of her life with a child 

with ASD. From the analysis of the data of the time I spent with Zeina and her 

children, three things were apparent: she was continuously thinking about and 

taking care of her son; her daughter supported her in taking care of her brother; 

and Zeina implemented a range of strategies to support her son’s development. 

In terms of thinking about and taking care of Obaid, one example is that Zeina 

prepared a small corner of the living room with his favourite toys as a comfort 

zone and if Obaid got upset for any reason, she would take him there. In 

addition, she always took a comfort toy with her when she went out to support 

Obaid if he had tantrums. Sometimes, Obaid showed signs that he needed the 

toilet and Zeina would then take him to the toilet, for example, in the restaurant. 

This shows that she was continuously thinking about Obaid’s needs, and when 

he cried, she knew what he wanted. Her daughter’s support was observed in a 

number of ways. For example, I noticed that when she watched movies with 

her brother, she explained events in the movie to him. She also helped her 

mother when preparing him for school. Though Zeina would ask her daughter 

to look after Obaid, she would jump in and check that he was fine and that there 

was nothing dangerous around him. Zeina also showed some strategies which 

she used to develop her son’s independence, such as allocating a plate for him 

in the kitchen so that he would eat by himself. She also enrolled him in an after-

school club and, in this way, helped him to socialize with neurotypical children.  

 

Overall, the three building-rapport days served to provide real-life settings to 

observe the lives of mothers of children with ASD and see how mothers ‘deal’ 

with their children on a daily basis. These days highlighted the nature of the 

mothers’ lives with children with ASD; family support; and the mothers’ 

strategies to help their children with ASD. Life as the mother of a child with ASD 

seemed to require continuous attention to care for them, and to require constant 

thinking of new strategies in order to meet their needs. It also seemed to require 

the mother in involving other family members, such as siblings (Fatin and Zeina) 

or a housemaid (Shojoon), to assist her in taking care of her children.  
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5.5 Cross-case analysis  
 
The previous sections presented findings in the form of summaries of the 

mothers’ stories from Phases 1, 2 and 3, while this section presents a cross-

case thematic analysis of the data obtained from all three phases (25 story 

narrations (S), 11 interviews (I), and three building-rapport days (BR). Themes 

for all phases were identified through the process of analysis described in the 

methodology (Chapter 4). These themes are presented separately here, with 

convergences and divergences highlighted to demonstrate the breadth and 

depth of each theme (Smith, 2011). There are, however, interrelationships 

between them. To illustrate the themes, examples of translated verbatim quotes 

from interviews, story narrations and building-rapport days are included. The 

inclusion of quotes from mothers is intended to highlight mothers’ thoughts 

about their experiences. In order to support the presentation of data, tables are 

used in the discussion of some themes to provide a summary of relevant data 

or contextual information, so (S) stands for story narrations, (I) stands for 

interviews, and (BR) for building-rapport days. 

5.5.1 Early signs and diagnostic struggles 
 
In both their stories and in their interviews, the 25 mothers identified concerns 
about their child’s development between the ages of one month and three 

years. Despite their concerns, a diagnosis of ASD was not generally confirmed 

until after making frequent visits to the GP and local hospital. Three mothers 

did not have a precise diagnosis of their child’s condition. For example, Njood 

did not know that her son’s condition was called ASD until he was almost seven 

years old, when she attended a workshop about ASD in her town. “We did not 

have a precise diagnosis; after that, we knew that he was a child with ASD” 

(Njood, S). 

Four of the 25 mothers thought that their children were growing typically until 

the age of 18 months, when they noticed changes in their children’s behaviour. 

They explained that they noticed a change or a switch from being ‘normal’ to 

‘different.’ Anfal felt that her son started to “lose the words he was uttering and 

showing isolation.” He would be “sudden[ly] crying and laughing for no reason,” 

and he had a “lack of sleep.” Mayada (S) said that her son “stopped talking, 
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forgot the words Mama and Papa, did not have eye contact, and he was always 

daydreaming.” Razan (S) also described changes when “ASD symptoms 

started to appear” in her daughter at two years and two months of age. She 

was “laughing and crying without reason. She was scared without reason, 

sometimes was scared of walls, afraid of red lights, she isolated herself and 

had sleep problems.” The 25 mothers described similar behaviours that led to 

concerns about their children’s ‘normality’. They repeatedly mentioned in their 

stories that they suspected that their children had “hearing problem.” Most of 

these behaviours were common across many of the children in this study and 

can be summarised as sleep problems, hyperactivity or being inactive, changes 

in behaviour and understanding, avoiding eye contact, screaming for no 

reason, fear of loud voices, and problems in communication and speech. Some 

mothers also explained that they noticed that their children were different from 

their older siblings. Five mothers described how their children were initially 

‘normal’, and then they changed; in particular, they noted that their children 

stopped talking. Aseel wrote, “We noticed that he forgot the words he used to 

say” (Aseel, S). The other 20 mothers did not mention that their children were 

‘normal’; instead, they did mention that their children had a speech delay or 

they were “only babbling without any speech” (Athari, S) or “uttering 

incomprehensible sounds” (Fatin, S).  

13 mothers tried to investigate their children’s condition in Oman, either in a 

private hospital or a large public hospital. Seven other mothers tried to find out 

about their children’s condition outside Oman; this was either because they 

were not convinced about the diagnosis carried out in Oman (Fatin, Shojoon, 

Mayada, and Shahad), or because they were studying outside Oman (Athari 

and Zeina). Fatin took her “son abroad for diagnosis” (Fatin, I:p.6). “The doctors 

in Thailand diagnosed [Shahad’s son] with ASD,” while in Oman, “doctors were 

not clear about his condition” (Shahad, I:p.4). Five mothers did not mention 

anything about the location where they received their children’s diagnosis; two 

of these did not want to seek a diagnosis. One such example, was Samaher, 

who “never had [my daughter] diagnosed or took her to a specialist” (Samaher, 

S).  
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Mothers’ initial responses to the diagnosis of their children with ASD varied 

from one individual to another. They displayed feelings of shock, depression, 

fear, sadness, surprise, denial, and the desire to cry, and felt confused about 

what was meant by ASD. Mariya, Rafif, Shahad and Zulfa wrote that they had 

refused to accept that their child had ASD. Some mothers reported their 

feelings towards their child’s diagnosis as being strong, such as Ibtihal, who 

described it as “a shock for [me]” (Ibtihal, S). Jumana thought that the diagnosis 

created “a strong responsibility” towards her son, along with “a great desire to 

make him overcome this disability.” 

 

In 11 of the story narrations, the mothers’ perceived reasons for their 
children’s conditions were given, such as physical or health-related 

problems, environmental triggers, or hereditary reasons based on superstition. 

Aseel stated that the cause of her son’s condition was a vaccination. ASD in 

“most of the children was caused by vaccination,” she believed, and her “son is 

one of them” (Aseel, I:8). Maha thought that her son’s condition was due to 

problems related to pregnancy and birth, as “he had many problems in 

pregnancy, including high temperature, and he was not breathing when he was 

born; he was suffocating” (Maha, S). Others believed their children had physical 

health issues; for example, Fatin’s son, Khozam, was medically diagnosed as 

having “a deficit in the left lobe of his brain” (Fatin, S). Mayada felt that the 

cause was more related to the medicine given to her son in the early days after 

he was born. “He had drowsiness in the thyroid gland.” She stated in her story 

that “this cause was confirmed by the doctors who diagnosed her son with 

ASD”; they told her that the cause was the amount of “medicine used to cure 

his thyroid gland” (Mayada, S). Zeina thought that because her son had health 

problems at a very early age, he continued to “receive many types of medicines 

and antibiotics throughout his first 24 months” (Zeina, S), which might have 

caused his condition. Mariya felt the reason was environmental, as “she left him 

a long time in front of the television” (Mariya, S), while Razan felt that her 

daughter was fine until “something happened to her at a cousin’s party.” She 

tried to relate it to jealousy, or an evil spirit that had affected her daughter. 

Thana also mentioned the cause for her son’s condition in her story, stating that 

“it was an evil spirit, and maybe my child was affected by it.” However, Thana 
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also believed that the cause of her son’s condition was hereditary, as her 

husband “was suffering from epilepsy” and “if he had a baby, to some extent 

his children would inherit this” (Thana, S). 

 

The mothers’ stories illustrated how they attempted to interpret the causes of 

their children’s conditions and never having experienced ASD before. There 

were indicators noticed by the mothers that their children were not typically 

developing, which made them seek out and try to interpret the possible causes 

for their conditions. 

 

Not understanding the child’s ASD diagnosis was a common topic in all 

mothers’ story narrations and interviews. Mothers seemed to remain uncertain 

in the early stages in terms of accepting and understanding the diagnosis and 

what it meant for their children. Some stated that they had never heard of the 

term ASD before receiving a diagnosis for their child and had confusion about 

the meaning of ASD. Almost all the mothers in the story narrations, 24 of the 

25, added that the confirmation of a child’s condition as being ASD was a 

catalyst for them to change their children’s behaviours, find treatment and seek 

out more information through reading and other research. “ASD was a new term 

I had never heard of, so I began to search and look for its meaning, symptoms 

and the methods of treatment” (Rahaf, S). Sondos and Ibtihal described their 

feelings about the diagnosis of ASD for their child: 

  

“I spent my days reading about autism, and I was disappointed because 
what I read made me worry about my child and his condition. Many 
questions came to my mind, but unfortunately, I could not find any 
appropriate answers for them. I ended up at the conclusion that autism is 
a dark world” (Sondos, S). 
 

“I wondered what this was. Was this a disease and was there medicine for it? 
Would he be cured, how would I treat him, and where would I go with him? I 
was not sure what the doctor said. So, I went to another centre, and they told 
me the same thing. I did not understand it and it was a shock for me. I did not 
understand what they meant by ASD.” (Ibtihal, S).  
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They were left with many unanswered questions and were left guessing about 

what would happen to their children. Mothers were not given guidelines on how 

to deal with their children or where to take them upon diagnosis. 

 

A few mothers also expressed regret about not attempting to understand the 

condition better. Athari, for example, “regret[s] his early stage,” as she could 

have done something different to support her son’s development. She stated 

that if she “had understood his condition” as being that of ASD, then she would 

have attempted to deal with it in a different way. She thought that his condition 

was “only related to his speech,” which might be overcome with speech 

sessions. She thought that there might be other things that might help him, such 

as “special schools, so [she] could have talked to them.” And she felt the 

sessions given by the government hospital were not enough, “which was one 

session per week.” Her regret was highlighted when she said that, “if [she] had 

known what [she] know[s] now, [she] would have doubled the sessions he had 

and would have dedicated more time for him” (Athari, I:p.6).  

 

In sum, the themes in the early stages and the struggle for a diagnosis 

encompass other subordinate ideas, for example related to mothers’ concerns 

about their children’s development. Behavioural changes were identified at an 

early age by the mothers, and these led them to question their children’s 

development, as well as their experiences towards the diagnosis of ASD. 

Mothers also reported their attempts to identify the reasons for this condition, 

and the struggle they faced in order to get the diagnosis for their children, be it 

inside or outside Oman.  

 

5.5.2 Finding ‘solutions’ for their children’s conditions  
 
Many mothers’ stories in Phases 1and 2 mentioned a search for treatment or 

therapy that could help their children with their condition before they focussed 

on finding an educational placement. This could be interpreted, from a medical 

lens (see chapter 3), to mean that they felt it was essential to find treatment 

first, and then think about educational placement later. It could also depend on 



 177 

the age of the child, so mothers of children of an early age were keen to find a 

treatment, unlike mothers of older children who were keen to find a placement 

for them. This commitment to searching for solutions or possibilities that could 

help their children was common across all cases and all data collection phases. 

Mothers’ stories portrayed a great sense of urgency and purpose in seeking 
solutions for their children’s condition. Some mothers reported that they were 

hoping to find a ‘cure’. This urge or need pushed some mothers to explore 

unconventional or controversial interventions, and their stories shed light on the 

many strategies and interventions that they located or were advised about by 

doctors or relatives. The therapies that the mothers stated they used are 

displayed in Table (5.2), which summarizes these therapies and shows the 

varieties which the mothers attempted in order to find a ‘cure’ for their children’s 

condition. 

Therapy/treatment mothers stated that they 
used with their children 

Number of mothers 

(n = 25) 

Diet therapy (e.g., gluten-free diets, casein-free 
diets, and supplements including vitamins) 

8 

Speech therapy 7 
1The Holy Quran and traditional healers 6 
Functional therapy 3 
Occupational training 3 
Use of medicine 2 
Physical therapy 2 
Unspecified therapy programmes  2 
Electricity therapy 1 
Chinese therapy using acupuncture needles 1 
Hyperbaric oxygen sessions 1 
Rehabilitation 1 
Behaviour therapy 1 
Son-Rise programme 1 
Behavioural therapy and physiotherapy  1 
Audio integration  1 
Educational plan  1 

 
1 Muslims believe that the Holy Quran is a therapy for all types of illnesses.  
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Table 5.2: Therapies mothers stated that they tried with their children with ASD. 

 

Mothers reported how they utilized one or more of these strategies mentioned 

in the table above. A good example showing this was Fatin’s story: 

 

“We began sessions of electricity therapy and medication to ease the 
nervousness, but unfortunately, this treatment made the child’s condition 
worse. This seemed to make his condition worse and appeared to increase 
hyperactivity, distraction, and poor attention. We followed a course of dietary 
therapy with vitamins and nutritional supplements. Then we followed a course 
of oxygen sessions and audio integration for 40 days” (Fatin, S). 

For some mothers, these therapies were expensive; for example, the “diet 

therapy”, which involved preventing the child from “eating regular food and 

giving him special food” and the “food and medicine were costly. The quantity 

of food was little, and its consumption was fast” (Maha, S).  

 

5.5.3 Finding an educational placement for their children with ASD 
 
After trying some of the aforementioned solutions/therapies, all 25 of the 

mothers stated that they decided to enrol their children with ASD in a centre or 
school as a way to support their children’s development. According to mothers, 

the centre or school had specialists who would be able to support their children. 

Eight mothers started with mainstream nurseries, as they thought their children 

would cope in these nurseries with other neurotypical children, which would 

help their children’s social development. However, some struggled to get them 

to accept school. One example is Nirmin, who described her son as “running 

around most of the time,” and “screaming and distracting other children” 

(Nirmin, S). 

 Eleven of the mothers of older children tried to enrol them in a private special 

centre for children with ASD, while eight preferred public or private mainstream 

schools for integration purposes. They seemed to think that if their children 

were integrated with neurotypical children, this would help them to develop 

socially, and hopefully, academically. Four mothers sent their children to other 

countries (Jordan, the UAE, Egypt, UK) due to a perceived lack of available 
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services in Oman for children with ASD. Some mothers said that their children 

stayed at home because they did not have the financial resources to enrol them 

in schools or centres. Table (5.3) presents information about the types of school 

that the children of the mothers in Phase1 attended (I focused here on Phase 

1 because it includes all 25 mothers and 28 children). 

Type of school/centre attended 
(during the data collection time) 

Child’s 
characteristics 

Verbal/non-
verbal  

Number of children  

(n = 28)2 

Mainstream nurseries verbal 8 

Public mainstream school Verbal 3 

Private mainstream school Verbal 5 

Private mainstream school with 
additional resources for children with 
special needs 

Verbal 1 

Home-training  Non-verbal 2 

Public special centre Non-verbal 4 

Private special centre Non-verbal 11 

Abroad (UK and Egypt) Non-verbal 2 

Table 5.3: Type of school or centre attended by the children in this study (the 

total comes to 36 because some children attended more than one place). 

Most of the 25 mothers in this study enrolled their children in a public or private 
special centre in Oman, as shown in Table (5.3), where their children would 

have speech and occupational therapy and special education sessions, as the 

mothers stated. Fadwa said that she “always look[s] for a centre that provides 

speech therapy, swimming, counselling, occupational therapy, physiotherapy 

to support [her son’s] development” (Fadwa, I:p.2). Even if the children 

attended mainstream schools in the morning, the mothers stated that they had 

 
2 The number of mothers was 25. Three mothers had 2 children with ASD, so the 
total number of children is 28 
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evening sessions in special centres, such as Athari’s son, who “goes to a 

mainstream school in the morning and has evening sessions in the evening” 

(Athari, I:p.3). 

Nine mothers (Anfal, Athari, Ibtihal, Jumana, Maha, Rafif, Samaher, Sondos, 

Zulfa) chose a public or private mainstream school because they were 

looking for integration with neurotypical children for their children. For example, 

Jumana stated in her story (Phase 1) that she “decided to enrol him in a 

mainstream school and integrate him with his peers” (S). Eight of these mothers 

stated that they struggled to enrol their children in a mainstream school. For 

example, Ibtihal’s son “was moved to a public mainstream school, after a 

struggle with the MOE” (Ibtihal, S).  

Samaher, Rafif and Thana were the only mothers whose children stayed at 
home and did not receive educational provision elsewhere. Samaher had two 

children with ASD; the eldest attended mainstream school while the youngest 

stayed at home. It was Samaher’s choice to keep her younger daughter at 

home because she felt that “her condition was getting worse” in the special 

centre. Thana had tried special centres both in Oman and outside the country. 

When this study was carried out, her son was 17 years old. At that age, there 

were no schools or centres that would accept him, and she stated that she did 

not have sufficient finances to enrol him in a private centre, as they were too 

expensive. She even tried to “hire a private teacher,” but again, the private 

teachers were so “expensive that [she] couldn’t afford” it (Thana, I:p.11). Rafif’s 

son “was not enrolled in any rehabilitation centres; he was trained at home,” 

and she preferred to teach him at home in the first instance. When she felt he 

was ready for school, she enrolled him in a mainstream school. She thought 

that because of “[her] efforts and support,” her “child started to study in 

mainstream schools” (Rafif, S).  

12 mothers reported that they experienced rejection from schools or public 

services in relation to their children with ASD. Some mothers felt that the reason 

for rejection from some schools and centres, both public and private, was 

because of their children’s condition. Anfal thought that this was because the 

schools and centres considered that, “children with ASD do not have the right 
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to be educated in schools.” Another reason was their “limited abilities in 

education, and the curriculum [that] does not fit their abilities” (Anfal, S). Ibtihal 

thought that the reasons for rejection were more related to the schools’ 

readiness to teach children with ASD: “The public mainstream schools are not 

prepared for educating people with ASD” (Ibtihal, S). One example of the 

schools’ readiness, or lack thereof, was uncovered by Samaher when she 

enrolled her son in a mainstream school. She “faced problems with the school 

teachers as they did not accept him,” but also with “the students [who] were 

bullying him” (Samaher, S).  

 

After experiencing rejection from schools, Ibtihal and Zulfa realised that they 

did not need to tell the school about their children’s condition. Zulfa “told the 

school that [her] son had a speech problem, but [she] never told them that he 

was a child with ASD” (Zulfa, S). Ibtihal did the same as Zulfa, stating that she 

“did not say anything about ASD,” rather she just told them “that [her] son had 

a speech delay” (Ibtihal, S). This strategy seemed to work for them, and they 

managed to get a place for their children in a private mainstream school. 

Seven mothers, at the start of the process of choosing a suitable place for their 

children’s education, searched outside Oman. Shahad and Shojoon sent their 

children to a special centre in the UAE, which, from their point of view, was their 

preferred option. Shahad moved with her family to the UAE because for her, it 

was “the best choice [that] Mojahid joined a special centre for treatment and 

rehabilitation for children with ASD” (Shahad,I:p.1). Athari and Zeina had the 

chance to travel to the UK for their own higher education and therefore found 

schools for their children in the UK. Athari had to return to Oman when she 

finished her studies, though she “was so much more satisfied in the UK” (Athari, 

I:p.6). Zeina still had at least four years left in the UK with her family. Zeina 

chose to go abroad in order to find a better option for her son. She planned to 

stay in the UK for four years so that her son would benefit from the services 

available there for children with ASD.  

Thana’s son was 17 years old when I met her. She had sent him to a special 

residential centre for children with ASD in Jordan when he was six years old, 
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and he stayed there for three years. Thana stated that “[a relative] told [her] that 

they went to Jordon to teach their son and he progressed a lot in that country, 

so [she] decided to take him there” (Thana, S). Thana had also “been told that 

Jordan had good teachers and specialists for children with ASD” (Thana, S). 

Later, she discovered that the centre was not taking good care of him, so she 

decided to bring him back.  

Fatin travelled to different countries to seek treatment for her oldest son (she 

had two sons diagnosed with ASD). She stated that she “took [her] son to Egypt 

and enrolled him in a private mainstream school with a shadow teacher” (Fatin, 

I:p.9) who gave him one-to-one support, while her youngest son was with her 

and was going to a mainstream nursery in Oman.  

Mothers varied in their perceptions and feelings about the centre or the 

school their child was attending at the time of the study. Some of them 

expressed negative feelings about the school, whereas others felt happy and 

satisfied. Athari expressed the view that there was a need to follow up the 

teachers’ work with her sons. One reason for this was, she stated, that they 

were not “the best teachers that my son could ever have, but at least they [were] 

better than others.” This feeling about the teachers made her want to “follow 

them up” and give them instruction on the ways “to train him on what he needs.” 

Athari thought that she was the one who knew what was her son’s needs were, 

because she “live[s] with him, and spend[s] more time with him” than the 

teachers (Athari, I:p.7).  

 

Ibtihal, Narjes and Sondos also voiced feelings of dissatisfaction about the 

centres and the ways they taught their children. Ibtihal “felt very sad and 

disappointed” with the way that the teachers were treating her son (Ibtihal, S), 

while Narjes tried different centres and stated that she was not happy with her 

“son’s development”. She said that they did not involve her in setting a plan for 

him (Narjes, I:p.6). Another example of dissatisfaction was reported by Sondos 

who thought that “the school vision does not match their work. There is no clear 

vision” (Sondos, I:p.2).  

 



 183 

Other mothers, however, expressed positive perceptions and feelings about 

the schools or centres chosen for their children. Zeina presented two different 

feelings, as she was not happy about the centre in Oman, but those feelings 

changed when she moved to the UK, where she said that she “feel[s] 

comfortable because [she] got support from the schools, the teachers and 

council. [she felt] comfortable because the council decided to support [her] as 

a mother” (Zeina, I:p.2). 

 

Shahad and Shojoon considered the private centres to be doing their job in 

supporting their children’s development. The specialists “[were] doing their best 

to help him” (Shahad, I:p.2). They were “very supportive, working hard with him. 

The specialists send videos to me to follow up on his development” (Shahad, 

I:p.9). Shojoon stated that “the centre’s job [was] excellent with [my] two 

daughters” and that she “never regret[s] moving [my] daughter, because Hoor 

needed more things than what the previous centre was offering” (Shojoon, 

I:p.3). 

 

There were many influences on mothers’ decisions around educational 

placements. The choice between a mainstream school and special centre, in 

particular, mothers suggested, was influenced by their children’s 

characteristics. They made suggestions based on their children’s 
characteristics, for example, whether they were able to speak or not, or had 

other behaviour problems. Table 5.3 shows that some of the verbal children 

attended a mainstream school, either with or without additional support, while 

non-verbal children attended special centres. The mothers’ choices between a 

centre or a school were not apparent in the story narration phase; this was 

directly asked about in the interview phase when asking about the education 

provision for children with ASD. For example, Aseel felt that the special centre 

was the right choice because her son was “not able to speak or understand” 

(Aseel, I:p.1). Shahad also mentioned that she did not even consider a 

mainstream school because her son was not verbal.  

The mothers’ choice between a school or a centre also appeared to be affected 

by their perception of their child’s needs and what could be provided for them 
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to support their development. Aseel, for example, felt that a special centre was 

the right choice for her son because “his education should include teaching him 

how to depend on himself in life skills” (Aseel, I:p.1). In comparison, she felt 

that a mainstream school would not accept “a hyperactive child who is still in 

nappies and needs continuous support” (Aseel, I:p.2). 

Frequently mentioned influences regarding mothers’ choice of a special centre 

were that it “would meet a child’s needs” to develop “life skills” (Fatin, I:p.3), 

such as eating, going to the toilet and getting dressed. It was stated by Fatin, 

Shahad, Shojoon, Somood, and Fadwa, that their children’s education was 

more related to, for example, “meeting [their children’s] needs, to develop their 

understanding of what is going on around them and to be independent in life 

skills” (Shojoon, I:p.1).  

It appeared that those mothers seemed to think that they were aware of their 

children’s needs, and, as a consequence, their choice between a school or a 

centre was related to their understanding of which placement would be suitable 

for their children. A centre was considered to be a better option because centres 

usually have “different specialists, such as speech therapists and behaviour 

therapists” (Somood, I: 1). On the other hand, Shojoon argued that schools “are 

not suitable for Hoor, nor [do I] think that the teachers are capable of dealing 

properly with [her] children. In addition, government schools are not qualified to 

accept children with ASD” (Shojoon, S). 

Zeina thought that her son’s education should be designed for and aimed at 

him because of his characteristics, where “Obaid has sensory needs. He does 

not like noise, and he gets agitated and becomes aggressive with himself” 

(Zeina, I: p.). Zeina tried mainstream schools in Oman and the UK, but she 

found that in UK the mainstream schools “did not meet my son’s needs” (Zeina, 

I: p.2).  

 

Athari chose a mainstream school for her son, but she also expressed the view 

that her main focus was to develop his social skills. She was “not bothered 

about his academic skills. It [was] important for [her] to develop his social and 

verbal skills” (Athari, I:p.5). She appeared to believe that her son needed 
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“integration” in order to develop his “concentration and understanding” (Athari, 

I:p.2).  

 

Sondos, however, expressed the view that she was more interested in 

developing her son’s academic skills, enrolling him in a mainstream school for 

that purpose. This is because she found that her “son has academic skills, and 

he can read, and he has potential” (Sondos, I:p.1). Her son’s potential 

encouraged her to find a school for him rather than a special centre for children 

with ASD. 

 

11 mothers shared strategies they used to find a preferred placement for 
their children with ASD. Their decisions about their children’s placements 

were informed by different activities. These activities are summarized in Table 

5.4: 

Activities carried out by mothers through 
their search for a preferred placement 

Mothers  

(n = 11/25) 

Gathering information (from relatives, other 
mothers, or the MOE/MOSD) 

Athari, Narjes, Sondos, Thana, 
Zulfa 

Moving from their hometown to find better 
options 

Narjes, Razan, Shahad, Zeina 

Visiting schools/ centres  Athari, Fadwa, Ibtihal, Maha, 
Narjes, Shahad, Zeina, Zulfa 

Involving the child in the day visit to the 
school/centre 

Athari, Shahad 

Meeting and challenging professionals’ ideas 
about inclusion for children with ASD 

Athari, Fadwa 

Attending workshops in the preferred school Narjes 

Table 5.4: Examples of mothers’ activities carried out to search for their 

preferred placement. 

As the table shows, some mothers talked about gathering information from 

different sources in order to inform their decisions. These information gathering 

activities included, visiting schools, speaking to others, and speaking to 
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professionals. Athari talked about the activities she had undertaken when 

thinking about a placement for her son. These included visiting schools and 

asking about the “programmes they have for children like Mostafa.” (Athari, 

I:p.5). Athari believed that she could “understand whether they [were] going to 

integrate him or not from their way of talking about integration” because she 

“can understand if they believe that these children can be integrated or not.” In 

addition to that, she spent “full days with the school, in order to see their 

performance” and she also took her son to “spend a full day with them. In this 

way, [I could] see” and could “observe their way of dealing with him” (Athari, 

I:p.5). Athari suggested that these activities informed her choice of the school 

that would meet her son’s needs. 

Another example was Fadwa, who talked about the activities she used to 

choose a centre, especially as she had changed the centre four times in eight 

years. Like Athari, Fadwa also played an active role in her choice through 

“visiting the centres (three times) and talking to specialists.” It was essential for 

her to “to feel comfortable about the centre” and to make sure that the 

“specialists have similar ideas about [her] son.” She also mentioned that she 

“discussed with the specialists what [her] son needs” (Fadwa, I:p.3).  

 
Narjes followed similar strategies, preparing an intensive plan for her son every 

year. Her “choice depended on recommendations from other mothers.” Her 

choice of specialist depended on her “trust for the specialists, their 

qualifications, and their willingness to come to [her] home” (Narjes, I:p.3,4). She 

“attended a workshop in a new centre and in that workshop, they talked about 

toilet-training children with ASD. This encouraged me to enrol my son in this 

centre. I also heard many mothers recommended it” (Narjes, I:p.6). 

 
Zeina also employed some of these activities in the UK in order to find a school 

for her son. She talked about the activities she was involved in in order to find 

a placement for him, which including visiting schools, having meetings with the 

school teachers, and spending a day in the school. Although “it was not totally 

[her] choice,” as “it was the council’s decision,” she appeared to be satisfied 

with the outcome. She clearly stated that she was “satisfied because [she] did 

not have to make this decision, and later on, regret it” (Zeina, I:p.2).  
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Mothers’ feelings about their educational placement decisions for their 

child with ASD were a mixture of regret and satisfaction. Sometimes, decisions 

seemed to be influenced by the availabilities of services in Oman. The reason 

for mothers stating that they felt satisfaction about their decisions was because, 

as Aseel expresses it, they “had done what [they] could do” for their children 

(Aseel, I:p.2). Zeina reported a similar feeling of satisfaction. She gave some 

examples of the activities she had carried out for her son, arranging for “all the 

necessary tests (MRI, CT scan) to check that he is physically fine.” She also 

reported that she would seek out all options to support her son and she did her 

“best as a mother living alone.” She “paid for the Son-Rise programme,” saying 

that “Anything [she] can do, [she] will do it even if it is challenging for [her]” 

(Zeina, I:p.6). 

 

Fatin, Shojoon, Shahad and Thana expressed feelings of regret about some of 

their decisions. Shojoon, for example, thought these decisions were “not all 

successful, but a little is better than nothing” (Shojoon, I:p.2), “because the 

availability at the centres was very limited. [She] had financial problems, which 

constrained [her] decisions” (Shojoon, I:p.7). Fadwa experienced feelings of 

regret about her decision at the beginning, because she felt that she had “made 

[her] son tired as well as [her]self” (Fadwa, I:p.2). However, she thought that 

she had developed the ability to make better decisions, and she felt 

“comfortable” because she had done “[her] best with [her] son.” She felt that 

her “decisions were good” (Fadwa, I:p.4). Fatin experienced a feeling of regret 

about some of her decisions for her first son. She regretted “using Chinese 

acupuncture, oxygen therapy, audio, and sensory integration training,” because 

“these were all expensive and useless” (Fatin, I:p.5).  

 

Athari expressed a mixture of satisfaction and regret, saying: “Sometimes, [she] 

have doubted what [she] have done. [She] felt sceptical about [her] decisions 

at the start.” However, she went on to say: “When [she] recall what [she] have 

decided for [her] son, [she] thank God that what [she] have chosen was right. 

[She] bounced from one choice to another. [She] do not regret anything” (Athari, 

I:p.4). She described her choices as being guided by her instinct as a mother 
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and said, “a mother knows.” Her only regret was from before she went to the 

UK, because she was not sure about her son’s condition before this, and thus 

“could have done things differently.” But she also felt that it was not her fault for 

not doing things differently, as she did not have clarity about his condition. She 

stated that she was “not sure what Mostafa’s needs” were or “what programmes 

were suitable for him” and she “would have doubled the sessions” if she knew 

then what she knows now (Athari, I:p.6). 

 
The preceding examples show how mothers valued their decisions in a country 

with limited resources, as they stated in their stories. Feelings of regret were 

apparent in some stories; however, the mothers continuously thought about 

their decisions for their children’s educations. They reported that mothers were 

still not able to decide which school their son should go. For example, Athari 

mentioned that she still “discover(s) new things about ASD” (Athari, I:16). 

 

To sum up, mothers of children with ASD searched for therapies and 

educational placements for their children with ASD. They strived for various 

solutions to find a ‘cure’ for their children’s condition. When they tried to find a 

placement for those children, mothers encountered rejection from schools, 

centres, and public services. In addition, the preceding presentation of the 

findings also highlighted the fact that mothers had different perceptions of the 

centres or schools that their children were attending. The findings also 

encompassed some strategies that mothers used to investigate their preferred 

placements for their children with ASD. 

5.5.4 Mothers’ strategies to support their children’s development 

18 mothers out of the 25 showed some independence in finding or creating 

support, intervention, or resources for the development of their children’s skills. 

They described how they tried to overcome a lack of resources by creating their 

own strategies to support their children’s development. There was some 

commonality in using strategies that supported children’s development, such 

as the use of everyday experiences to promote understanding and 

comprehension of their surroundings. Not all mothers mentioned the strategies 

they followed for their children with ASD. 
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Activities to support the 
child’s development 

Mothers (n = 18/25) Types of 
development 
mothers reported 

Day-to-day activities Athari, Fatin, Fadwa, 

Ibtihal, Thana 

Speech 

development 

Reading and writing 

Improving social 

skills 

Improving 

communication 

skills 

Improving 

concentration 

Reducing 

hyperactivity 

Reducing tantrums 

 

Using educational games and 
toys 

Anfal, Aseel, Ibtihal, 

Sondos, Samaher, 

Razan,  

Buying books Anfal, Maha, Zulfa, 

Taking them to parks, 
beaches, etc 

Aseel, Ibtihal, Nirmin, 

Shahad, Shojoon 

Creating a social atmosphere  Fadwa, Fatin, 

Involving siblings Aseel, Fadwa, Narjes, 

Shahad, Shojoon, 

Rahaf, Zeina 

Rewarding good effort Athari, Fatin 

Displaying physical affection 
and  love 

Athari, Fatin, Rahaf, 

Sondos, Zeina 

Avoiding things that affect 
their development (phones 
and TV) 

Athari, Ibtihal, Nirmin, 

Sondos, 

Continuous contact with the 
school/centre 

Athari, Aseel, Fadwa, 

Ibtihal, Shojoon,  

Being involved in developing 
their child’s education plan 

Athari, Fadwa, 

Shojoon 

Hiring private specialists to 
support their children’s 
development at home 

Narjes, Shahad, 

Thana 

Attending conferences, 
workshops, diploma in special 
education 

Fatin, Fadwa, Razan, 

Zeina 

Table 5.5: Example of mothers’ activities to support their children’s 

development 

 

As shown in table (5.5), a common strategy used by mothers at home was the 

use of educational games and books and day-to-day activities in order to 

support their children with ASD. They implemented these strategies which they 
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thought played an important role in improving their children’s conditions. 

According to some mothers, they learned about the best approaches through 

their searches on the internet, which they tried, adapted, changed, and worked 

on as much as possible.  

 

Anfal, Ibtihal, Mariya and Sondos found that the use of day-to-day activities, 

such as helping them in the kitchen, or cleaning the house helped them in 

developing speech, or developing their life skills. This helped them in 

developing their children’s speech, as well as in teaching them reading and 

writing. Aseel, Nirmin and Shahad reported that it was essential to think of ways 

of reducing their children’s tantrums.   They said that effective ways of reducing 

these tantrums included walking around or taking them to the beach. For 

example, Nirmin explained that she “was able to reduce [her son’s] 

hyperactivity by taking him every day outside the house and walking around 

with him” (Nirmin, S). 

 

Athari’s main focus was to help improve her son’s social skills, as her “main 

interest was for [her] son to socialize with the world” (Athari, S). She also 

included family members to help her in supporting her son, such as his father, 

who “reads stories for him or they play with each other” (Athari, I:p.7). Fadwa 

also shared her use of day-to-day strategies to support her son through his 

siblings, saying that she used “group play as a family, sharing responsibilities” 

(Fadwa, I:p.6). She “gathered children to play with him, and he would learn 

skills from them” Fadwa and Rahaf found that this strategy helped their children 

to develop their communication skills. 

 

Fatin purposefully created a social atmosphere and invited children to play 

with her son. Besides this, she also started supporting him on how to 

communicate with others and integrated him with some neurotypical children. 

The training at home was carried out through daily activities for the children, 

such as memorization of the Quran and teaching life skills. “Group activities, 

such as playing ball games,” were also used to socialise him (Fatin, I:p.4). Fatin 

argued that children with ASD “need life-skills training, one-to-one activities, 

stories, photos, and sounds to help their development” (Fatin, I:p.10).  
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Four mothers reported that displaying affection and love, and using cuddles 

were more effective than being strict with their children. Fatin outlined how she 

“always use[s] love and cuddles” and encourages “good work from [her] child,” 

also using “massages to comfort him” (Fatin, I:p.4). 

 

Ibtihal described the strategies that she used at home to support her child’s 

development. She “prepared a special room for him and put educational books 

there. I used to take my son to walk to the public parks and beach” (Ibtihal, S). 

She felt this had a good impact on him because, at the end of her story 

narration, she said that she helped him to develop and become a typically 

growing child. She said that these strategies helped to reduce “the 

hyperactivity, increase his concentration span, his communication skills, and 

his desire to learn and to boost his speech” (Ibtihal, S). 

 

Zeina repeatedly spoke in the interview about the factors that she found useful 

in supporting her child’s progress. These factors were the strategies, the time 

available, and the environment. In order to help her son’s understanding she 

found and tried different strategies, such as the use of repetition and one-to-

one training. She also spoke about choosing a suitable time for training (not 

when he is angry, hungry, or upset), and there should be acceptance of it from 

him. The environment in which the training took place was also a significant 

factor in the training itself, as “Obaid likes to be in an environment full of fun 

and attractions, such as music and rhyme” (Zeina, I:p.9). Zeina found that these 

strategies affected her son positively. 

 

Some mothers felt that the cause of their child’s condition was affected by the 
overuse of electronic devices; thus, as they sought to improve their children’s 

development, they thought of stopping the use of these devices. They 

expressed good results in preventing them from using these devices, as 

mentioned by Athari, who “stopped the use of these electronic devices, and 

[her son] started to develop his behaviour in a better way” (Athari, I:p.7). She 

said that she currently uses electronic devices as “a kind of reinforcement for 

good behaviour,” or to “use a certain application that might help him in 
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comprehending the world around him” (Athari, I:8). Similar results were 

mentioned by Ibtihal, Nirmin, and Sondos in their stories (Phase 1).  

Another common strategy mothers used to support their children’s 

development was continuous contact with the teachers and professionals in 

the school or centre. Athari, Aseel, Fadwa, Ibtihal and Shojoon stated that they 

frequently contacted the teachers and asked them to send their comments 

about their children’s progress or drawbacks. Ibtihal “asked the specialist to 

give [her] instructions on how to deal with him” (Ibtihal, S). Athari said that her 

communication with the centre and the school was in order “to follow the same 

way they are following” (Athari, I:p.5). She also wanted to make sure that the 

teachers and specialists “adapt strategies to suit Mostafa’s needs,” because 

sometimes, she felt her son “was not ready yet for what they wanted to do” 

(Athari, I:p.7).  

 

It could be said that through communication with the school or the centre, 

mothers seemed to feel that they could keep up with the development of their 

children. They felt that they were better able than the centre to identify their 

children’s needs in order to help their development. An understanding of their 

children’s needs was reported to be essential for mothers in order to evaluate 

their children’s needs and inform the teachers or specialists. Besides this, it 

could also be interpreted as being indicative of good relationships between 

mothers and specialists/teachers in the centre/school. Mothers underlined the 

importance of following up specialists’ work with their children and applying 

everything recommended by the centre or school to help their children. This 

follow-up helped to support the children’s development. It also seems that 

mothers’ ideas were accepted and listened to by specialists because they 

reportedly asked mothers to come for a meeting in order to set plans for the 

children, and they continuously communicated with mothers. “They 

continuously invite us as parents to attend meetings and workshops” (Aseel, 

I:p.7). 

 

Some mothers said that the best way to support children with ASD was to treat 

them as neurotypical children, or in a ‘normal’ way. Rafif reporting dealing her 
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son “in a very ‘normal’ way, without thinking of him as a child with special 

needs.” She treated “him the same as any child who is normal” (Rafif, S). 

Some mothers felt that in order to be able to support their children with ASD, 

they could learn the best strategies by attending workshops and 
conferences, and Fatin and Razan studied for diplomas in special education. 

Zeina, Fadwa, Fatin and Razan attended different courses and programmes, 

and they decided to choose to attend an intensive program in special needs. 

Fadwa took “different courses, which [she] adapted in [her own] way to teach 

and train [her] son” (Fadwa, S). 

To sum up, mothers of children with ASD appeared to adopt a range of different 

strategies in order to support their children’s development. Many mothers found 

that these strategies helped their children to develop their communication skills 

and speech, and for some children, mothers stated that they helped the children 

to develop some academic skills such as reading and writing.  

 

5.5.5 Mothers’ perceptions of their lives with a child with ASD 
  
When comparing the results of the different mothers’ story narrations, 

interviews and building-rapport days, I found that there were commonalities 

between the mothers with regard to their perceptions and feelings about their 

lives with a child with ASD. Mothers were more expressive about their feelings 

in interviews than in story narrations, which could be because one of my 

interview questions was about their feelings towards their children with ASD. I 

felt that in many narrations, they held back their feelings (perhaps because it 

was not one of the prompts), whereas in the interviews, emotions were more 

apparent, for example, and some mothers reacted emotionally by crying when 

asked about their experiences with their child with ASD.  

Most mothers wrote and spoke about experiencing mixed feelings about their 

lives with their child with ASD. They repeatedly expressed feelings of shock 

and sadness when learning about their child’s condition. Mothers’ feelings 

about the diagnosis were discussed previously in part (5.2.1). 
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20 of the 25 mothers reported feeling that they had a difficult life, attempting to 

do their best for their children with ASD. Although many of these children 

showed a high level of development, mothers stated that they felt that having a 

child with ASD had made their own lives difficult, and that they had to face many 

challenges. For example, it was difficult for Athari to describe her life as 

balanced: “I do not know if you could look at it as a balanced life or not, because 

every day is hectic. From early morning to evening, I am running from one place 

to another”. She said that “this adds pressure” on her, and she “always feel[s] 

that [she is] under pressure.” She also reported feeling “exhausted” and that 

she did not “have a social life like before” (Athari, I:p.13). 

Maha, Mariya, Nirmin, Somood, Rahaf and Rafif also described their lives with 

their children with ASD as “difficult.” Rafif “had encountered many difficulties at 

the beginning, but [she] did not stop” (Rafif, S). For Shojoon, the situation was 

more complicated because she had two daughters with ASD and a husband 

she described as unsupportive. She reported that “there is always tension in all 

of the house.” She felt “disappointed when [she was not] able to deal with [her] 

daughter,” and that “there [was] no support from [her] husband” (Shojoon, 

I:p.9). She also felt that she “used up all of [her] energy.” 

Somood highlighted feelings of helplessness: “[She] need someone to help 

[her] and teach [her] how to deal with him. [She] cannot do it myself. [she is] 

disappointed [she] is not educated, and [she does] not know how to deal with a 

child like him. Sometimes, [she feels] helpless. [She feels] that there is no 

solution to his condition. [She] cannot express [her] feelings. [She feels] that no 

words would express the feelings [she has]” (Somood, I:p.2). 

 

Sondos was also facing a challenging life with her child with ASD, though she 

was able to enrol him in a mainstream school. In her own words (written in 

English), she said: “Being a mother raising a child with ASD is a challenging 

role. This is because [They] are dealing with a human being who wants full 

attention. This creature is physically with [them], but mentally, he is far away 

from [them]” (Sondos, S).  
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These mothers found it hard to define a balanced life for themselves as a result 

of being a mother of a child with ASD; however, they often talked about how 

they had come to accept their lives with their children, because there was no 

alternative.  

 

5.5.6 Mothers’ feelings about their child’s development  
 
Almost all of the mothers reported positive feelings towards the significant 

developments in their children’s condition, except for Somood, who felt that her 

son’s condition was worse than before. Four mothers described how they were 

able to develop their children’s conditions to be similar to neurotypical children 

of their age. This was illustrated in the accounts of Jumana, Rafif, Mariya and 

Zulfa. These mothers seemed to believe that their children were ‘cured’ from 

being children with ASD and could be described as typically growing children. 

Jumana said that, with her continuous support, “[their] son has developed 

greatly more than other children with ASD. He will grow up and practise his 

daily routine normally” (Jumana, S). Rafif also said that she was able to get her 

son “out of the world of ASD. [She] could see the change.” Though “he is behind 

his peers, a final diagnosis proved that [her] child does not have ASD anymore” 

(Rafif, S). 

 

Eight mothers thought they had noticed improvements in their children, 

especially in their speech, responses to instructions, and ability to depend on 

themselves in life skills. Athari reported how her son “could depend on himself, 

especially to go to the toilet, because he was able to go to the toilet by himself 

only at the age of 7” (Athari, S).  

 

These developments had positive effects on mothers’ feelings. According to the 

mothers, they might have some feelings of depression, but generally they felt 

happy about their children’s development. Fadwa said: She feels “happy 

because of all the achievement [she] accomplished with [her] son. [She] also 

feel worried but this does not stop [her]” (Fadwa, I:p.5). This also makes them 

feel positive about their children, because if “he can go to the toilet, then he can 
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do anything” (Fatin, I:3). Shahad and Shojoon also expressed feelings of 

happiness and satisfaction regarding their children’s development.  

 

Some mothers said that their children had good potential and only needed 

someone to support this. For example, Maha found out that her son is “a clever 

boy. Jamal’s concentration and memorization are good, and he retains and 

never forgets things he learns” (Maha, S).  

Sondos shared her feelings in the story narration phase about when she heard 

the first word from her son. She recalled this experience: She “still remember[s] 

the first word came from his mouth (cat). [She] could not believe that [her] son 

started saying words.” This made her think positively, despite his delay, and 

she felt that “it [was] a good sign that he started talking,” which gave her hope 

that “his ability to speak will develop” with the intensive training. In the last few 

years, Sondos was able to notice how her son “has been progressing.” In terms 

of education, Sondos expressed her “strong belief” that her son “deserves to 

have the chance to go to a school and study as other normal children” because 

“he has the potential; what he needs is a professional educational environment 

with a specialized teacher to provide him the proper education” (Sondos, S).  

Though mothers adapted themselves “to live with ASD,” they expressed mixed 

feelings about their children’s condition. They continuously expressed difficult 

feelings such as confusion “when [they] do not know how to deal with him. ASD 

was not clear for [them]” (Shahad, I:p.5). They had feelings of worry “about [our 

child’s] condition,” which affected their lives, as Thana reported that she “could 

not have a good sleep, and did not eat well” (Thana, I:p.15). Mothers also 

repeated feelings of guilt and sadness that they had not done enough for their 

children, and sadness about their children’s conditions. When mothers reported 

feeling sad, some stated that they “developed strategies to get [them] out of 

[their] sadness,” such as thinking about “success in [their] son’s development” 

(Athari, I:p.16). Thana, for example, tried to “compare Majed’s condition to 

many children with ASD,” feeling able to “say that he is better than many other 

children” (Thana, I:p.14). In this way, she said that thinking positively about how 

her son had developed “helped [her] relax” (Thana, I:p.14). 
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Zeina reported that she faced many challenges, especially as she was taking 

care of her child by herself. However, in her story narration and her interview, 

she expressed more positive feelings about his development, as he had 

improved “in many life skills (but not verbal skills).” She reported that since he 

was “managing his needs by himself” and “his sensory challenges had also 

subsided,” this made her life more balanced (Zeina, S).  

 
Athari, Fadwa, Fatin, Maha, Sondos, Shojoon, Shahad and Zeina expressed 

positive attitudes towards the levels of development in their children’s 

conditions. There might be some difficult feelings, but they felt positive that their 

children had significantly developed. However, for Somood, the experience was 

different. She expressed her (negative) feelings towards her son’s 

development, saying that she thought he “was growing older without any 

progress in his condition” (Somood, I:p.3). There was a feeling of guilt, which 

was apparent in her interview, as she said: “[she] would have started earlier, 

and [she] would have enrolled him earlier in school. Maybe he would be better. 

Maybe he would have developed better. [she] thought that it would not be good 

for him to be mixed with other children with different disabilities who were worse 

than him.” However, she stated that they had reasons for not starting earlier, 

namely their “financial situation.” Somood “did not start with [her son] until his 

brother started work” (Somood, I:p.4) so his brother could pay the centre fees. 

Somood described her son’s condition as “worse than before”, saying: “Tariq 

used to be quieter. [she] do not know how to deal with him. He is always 

embarrassing [her] in front of [her] neighbours. This is [her] biggest problem 

with them” (Somood, I:p.6). 

 

To sum up, mothers in this study seemed to be appreciative of the development 

of their children, which made them express positive feelings of being happy 

because of what they had achieved with them. They emphasized feelings of 

comfort and satisfaction with their children’s development. Some mothers 

spoke positively about their children’s development, though they described 

some difficulties of living with a child with ASD. It appeared that mothers 

experienced a mixture of positive and difficult feelings when talking about their 
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child’s development. They are happy and satisfied with what they have 

achieved, but they are worried about what might come. 

 

5.5.7 Mothers’ perceptions of the services available for children with 
ASD 
 
Almost all (23) mothers in the current study expressed a negative perception 

in their accounts of the available services for children with ASD in Oman. Only 

two mothers talked positively about the centre their children attended, and two 

mothers did not talk about the services. For Aseel, Nirmin and Shahad, the 

centres that their children attended were reported to be doing well with them, 

and their children had developed since joining the centres. For example, Nirmin 

reported that her son “has improved and changed in the centre because they 

know him better than us” (Nirmin, S). The reason for this, she noted, was that 

the specialists in the centre were “very supportive, working hard with him,” and 

they regularly sent her feedback about her son’s development. 

For Aseel, it seems that she was satisfied with the services available for 

children with ASD in Oman because she expressed positive feelings about the 

centre and the services provided by the MOSD, such as funding and public 

centres. However, she said that she did not have much information about the 

services provided by the MOE. Aseel tried to be fair in her judgment about the 

centre her son attended prior to the current one, though her son did not develop 

well there. Aseel argued that “it is a good centre and many children have 

developed in it. Just because Marwan did not develop there, it didn’t mean that 

the centre was not good” (Aseel, I:p.5). She also expressed positive feelings 

about the second centre and said that she was “satisfied because they have 

swimming classes and horse riding.” Another reason for her satisfaction was 

that they “conduct beneficial workshops for parents” (Aseel, I:p.7). In addition 

she described the effort that the MOSD made with children with ASD as “good 

effort” (Aseel, I:p.7).  

Fadwa also seemed to be satisfied about services such as functional therapy, 

whereas other services like speech therapy were not good. However, Fadwa 

thought that the services available for children with ASD were limited, saying 
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that she had not “found many educational or training services in [my] country. 

There are some services, but not many and health services are limited. There 

are unsuitable integration classes for children with ASD because of unqualified 

staff, unsuitable atmosphere, and unsuitable plans” (Fadwa, I:p.6). She also 

thought that “there is a need for programs for mothers in order to train them in 

the skills needed for their children, as well as special programmes for mothers 

in order to cope with stress and pressure” (Fadwa, S).  

The mothers’ accounts referred to some services provided by the MOSD, 

regardless of whether or not they seemed to be less satisfied with them. The 

MOSD offered services such as funding children’s education in the private 

centre, issuing a ‘disability card,’ that helps children in different places, and it is 

also managing the public special centres and supervising all private special 

centres. These services were mentioned in some mothers’ accounts, such as 

Sondos’, who “managed to get funding from the MOSD” (Sondos, I:p.8). 

Shahad was also able to get some services such as “funding, the disability card 

for the child, and a monthly allowance*” (Shahad, I:p.7). 

However, 23 of the mothers expressed negative perceptions of the available 

services for children with ASD in Oman. Even though they managed to access 

some services, they perceived these services as limited and not supporting 

their children’s development. Many mothers expressed their perceptions with 

the phrase “no services.” This phrase was illustrated with examples such as “no 

schools”, “no health services”, “no centres for adults with ASD”, “no support”, 

“no National Centre for ASD” and “no individualized plans.” The word ‘no’ was 

mentioned 19 times by 19 mothers in relation to services, even though they 

mentioned that their children were going to special centres, either private or 

public, or could access some services. This suggests that mothers considered 

that these services were not sufficient. Athari expressed this in her interview, 

saying that she “cannot see many services offered by the MOSD, except the 

rehabilitation services. They pay for these sessions even if it is in a private 

centre. They have some services, but they are not enough” (Athari, I:p.14).  

 
* A salary for each child 
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Sondos appeared to be upset about what was offered to children with ASD in 

Oman. She thought that children with ASD “do not get the appropriate care in 

[Oman].” She thought that “in some places, there are not any rehabilitation 

centres.” The Ministry, which supervises these centres, was not efficiently 

fulfilling its role; for example, there was “no available transportation” and 

“families complain about the services offered by the MOSD and about the tuition 

fees in private schools.” The situation, she mentioned, was the same with the 

MOE: there “is not adequate supervision for those schools. Schools are not 

being supervised, and the children with ASD are the victims” (Sondos, S). 

MOSD permits “private centres but does not supervise them, and they make 

the private centre’s work difficult” (Sondos, I:p.7).  

When mothers got placements for their children with ASD, they were often not 

satisfied with the services provided for their children in these schools or 

centres. Some mothers noted the problem of schools not being able to 

understand the needs of children with ASD. For example, Anfal stated that 

children with ASD have “limited abilities in education, and the curriculum of 

private mainstream schools does not fit their abilities. Educational methods 

should be varied for every child according to their potentials and abilities” (Anfal, 

S).  

Narjes also felt that “centres in Oman are poorly equipped and operated, and 

they follow a very poor routine imposed by the MOSD, so children do not 

improve” (Narjes, S). These centres are “all the same”, she commented. The 

reason for describing these centres as worse was because, to Narjes, “they 

[seem] constrained by the MOSD’s rules” (Narjes, I:6). Narjes ultimately felt that 

“the centre that [I was] looking for does not exist in Oman” (Narjes, I:p.13). 

Rahaf and Zeina reported similar thoughts about the centres in Oman. Rahaf 

reported that there was “a lack of rehabilitation centres in [Oman],” and that 

these centres “do not help a child with ASD to change tangibly” (Rahaf, S). 

Zeina also said that “the atmosphere in the centre was not good” for children 

with ASD. The centre “did not take care of him, and many times did not 

understand” her son’s needs: “They were unable to understand him, and there 

was no continuous care for his needs” (Zeina, I:p.5). 
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Mayada and Shahad expressed similar views about public special centres, 

in that they failed to provide quality services for children with ASD because they 

were trying to accommodate children with a range of disabilities. The centre, 

Shahad noted, is “crowded with children, and each specialist has 60 children. 

The activities done in the centre are not suitable for a child with ASD. There are 

general plans for all children and no individualized plans.” This made Shahad 

say that “even if she never found a place for [her] son, [she] would not take him 

to these centres” (Shahad, I:p.8). 

There were some actions taken by the MOSD and MOE with regard to the 

education of children with ASD. These was mentioned by some mothers, who 

said that they played an essential role in demanding and requesting action from 

the government. Still these actions did not fulfil the needs of children with ASD 

in the country.  

 

On this topic of mothers’ perceptions of the services available for children 
with ASD, they varied in their accounts. Most of them thought the services were 

limited or the quality of services was low; however, some mothers spoke 

positively about the services provided in the centres and by the government. In 

general, though, most mothers seemed not to be satisfied with what was 

provided by the government in Oman for children with ASD. 

5.5.8 Family and societal support  
 
A common theme around support emerged in mother’s stories and interviews, 

which was divided into three types: 1) family support (which consists of a 

mother, her spouse and her children, 2) extended family support (which 

consists of grandparents, aunts, uncles and cousins), and 3) societal support, 
(which consists of friends, wider relatives, and members of wider society). 

Six mothers’ stories hinted to some degree, that their spouse and family 

supported their strategies to develop the skills of their children with ASD. These 

mothers, for example, said that they were “very supportive” and “cooperative” 

(Athari, S). The family members shared “responsibility” towards their children 
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with ASD, and Narjes reported that “the housemaid is a great asset” to her 

(Narjes, I:p.9). Some families share responsibilities to develop their children’s 

“behaviour and teach [them] some simple skills” (Somood, S). Somood argued 

that her “two daughters understand their brother and help [her] to take care of 

[her] son” (Somood, I:p.4). Athari’s spouse supported her decisions in finding 

the preferred placement for their child. Her husband supported “all the plans 

[that she] set for Mostafa’s education.” She felt that “he supports [her] in every 

step” (Athari, I:p.9). Narjes also spoke about how they “discuss and set plans 

as a family” (Narjes, I:p.9). Sharing responsibilities was seen as an asset for 

mothers taking care of their children alongside performing their usual “life 

activities such as prayers, shopping, cooking, and even visiting friends 

normally” (Narjes, S).  

On the other hand, Shojoon, Sondos and Thana spoke about not receiving 

support from their spouses. This seemed to add stress and pressure to their 

feelings about their children with ASD. Shojoon felt that “there [was] no support 

from [her] husband” as “he has his own life without thinking to be involved in 

his children’s lives” (Shojoon, I:p.5). To some extent, Shojoon and Sondos 

blamed the child’s lack of development in a specific area on their spouse. 

Sondos felt that her “son’s lack of communication with society is caused by his 

father’s carelessness” (Sondos, I:p.7). Thana also thought that her husband 

was “ignoring” her son, although she said towards the end of the interview that 

over “the last two or three years, he started to take some responsibilities for 

Majed” (Thana, I: 8). She described her marriage as “unfair,” and said that she 

lives a “complicated” life (Thana, I:p.3). 

17 of the 25 mothers reported how their extended family members supported 

them in taking care of their child with ASD. This had allowed them to cope better 

with stress and pressure thus, they noted, enabling them to make better choices 

for their children with ASD. Having an “understanding and cooperative” 

extended family helped mothers “in making the situation comfortable because 

of the presence of a child with ASD who needs monitoring and is not aware of 

the danger. [They] need continuous care and attention” (Anfal, S). Athari, 

Fadwa, Jori, Jumana, Narjes and Rahaf spoke about how important it was to 
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recruit family members to support their children’s development. They attempted 

to help their speech, their life skills, and “they treat him as a very ‘normal’ child” 

(Jumana, S). Rahaf said that she “cannot forget that [her] mother has made 

countless attempts in teaching him to repeat words after her” (Rahaf, S). Family 

members also accepted children with ASD, and they “sympathize” with their 

condition (Narjes, S). Mothers also noticed that everyone “never got annoyed 

by [the child with ASD], even though [they] broke everything around [them], 

because of [their] hyperactivity and unconsciousness” (Rahaf, S). They also 

mentioned that their extended family encouraged their decisions and supported 

them “financially” (Shojoon, I:p.8). 

However, some mothers described how they came across a lack of awareness 

from the people close to them. They narrated various examples or events 

involving their family members. Mothers thought that this was because of a lack 

of awareness of the condition of ASD. Some family members “accused 

[mothers] of negligence and carelessness” towards their children. Unlike other 

mothers, Ibtihal experienced negative behaviour from her in-laws, and she “felt 

that they did not want [her] child because of his behaviour.” They called her son 

“crazy” or said that he “had no mind” (Ibtihal, S). Nirmin also faced a similar 

situation from her family, as they “never accepted him because of his 

continuous movement and fluttering and screaming” (Nirmin, S). 

The data also indicated the experiences and perceptions of mothers about 

societal support. Many mothers felt that people were not informed about ASD 

and the meaning of this condition. Nirmin, in her story, also wrote about how 

“some people mocked [her family], some wished not to have a child like [her] 

son, others felt sorry for [them]”, feeling that “society has been unfair with 

[them].” Shojoon described the society as “ruthless” as they “never understood 

what we were going through.”  

Shahad also “faced many problems with the surrounding society because they 

were not aware of this ‘disease.’ “People thought her son was “a crazy person,” 

or that he “had a mental problem.” They were not able to go “out to public 

places” as a family because “everyone stared at [their] son as if he was alien” 

(Shahad, S). 
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Sondos spoke about how people treated children with ASD as if they have 

“mental problems,” saying: “Society cannot accept them. For society, they are 

horrible people. They look at them as if they are from a different planet. 

Honestly, in my society, [she is] sorry to say that there are many people, 

including those who are educated, who are still not aware of autistics. If it 

happens and they see any autistic child behaving strangely, they immediately 

say that this child has misbehaved” (Sondos, S).  

 

Because of these responses and this behaviour from society, mothers were 

“affected psychologically” (Athari, S), and felt an “increased mental burden” 

(Shahad, S). Razan could not tolerate people staring at her daughter, which in 

turn “made [her] move from [her] town to another town” (Razan, S). This shows 

the impact of society’s understandings and perceptions of ASD on mothers. 

The way that wider society looked at the children with ASD “caused painful 

feelings” (Shojoon, S). 

Interestingly, Maha, Fadwa, Rahaf and Shahad attempted to educate the 

people in their local society about the meaning of ASD, and how it affected their 

children, “how to deal with [them] in the best way, and how to understand [their 

children’s] actions” (Fadwa, S). Maha also tried “to make [her] relatives 

understand that Jamal was a child with ASD and explain to them its’ meaning” 

(Maha, S). 

Some mothers said that they were personally blamed for the children’s 

behaviour. They felt that they were judged by society quite harshly and that 

people were generally intolerant of their children’s behaviour. Sondos felt that 

people in wider society “were blaming [her] for [her] child,” and that she “needed 

to teach him how to behave well” because she “used to be in that situation 

where [she] was blamed for [her] child’s behaviours” (Sondos, S). Similarly, 

Zeina spoke about how “the society is not aware of ASD” and about the 

“negative comments to show that [she is] not doing [her] job towards [her] son” 

(Zeina, I:p.17). She felt that others judged her parenting skills.  

On this topic of family and societal support, mothers spoke about the support 
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they received from their closer family members, as well as their extended 

family. Fewer mothers spoke about an unsupportive spouse compared to the 

majority, whose spouses shared responsibilities and supported their decisions 

about their children with ASD. Most mothers agreed that society was not 

supportive, and that society sometimes blamed mothers for their children’s 

behaviour. 

5.5.9 Hopes and concerns for the future 
 
The data gathered through the stories and interviews illustrated mothers’ 

hopes and dreams for the futures of their children with ASD. Their feelings 

about the future were mixtures of hope and worry.   

Mothers seemed to look forward to the future with the hope that their children 

would one day overcome their difficulties and live independent lives. Aseel said: 

She “hope[s] that one day he will be normal as he used to be when he was two 

years old. She “hope[s] he becomes independent” (Aseel, I:p.6). Some of them 

hoped to see their children ‘cured’ of this condition, as Shahad expressed: She 

“hope[s] he recovers from his condition and see him develop. [She] hope[s] he 

goes to a mainstream school, learns to depend on himself, and understands 

what’s going around him” (Shahad, I:p.10). She has “hope that [her] son, one 

day,  will be a ‘normal’ child like many other children” (Athari, I:p.16). Some 

even wished to see them become doctors or engineers, like Fatin, who said: 

She “hope(s) for Khozam to become a doctor, and Hassan, a dentist” (Fatin, 

I:p.11).  

In general, most mothers hoped that their children would “be independent in life 

skills such as washing [themselves], going to the toilet, feeding, cleaning, and 

wiping.” Marwan hoped that her son could “know his needs, such as if he is 

thirsty or hungry,” saying: She “hope(s) he knows the danger, and hope[s] he 

can behave well in gatherings, so that [they] can go out with him without being 

scared of his tantrums. [She] hope[s] [they] can travel with him” (Narjes, I:p.12). 

Mothers’ hopes about the future varied from wanting their child to be 

independent in life skills, learn a skill or craft, or have “a family, kids and income” 

(Fadwa, I:p.7), to hoping that they would learn how to “read and write” (Shahad, 
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I:p.3). The most straightforward hopes of these mothers for their children with 

ASD were to see them being independent, like other children their age, or to 

hear them speaking. Narjes said that she “strongly believe[s] that one day, [her] 

son will speak, because he hums songs” (Narjes, I:p.12).  

Mothers in the study expressed concerns about the future of their children with 

ASD. They were anxious about the unknown future, especially after their own 

deaths. The following examples illustrate mothers’ concerns about the future. 

Aseel said: Her “main concern is what will happen to him if [she] die[s]” (Aseel, 

I:p.6). Mothers expressed a constant worry about the future of their children, 

and asked, “How is he going to be in the future? How he is going to deal with 

life. How is he going to be after ten years” (Somood, I:p.7). 

Shahad’s main concern was about adulthood, perhaps because her son was 

14 at the time of the interview. Her “concern is when they reach the stage of 

adolescence and after that. Adults have to sit at home facing great problems 

and what has been developed during childhood will now collapse” (Shahad, S). 

Shojoon was also worried about “adulthood because they are girls. Many 

changes will happen to their bodies” (Shojoon, I:p.10). She was scared that 

“people might do something wrong to them” (Shojoon, I:p.8). 

For Athari, she tried not to think about the future, and though she had some 

concerns, she did not want to exhaust herself with thoughts about the future. 

She said: She is “leaving this to God. [She] cannot change the future. (Athari, 

I:p.16). She is still not sure about the future but feels that she “can manage [her] 

stress.” She feels “capable of facing challenges,” but she felt that she did not 

“know about the future, because Mostafa is still young and [she is] not sure 

about how [she will] face the challenges that might come up” (Athari, I:p.12). 

 

The feeling of worry and uncertain about the future was also apparent in Zeina’s 

story, as she repeatedly used phrases such as she does “not know” and she is 

“not sure,” and ended with she is “not optimistic about the future” (Zeina, I:p.10), 

saying: she is “worried about how slow his progress will be. [She is] worried 

about his future (Zeina, I:p.13). 
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The mothers in this study showed concerns and hopes for their children with 

ASD, and they were also anxious and worried about the unknown future that 

faced them. These concerns varied from finding an educational placement for 

them, to them having the ability to live independently. There were also some 

concerns about what would happen to their children after they, the mothers, 

die. Mothers expressed concerns about whether their young children would be 

supported, secured, protected, or whether the community would take 

advantage of their vulnerability. They hoped that their children would be happy 

and accepted in the community. Mothers wanted to see their children growing 

up and becoming independent. 

 

5.6 Summery of chapter five  
 
The findings in this chapter presented summaries from three phases of data 

collection (written/recorded narratives, interviews, and three building-rapport 

days) and a detailed cross-case analysis. Mothers initially described 

experiencing feelings of shock, and how they had reacted emotionally at the 

time of their child’s diagnosis. They also said how they needed to find a solution 

for supporting their child’s development. They had attempted many therapies 

or strategies to increase their child’s development. They had also tried to find 

an educational placement that might suit their child’s needs, whether a centre 

or a school with additional support. The mothers’ accounts suggest that they 

struggled to find the best place for their children. The findings also suggest that 

mothers faced challenges in their lives with a child with ASD and that they had 

to face challenges with family and community’s understanding of ASD. The 

mothers’ perception of ASD seemed to encourage them to accept their 

children’s condition and try their best to support the development of their 

children with ASD. They also had worries about the future of their children.  
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Chapter 6: Discussion Chapter 
 

6.1 Introduction 
 
Drawing on the findings presented in the previous chapter, this chapter 

discusses the results in relation to the aims of the study with particular reference 

to the Omani context and the existing literature. The chapter, thus, shows how 

the findings of the current study can contribute to an understanding of the 

mothers’ experiences, perceptions and feelings about their lives with their 

children with ASD and the educational decisions and choices they make for 

these children. 

This chapter is divided into five main sections. The first section discusses 

motherhood and the emotional responses of mothers to their children with ASD. 

These, which include emotional responses to three main areas, namely 

diagnosis, development and hopes and concerns about future. The second 

section discusses roles and responsibilities of mothers of children with ASD. 

These include their roles as primary caregivers, their involvement in their 

children’s education and their seeking-diagnosis behaviour for their children’s 

condition. The third section is about the influences on mothers’ educational 

choices and decisions; this is divided into family, child and services. A fourth 

section discusses services in terms of quality and availability, and the final 

section is about levels and types of support. It must be noted that because 

these themes are interconnected a high degree of overlap is unavoidable. 

 

6.2 Motherhood and children with ASD  
 
The findings of this study complement and extend previous research by 

examining mothers’ experiences, perceptions and feelings about their lives with 

children with ASD and the diagnoses they received. Mothers in Oman, at least 

those in this study, seem to have emotions similar to those of many other 

mothers worldwide (Pearson & Meadan, 2018; Boshoff, et al., 2016). This may 

be because ASD is a global ‘disorder’ that does not differentiate between places 

and people and manifests similar ‘symptoms’ in different societies (Mandy et 

al., 2013).  
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This section discusses the impact of being a mother of a child with ASD in 

relation to the mothers’ emotional responses, the roles taken on by mothers 

and their thoughts about their children’s future. Different feelings were found to 

apparently determine the mothers’ ways of taking care of their children with 

ASD.  

 

6.2.1 Emotional Responses 
 
A range of emotional responses was reported by Omani mothers in the current 

study regarding their role as a mother of a child with ASD. These emotional 

responses will be discussed in relation to three different phases/stages in the 

child’s life: the diagnosis process, the period as the child develops and 

concerns about the future.  

 

These feelings are more likely to be understood through Kublar-Ross’ (2009) 

model of grief that is consisted of the five stages: denial, anger, bargaining, 

depression and acceptance. The findings from the current research showed 

that some mothers may undergo some/all stages of this model. The feeling of 

shock and denial was also reported in Rogers (2007), as these feelings were 

common when parents faced the diagnosis and loss. They may also experience 

the feeling of anger when they start to live the ‘actual’ reality, which in many 

cases is not the ‘preferable’ reality, and this leads to the anger. Mothers also 

may experience the bargaining stage when they start to negotiate their life to 

be back to how it was before the event of their child’s diagnosis. There are also 

feelings of helplessness and hopelessness which may cause depression. The 

final stage is the acceptance stage when mothers’ emotion starts to stabilize 

about their child’s condition. These stages are not linear, and mothers may 

experience some of these and others may not (Kublar-Ross, 2009). Therefore, 

I will discuss these based on three stages of the mothers’ experiences, the 

diagnosis process, as their children develop, and mothers hopes and concerns 

about the future. 
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Diagnosis process 
 
Before they received an official diagnosis, a range of feeling was mentioned by 

the mothers in this study, similar to those laid out by Rogers (2007). For 

example, they had feelings of confusion because they did not know what was 

happening to their children; feelings of denial because they did not want to 

believe that their children had a problem; feelings of fear because they wanted 

them to be typically developing – “denial and shock in relation to the diagnosis 

and potential loss” (Rogers, 2007, p. 45). This stage is similar to Kubla-Ross’, 

2009 model of grief. In searching for an explanation for their child’s behaviour, 

mothers in the current study drew upon a range of understandings and used 

different techniques. Some mothers drew upon previous knowledge and 

experience – for example, by attributing their child’s behaviour to hearing 

problems or speech delays or by linking it to possession by evil spirits. Some 

mothers blamed themselves, concerned that they might have caused their 

children’s condition. Some mothers in this research tried to understand their 

children’s behaviour by extending their knowledge through browsing the 

Internet or reading books, although they did not initially understand that their 

children’s condition was related to ASD as it was not familiar to many of them. 

This search for an explanation affected them emotionally and could be 

explained from a medical/ religious disability model’s lens, that the problem of 

their children is within their children (see section 3.2). This finding is similar to 

that of Gomes et al. (2015) who carried out a review of ten articles published in 

Brazil and found that parents were emotionally overloaded when they were 

looking for a diagnosis for their children with ASD. Gomes et al. (2015) aimed, 

with this review, to describe the challenges faced by families, especially 

mothers of children with ASD in Brazil, and the coping strategies they 

employed.  The emotional overload, they found, was mainly caused by the 

diagnostic postponement, difficulty with the diagnosis associated symptoms, 

and poor access to health service and social support (Gomes et al., 2015). 

These seemed similar difficulties to those reported by mothers in the current 

study. 
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Feelings of denial of the child’s condition was one of the more prominent 

feelings that mothers in the current study reported experiencing during the 

diagnosis process. Kearney and Griffin (2001) suggested that when parents 

become aware that something is ‘wrong’ in their child’s development, they may 

experience feelings of denial, along with feelings of grief, regret and excessive 

responsibility. In the current study, mothers’ lack of knowledge about ASD may 

have also led to denial. Protracted denial, in the current study, however, 

seemed to lead to confusion for mothers because, in a state of denial, it would 

appear to them that the child was simply and unaccountably unable to do daily 

activities and refusing to participate in early social events, leading mothers to 

go to doctors over a long period of time, seeking an acceptable diagnosis. From 

the medial model of disability (see section 3.2), this seemed to affect the 

mothers’ decisions about what to prioritise for their children with ASD that would 

help them progress and gain skills such as life-skills.  

 

The work of Rogers (2007) is linked to mothers’ emotions. Her work explores 

the complexity of emotions at discovering difference. The 24 parents, in the 

south of England, that Rogers interviewed experienced similar feelings to the 

mothers in the current study. These were shock, loss and disappointment, 

which may lead, in turn, to denial, anxiety and conflict affecting both the parents 

and the professionals involved with the family. The cause of these feelings 

could be generated from the pressure of producing ‘perfect’ babies. Yet in later 

stages, many of them start to reorganize and re-evaluate their pathways.  

 

In the current study, receiving the unexpected diagnosis of ASD, which, as 

noted above, seemed to be an unfamiliar condition to many mothers, often 

started with feelings of shock; some mothers indicated that they were not 

prepared for such a diagnosis even when their children had showed unfamiliar 

or atypical behaviour. When mothers finally received the official diagnosis, most 

of them also reported experiencing feelings of sadness and loss, feeling that 

they had lost the child that they had been waiting for.  The mothers in this study 

viewed the news of the condition of their child as the loss of a normal, healthy 

child, as the loss of their ‘real child’. Their plans for being good mothers of a 
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perfect child were made no longer viable (Landsaman, 1998). It seems possible 

to compare the mothers’ responses to the diagnosis in this study with the 

mourning stages that someone goes through when someone significant or 

close dies, as mentioned above about Kublar-Ross’ (2009) model of grief. 

Rabba et al. (2019) also noticed this in their study in Australia using interviews 

and focus groups with 13 fathers and mothers of young children diagnosed with 

ASD.  Similarly, a study by Fernańdez-Alcántara et al. (2016), of 20 parents of 

children with ASD in Spain, identified such a feeling of ‘unexpected child loss’ 

as predominant. In this study, it was found that parents may deny the evidence, 

not wanting to accept reality but instead tending to seek other opinions, other 

diagnoses. These parents tried to minimise the situation and think of the 

symptoms of ASD as only a maturational delay. Similarly, mothers in the current 

study reported emotions of denial, as discussed above, which caused them to 

look for other opinions and alternative diagnoses, and to hope that in the future 

their children would recover from the condition. This could be explained that 

mothers were more influenced with the medical model of disability, thinking that 

the deficit occurs within their children.  

 
The mothers with a child with ASD in the current study reported being faced 

with a number of challenges when raising their child. One of the first challenges, 

as noted earlier, originated with the realization that their child was not 

developing ‘normally’ and emotions associated with this continued to persist 

throughout the diagnostic process, which often spanned a long period of time 

(from the medical model perspective). Mothers’ response to a diagnosis of ASD 

for their child have be described as a series of stages before the acceptance of 

disability: denial, grief, rage, regret, deep love and excessive responsibility 

(Kublar-Ross, 2009 grief model). These responses were echoed in the current 

study (see sections 5.2.1). However, different mothers experienced the arrival 

of a child with ASD in the family in different ways due to their own 

characteristics and other factors that directly affected an acceptance process, 

such as denial of the diagnosis and feeling that their child did not have what 

they were told they had. Other mothers felt grief, rage or regret that they might 

have caused this condition in their child. At the same time, these emotions were 

mixed with deep love realizing that their child would need them and a feeling of 
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excessive responsibility to help them develop as any other typical children.  This 

is similar to some parents in Rogers’ study (2011) who pointed out that the “act 

of parenting a baby is the bigger task at hand, not the actual syndrome” (p. 

139). 

Tomiyama et al.’s study (2018) in Kanazawa in Japan found that where 

mothers’ lives were filled with negative emotions, this disrupted their decision 

making and led to unexpected actions. Mothers of children aged between 63-

111 months in the study reported that they would have been more likely to 

accept their child’s condition if they had had a better understanding of the 

condition prior to having their child. Mothers in the current study similarly talked 

about the sense of acceptance for their children’s condition after a period of 

time. The current study also suggested similar negative emotions affected 

mothers’ decision making and led to unexpected actions, similar to those 

reported in Tomiyama’s study.  

The emotional responses to the diagnosis of their children with ASD at the time 

of the diagnosis seemed to be significant for the mothers in the current study 

and seemed that these emotions did not diminish in the years following the 

diagnosis.   

As children develop 
 
As their children develop, mothers continue to experience a range of emotions.  

For example, in the current study, they reported emotions and associated 

responses such as grief, anger, exhaustion and stress. These emotions were 

specific to each individual mother and were prone to change over time. These 

results align with previous research (for example, Fernańdez-Alcántara et al., 

2016; Hayes and Watson, 2013; Wang et al., 2013), which indicated that 

parents whose child is diagnosed with ASD often experience a series of 

responses over time such as shock, denial, anger, sorrow, fear, uncertainty, 

blame and, in some cases, acceptance.  Some of these responses were 

discussed above in the ‘diagnosis process’ section. Fernańdez-Alcántara et al. 

(2016) found that the process of grief resolution for some parents was more 

disruptive than the diagnosis process itself. Many Omani mothers of children 
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with ASD in my study stated that they were confronted with great fears for the 

future and experienced ongoing high levels of stress. These findings also 

concur with the findings of other studies, which have reported similarly high 

levels of stress and, in addition, depression for parents of children with ASD 

(for example, Al-Farsi et al., 2016, as referred to in the literature review). Al-

Farsi et al. (2016) surveyed 220 Omani parents (107 fathers and 113 mothers) 

of children with intellectual disabilities, ASD and typically developing children.  

Their study aimed to examine the variation in stress, depression and anxiety 

among these parents, through the use of a depression, anxiety and stress 

scale. They found that caregivers of children with ASD have “adverse 

psychological states that manifest as stress, depression, and anxiety” (Al-Farsi 

et al., 2016: p. 1950). Other studies have also contended that children with ASD 

are likely to pose greater pressures on parents than neurotypical children or 

children with other kinds of disability. For example, Minnes et al. (2015) found 

that having a child with ASD could lead to increased parental stress. This may 

be attributed to the level of behavioural problems in children with ASD typically 

being more severe than those of children with other disabilities (Halstead et al., 

2018). These behavioural problems can then affect the social skills 

development of the children concerned and lead to more intensive care being 

required from their parents. In addition, the individual child’s characteristics can 

impact the challenges their parents face. The findings of Halstead et al. (2018) 

demonstrated that even in Western countries, where assistance for children 

with ASD is better arranged and there are fewer problems for their families in 

accessing services, such families still face more challenges than those raising 

neurotypical children. Therefore, the manifestations of the mother’s depression, 

irritability and emotional exhaustion are understandable. In this study, many 

Omani mothers described caring for their children with ASD as a burden. They 

talked about experiencing stress caused by a number of influences, such as 

obtaining a clear diagnosis (as discussed in the previous section), attempting 

to access services, finding ‘treatment’ for their children’s condition, coping with 

a financial burden and coping with social relationships with their family and their 

community. These mothers provided examples of the daily pressures that they 

experienced over time and stated that they felt emotionally exhausted.  
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Having a child with ASD in the family can be challenging not only the mother 

but also for siblings, since it often causes great tensions and problems in the 

family (Russa et al., 2015; Roffeei et al., 2015). In the current study, it was 

found that the identification of a developmental problem in a child affected the 

mother the most, but could cause a crisis and affect the whole family.  Having 

a child with ASD has been found, for example by Lu et al. (2018), to affect the 

daily contact between family members, with a number of different problem 

behaviours. These include a lack of eye contact, lack of interest in the 

environment and the rejection of physical contact, sometimes leading to the 

child with ASD having tantrums for no apparent reason, or because they did 

not get something, or did not understand something. Such behaviours during 

the growth of a child with ASD can contribute to feelings of helplessness and 

anguish for families and for mothers. Beyond the impact of the diagnosis and 

the uncertainty and difficulties that arise in everyday life, the very fact of having 

a child with ASD can cause feelings of helplessness that are hard to express. 

Roffeei et al. (2015), in their study about parents in Malaysia sharing personal 

experiences and seeking advice in raising or taking care of children with ASD, 

found many behavioural changes in the mothers, with problems in self-esteem 

and ambivalent feelings towards their child with ASD. Parents in a study by 

Roffeei et al. (2015) even blamed themselves for having those feelings, and so 

any comment from a mother of a child with ASD about their condition is often 

accompanied by positive assertions, such as the pride they feel for them or how 

special they are. These parents made positive comments about their child, 

along with discussing the stress. Mothers in this study did make other positive 

comments, too: for example, they viewed having the child with ASD as having 

improved family cohesion and family relationships. 

 

Mothers in the current study seemed to think they could, through their own 

efforts, try to improve the child’s condition.  When some mothers realised that 

this would not improve their children’s condition, they reported that they 

sometimes became angry.  This could involve anger at a particular cause or a 

person. Mothers in the current study reported feelings of anger when they 

perceived that their children’s needs were not met. Vanegas and Abdelrahim 

(2016), in their review of articles about family support, also found that anger 
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was projected onto specialists, who, according to parents, do not provide 

sufficient medical assistance to the child (in the case of doctors) or do not 

educate their children well enough (in the case of teachers). They found that 

the source of anger could be irritation caused by the lack of adequate 

assistance from specialists and service providers, or fatigue by parents not 

being able to access services. Vanegas and Abdelrahim (2016) reviewed 103 

articles published in the United States in order to obtain an overview of family 

support and support to families of children with disabilities. The reviewed 

articles included a range of disabilities, and 22 of them focused mainly on ASD. 

The studies they reviewed included many family members, including children 

with a range of disabilities, mothers, parents, grandparents, fathers and 

siblings. The review highlighted the various feelings which families of young 

children with disabilities experienced and how these could affect them 

psychologically and physically, as mentioned in the previous paragraph.  

 

In addition, mothers in the current study expressed the view that the social 

exclusion of their children with ASD could affect their feelings towards them. 

They reported that their children were often excluded from social activities 

because they behaved differently, which might contribute to the estrangement 

of family and friends. Mothers felt that their children have different behaviour 

from that of typically developing (such as being unable to play with other 

children, having some tantrums that kept other children away from them, or in 

many cases, being dependent on their mothers in their self-care). All these 

behaviours led to exclusion from social activities, which in turn caused 

emotional responses to mothers’ responses. When explaining these responses 

in the light of the social model (see literature review section 3.2) the lack of 

structural and government support may result in mothers internalizing this lack 

of support and attributing their experience of stress. Parents may view their 

child as ‘different’ from other children, but the outside society’s devaluation of 

their children may affect the family management effort (Rogers, 2007; Fisher & 

Goodley, 2007). 

 

Herrema et al. (2017) investigated 120 family members of adults with ASD in 

the UK about their concerns about their relatives.  This study found that the lack 
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of services available for children with ASD could create concerns for family 

members who felt that they might not be able to meet basic needs and 

requirements, and that they might need to strive for ASD specific and tailored 

services essential for their relatives (Herrema et al., 2017). Similar findings 

were also reported by mothers in the current study, as lack of services for their 

children with ASD led them to feel angry as their children’s basic needs were 

not met.  

 

The Omani mothers in my study also reported that their children’s development 

had an effect on the way they acted towards their children and influenced their 

decisions about their education. Mothers’ observations about their children’s 

development filtered the way they perceived their children’s needs and in turn 

directed them to think deeply about decisions, for example, which placement 

would be suitable for their child’s needs. Development such as in social skills 

and mothers’ positive/negative feelings would affect their decision about the 

placement. In this way, then, the children’s development contributed to the 

mothers’ responses to decisions about placement for their children.  

 

Hopes and concerns for the future 
 
Mothers in the current study in general were fearful, anxious and worried about 

the apparently unknown future for their children. This is consistent with a study 

conducted by Easter Seals in the United States (2010) which also found that 

the majority of parents of children with different disabilities, including ASD, were 

concerned about their children’s future. Most of the parents who were surveyed 

in this study of 1,714 parents of children with ASD and different other disabilities 

in the United States, reported that their main concerns were to do with what 

would happen to their children with ASD when they, their mothers, were no 

longer around. This fear may stem from the mothers’ concerns about the 

support available from social services, from extended family members and from 

the wider community and their lack of confidence in these. (Services will be 

discussed in section 6.4 and support in section 6.5). Finke et al. (2019) in their 

study of parental hopes for their children with ASD found that 77.4% of parents 

of children with ASD in the United States hoped for their children’s 
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independence, happiness, skills improvement, and social relationship 

improvement in the future. Mothers in the current study voiced similar worries 

and hopes about their children’s future. They were fearful about this and hoped 

that their children would be happy and independent, at least in terms of daily 

life skills. Their concerns varied in specifics, from having ‘real friendships’ to 

having the ability to live and work independently. Such findings are consistent 

with those of the study conducted by Easter Seals (2010), where parents’ 

concerns were mainly related to the child with ASD not having enough financial 

support once the parents die and the child not being able to find employment. 

In the current study, mothers also reported their fears that their children would 

be dependent on them or their siblings and would not be able to be employed 

because of their being unable to work. 

Mothers in the current study’s feelings and perceptions about their children’s 

future were affected by their children’s characteristics, varying from being high-

functioning to non-verbal, and their children’s educational placement and 

educational prospects. The mothers of children with ASD who went to 

mainstream schools and who were verbal reported higher expectations for their 

children’s future than other mothers. These findings are in line with research 

conducted by Arellano et al. (2019), who surveyed 142 mothers of children with 

ASD in the UK and reported a correlation between the level of the children’s 

education and the level of the mothers’ expectations for the future. It seems 

that academic achievement is seen to be an essential contribution to the future 

of a child with ASD, in the eyes of mothers. In the current study, mothers whose 

children with ASD attended mainstream schools or were achieving 

academically, hoped for their children to gain a degree in a specific field. On 

the other hand, mothers of children with ASD who were going to special centres 

hoped that their children would be independent in their main daily life skills, 

such as getting dressed, going to the toilet and eating. These latter mothers 

seemed to have concerns about their children’s future because they were 

perceived as perhaps needing long-term care and being dependent on their 

parents and siblings far into the future. Mothers in this study were also worried 

about their children’s vulnerability and the possibility of their being harmed by 

others. However, some mothers took the position that they could not make 
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accurate predictions about their children’s future, so they needed to remain 

open-minded in order to be prepared for the unpredictability of the road ahead. 

In addition, mothers in this study expressed hope for the development of the 

services for children with ASD and their families in Oman. They hoped that the 

current issues to do with support services for children with ASD (discussed in 

section 6.5) would be resolved and that the services would be developed further 

to meet needs properly.   

 

Influences on mothers’ emotions 
 
Mothers’ emotions have been discussed in relation to different stages: the 

diagnosis process, as the child develops, and in terms of their future. Some 

influences on these emotions have been mentioned in this discussion, for 

example, the lack of information, the child’s characteristics, social exclusion 

and the child’s educational placement. In this section, two further influences are 

identified and discussed: the Omani community attitude towards children with 

ASD and the availability of support.  

It seems that the Omani community’s attitude towards children with ASD is 

generated by a lack of public awareness about the condition, the nature of ASD 

as a hidden disability and the marginalization of children with ASD by many 

public authorities. These aspects seemed to directly affect the mothers in this 

study. Mothers frequently reported encountering negative attitudes and social 

stigma from extended family members and the wider community. Research in 

this area has identified the effects of social stigma on parents and families of 

children with ASD (for example, Gobrial, 2018; Kinnear et al., 2016) as being a 

sense of an increased burden of responsibility and increased anxiety and 

sadness about the affected child’s condition. Parents in these studies reported 

that the difficulty of dealing with social stigma, such as the isolation and 

exclusion, played a strong role in making the lives of parents raising a child with 

ASD challenging. This study connects with the findings of Brett (2002), who 

suggested that when the wider public views a person with ASD, all that they 

see is a disabled person who has failed to fit into their community and therefore 

does not belong in a normal social setting because they cannot adapt to such 
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an environment. Accordingly, the community focuses on what children are not 

able to do because of their disability. On this basis, caring for a child with ASD 

puts a burden on the family that is caused by the community. This finding is 

echoed by Dowling and Dolan’s (2001, p.22) statement that ‘‘the child does not 

handicap the family – society does”. This is may be attributed to the different 

models of disability which was explained in the literature review (see section 

3.2) in which the society disable the children and their families (Ryan & 

Runsiwck-Cole 2008; Rogers, 2007). 

 

Furthermore, shaming and criticism from other people often played a role in 

posing challenges to the mothers of children with ASD in the current study. 

Some mothers and some of their extended families in this study perceived ASD 

as the work of ‘evil spirits’, which made the mothers hide the condition from the 

community or their extended family. In turn, this made many of the mothers feel 

isolated. This is consistent with the findings of previous research by Wong et 

al. (2016), who studied the negative outcomes among parents of children with 

ASD in Hong Kong and the things which affected their well-being. This study 

was not specifically about evil spirits, but more about the challenges parents of 

children with ASD face. 

For mothers in the current study, they perceived there to be a lack of support 

in terms of information and of medical, psychological and educational services 

for their children with ASD. Support, in terms of family support or lack of it, also 

seemed to influence their emotions, which will be discussed in detail below 

(section 6.5). The work of Gabel (2018) highlighted that mothers who are often 

subjects of scrutiny by the public. The society disables people by employing 

measures for accessing public spaces. “The social interpretation of disability, 

often referred to as the social model of disability focuses on the social, 

economic, and political barriers that disable individuals with devalued embodied 

differences (for example, impairments, medical conditions) and prevent them 

from full inclusion in all aspects of society” (Gabel, 2018 p. 553-554).  

 

Mothers in this study reported little in the way of the positives of raising a child 
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with ASD. Other researchers have examined the benefits of the existence of a 

child with ASD in a family and found that there could be a greater sense of 

family cohesion resulting from caring for the affected child (Smith et al., 2015; 

Ekas et al., 2016). However, the only positive feelings that were reported by 

any mothers in this study were related to the levels of support that they 

received. This positive feeling was also one of Al Bloushi’s (2019) findings 

about improving social support networks. In her thesis, some mothers indicated 

that caring for a child with a Cerebral Palsy had a positive impact in terms of 

building new social support networks that included mothers caring for disabled 

children and different service providers. For example, they reflected on the 

positive impact which led her to become more extroverted as they developed 

social support group for disabled children to share their experiences. As such, 

it may be concluded that the availability and accessibility of support may 

influence the feelings of mothers about their children’s condition.  

In conclusion, mothers of children with ASD in Oman in this study passed 

through a series of feelings upon the diagnosis of their children with ASD, 

including feelings of shock, denial and sadness, as well as emotions beyond 

the diagnosis stage. The individual child’s characteristics, family and 

community support and the availability of services in Oman seemed to affect 

the intensity of the mothers’ responses to their child’s condition. Different 

stressors affected the lives of Omani mothers of children with ASD, such as 

fears and concerns for the future, constant concern and social stigma from their 

extended family and community. These difficulties and stresses varied from 

mother to mother according to the severity of the child’s condition, and because 

different mothers had different levels of support and services available to them. 

 

6.2.2 Roles and responsibilities of mothers 
 
In this section, I explore the finding from the current study that some mothers 

had developed a number of specific roles and responsibilities in order to support 

their children’s skills and education. There were six roles:  1) researcher (to find 

out about the condition); 2) investigator (seeking diagnosis); 3) fighter for 
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resources (developing a personalized plan for their children); 4) primary 

caregiver; 5) decision maker (attempting to access social and educational 

services); and 6) negotiator (being involved in their child’s educational plan and 

accepting their child with ASD). It can be noted that mothers largely operate 

within a medicalised model of disability (see literature review section 3.2) as 

their interactions are mainly with medical, which will be explored in more details 

in the coming sections.  

  

Mothers as researchers  
 
The concept of ASD for many of the mothers in the current study was new and 

unfamiliar, so they attempted to understand their child’s condition. They 

reported that they had to explore the meaning of ASD in different places, such 

as books, the internet or workshops. This is consistent with the findings of 

Mackintosh, Myers and Goin-Kochel (2005) who carried out a study in six 

countries: the USA, Canada, Australia, New Zealand, England and Ireland. 498 

parents completed their web-based questionnaires about the sources they 

used for information about ASD and reported that they attended workshops, 

conferences and ASD support groups, even though these cost money for 

registration and sometimes for hotels and travel. Mothers in my study also used 

a range of strategies to seek information about relevant therapies. The mothers 

reported that they were not given guidance from any professionals about how 

to proceed with therapy options, resulting in their attempting to educate 

themselves, for example, through searching the Internet. Carlsson, et al. (2016) 

conducted a study in Sweden, interviewing parents of children with ASD about 

their early experiences. These parents, unlike those in my study, reported 

receiving information from authorities. However, they said that they received a 

lot of information all at once that they could not formulate, because they were 

overwhelmed by the sudden overload. In my study, some mothers also reported 

that they became overwhelmed by the huge amount of information that they 

located in their search for suitable therapies and thus in their decision-making 

processes for how to proceed with supporting their child.   
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Mothers as investigators  
 
One of the experiences of mothers was their role in seeking a diagnosis for their 

children with ASD that would convince them of their child’s condition. This could 

be the result of the birth of a child that did not meet their expectations. In 

Rogers’ study (2011), if the normative expectation of celebrating the child’s birth 

was not met, mothers or parents in general were obliged to change their daily 

life and routines. Mothers in the current study also reported that they had to 

seek another opinion that would lead them to be convinced that their children 

needed more support than a typically developing child would need. For many 

mothers in the current study this understanding was a turning point in their lives, 

as they wanted to help their children as much as possible. Many mothers, even 

from middle income families, went abroad for a second opinion or for ‘treatment’ 

(as they reported). They said that the reason for seeking a diagnosis abroad 

was related to the limited services available in Oman (see section 6.2.1 about 

availability) and to the lack of trust in professionals in Oman, because, 

according to these mothers, professionals failed to provide a diagnosis and 

information regarding their children’s condition. According to these mothers, 

professionals in countries abroad were more specialised in topics relevant to 

their children with ASD, while in Oman ASD is a recent topic that has not yet 

been experienced by professionals.  

 

Mothers as fighters  
 
Some mothers of children with ASD experienced excessive restrictions on 

personal freedom and time due to the over-dependence of their children, and 

they had very low self-esteem, as they believed that they did not fulfill their 

maternal role well enough (Boshoff et al., 2016). For this reason, some noted 

that they needed to develop a personalised learning plan for their children with 

ASD that focused on the child’s specific needs, in order to reduce this over-

independence. Rogers (2007) also stated what is called “care work”, (p. 156) 

which included the day-to-day activities and that their caring role might go 

beyond ordinary parenting activities. 
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As part of the plan, mothers in this study felt that sharing caregiving 

responsibility between mothers and fathers and other family members was 

considered essential in order to reduce their stress. Nahal et. al’s study (2017) 

in Palestine found that childcare was regarded as a shared responsibility. They 

reported that mothers and fathers both contribute to supporting the family unit 

and part of their responsibility is to care for their children, especially those with 

special needs. Mothers’ role was to invite fathers to share responsibilities in 

taking care of their children with ASD.  

 

The mothers in this study expressed hopes in their stories for development and 

progress in their children’s condition. Regarding the experience of finding 

educational placements, mothers reported that they felt a need to make their 

expectations for their child more realistic and suitable for the child’s condition, 

so that they could succeed. For example, in order to achieve good results in 

terms of life skills, mothers wanted to set up a plan that was realistic given the 

child’s characteristics. Mothers also tried to gather information about each 

stage of the condition in order to make informed decisions regarding a 

placement that would help maximise the child’s potential. 

 

Mothers as primary caregivers 
 
Though sharing responsibilities has been considered important by many Omani 

mothers in this study, they reported themselves to be the primary caregivers for 

their children in general and for children with ASD in particular. This is because 

of the responsibilities that a mother is expected to take on according to the 

Omani societal perspective. A mother who is taking care of her children 

believes in their children’s potential and that one day they will achieve success 

in life or be independent. This belief seemed to support mothers in the process 

of accepting their children’s ASD.  and, according to some, helped them 

achieve ‘acceptance and satisfaction’ (Athari, I), which in turn helped them to 

develop the patience needed to support their children. This is in line with Nahal 

et al.’s study (2017), which found that Palestinian mothers perceived caring for 

a sick or disabled child to be a natural extension of their mothering role. This 

sense of responsibility seemed to influence the mothers’ decisions and choices 
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for their children with ASD, compelling them to do their best in terms of their 

children’s care and education.  

 

In addition, mothers of children with ASD, in the current study, are more heavily 

involved than fathers in doing things to meet the needs of their children, such 

as choosing interventions, and educational plans that they think might meet the 

children’s needs; the fathers are more typically responsible for providing a 

source of income. This notion fits the Omani case well, as Omani mothers tend 

to be the primary caregivers for their children, especially for children with ASD. 

There is a belief in the Omani community that raising a healthy, well-educated 

child is more the responsibility of the mother than the father in a family. In 

addition, when encountering the public, explanations about the child’s condition 

and the causes of the disability were more frequently associated with the 

mothers in this study than the fathers.  

 

Mothers as decision makers 
 
Because of the nature of ASD, mothers in the current study reported that they 

had to decide for their children what educational opportunities they should 

have. In the current study, the mothers’ placement seeking process began with 

seeking information about the availability of services (see section 6.4.1) to 

inform their choices and actions related to their children’s education. They 

reported that the placements had to meet their children’s needs. In order for the 

process to be effective, the professionals in school or a centre in this study did 

not share their views about the children’s needs with mothers, which, in turn, 

had an impact on the placement decisions. Delmolino and Harris (2012), in their 

study in United States, found that professionals could assist parents in their 

decisions for their children, and this assistance was found to be supportive, 

which is different than what has been found in the current study. The current 

study reported that mothers found that discussion with professionals about their 

children’s potential, as well as the expectations regarding the focus of 

education, eased the ability to reach a decision about education that satisfied 

mothers. Many believed that it was up to them to negotiate their children’s 

placement and try to enroll them in the best educational setting possible to meet 
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the child’s needs, because they believed that they, as mothers, knew better 

than professionals. Mothers in the current study also reported that they did not 

finish this negotiation process at the stage of enrollment, saying that they 

needed to follow up on professionals’ work through continuous communication 

with them. They stated that they needed to actively engage in their children’s 

education, explore possibilities and attend meetings with other professionals 

and institutions. Hoover-Dempsey et al. (2005) conducted a study which 

showed that the extent to which mothers became involved was limited only by 

the amount of time and energy that they were able to dedicate. Similarly, the 

current study found that mothers reported dedicating time to visiting schools, 

listening to professionals and investigating their choices before making 

decisions.  

 

In the current study, mothers attempted to ensure that their children had access 

to social and educational services. They reported that their responsibilities 

included choosing schools and generally managing the educational placement 

process. Mothers also reported that their responsibilities included attending 

rehabilitation and medical appointments, providing home therapy, exploring 

religious and herbal treatments, seeking information, navigating organizations 

that provide services for children, praying for a miracle to help their children, 

and promoting their children’s social participation. The notion of responsibility 

and constantly striving to meet their children’s needs has also been reported in 

a previous study (McDonald, 2010). McDonald’s (2010) in-depth case studies 

investigated six families in Australia, looking at how they dealt with the 

education of a child with ASD over time. Parents in this study strove to find 

services for their children with ASD. The mothers had the major responsibility 

for the education of their child with ASD, while the fathers supported the family 

financially (McDonald, 2010). The study also found that the majority of 

educational decisions were taken by the mothers who dealt with the situation 

on an ongoing basis (McDonald, 2010). Consistent with the parents in 

McDonald’s study (2010), mothers in the current study were keen to approach 

a wide range of services for their children with ASD and described a need for a 

high level of commitment on their own part in finding the right support for their 

children’s development. They also stated that there was a need to make them 
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as ‘normal’ as possible, despite the possible social, financial and educational 

challenges of doing so, this sense of responsibility represented a notion of 

‘power’ for mothers, as they perceived themselves to be the first caregivers (as 

mentioned in the previous section) for their children’s needs, be they emotional, 

practical or financial.  

 

Mothers in the current study reported a persistent lack of academic progress or 

understanding of the academic and social needs of their children and the nature 

of their disability. They also reported using their own strategies to improvise 

their own educational programmes based on their past experience, their 

confidence in certain strategies, the age of the child and the financial situation. 

This was found to be in line with the findings of Samadi and McConkey (2018), 

in their study of 112 parents of children with ASD in Iran. They found that some 

mothers experienced a constant lack of educational adaptation in mainstream 

school environments and decided to place their children in a special school, 

thinking that this would support their children with ASD better. Similarly, 

mothers in the current study reported that lack of educational understanding, 

and the fact that adaption to meet their children’s needs had to influence the 

decision-making process for their education. 

 

Mothers as negotiators  
 
Mothers in this study reported that their involvement in their children’s 

education, in ways such as finding a placement, included stressful feelings 

regarding institutions. Consequently, they talked about a need to fight as much 

as they could to make the system (whether a special centre or mainstream 

school) work for their child in order to meet their needs. In order to do this, these 

mothers reported a compulsion to learn as much as they could about all aspects 

of their children’s condition and learn strategies to obtain better outcomes, as 

well as to educate others, such as immediate and extended family members, 

about valuing their children with ASD. As was mentioned in the literature review, 

children with disabilities have typically been educated in full-time special 

education settings in Oman where it is considered that their needs can be met. 

However, there has been a movement towards parents wanting their children 
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with disabilities to be included in mainstream education (Starr et al., 2006). The 

current study revealed the role of mothers in the placement process to be 

mainly determined by their beliefs and concerns about their child’s abilities 

(stemmed from the medical model as the problem lies within the child). These 

have been found to guide mothers’ actions and choices throughout the 

placement process. For example, some mothers focused more on their child's 

condition and the severity of ASD, while for other mothers their children’s 

condition was not a constraint stopping them from choosing mainstream 

education. 

 

6.3 Influences on educational choices and decisions 
 
Finding an educational placement for a child with ASD was seen by mothers in 

this current study to be a difficult process because of various influences, 

including the difficulty of reconciling the hoped-for placement and the actually 

attainable one (Rogers, 2007; Rizvi, 2018). This section expands the 

discussion of this topic, adding to the influences affecting the placement finding 

process and examining the interactions between these influences. In this study 

I sought to understand the influences that might affect the parents’ decisions 

for their children with ASD, as the act of choosing has been found to be a 

challenging and complex activity for mothers, because the choice of 

educational setting needs to suit the child with ASD. Mothers described some 

influences affecting the process of finding educational placements, their 

decisions or choices for a place for their children with ASD, and these are 

summarised in figure (6.1). The branches of the diagram scaffold the discussion 

which follows. 
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Figure 6.1. Influences on decision making  
 
 

6.3.1 Family 
 
The first influence on choices and decisions is related to family circumstances, 

such as the source of income. Many mothers reported that their decisions and 

choices were affected by whether they were able to fund their children’s 

education or not. They had to consider their financial ability to pay the fees of 

centres or schools. 

 

Sung et al. (2017) noted that parents are increasingly aware that raising their 

children with ASD is expensive and more difficult than raising typical developing 

children. Some mothers believe the financial influences affected their 

decision-making process, because they think that successfully educating their 

children with ASD will ultimately reduce the pressure on their families for the 

rest of their lives. After early intervention, parents often desperately hunt for 

mainstream schools that will provide the appropriate educational experiences 

and enough dedication to their children (Strain, 2017). Mothers in this current 
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study generally preferred mainstream schools over special centres, as 

mentioned earlier; however, they were reluctant to allow their children with ASD 

to go to mainstream schools, their concern being that they might not be 

accepted. They were afraid that their children in such an environment might be 

subjected to constant negative treatment or bullying. During enrolment, 

mothers found that their children were often perceived as a burden by the 

school that would put more pressure on staff and other students. This would 

lead mothers to think of either private mainstream schools or centres in order 

to find a place that meet their children’s needs and in Oman these are very 

expensive.   

 

Another influence on choices is the extent of the mothers’ involvement in the 

plans for their children in their child’s current school or a centre. Mothers’ 

perceptions of the effects of the educational placement on the child’s academic 

and social development were a further factor. Some mothers reported that the 

benefit they were seeking from education was more to speed up their children’s 

social development, while for other mothers their academic education was a 

greater concern. Their perception about the benefits their children may gain, 

influenced mothers’ choices and decisions. They reported that the special 

centre settings were limiting their children’s academic development. This was 

also reported by Swick and Hooks (2005) in their study about parents, although 

mothers also expressed concerns about their child’s emotional well-being and 

fear of social rejection. 

 

6.3.2 Child  
 

The education of children with ASD could be approached by considering first 

the child’s characteristics, especially they generally have serious issues 

interacting with the outside world. The characteristics, age and behaviour of 

such children are another influence that my study found impacted mothers’ 

decisions. A child with ASD may struggle with making connections with family 

and society because of their impairment and they tend not to be able to connect 

in the same way as children with other disabilities (Bradshaw et al., 2018). The 
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mental development of a child with ASD is not just delayed or impaired; it is 

distorted, since the mental functions of such a child develop not as a 

consequence of social interaction and solving real-life problems, but to a large 

extent from neuro-stimulation. This is a mean of restricting rather than 

developing interaction with the environment and other people (Bradshaw et al., 

2018). Mothers in this study described difficulty in enrolling their children with 

ASD in mainstream settings because of their inability to cope in such settings. 

In addition, these mothers believed that their children were often viewed at 

school as pupils who need additional resources, so taking on children with ASD 

without the support and resources required was something that schools were 

not keen to do. Mothers found that some schools immediately rejected children 

with ASD or would need a specific diagnosis and external financial support 

before accepting the child. When mothers in this study finally got a place for 

their children with ASD in mainstream schools, these schools did not meet their 

children’s needs. They reported that in mainstream schools, whether public or 

private, there were many different views on inclusion that affected the type and 

intensity of support that their children would receive. Some mothers often had 

to negotiate and argue about acceptable strategies of education that would 

meet the needs of their children with disabilities (Rogers, 2007). Many children 

who were included in mainstream schools often experience practical, 

intellectuation and emotional exclusion. Depending on the success of the 

inclusive culture and practice of the school, the participation of mothers in the 

school or centre’s practice was found to be effective in meeting the needs of 

their children. According to Rodgers et al. (2008), parents’ involvement in their 

children’s education is encouraged to support inclusive education (or 

mainstream setting) for children with SEN. 

 

 Children with ASD are diverse, according to Wall (2010), therefore the 

educational setting is likely to vary from one child to another, and for each child 

will vary from one point of time to another. Mothers found that the effectiveness 

of the educational setting for their children with ASD needed to be recognized 

and planned, as well as there being a need for a continuous discussion and 

involvement between parents and professionals. The mothers’ act of choosing 

whether or not the child might be placed in mainstream schools or special 
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centres also depended on the child’s characteristics. Some mothers wanted 

their children to be educated in a natural environment, just as their other 

typically developing children were educated. When parents consider their 

choice for their child’s education, they consider their desire for their child to live 

as normal life as possible and believe that special education settings might limit 

their child’s academic and social development. This was similarly reported by 

Swick and Hooks (2005). However, there were other parents who expressed 

concerns and doubts about whether mainstream schools would contribute to 

their child’s development and whether their child would be able to cope in such 

a setting.  It was found that mothers were diverse in their approaches to the 

choices for their child, depending on their children’s characteristics and their 

ability to be independent or not. These findings are consistent with those of 

Flewitt and Nind’s research (2007), highlighting parent’s decisions to adopt and 

choose a setting that enables their child to participate in mainstream educations 

while still receiving specialised services. The child’s age also influences the 

mothers’ choices as services are more available for younger children, but there 

is more difficulty in finding services for older children. Mothers in the current 

study reported that age affected their decisions in finding places for their 

children as they grew up. 

 

Mothers indicated that they needed to accept their children as they are. Though 

feelings of stress were reported by many mothers in this study, they still had 

the belief that their children had unique characteristics that they needed to 

consider in order to promote their learning as much as possible. Mothers in this 

study indicated that they had to undertake specific actions in order to gain 

access to the educational environment that would support their children’s 

development and that would be tailored to their needs. Their actions were 

basically related to obtaining information about their child’s current abilities, 

gaining any available resources that might meet their child’s needs and 

accessing all services possible. However, this approach is considered to be 

one of ‘trial and error’ approach (Hoogsteen & Woodgate, 2010). This is the 

way that mothers in the current study negotiated the options that they felt would 

be suitable for their child and would satisfy them as mothers.  
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6.3.3 Services 
 
 
One of the influences that was reported by mothers was associated to their 

experiences with previous or current services, such as schools or centres. The 

work of Rizvi (2017) resembles similar findings from the current study. She 

investigated the understanding of five immigrant Pakistani mothers of their 

children’s disability from an educational perspective, highlighting their maternal 

role to support the development of their children’s condition. The findings of 

Rizvi’s research highlight the understanding of disability and the schooling 

experience which reflects the different social constructs of mothers at different 

times. During early years, mothers understood disability in pathological terms 

influenced by professional medical interaction, as children grow older, 

educational practitioners were more involved. Similarly, this is happened to 

Omani mothers’ when experiencing schools’ decisions, and this is not limited 

to Omani mother nor to South Asian mothers (Rizvi, 2017).  

 The findings of this study showed that mothers were unable to fully control their 

placement decisions and that there was a conflict between their own 

preferences and those of the education system. Many of the mothers would be 

keen for mainstream systems to take their children; however, such systems 

would not accept them, as they would be considered unable to cope in 

mainstream schools with typically growing children. The mothers’ emotions and 

tensions would be increased because of the uncertainty of their hoped-for 

placements being achievable. The work of Rizvi (2018) also suggested that 

mothers accepted placement decisions from ‘expert opinion’ and hoped for 

more inclusive settings as this would secure better provision for their children 

in the future. 

 

Some mothers in the current study described situations of encountering 

difficulty in mainstream education settings. This finding was also reported by 

Harrison et al. (2016), who found that this happens when a child goes through 

traumatic events, such as the child refusing to go to school or being excluded 

or suspended. Mothers reported that if staff, the headteacher in particular, do 

not have a firm commitment to implementing the methods that would meet the 
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child’s needs, to allocating the required resources and undertaking the 

necessary special evidence-based training to learn about ASD, a child with 

ASD in a mainstream environment quickly deteriorates and is blamed for any 

problems that arise. Van Herwegen et al. (2018) stated that most parents 

believed that a lack of appropriate practices in school-based education over 

time has directly led to problems for children with ASD. Some mothers in the 

current study reported that they could not find a mainstream school that could 

provide adequate education for children with ASD, which in turn led them to 

consider special education, even though they felt that their children deserved 

to be in a mainstream setting.  

 

Mothers in this study found that complementing the education of their children 

with ASD themselves was another responsibility that they could undertake to 

maximize the educational progress of their children, though it contributed more 

difficulty to the mothers’ lives. This echoed the findings of Petrina et al. (2016). 

If parents worked determinedly in finding an educational environment in a 

suitable school or centre, the children were often reported to be making 

progress in their development. In the present study, some mothers reported 

completely withdrawing their children from mainstream schools to find special 

schools or centres for them in order to protect the mental health and wellbeing 

of their children. Some mothers preferred to homeschool their children with 

ASD. Mothers also found that support from social services for their children’s 

education could significantly increase the level of education that their child 

could access and play a role in reducing the burden on the mother and the 

whole family. 

 

Mothers in the current study highlighted the importance of the social factor in 

the placement process. They felt as though they were fighting for their child’s 

rights, expressing concerns and hoping for better support from professionals 

and relying on social support in the placement process. Mothers should be 

acknowledged as key decision-makers in the process of finding educational 

placements for their children, and the choice of educational provision strongly 

influences the mother’s wellbeing as well as the child’s. The current study has 

themes in common with the findings of other studies mentioned above and has 
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shed light on the issue of mothers finding educational placements for children 

with ASD in Oman. 

 

6.4 Services (availability, quality and access) 
 
In this section, though the focus of the current study is on education, points in 

relation to healthcare and social services will be mentioned as well as 

educational services. In this study, mothers’ decision-making was influenced 

by the availability, the quality and the access to services (see 6.3 above).  
It found that mothers accessing services for their children with ASD was a 

complex process (see Chapter 5, section 5.5.6). There were a number of 

issues. The main issue was to do with accessing information regarding the 

available services for children with ASD. Mothers also expressed 

dissatisfaction with the limited scope of the services and support available, 

including the absence of any support or services for the mothers themselves. 

In addition, some mothers were not able to access services and support from 

public authorities. Some also expressed dissatisfaction with the way that they 

were treated by public and private agencies when applying for schools. Others 

were dissatisfied with the quality of provision, for example, the competence of 

specialists and practitioners, in public or private institutions (schools/centres). 

Regarding education, mothers expressed disappointment, and sometimes 

stress, about a number of aspects. They were disappointed about how the 

placement for children with ASD was decided. Mothers had to explore 

alternatives and evaluate educational placements for their children with ASD 

on their own. There were no professionals to support them in this search and 

decision. They often started out with one preference, for example for a 

mainstream school either private or public, but then later realized that what they 

considered would be suitable at the beginning of their search was not 

necessarily realistic. Some mothers in the current study described a situation 

of feeling left without the ability to make decisions by themselves as they were 

not familiar with the condition of ASD and the available services, which resulted 

in negative feelings such as disappointment and regret. Mothers reported 
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disappointment in the limited availability of placement options within the Omani 

community, and in the quality of provision in institutions.  

 
Each of the aspects of availability, quality and access will be discussed in turn 
below. 
 

6.4.1 Availability 
 

As it was mentioned in chapter 2 section 2.5 there were some services available 

for children with different disabilities in Oman. Al Bloushi (2019) provided a brief 

summary of the services provided in Oman for children with different disabilities 

such as issuing a card to each individual with disabilities, whether adults or 

children and maintaining a registry. The card works as an authorisation for them 

to obtain facilities at different governmental and non-governmental agencies. In 

addition, the ministry supervises 23 rehabilitation centres and nine centres that 

belong to the Omani Association of Handicapped. The ministry also supervises 

other non-governmental associations and centres that provide educational and 

rehabilitation services to disabled persons (MOSD, 2018). The community-

based rehabilitation centres and the Omani Association of Handicapped 

Children centres are day care centres that provide rehabilitation services, social 

and psychological services and health care services (MOSD, 2018).  

 

However, mothers in this study reported that the services and the places that 

would accept their children were limited, so there was little available for them 

to consider in order to make their decisions (see Chapter 5, section 5.5.6). 

Availability, however, was not just about the existence of educational 

placements; it was also about the availability of these placements to children 

with ASD. There were few private centres and very limited places in public 

centres that would include children with different disabilities, and which might 

accept children with ASD under very limited conditions, such as the children 

being able to care for themself. The fulfillment of the desire of many mothers to 

place their children in mainstream schools also seemed to depend on the 

school’s acceptance of the child. In many cases in the current study, mothers 

reported that children were rejected without the school attempting to assess the 

child’s potential. Some mothers reported that they had to stop mentioning their 
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child’s condition to the schools. Their previous belief about reporting the child’s 

condition to the school had been in order for the school to consider the child’s 

condition and to support them accordingly. However, they found that this simply 

led to the child being rejected from the school instead. Thus, whilst, to some 

extent, a range of educational placements existed, they were not ‘available’ to 

children with ASD.  

 

Many mothers in the current study claimed that their children with ASD had not 

received services before the age of four. They also reported that no services 

had been organized specifically to support mothers. This may suggest that the 

significant benefits of early intervention services for children with ASD and their 

mothers have not been yet realised by the stakeholders and decision-makers 

in Oman, and that these may need to be considered when planning 

interventions and developing programmes for children with ASD. Even when 

placements were available, because of the lack of information received from 

authorities, mothers found it difficult to consider the appropriateness of a certain 

setting even if it was the only one available in their region for their children with 

ASD.  Al Bloushi (2019) reported that parents expressed dissatisfaction about 

the services provided for the children with disabilities, dissatisfaction with the 

way of communicating the diagnosis of their child’s impairment; inadequate 

information provision regarding the child’s impairment; lack of information on 

the child's care management and the services available to help with daily living 

and the child’s future development. These challenges were also reported by 

mothers in the current study.  

 

Mothers found information, for example about placement possibilities, and 

other types of support, for example emotional support, to be unavailable from 

formal support structures, such as local authorities and professionals, and thus 

reported a need to access social resources, such as family and community, to 

provide such information and support (Rizvi, 2017). The use of social support 

was found to be a strategy used by 16 mothers in studies such as that by Lutz 

et al. (2012) in the United States. In Oman, because of the absence of formal 

support, mothers seemed to depend on informal support. This will be discussed 

further in (6.5) below. 



 238 

 

According to the mothers in the current study, although the Omani government 

has disability legislation and provisions for children with disabilities (see 

Chapter 1), there is still a significant shortage in the services provided for 

children with ASD and their families: there were few choices or opportunities 

regarding services and support available for the majority of mothers in this 

study. 

 

6.4.2 Quality 
 
This study presents mothers’ perceptions of the services and of how well they 

would meet their children’s needs. The current study found that mothers were 

dissatisfied with the healthcare services, social services and educational 

services they received from local authorities. This might stem from the 

professionals in Oman having a lack of awareness of ASD, as was reported by 

Al-Farsi et al. (2016) who explored the awareness of ASD among health 

workers in Oman.  

 

Zuna et al. (2016) conducted a descriptive statistics study in the United States 

to examine parental perceptions and the satisfaction of families with the 

available services for children with ASD and other disabilities. The results 

showed that the parents participating in the study were generally satisfied with 

the services received. Service costs, parent-professional partnerships and the 

general quality of service, however, were considered insufficient for the parents’ 

needs. Parents also stressed the need for early intervention, family counselling 

and public information services. According to the mothers in the current study, 

the services for children with ASD in Oman, do not meet the requirements 

needed for  their  children  Mothers in the current study also reported that 

teachers or specialists lacked the competence to deal with their child with ASD 

and stated that the quality of service was a factor in deciding on a school/centre. 

Parsons et al. (2009), in their study about parents’ satisfaction with educational 

provisions for children with SEN or disabilities, concluded that parents of 

children with ASD in the UK expressed dissatisfaction with the information 
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provided for them when they came to choosing a school. Their findings 

suggested that such parents require extensive information in order to be 

assured of the adequacy of the available placements (Parsons et al., 2009). 

Similarly, when mothers in this present study found the information, they 

considered necessary for making their decision, it reduced their anxiety and 

frustration. 

 

The mothers in the current study also reported that they encountered 

unqualified institutions that were not able to meet children’s needs.  They also 

said that they were disappointed with the ability of staff, teachers and other 

professionals in the educational system in Oman as they seemed, to lack 

training and knowledge about ASD. In addition, both healthcare and 

educational professionals in Oman, mothers stated, were not able to provide 

adequate resources to support and enhance their children’s development. Such 

findings have also been reported in other studies in the Middle East, such as 

that of Gobrial (2018) who conducted a study with 14 mothers of children with 

ASD in Egypt. This study found that the “inadequate provision of adequate 

education, health care and other resources constituted the main issue in 

relation to ASD in Egypt” (Gobrial, 2018: p.7). Building an effective and urge 

the parents to seek assistance and raise public awareness of disability become 

essential (Rogers, 2011). This can be done through reinforcing trust between 

parents and professionals and institutions through regular meetings. 

 

With regards to quality, some mothers in the current study said that some 

particular aspects needed to be considered in choosing an educational 

environment; these were understanding, awareness and ability of teachers or 

specialists in ASD and the emotional, social and academic wellbeing of the 

children with ASD. Bolourian et al. (2019) found that parents in their study also 

paid attention to the self-awareness shown by staff working with children with 

ASD, seeing what their skills were (if any). Parents in Bolourian et al.’s study 

argued that this kind of self-awareness was what qualified staff to be part of a 

team (a community of practitioners) to include students and meet the learning 

needs of children with ASD. Parents in Lord et al.’s study (2018) in the United 

States found that when teachers do not uphold the school’s acceptance of 
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children with ASD, the situation can deteriorate. Through their experiences, 

some mothers in the current study explained that mainstream school 

environments could be challenging for their children. As Lord et al. (2018) 

noted, a mainstream school experience was preferred by many parents for its 

combination of formal education with various activities to ensure that all 

children’s educational progress and emotional wellbeing are catered for. 

However, Lord et al. (2018) found that the quality and quantity of the activities 

that could benefit children with ASD were directly influenced by the teachers’ 

acceptance of these children, as well as by the individual characteristics of the 

children. In the best cases, they noted, schools work with families to integrate 

additional programmes into the educational programmes of children with ASD 

so that they could develop in an optimal way. Mothers in the current study 

believed that such services (either educational or other) often lacked quality, 

which in turn affected the mothers’ decisions about their children’s education. 

Some mothers chose to look for alternatives and other services for their 

children, such as taking them abroad or finding another school or centre (see 

Chapter 5, section 5.5.6)  

 

There were mothers in this study who preferred special centres, believing that 

they would meet their children’s needs better than a mainstream school would. 

They doubted that mainstream schools would suit their children’s needs and 

they felt that the schools did not have the ability, required equipment or physical 

setting to support the children. These mothers focused instead on choosing 

special centres that were more tailored to meeting the special needs of their 

children.  

 

Not all children could thrive in mainstream schools, as noted by some mothers 

in the current study who thought that their children might learn better in schools 

or centres for children with special needs. A study of cases of childhood 

paralysis in South Africa (Lee et al., 2016) reflected this notion, as children 

showed academic consistency and general improvement in their self-esteem in 

special centres. However, there is always a tendency on the part of the parents 

to choose a mainstream school for their children, regardless of their potential, 

because they want to offer them a ‘normal’ childhood and be generally 
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optimistic about their future. They consider special schools or centres to offer 

limited development for their children with ASD. This was also reported by 

Jenkinson (1998), who looked at the perceptions of about 198 parents in 

Australia of the choice of education for students with disabilities. The majority 

of these parents expressed satisfaction with the current school settings. 

However, it was reported (Jenkinson, 1998) that they moved their children from 

mainstream schools to special schools for secondary education in order to 

ensure that the curriculum focused on the child’s independence and life skills; 

this played an important role in parents’ decisions. Similar study about parent 

satisfaction with their child’s current school setting was undertaken by Parsons 

et al. (2009). 125 UK parents of children with and without ASD participated in 

an online survey about educational provision across mainstream and special 

schools (Parsons et al., 2009). The views of parents in both groups were 

positive about provision and improvements. According to Parsons et al. (2009), 

the majority of parents were mostly satisfied with their child’s current 

educational provision, although there were concerns about transitions between 

and beyond schools. Therefore, good quality of services seemed to be 

essential to increase satisfaction among parents of children with ASD. 

 

6.4.3 Access 
 
In addition to the availability and quality of services, access to healthcare, 

educational and social services was found to be an issue in the current study. 

Key barriers for mothers of children with ASD were access to services 

generally, access to information (about ASD and about placements), to 

mainstream schools, to professionals and to decision making about services. 

In addition, there were barriers to access (or influences on access) such as 

geographical (urban/rural), income/socioeconomic status, a different culture, a 

different language, a different background to the service providers, lack of 

information (relating to availability) and unclear policy regarding access to 

education. 

 

In the current study, mothers reported that they did not have equal access to 

services and were dissatisfied with this. Mothers who lived in the capital city 
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stated that they had access to more services, though they considered them 

insufficient, than mothers who lived outside the capital city. According to 

Profanter (2009), having a child with ASD, being financially challenged or 

residing in a rural area doubles the disadvantage and adds barriers to the 

accessing of support services.  Al-Farsi et al. (2012) investigated the views of 

careers of children with ASD in Oman about the available medical and 

rehabilitation services for them in the capital, Muscat. Al-Farsi et al. (2012) 

found that higher-income carers were more likely than those with low-incomes 

to have access to educational psychologists, occupational therapists, speech 

therapists and teachers for special needs. However, although they reported 

some benefits from these services, carers were generally dissatisfied with 

access to the overall services (Al-Farsi et al., 2012). The current study did not 

gather information regarding income. 

A study conducted by Boshoff et al. (2016) in Australia found that parents 

described barriers in their ability to advocate for their children, such as having 

a lower socioeconomic status, a different culture, a different language and a 

different background to the service providers. All these made it hard for parents 

of children with ASD to advocate for access to services for them. These 

barriers, however, were not evident in the current study. One reason for this 

could be that these barriers were not asked about in this study, but there were 

questions explicitly about barriers in general in Boshoff et al. (2016). 

 

Access to information about services was an issue for mothers in the current 

study. This relates to the aspect of availability, as mothers stated that there was 

a lack of information (as well as a lack of specialists and services). Mothers 

used a range of diverse strategies to obtain information. To find out about their 

child’s condition, as noted earlier (see section 5.5.2), mothers searched the 

internet, attended workshops and read books.  With regard to information about 

educational placements, they visited schools, attended school days, talked to 

professionals and turned to other mothers of children with ASD. Seeking 

information from other mothers to make informed decisions for their children’s 

placement was also reported in Ludlow et al. (2012). This study, in the East of 

England, found that parents provided each other with information, advice, ideas 
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and strategies to overcome challenges experienced in the placement-finding 

process. Ludlow et al. (2012) stressed that parents shared their experiences to 

provide support for each other that was both valuable and free of judgment.  

 

With regard to educational placement, once this was in place some mothers felt 

lack of access to information about how their child was doing.  This led them to 

follow up on the professionals’ work and try to communicate and be involved in 

their children’s education in order to feel confident with their choice of 

placement, or see whether a better placement was required. Furthermore, 

being comfortable and feeling secure within the current placement was a key 

factor for evaluating the placement decision.  

 

Mothers in this study in Oman experienced difficulties in accessing services. 

The literature documents that this is not unique to Oman and that many parents 

in other countries have reported similar difficulties in accessing services for 

their children with ASD. Gobrial (2018), for example found in a study in Egypt 

that mothers were unable to access services such as education and healthcare 

and that this in turn yielded issues for the mothers to deal with.  However, such 

difficulties in access were not found in Pearson and Meadan’s study (2018) in 

the United States. They interviewed 11 mothers and reported positive 

experiences in accessing services, finding instead that barriers to satisfaction 

were more related to factors such as limited teacher training and experience 

(Pearson & Meadan, 2018).  

 

With regard to accessing education, there is no clear policy statement in the 

Omani educational system suggesting that parents have the right to choose an 

educational placement for their children with SEN. There is no clear statement 

that education is compulsory for children with ASD, though the Omani law of 

SEN states that the government should provide educational services that suit 

the child’s potential (Oman, 63/2008). This might be considered as the main 

source of conflict between mothers and the system, as they could not find 

programmes in the educational system which seemed to suit the child’s 

potential or considered their children with ASD. This policy seems to be 
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responsible for the stress and frustration felt by mothers in relation to access to 

educational services.  

 

In conclusion, this section has discussed mothers’ experiences of the 

availability, quality and access to services for their children with ASD. The 

current study suggests that mothers of children with ASD in Oman still 

experience significant barriers and are dissatisfied with the services provided 

by both public and private institutions. Many mothers sought to access public 

services first but expressed dissatisfaction with the quality of the services 

provided. From the mothers’ point of view, there were difficulties in accessing 

what facilities were actually available, the process being hampered by a lack of 

accessible and relevant information.  

 

6.5 Levels and types of Support 
 
This section will discuss the levels and types of support that mothers of children 

with ASD in the current study reported that they had, or had not, received. There 

is an overlap between the levels and the types of support making it difficult to 

separate them.  

 

6.5.1 Levels of support 
 
Mothers received support from different people and organisations around them. 

Figure (6.2) portrays these in terms of levels of support. 
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Figure 6.2: Levels of support received by mothers 

As seen in figure (6.2), three levels of support were evident: immediate family 

(including husband/ father, siblings and housemaids); extended family 

(including grandparents, cousins, uncles and aunts); and community (including 

institutions and organisations, neighbours, friends, teachers/ professionals). 

The figure also shows the intensity of support mothers reported receiving. The 

darker areas indicate that more support was received. It is important to note 

that this was not the case for all mothers and the figure may not therefore be 

applicable to all of them. For example, there were some mothers who stated 

that fathers were not supporting them. Support also took place in different ways. 

Figure (6.2) also shows a distinction between informal and formal support which 

will be discussed in section (6.5.2).  

Generally, mothers perceived that they gained the most support from their 

immediate family in practical ways, such as taking turns in caring for the child 

with ASD, and in support for their decisions regarding the child. Mothers 

reported that they highly valued support from their immediate family members 
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such as husbands, their typically developing children and, in many cases, their 

housemaid. Many mothers described their husbands to be helpful and 

supportive, which in many cases made them feel happy and reduced their 

stress. Hadadian (1994) studied 15 families who had children with 

developmental delays in Kuwait. He found that mothers who received support 

from their husbands had better relationships with their children, and that 

support of family, friends and the surrounding community played a major role 

in reducing mothers’ stress level. Although this study was carried out 25 years 

ago, some mothers in my study reported similar support from their husbands 

but felt that their friends and community were less supportive and less 

accepting of their children. Al Bloushi (2019) in her study with mothers of 

children with Cerebral Palsy in Oman, reported that they had received societal 

support and that this was a positive impact on their lives as mothers of children 

with disabilities. 

Children who were provided support were usually older or grown up; their 

support took the form of physical support in taking care of the children with 

ASD. It is important to mention that there were mothers who mentioned limited 

support from their other children. Support of housemaids also tended to take 

the form of physical support. This level of immediate family support can be 

described as informal support, which will be discussed in detail in section 

(6.5.2). 

 
Most of the mothers in my study seemed not to find support from their extended 
families or society in general, both of which they reported as not helpful, or 

that their help was not given to the extent that they expected. They attributed 

this lack of support to a lack of awareness about the condition. Society in 

general was also thought to be unaware of the meaning of ASD and mothers 

found it difficult to explain their children’s condition. In line with some other 

studies (for example, Al-Farsi et al., 2016; Gobrial, 2018), findings from the 

current study suggest that, children with ASD appear to be accepted by their 

immediate family (such as parents and siblings), but are less accepted, or not 

accepted, by their extended family (such as grandparents, aunts, uncles or 

cousins) or the extended Omani community.  In the light of these findings, the 
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Omani government and relevant stakeholders may need to plan to involve 

members from the extended family in supporting children with ASD in order to 

increase their awareness of the condition.  

 

Mothers in my study said that their children were not accepted by their 

extended family in social gatherings such as those of family, or visiting friends 

or meeting in public places. In many cases, mothers stated that extended family 

members and community believed that they, the parents, were responsible for 

their children having the difficult behaviour of ASD. Ryan (2005) interviewed 23 

mothers of children with moderate to severe learning difficulties in England and 

found that they experienced this: the older their children became, the more they 

were excluded in public spaces.  This was also reported by some mothers in 

the current study. She also found that mothers experienced a shift in people’s 

response to children with ASD in in public places. This shift changed from 

tolerance and empathy to fear and avoidance of their children with disability 

(Ryan, 2005).  Similar experiences were reported in the current. However, Al 

Bloushi (2019) in her literature synthesis explored the informal support that 

mothers received from their families. According to her, the studies suggested 

that extended family members were the most common providers of support.  

Some individuals with ASD depend solely on their families for support and might 

eventually face a time when their mothers will be no longer available. Thus, 

mothers felt that they needed support in taking care of their children with ASD. 

The findings add to the existing research that documents the importance of 

support for families of children with ASD in their coping with the stress related 

to caring for such children. Halstead et al. (2018), for example, surveyed 138 

mothers of children with ASD and found that social support had an effect on 

maternal wellbeing. From mothers’ accounts in the current study, it can be seen 

that in Oman there is a perceived need for improved support services to enable 

mothers of children with ASD to cope with the difficulties they face, enhance 

their ability to support their children’s development, ease the anxiety and 

tension within families, and provide better access to services. Mothers in this 

study emphasized the need for information about accessing services and for 
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financial support in order to meet financial obligations. They also described a 

need for social and emotional support from different social networks. Mothers 

in this study reported that they were looking for balance in their lives, which 

could be generated by support received from families and the wider community. 

In this regard, the findings of this study, are in line with previous research in 

Egypt (Gobrial, 2018), which reported insufficiency and inadequacy in services 

and support for parents of children with ASD.  

6.5.2 Types of support 
 
Mothers in the current study depended upon both informal and formal forms 

of support in Oman, as shown in figure (6.2). They received informal support 

from informal sources such as their spouse and family members, and support 

from Omani society in general. More formal support was provided by institutions 

and organizations such as hospitals and schools and/or doctors and 

teachers/professionals.  

First of all, informal support is most associated with a supportive husband 

who would be likely to have a positive impact on the mother’s wellbeing. In 

Oman, in the current study, mothers reported different experiences with their 

husbands, which is similar to the findings of research by Brobst et al., (2009), 

where many of the women in the study reported receiving positive support from 

their husbands. However, there were some mothers in the current study who 

reported that their husbands completely withdrew from the lives of their children 

with ASD. The mothers attributed this to the difficult work that their husbands 

had to do, or to the nature of Omani men, who typically leave the responsibility 

of childcare to their wives. Even so, many of the mothers in this present study 

reported receiving full support from their husbands in their life of their child with 

ASD  and in the decisions they made for their children. Mothers also reported 

their husbands having good relationships with their children with ASD and good 

levels of involvement in their children’s daily care. This study found that a 

husband can serve as a source of support for mothers and can affect the quality 

of the family’s functioning, which in turn could impact the parents’ interaction 

with each other. Al Bloushi (2019) also found in her literature synthesis for 

different studies that the greatest amount of support that mothers received 
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appeared to be from their husbands/partners and parents. These studies 

reported that husbands/partners provided practical, emotional and financial 

support to the mothers. Another study was conducted by Pruitt et al. (2016), 

who explored 83 mothers of children with ASD in the United States who were 

all from different backgrounds. The study investigated the daily wellbeing and 

parenting experience of these mothers and found that the spouse played an 

important role in supporting the mother and influenced their wellbeing and 

quality of life (Pruitt et al., 2016).  

It is worth mentioning that, as noted earlier, mothers in the current study also 

received informal, and often intensive, support from other members of their 

immediate families, for example, their child’s typically developing siblings and 

the family housemaid. These findings are in contrast to those of Tomeny et al. 

(2016), who studied 56 typically developing sisters of children with ASD in the 

United States.  They found that the sisters studied were not supporting their 

mothers with their siblings with ASD. Most mothers in the current study reported 

receiving intensive support from their immediate family and varying levels of 

support from other extended family members; this is also considered to be 

informal support. The support mothers receive from their family members varies 

from supportive to no support. 

Another form of informal support that was looked at in this study was societal 

support, which included social awareness of ASD, how others reacted towards 

children with ASD and the social services. Most mothers in the current study 

reported that there was insufficient awareness of ASD, while some mothers felt 

that awareness of ASD was increasing. Mothers indicated that the lack of 

awareness of ASD led to a lack of societal support and in many cases reported 

some degree of not feeling understood by the community when they went out 

to public places. The findings from this study suggest that the community’s 

perception of ASD in Oman appeared to be unsupportive of mothers or 

discouraging towards their child’s participation in the community. These 

findings are consistent with those of a study conducted by Al-Farsi et al. (2016) 

about families caring for children with ASD in Oman. Their study (as mentioned 

in section 5.2.1) found that most of the parents felt that they could not take their 
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children to public places because their children’s behaviour attracted other 

people’s attention. Moreover, other studies conducted in Arabic countries have 

reported that mothers experienced rejection from the public towards their 

children with ASD. For example, the previously mentioned study by Gobrial 

(2018) in Egypt, found that mothers felt that the public did not accept their 

children’s ‘odd’ behaviour and attributed this to bad parenting or to mothers not 

controlling their children. In this way, some mothers avoided social participation 

for themselves and their child with ASD and preferred to hide their child, 

sometimes even from their own extended family (Gobrial, 2018). 

It is worth mentioning that a few mothers in the current study felt that there was 

a small shift occurring in Omani society’s perception of ASD and a growing 

awareness about the condition that could allow mothers to integrate their 

children in the community, though there would still be some challenges when 

they went out with their children to public places. A lack of awareness in the 

community about ASD, however, meant that support at this level for mothers of 

children with ASD was perceived as limited  

Though formal support for families of children with ASD seems not to be 

prevalent in Oman, the term refers to hospitals (the responsibility of the Ministry 

of Health), centres (Ministry of Social Development) and schools (Ministry of 

Education). In this study, mothers saw the support they received from hospitals 

in a negative way. Many of them failed to obtain a diagnosis and thought that 

the hospitals they dealt with did not provide enough care or information about 

the condition. Similarly, Rogers (2007) recommends the importance of support 

whether it is formal or informal. She suggests that, without the right levels of 

support and understanding, having a child with a diagnosis a disability may 

disable the whole family.  

The Ministry of Social Development in Oman is responsible for individuals with 

disabilities, and they provide funding either by paying fees for the centres that 

children with ASD attend or by issuing a disability card that parents can use to 

obtain benefits and other services (see Chapter 2). The Ministry of Social 

Development also provides children with disabilities with a monthly allowance 

that can help them to pay for their living costs. In addition, the ministry 
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supervises private centres for children with special needs. In terms of centres, 

mothers found that they could receive some information about the services 

provided by the Ministry of Social Development; however, many mothers felt 

that these centres could not meet the needs of their children. In fact, very few 

mothers reported any good improvement in their children’s development 

because of a centre. Some mothers moved in order to find access to better 

services for their children with ASD. Like many institutions in Oman, centres 

follow rules in order to control the use of benefits and some mothers reported 

that, in many cases, rules had negatively affected the work of the centres. As a 

consequence, children were negatively affected in an indirect way by these 

rules. This has been reported in other studies in the Arab world, such as that 

by Gobrial (2018) in Egypt, by Kheir et al. (2012) in Qatar, by Al-Farsi (2016) in 

Oman and by Kelly et al., (2016) in the six Gulf countries of Saudi Arabia, 

Oman, United Arab Emirates, Bahrain, Qatar and Kuwait. 

 

 Some mothers in the current study had varied perceptions of schools in Oman 

and described the Ministry of Education as not concerned with their children. 

Some teachers were not supportive and did not want children with ASD in their 

classrooms. In this study, mothers reported that many teachers in schools had 

little or no knowledge of ASD, and it seemed that they could not provide support 

for the mothers in their decisions for the placement of their children. Mothers 

stated that the educational and social service supports are not efficient and that 

they are forced to rely largely on support within their immediate family. A study 

conducted by Roffeei et al. (2015) examined the types of social support 

between parents/carers of children with ASD via Facebook. The findings of this 

study indicated that most of the support was informational on how to support 

children with ASD development. 

 

6.6 Summary of chapter six 
 
In this chapter, the main findings were discussed in the light of the aims of this 

study, the Omani context and the existing literature. The discussion focused on 

Omani mothers’ experiences, perceptions and feelings about their lives with 



 252 

their children with ASD.  It also highlighted the mothers’ responses towards 

their children’s diagnosis and discussed their perceptions of themselves as the 

primary caregivers of their children with ASD. It also reported that mothers of 

such children commented on their experiences when navigating and accessing 

the services for them. Mothers reported many influences that affected their 

decisions and choices and the placement process for their children. Support 

was discussed in two main areas as levels related to mother’s immediate and 

extended family and types of formal and informal support, which were found to 

overlap.  
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Chapter 7: Conclusion and Recommendation 
 

7.1 Introduction 
 
This chapter summarizes briefly the key findings of this study along with the 

main theoretical, methodological and practical contributions in the field of ASD 

and mothers’ experiences. It highlights the implications of the findings and 

offers some recommendations as to how these can be taken forward in relation 

to ASD and development of the services for children with ASD and their 

mothers (mothers, together with their families) in Oman. The chapter then 

presents the study’s strengths and limitations and provides some suggestions 

for further research. Finally, it concludes with an account of my personal 

insights and reflections on the research journey. 

 

7.2 Study overview and key findings 
 
This study focused on exploring mothers’ experiences, perceptions and 

feelings about their lives with their children with ASD in Oman. I also sought to 

explore their experiences and perceptions of choosing the education for their 

children with ASD in relation to models of disability (section 3.2). I used different 

methods to collect qualitative data in three phases: story narration by 25 

mothers from different places in Oman; semi-structured interviews with 11 of 

those mothers; and a day with three of the 11 interviewed mothers. These 

phases provided me with a privileged opportunity to understand and explore 

Omani mothers’ lives with their children with ASD and the educational decisions 

they made. 

Overall, the major findings of the study, as detailed and discussed in the 

previous two chapters (Chapters 5 and 6), highlighted the emotional responses 

of mothers of children with ASD towards their children’s diagnosis and 

development, as well as their hopes and concerns about the future. These 

concerns were associated with some negative emotional responses in relation 

to their children’s future which might cause struggles for them. These emotions 

emerged from the different understandings of disability. The findings also 
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indicated mothers’ experiences of social, health and educational services, with 

which the mothers reported dissatisfaction as they were insufficient. The 

findings of this study identified a number of influences which affected the 

process of mothers choosing the education for their children with ASD, such as 

availability and accessibility, quality, the child’s characteristics and issues 

related to the family. The study also indicated that mothers reported different 

kinds of support, either informal from their immediate or extended families, or 

formal support from the community, in order to help them make informed 

decisions for their children with ASD. There may be better decision they make, 

if they receive the appropriate support from professionals. 

 

7.3 Main contributions of the study 
 
The current study sought to address the limited research in Oman on families 

with children with ASD overall and on mothers in particular. It adds to the body 

of research conducted in the local area of Oman (e.g. that of Al-Farsi et al., 

2011-2016), confirming that ASD has influences and effects on mothers and 

families of children with ASD.  The impact of ASD on education, according to 

my research, is not present in previous research in Oman about ASD, because 

most of this relates to a medical perspective (see Chapter 2). With a focus on 

mothers and on education, the current research is the first study of this kind in 

Oman, hence it makes a contribution in the sense that it presents a new 

perspective. 

In the following two sections I will address the main contributions to existing 

knowledge this study makes, focusing in turn on theoretical and methodological 

contributions. 

7.3.1 Theoretical contributions 
 
The current study makes some theoretical contribution to knowledge, not only 

in the Omani context but also internationally, in the sense that it presents an 

additional perspective on how to look at the experiences of mothers in their 

lives with their children with ASD. 
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This study provides information about the experiences of mothers in at least 

four areas. First, the key area of investigation is specifically of mothers of 

children with ASD in Oman.  Previous research has tended to focus on the 

experiences of “parents” and “professionals” see Chapter 2, section 2.6). Thus, 

the choice of mothers as participants in this study adds a voice for the research 

in Oman. 

Second, this study explored the experiences of mothers in their choices and 

decisions about their children’s educations.  These choices and decisions 

included looking for services available for their children in their areas. I reported 

knowledge from the outcomes of mothers' experiences that provides an 

understanding of the influences that affect their choice, such as finance, child 

and family as well as their emotions. When Omani mothers choose a school/ 

centre to support their children’s development, it is not an easy process, and 

there are obviously emotional and practical burdens on them seeking services, 

with limited support or information available from the community and family.  

Third, another theoretical contribution relates to the concept of support. This 

study identified different types and levels of support that mothers experienced 

in their lives with their children with ASD, in particular, regarding decisions and 

choices for their education (see Chapter 6, section 6.5 and figure 6.2).  

A fourth theoretical contribution concerns the positioning of knowledge is about 

mothers’ diagnosis-seeking behaviour. Many mothers in my current study made 

frequent trips abroad to seek medical opinions about the possible treatments 

for their children with ASD. This seems to mean that mothers saw knowledge 

about ASD as being situated not in Oman, but in other countries. Different 

mothers mentioned that they had made trips to the UK, Thailand, India, UAE, 

Jordan and Egypt. The mothers travelled either because the country, such as 

UAE, was close to Oman, or because they believed that the professionals in 

those countries were more specialized in the subject of ASD. They also 

travelled for other reasons, such as to study abroad. The diagnosis-seeking 

behaviour has not been reported in previous research inside or outside Oman. 

This also to be driven from the mothers operate within a medical understanding 

for ASD.  
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7.3.2 Methodological contributions 
 
One methodological contribution relates to the focus on mothers as 

participants, a group of people that had not been approached in Omani 

research in relation to their experiences about their lives with a child with ASD 

or their choices and decisions for their children’s education. Having mothers as 

participants in research in Oman is new, because most research in Oman 

investigated parents of children with ASD (see section 2. 6). Though choosing 

mothers as participants is not new in research in other countries, it was useful 

to focus on this group in Oman. 

Another methodological contribution relates to the narrative methodological 

design as there has not been other narrative research in this area of ASD and 

mothers in Oman. Further, the use of different data collection methods, such 

as story narration and building-rapport days, shows creativity in designing 

research to advance a richer understanding of the investigated area.  These 

methods were used in order to carry out in-depth qualitative investigations 

about mothers’ experiences and to explore their perceptions and feelings about 

their lives with children with ASD; the mothers were able to express themselves 

in the story narration and in the interviews. In addition, these methods are new 

in Oman. Moreover, the day has not been used in other research with mothers 

of children with ASD in others studies internationally.  

This study also has a number of implications for educational policies and 

practices in the Omani context as the following section highlights. 

 

7.4 Implications and recommendations for policy and practice 
 
The study findings have implications for policy- and decision-makers, as well 

as professionals, organisations and Omani ministries, such as the Ministry of 

Education (MOE), the Ministry of Health (MOH) and the Ministry of Social 

Development (MOSD). There are also implications for the educational system 

and the community. The study noted that mothers, through their experiences 
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and daily interaction with professionals, encountered a variety of organisations 

whose policies and practices affected their decisions. The study suggests a 

number of recommendations in this regard as illustrated in figure (7.1) and 

discussed in detail below. 

 

Figure 7.1: Study implications and recommendations for policy  

Public policy 

The current study has a number of implications and recommendations for policy 

in relation to public policy and services in education, health and social services 

for children with ASD and their families. One of the issues that it has identified 

is the limited services for children with ASD and their parents/mothers in Oman. 

So, according to mothers in the currents study, more services are needed for 

children with ASD. In order to improve the current situation, this study suggests 

that policy makers at the MOH need to examine the policy of diagnosing 

children with ASD, as facilities for the diagnosis of this condition are limited to 

only two hospitals in Oman. More diagnostic services could be considered in 

different areas. MOE in Oman assesses special classes for children with ASD, 
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and MOSD assesses the availability of special centres. According to the current 

study most of the centres are located in the capital city, thus there is a need to 

establish more centres elsewhere. 

Besides the quality of these services, such as that for diagnosis, that need to 

be revised by the three ministries (MOH, MOE, and MOSD), the competences 

of professionals in centres and special classes in mainstream schools need to 

be improved. This could happen through more collaboration between the three 

ministries to bridge any gap between the services available for those children 

and their families. For example, they could collaborate regarding the training 

for parents of children with ASD in order to decide their needs and could actively 

work in order to support those children and their families. In general, policy 

should enable the identification of the needs of children and their families, 

together with ways of meeting these needs in the aspects of education, services 

and support. 

 

In all relevant contexts, the understanding and the expectations of education 

for children with ASD should be reviewed. The current meaning of ‘education’ 

is more related to developing academic education rather than developing 

children’s life skills.  This study found that the meaning of education for children 

with ASD, according to their mothers, is to develop their life skills. The Ministry 

of Education started a pilot project in 2017 to include children with ASD who 

could be integrated into mainstream classes in mainstream schools (see 

Chapter 5, section 5.5.3), and this was mentioned by some mothers in this 

study. As reported by some mothers, this project, however, was stopped for 

financial reasons. It seemed to be promising for some mothers because 

children, no matter what level of ASD, were included in public mainstream 

schools, which had a positive effect on some mothers’ feelings. This project 

could be reconsidered and restarted if the reason for stopping it was related to 

budget issues rather than its practicality.  

There also seems to be a necessity for new legislation to incorporate the voices 

of parents of children with ASD, so that their views are clearly stated and highly 

valued in the decisions relating to their children’s placement, their future and 
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the development of services for children with disabilities in general. For 

example, when thinking of new projects, there should be collaboration between 

the parents of children with ASD and policy makers in order to plan, apply and 

evaluate new projects or programmes related to them. The parents of children 

with ASD should be included in the discussion of the issue related to children 

with ASD.  

Since the current research provided an idea of the support needed for families 

for children with ASD, there could be a recommendation for the policy makers 

in Oman to think about what formal support these children with ASD and their 

families need. The knowledge about family support could be distributed among 

practitioners and professionals who work with families of children with ASD so 

that they become more informed about those families’ needs. 

Formal support 

Formal support was distinguished from informal support (see Chapter 6, section 

6.5). Formal support is more related to institutions, organizations and the public, 

while informal support is more connected to immediate and extended family. A 

lack of satisfaction with the formal support they received was evident among 

the majority of the mothers in the current study. They highlighted the need for 

different types of support, including social, emotional and financial support. 

Many parents asked for formal support from professionals whenever they felt 

they needed it. One aspect of support is information - its availability and 

accessibility. In the current study, mothers noted a lack of information about 

ASD and the services available for children with ASD. Information regarding 

ASD, and the details of organisations and associations that are relevant to 

children with ASD could be stated clearly for parents. For example, there could 

be a pamphlet outlining websites and support that parents can access. The 

Ministry of Health, for example, could inform parents about their rights and the 

health services for children with ASD and their parents.  

In addition, there is a need for other forms of support (such as social and 

physical support), particularly a need for extensive support in rural areas. One 

mother in a rural area reported that she suspected her child behaviours, so she 
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immediately tried to contact the professionals to identify her child’s ‘condition’, 

but she did not receive the support she needed through the formal organization, 

which led her to travel abroad. 

Educational system 

The current Omani educational system established the programme of including 

children with disabilities in special classes in mainstream schools in 2008 

(MOE, 2018). This was in addition to the pilot project in 2017 that was piloted 

for one year and stopped because for financial reasons (see the section above 

about public policy). However, according to the findings of this study, this 

programme seems to be excluding children with ASD from being in mainstream 

schools. Therefore, there would seem to be a need to reconsider including this 

group of children in these special classes. In addition, it may be important to 

rethink the theory and practice around education and ASD in Oman, as it seems 

to be assumed that children with ASD are a group that cannot be included with 

other typically developing children. The current study reported that some 

children were able to develop their academic and social skills when they were 

included in these classes and the ‘inclusive’ atmosphere seemed to support 

some children with ASD.  

Changing attitudes 

From a social model perspective, this study seems to highlight the need to raise 

public awareness of ASD in Oman in order to change the current commonly 

‘negative’ attitude towards children’s behaviour in public places, as reported by 

mothers in this study. The need for medical model is important for providing the 

services that meet the needs of the children with ASD. However, it seems 

necessary to raise the awareness of some professionals in schools and centres 

so that they start to involve mothers and families in identifying the needs of the 

children with ASD. This is something that could happen through the provision 

of information about ASD to every citizen in Oman, as well as to mothers of 

children with ASD and their immediate and extended family members. I am 

aware that changing attitude is not at all straightforward, but workshops and 

seminars in public places, such as schools and hospitals, might help people 
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understand ASD. The results of this study suggest that organisations, and 

society in general, should consider the experiences and the feelings of parents 

of children with ASD, and should, if possible, adopt a more inclusive approach 

in some public services and in practices relating to ASD. 

 

7.5 The strengths and limitations of this study 
 
This study involved myself as an insider researcher, which could be considered 

as both a strength and a limitation. Conducting research as an insider 

researcher who is herself the mother of a child with ASD, with some 

experiences in common with the participants and familiarity with the context, 

was both challenging and beneficial for me and has potential advantages and 

disadvantages. The advantage is the familiarity of the researcher for the topic, 

the setting, links between situations and events, but there is a risk of bias from 

the researcher and/or the participants. This insider/outsider position helped me 

to understand the meaning that mothers constructed in their stories, interviews 

in building-rapport days. In addition, mothers seemed more willing to express 

themselves to an insider than to an outsider; they might, for example, have felt 

connected to me as I have similar experiences to theirs.  

A possible limitation of the study also relates to the researcher role, my being 

a novice researcher in the field of ASD. Although I am the mother of a child of 

ASD, I work in the field of teaching English to speakers of other languages and 

have had only a brief opportunity to engage with the field of ASD and education 

prior to my doctoral study. It is possible that if I had more time to be immersed 

in the field, and further communication with professionals in ASD, this would 

have helped me to understand more about ASD.  

 Possible limitations also relate to the choice and nature of participants. The 

study involved only mothers. The perspective of fathers of children of ASD, 

siblings and other family members may have added another aspect to the 

picture. I chose mothers because I am the mother of a child with ASD; I wanted 

to give a voice to mothers because they are the main carers of children with 

ASD in Oman and have not been heard in Oman.  
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A further possible limitation with regard to participants is that, although the 

mothers in this study were from different regions in the Sultanate of Oman, the 

majority of them were from urban areas such as Muscat, Sohar and Salalah.  

Being within urban areas may mean that the mothers are therefore closer to 

the few ASD services that are available in Oman (see chapter 5). It is possible 

that mothers living in more rural areas have even more access to services, such 

as schools that have staff with training in supporting the needs of children with 

ASD. Mothers who live in places where the services are limited may have a 

very different experience from that of the mothers who participated in this study.  

Participants in this study were all mothers, which brings both strengths and 

limitations to the study. When all of the participants share common 

characteristics, it gives weight to the findings being representative of  the group. 

However, this makes it less possible to assume that the findings can be 

generalized to other people who do not share these characteristics.  

The findings revealed a theme about (dis)satisfaction with services, which was 

common in the interviews with many of the mothers. I did not ask them in the 

interviews to rate their satisfaction regarding the services they or their children 

received, but could have asked them to do so, or to elaborate more on their 

(dis)satisfaction. 

It is possible to say that the methods and accompanying vivid, in-depth 

responses of mothers in this study give significant weight to the findings. 

Nevertheless, the small sample size of the study may be considered to be a 

limitation. The findings cannot be generalized to the entire population of Omani 

mothers of children with ASD. Generalization was not, however, my aim for this 

study. On the other hand, the small sample size could be a strength to the study 

to provide some indications about the broader context of Oman, which is a 

necessity in a small community such as Oman. 

One limitation relates to the translation of the data. As mentioned in the 

methodology chapter, the majority of mothers used Arabic to write or record 

their stories in phase 1 and in the interviews in phase 2. There were 23 stories 

written or recorded by mothers in Arabic while two stories were originally written 
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by mothers in English because it was their choice of language. It is possible 

that this culminated in a language barrier of sorts, which may have influenced 

the results. There were many potential differences in the meanings of some 

words, such as’ specialists/ professional’, ‘inclusion’ and the meaning of ASD 

itself. For example, there are two words that are used in Arabic for ASD. The 

word (Tayf tawahd) could mean mild ASD, and the word (tawahd) could mean 

severe. 

7.6 Recommendations for further research 
 
Despite the limitations of this study, this research makes a number of 

contributions to the understanding of the experiences of mothers raising a child 

diagnosed with ASD. This section provides some ideas for future research 

based on the findings, and study recommendations for policy and practice. 

The research explores the experiences of mothers raising children with ASD 

and, whilst this has been the main subject of research in various regions of the 

globe, to my knowledge no study exists that describes the experiences of 

mothers living in Oman. This study provides a glimpse into how some members 

of this culture may experience raising a child with ASD. As expressed in section 

(7.4) above, it is hoped that once this research is shared with those in the 

country, it may serve to better inform the need for services and supports for 

mothers and families raising a child diagnosed with ASD living in Oman. 

Further, it is hoped that this research may encourage other professionals in 

Oman to continue to explore the experiences of families of children diagnosed 

with ASD in order to better understand how to approach service delivery.  

Fathers of disabled children have a vital contribution to make and have been 

neglected in this study. One of the suggestions for future research is to explore 

the experiences, perceptions and feelings of fathers living with children with 

ASD in Oman. The results of such a study could then be compared with those 

found in the current study, to see if fathers face challenges similar to or different 

from those of the mothers in this study. 

The impact of ASD among family members, such as siblings, or other family 

members such as grandparents or aunts and uncles, is important as well, and 
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was mentioned by some mothers in this study. Further studies might be able to 

derive additional insights into family systems and to explore family members’ 

roles in the support of mothers. It would be particularly interesting to see if they 

have shared perceptions and feelings about their lives with children with ASD. 

My sample focused on mothers of a school age child with ASD. I gathered some 

other information, such as the age of the child, the level of ASD (as described 

by the mother) and socioeconomic level (see Appendix 11), but I did not use 

these variables as criteria to determine my sample.  However, marital status 

was not included in the demographic data, although the findings show that it 

seemed to have some relationship with the support mothers received and also 

seemed to have some influence on their choices and decisions. Further 

research is needed to explore this, using purposive sampling with specific 

criteria related to marital status. 

The ‘level’ of ASDs might affect the decisions and choices that mothers have 

to make in order to choose the educational placement for them. The results of 

the current study showed that there was some impact. For example mothers 

who described their children as they had severe condition of ASD, did not want 

them to go to a mainstream school; however, it would be interesting to study 

the impact of the severity of ASD on mothers’ lives, choices and decisions.  

While this study explored the experiences of mothers, it did not examine or try 

to explain why such experiences took place or why there may be differences 

between participants. It would be interesting for further studies to investigate 

conditions that contribute to the experiences that may be found in the past, 

present and future of the lives of mothers with children with ASD.  

It would also be valuable research to investigate the significance of children’s 

age in mothers’ or parents’ decisions and choices for their children with ASD. 

Thus, the aim of research could explore whether parents make different 

decisions at different stages or ages, or whether these decisions are influenced 

differently. 

Generalisation was not the aim of this study, as mentioned earlier, therefore 

there is a need for larger scale research to provide more results that could be 
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generalised for the population of mothers of children with ASD in Oman.  

This study contributes to understanding around support for mothers of children 

with ASD in Oman and recommends the establishment of formal support 

services there. It would be interesting for further research to be conducted 

which explores the effectiveness of support for parents’ wellbeing. 

The findings in this study suggest that many mothers had hopes for the future 

of their children with ASD, which for some included their child talking, being 

independent or getting a job. Conducting a longitudinal study with these 

mothers, or a similar sample, would be interesting in order to study their lives 

over time and identify whether there are any changes in their hopes 

This study has theoretical contribution in the area of mother experiences since 

it explored the reaction of mothers of children with ASD and investigated the 

process they seek in order to find a diagnosis for their children’s behaviour. The 

benefit of this knowledge is for professionals in Oman to consider when they 

plan services for parents of children with ASD. 

This study also explored several unique experiences of mothers, including their 

experience from conception to first noticing developmental delays, as well as 

the help-seeking behaviours that followed the development of these concerns. 

Further research in this area may help professionals to better understand the 

kinds of behaviours that stand out most to parents when watching their child 

grow, and also the kinds of feelings and experiences they initially have that set 

the process of evaluation and diagnosis in motion. Additionally, this study was 

among the first to ask mothers to not only describe their vision of the future for 

their children, but also to ask them what advice they would give to another 

mother whose child had just received a diagnosis. Further research in this area 

would help us better understand the priorities parents have for their children’s 

development, which is essential for planning ‘treatment’. It would also be useful 

to know what kind of information or words of comfort the participants would feel 

was important for mothers of newly diagnosed children to hear; this could then 

perhaps better inform professionals’ practice when delivering the diagnosis. 

Such research provides knowledge for scholars and researchers who are 
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interested in the area of mothers’ experiences.  

In addition, public hospitals should be equipped with more doctors and health 

professionals to speed up the diagnosis process in order to prevent parents 

from seeking private help or travelling abroad to seek diagnosis, which is very 

costly. For example, there is a need to adopt a social model approach to ASD 

research rather than a medical model. The start to this process could be done 

through contacting the research group in Oman, and exploring and funding 

more research with qualitative methods, exploring the experiences of all 

stakeholders working in the field of ASD. The research could develop and then 

evaluate some training for parents, the experts in their child’s care, and also for 

practitioners working with children with ASD.  

7.7 Personal reflection 
 
The process of carrying out this project has been a great learning opportunity 

that has influenced me as a researcher and as the mother of a child with ASD. 

Regardless of my experiences as the mother of such a child, who was 12 to 17 

years old over the period of the research, the past five years of my life have 

been a time of continuous reading, thinking and reflecting on ASD. I faced many 

challenges while conducting this research, but it has developed my 

understanding as a researcher, as the mother of a child with ASD, and maybe 

also as an educator. 

First, at the research level, the completion of this study has led to a great shift 

in the assumptions I used to have about the meaning of ASD, the level and 

types of support and the meaning of education for a child with ASD. I have been 

challenged and confronted by what I know and what I thought I knew and to go 

beyond it. This encouraged me to continuously think about what I was before 

my PhD and what I have tried hard to become while conducting this study, and 

maybe what should I do in the future. My current work is not relevant to this 

study, so at the beginning there were some contradictions with regard to the 

issues that I encountered when comparing my background as a trainer in 

Teaching English to Speakers of Other Languages (TESOL) to what I was 

planning to study. My bachelor’s and master’s degrees and my job were related 
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to teaching and training TESOL. I was not confident in the field of ASD, 

regardless of my personal experience. I started to realize that the more I read 

and engaged in my project, the more I felt confident and secure in researching 

this area. I started to realize that it is important for a person to be skeptical 

about what is going around them, to look for meanings and to think from 

different angles. This helped me to always seek knowledge, evaluate various 

perspectives and to think critically about events around me and to always 

challenge my assumptions.  

Most significantly, with the continuous support from my supervisors, 

experienced friends and continuous discussion with colleagues, I have 

developed many research skills in order to learn how to present my work in a 

better way. Thus, I have had the opportunity to present my work at conferences 

in Oman and in the UK. I am also hoping to publish some of this thesis. Sharing 

my work with a wider audience was invaluable for me to develop my work and 

to develop my presentation skills. 

Second, exploring mothers’ experiences did not only encourage me to finish 

my research for the sake of my PhD, it became a part of me as a mother and 

an educator. I started to think about starting a voluntary support group to 

contact mothers of children with ASD and maybe different disabilities, to be 

beside them and to support them, and maybe one day I will be able to establish 

the first formal support in Oman funded by the government.  I started to think 

about how the parents of children with different disabilities need to see that, 

regardless of the challenges that we have with our children, we can be 

productive. I started to think about myself being an empowered person in 

Omani society. Making Omani society better became a frequent topic with my 

family and my colleagues. Many of them interacted energetically in the 

discussion and said that there is a serious need for these ideas in our society. 

Such comments have always encouraged me to keep going and to be 

enthusiastic and optimistic, and one day I will do something for these mothers 

in Oman. Being aware of the issues is the first step towards development, and 

this encourages me to build an awareness about the issue of ASD in Oman 

with my children, family, colleagues and, hopefully, one day with policy-makers 
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in order to make a difference. I feel that ASD needs the opportunity for change, 

and I am now more determined to go back to my country and to continue 

exploring relevant topics about ASD and to make recommendations to policy-

makers. 

My personal experience of having a child with ASD provided me with strength 

in this study as I have an inside perspective regarding ASD and its impact on 

mothers. I know from my personal experience that my life was definitely 

affected by my son, so I can relate to those mothers experiencing similar 

situations. ASD definitely changes the entire family dynamics. I always have to 

think about new plans for my son in particular and for my family, hoping that 

these plans will make our family life as ‘normal’ as possible.  

I have found that this study has developed me personally and professionally. 

The mothers’ stories offered an opportunity to ask many questions, which 

challenged the Omani education system that I am a part of. I knew from the 

beginning that providing support to mothers and families with children with ASD 

is not an easy task. In the past, I assumed that mothers were not seeking 

education for their children with ASD. For this reason, many of children were 

kept at home. After conducting this study, I have gained considerable insights 

into how mothers are doing their best to help their children with ASD and, if they 

were at home, this was for many reasons.  

 

7.8 Conclusion 
 
Conducting research on mothers with children with ASD in Oman was the focus 

of the study. Being the mother of child with ASD, I wanted to explore mothers’ 

experiences, perceptions and feelings about their lives and educational 

decisions and choices. I wanted to hear mothers’ voices about the services 

available for their children with ASD. This study adds to the body of knowledge 

regarding the understanding of mothers’ feelings and experiences of raising a 

child with ASD, and their perceptions and feelings about the support that is 

available. In addition, it adds to the body of knowledge about ASD in Oman, 

where the amount of research is still limited.  
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The study aimed to add to the knowledge about mothers of children with ASD 

in Oman by exploring three major topics. First, the study explored the 

experiences and the feelings of mothers in Oman from the birth of their child to 

the awareness of their child’s diagnosis. Second, it explored the support that 

mothers did, or did not receive whether formally or informally. Third, it looked 

at the mothers’ perception and experiences regarding the decisions and 

choices they had to make for their children’s education. Mothers’ narratives and 

interviews, and the days I spent with them, were rich in providing information 

for analysis and discussion, and they allowed me to understand their lives and 

their educational decisions. 

The use of thematic analysis provided a deep understanding of the lives of 

mothers of children with ASD, their feelings and experiences, the support they 

received (or not), and their lives in relation to the choices and decisions for their 

children’s education. Through this study, a better understanding has been 

acquired of what it means to be the mother of a child with ASD in the context of 

Oman.  This is a context with theory and practice that are still very challenging 

for mothers in terms of accessing services and gaining education for their 

children. By listening to families and mothers and meeting their needs, Oman 

may be able to positively change both the theory and practice around ASD 

there. Each mother in the current study, with her experience, her perception 

and her feelings, has hopefully contributed to this change.  
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Appendices 
 
Appendix one: Brief report on the way of accessing participants 
 

Date Initial 
method of 
communicat
ion 

Numb
er 
contac
ted  

Selection 
method 

Initial 
response 
numbers 

Number 
emailed 
with 
details, 
consent 
forms 
and 
prompts 

Number 
of 
received 
stories 

Notes 

97 
7  Jan  

Whatsapp by 
the Oman  
Autism 
community  

97 The one 
they  have 
records of 
them  

5  4 3 stories 
 
1 
demograp
hic data 

She said 
she was 
interested 
but never 
responde
d  

15 
Jan  

What’s app 20 First 20 in 
what’s app 
group by 
alphabetical 
order 

9 with 
interest* 
7 agreed to 
participate 
 

7 
 

5 *2 said 
they 
needed to 
consult 
their 
husbands 
and did 
not 
respond 
again 
 
Reminder 
sent to 2 
mothers 
26-1-18 

21 
Jan 

What’s app 20 Last 20 in 
what’s app 
group by 
alphabetical 
order 

11 with 
interest 
5 agreed to 
participate 

5 3 Reminder 
sent to 2 
mothers 
26-1-18 

26 
Jan 

What’s app 20 The next 20 
from the 
alphabetical 
order 

14 with 
interest 
9 agreed to 
participate 

9 5  

30 
Jan 

     3    

1 Feb     5 agreed to 
participate 

3 sent 
their 
emails 
 

2 A 
reminder 
was sent 
to some 
ladies 
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2 never 
responde
d 

from 
previous 
groups 

2- 6 
Feb 

     4 stories  2 ladies 
sent their 
demograp
hic but 
never 
sent their 
data 

Totals  157  34 with 
interest 
27agreed to 
participate 

30 25 ( I did 
not count 
the 2 
demogra
phic data) 

 

 
 

 Audio recorded Written Photos or emails Total number of 
stories received 

As at 30-1-18 4 recorded 
1 youtube video 
 

1. 28.27 m 
2. 22.77 m 
3. 14.00 m 
4. youtube 

video 15.19  
5. 6.41 

Transcription is 
done for all of 
them 

12 
 
two stories in 
English  

1. 2428 words 
2. 1939 

words) 
 
Arabic stories 
 
 
1. (15 pgs. turned 
to be 2060 words, 
she sent them as 
photos and I wrote 
them in the 
computer) 
 
2. 337 words 
3. 409 words 
4. 533 words 
5. 1174 words 
6. 885 words 
7. 372 words 
8. 1440 words 
9. 371 words 
10. 213 words 
11. 576  words 
12. 290 words 
13. 439 words 
14. 1767 words 

6 stories  sent to 
me via email 
 
 
14 as a photo 
through whatsapp 
 
( they printed and 
wrote their stories, 
but could not scan  
them) 

25 
 
(1 without 
demographic) 
 
 
(2 demographic 
without stories, 
but I will stop) 
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15. 302 words 
16. 860 words 
17. 647 words 
18.  435 words 
 

TOTALS 5 20 25 25 
 
Different Responses I received 
 

1. We wish you all the best 
2. Never replied 
3. Not interested 
4. I will consult my husband 
5. I am interested (but never responded back like sending their emails) 
6.  Sent their emails to me and I sent the consent and information sheet 

to them, but never heard back from them 
7. Some they asked for help as if I am specialist (but not interested in my 

research) 
8. One lady turned to be a head-teacher at a special school for children 

with ASD 
9. One lady has two children who are not ASD, they have cerebral palsy 
10.  A lady, her daughter has Rett Syndrome 
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Appendix two: Interview question guide 
 

Would you please tell: What does the word “education” mean in 
relation to your child with ASD? 

How do you describe 
his/ her education at 
this stage 

Please explain what led you to educate your child with an ASD in 
the way that you have described in your story?  

 

You have mentioned several therapies you have chosen for your 
son/daughter, what were the factors that encouraged you choose 
these? How did you find out about them? 

Therapies such are 
(diet therapy, functional 
therapies, speech 
therapies, finding a 
centre/ school/ 
specialist)  

Describe some of the decisions you have made regarding the 
education of your child 
 

Do you think these 
decisions where 
successful? 

Is there any difference to what you think of as ‘education’ for your 
child with autism compared with your other children or for other 
children in general?  

Why or why not? 

Describe what you feel the best practice) for your child.  What would it include? 
What do you understand the term ‘Autism’ to mean? Has your 
understanding of this term changed over time?  

 

Please describe a typical school day for you and your child with 
autism.  

 

Please describe a typical weekend/ holiday for you, your child with 
autism and your family.  

 

Is cost of education important in your decision making?  Why/why not? 
Can you tell me about some of your experiences when trying to 
enroll your child in school?  

Did your way of dealing 
with enrolment change 
over time? 

How have you dealt with transition from one school to another?  
Upon reflection, would you have changed any of the choices that 
you made?  

Why were these ways 
chosen?  
How do they operate?  
How successful have 
they been? 

Over the years how have you dealt with the problems that have 
arisen with the way your child has been taught?  

 

Were any changes made to the course content? If so, how were 
these decisions reached?  

How did your child 
respond to such 
changes?  

Have you been consulted about how your child is taught and what is 
included in their courses of study?  

If so, how useful was 
such consultation?  
 

Do you feel the specialists have appropriate training when trying to 
educate your child?  

What do you see as 
appropriate? 
How successful has 
the process of inclusion 
been for your child? 
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What could you 
suggest that would 
help to improve the 
situation?  

Have you accessed Ministry of Social Development/ Ministry of 
education services for children with autism?  

How? 
If so, how successful 
were they for your 
child? 

Is there one single way of doing things that you have found which 
works best when trying to educate your child?  

Or have you found that 
a variety of ways of 
doing things has been 
more helpful. Please 
explain.  

What factors helped you to work out these successful ways of doing 
things?  

 

At what stage of your child’s education did you feel the most 
prepared in your decision-making?  

Why? 

Have you felt isolated while trying to educate your child?  What have you done to 
deal with this isolation? 

Is there anything in your background (gender, education, career, 
strong family life and so on) which you feel has helped you deal with 
the education of your child? 

 

You mentioned that you belong to a whatsapp group, which links 
you to other mothers who have a child with an ASD? Have these 
links been useful? Please, explain 

What has been the 
best help this group 
have given you? 

Have there been any significant teacher/specialist who have 
helped?  

Please explain who 
they have been and 
what they did.  

What do you think has been the most difficult thing about trying to 
educate your child with an ASD and the other children in your 
family?  

How have you dealt 
with this? 

If you could speak to a mother of newly diagnosed children with an 
ASD what would you advise them?  

Why are such things 
important?  
 

What sort of support do you feel is needed for parents trying to 
educate a child with an ASD?  

Why is this support 
necessary? 

Has your level of involvement with your child’s education changed 
over time?  

If so, what are the 
reasons for this 
change? 

Has your ability to deal with the educational challenges of your 
son/daughter improved over time?  
How important are ministry of social development and ministry of 
education when it comes to helping families deal successfully with 
their children with ASD? 

Why/why not? 

How do you see your level of involvement with your child in the 
future? 

 

What are your hopes for the future for you child  
What concerns do you mostly think about with regards your child’s 
present and future 
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Please take some time to tell me anything else you would like to 
share with me that you have not had the chance to do so already.  
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Appendix three: Examples of participants’ story narration (all the 
names are psydonm) 
 

1. Rahaf wrote her story in Arabic (and translated into English) 
 
Mansoor is the fourth among his siblings and he was born naturally. His 
early growth was also ‘normal’. His communication skills were very 
natural in the first months of his life, but he had delay in his speech. I 
had concerns about the delay in his speech, but everyone responded 
that this was very normal and there was no need to worry. Why did my 
son not yet talk? The answer from everyone was: “This is normal and 
there are many children who have delay in their speech.” Mansoor 
completed his second year of life and did not yet utter a word. I also 
began to notice that he was losing his skills in communicating with us. 
Whenever I called him – ‘Mansoor, Mansoor, Mansoor’– he never paid 
attention. I started to think. I thought that he might be suffering from a 
hearing problem. I immediately took him to the GP and explained his 
problem to them. The doctor assured me that my child was developing 
typically. Mansoor remained in the same situation for a while, and he 
never paid attention and became a very calm person. The questions 
came to me again, therefore I took him to an otolaryngologist who 
examined his hearing and assured me once again that Mansoor was 
normal. So, why he did not talk? Why was this happening to my son? 
Why did he not pay attention when I called him by his name or spoke to 
him? The doctor advised me to take Mansoor to another doctor, to find 
out if he was suffering from another problem. I actually took him to a 
speech specialist. On our first visit, after a very short time and after 
several exercises the doctor carried out with Mansoor, he told me that 
my son suffered from a disorder that causes children to lose their ability 
to speak. This disorder that causes children to lose their ability to 
communicate with the community is called autism. I was very shocked 
and did not understand anything the doctor said. The only thing I 
managed to say with difficulty was: “This means that my son will never 
speak.” The doctor’s answer was that the symptoms of autism did not 
completely disappear from the person, but perhaps his condition would 
improve with treatment and continuous training. Autism was a new term 
that I had never heard of, so I began to search for the meaning of autism 
and its symptoms and the methods of treatment. I found out that autism 
is a very large and mysterious world: how would I be able to treat my 
son? Which countries in the whole world had been able to treat autism? 
Many questions were in my mind, with no answers. I started taking him 
to many centres and many hospitals to find a solution for my son and 
find a cure for the so-called autism. I told myself that I would not leave 
my son in this situation; that's what I said to myself, until one of the 
sisters introduced me – God bless her – to a group of mothers with 
children suffering from this disorder, to varying degrees. I found autism 
a really huge, deep, and different world. Mothers were very welcoming 
and kind, and they made me feel how special I was as a mother of child 
with autism. They helped me to believe that my child would improve, but 
he needed time, effort, and patience. I felt that I was special to have this 
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little angel who would lead me with his hands to heaven.  
A great dose of hope given to me, I then felt comfort and tranquility. 
Honestly, it took me a long time to overcome my problem, but then I 
decided to start a new life and to be strong and receptive to the grace of 
God. I tried hard to help my son and fight for him. I started with my family, 
and then my mother, brothers, and sisters, and then the community 
around me. I told everyone that my child would become a ‘normal’ child 
but that he needed love and attention. My family members accepted the 
situation and took some responsibility for Mansoor, and I cannot forget 
that my mother has been helpful and Mansoor is her main focus of 
attention and care. She has had endless attempts in teaching him to 
repeat words after her. I noticed that everyone started to love and care 
about Mansoor. They never got annoyed with him, though he really 
broke everything around him because of his hyperactivity and his lack of 
self-consciousness. Our lives have changed. Mansoor is growing up, 
and my responsibility grows every day. I become more fearful for him 
because he does not recognise dangers; he does not differentiate 
between right and wrong.  
 
The only thing that I focused on was raising everyone’s awareness that 
my child is very ‘normal’ but he needs a lot of attention; to deal with him 
as a ‘normal’ child in the way he is talked to and in all daily activities; to 
be punished if he makes mistakes and to be rewarded if he responds to 
any order, even if it is very simple. I heard that there are rehabilitation 
centres in the area where I live, so I went to one of them. They did some 
simple tests for Mansoor, to know exactly what he needs and know his 
strengths and weaknesses. Mansoor has received daily training to 
strengthen his visual and social communication, and other, skills. I like 
the cooperation from the specialist of the centre and their interest in the 
child, and they keep asking about him and his behaviour. I do not forget 
their great help to overcome the problem of Mansoor sleeping, which we 
suffered on a daily basis. We stayed awake all night through to the 
morning, and we went to our jobs, and we were very exhausted. But 
that’s not enough: our children need more attention from the 
government, and rehabilitation should be better. There is a need for 
more experts in the area of autism, so everyone can overcome this 
nightmare. Everyone knows that inside children with autism, there is 
intelligence, strength, and geniuses if they get the correct rehabilitation 
and training. So, why don’t children with autism get what helps them to 
get out of the autism circle? Why don’t we try to save society from this 
problem? I can never hide my great fear for my son and his future, after 
many endless attempts of daily exercises in the centre in the mornings 
and at home in the evening. In addition to that, we specify leisure time 
with his father and brother to help Mansoor, and thankfully, he has 
improved greatly in his communication skills. Mansoor is now seven 
years old, and we still have the same programme for him, and we give 
him a lot of orders. We also deal with him in a very natural way. Though 
there are times that I feel tired and stressed, I try to gather strength, so 
I do not collapse. Mansoor is now coping well with other children at 
playtime, and he is no longer closed in on himself. He responds to 
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anyone calling his name. He tries to depend on himself to drink, eat, and 
wear clothes, to some extent. We are still continuing with the training, in 
the hope that he will at least reach the stage of relying on himself and 
be aware of danger. 
I wish the decision makers would pay more attention to our children and 
their education and their rehabilitation. I see that there is a lack of training 
and rehabilitation in my country. Unfortunately, this training and 
rehabilitation do not help children with autism to change in a tangible 
way, but if they find the attention and care they need, they may be great 
people in the future. 
 
I only have prayers to the Almighty to grant me the strength, patience, 
and ability to endure the next stage with my child, and to thank everyone 
who has been with me on my journey with autism. 
 
 

2. Zulfa recorded her story in Arabic (and translated into English) 
 
I am a mother of a child with ASD and I discovered that my child had 
autism at the age of six months. Of course, I doubted his behaviour 
before he was six months old as he was unlike other children. I mean, 
he was not crying, or he did not want me eagerly. He did not have eye 
contact with us. He was not growling or grunting, and he never missed 
me. I never felt that he knew that I was his mother, because he was 
never happy when he saw me, or he cried wanting me. Anyone could 
take him instead of me; it was totally normal for him. It was not normal, 
of course. When he was six months old, I really started to doubt that he 
was not a normal childlike his brothers. I doubted that, because his visual 
skills were completely non-existent. He was not growling and was never 
saying Mama nor Dada and other words. He was unlike the rest of the 
children who were uttering some words at his age. The months went by, 
and I waited patiently. I never knew what he was suffering from. I did not 
understand anything until he was one year old. I decided that now, it was 
time for me to understand my child and what he had. I went to the nearby 
health centre and, of course, the health centre assured me that my child 
was normal, and his speech delay could happen to many children, 
especially boys. I returned home and I was not convinced of their words. 
I just wanted to know what my son had. I waited for two weeks, and once 
again, I went back to the health centre and complained about the 
symptoms I was exposed to, which was the lack of communication and 
uttering sounds. He never felt that I was his mother and he never paid 
attention. They said the same thing, to give him more time. I went back 
home, and I was confused and worried. There was something unusual 
but I did not understand it, and I went back to the health centre once 
again and explained to them his symptoms, and again they said to give 
him time. I waited till he was 13 months old, and this time I decided to 
take a final decision. I told them that I had had other children and if my 
child turned to be unlike his peers, they would be fully responsible for his 
delay. This was my third time going to the centre, and I knew that he was 
not like the rest of his siblings I had raised before him. They suspected 
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that he had a problem with his tongue, which was preventing him for 
speaking, but he did not have this problem. They checked his hearing, 
and everything was fine. They started to doubt that the child was 
physically normal, so this time they tried to do something for him, and 
they referred me to the main hospital. We were referred to the 
pediatrician in the main hospital and looked through the reports written 
about him, and she decided to tell us that all the symptoms my son had 
were symptoms of autism. And of course, I was shocked, and I started 
to shout at her. I said no, my son did not have autism. She responded: 
what did I know about autism? I told her that a child isolated himself 
away from other children and never played with them. She told me that 
my information about autism was weak. Autism was not only displayed 
by being isolated from others, and she started explaining to me the 
characteristics of autism. I could see that what she was explaining 
matched my child’s symptoms. I was not comfortable, and I was 
shocked, and I isolated myself from others and I spent days crying. I 
decided that I needed to help my son, and I went back to the pediatrician. 
They took the first step of referring me to a specialist in the main hospital. 
There, they told me that they could only start speech therapy when he 
had a diagnosis, which meant I had to wait for a year and two months, 
doing nothing. I needed to wait until the diagnosis was done, which was 
frankly a great inconvenience. I felt I was losing a year and two months 
of my son’s life. And I had to waste a year and two months in vain, which 
annoyed me greatly. I did not feel that I could wait, and frankly, I began 
to take him to sessions using the Holy Quran, and those were at my own 
expense. When I was taking him to sessions, I met a mother of a child 
with autism. She asked me a lot about my son, and she provided me 
with a lot of information about autism. She also told me about a group of 
mothers who had formed in order to share information and support each 
other. I did join that group, and we shared experiences about our 
children. In this group, we helped each other to feel comfortable and 
happy. I felt stressed before I joined this group, but the stress was 
reduced as I got along with them. In addition to that, my husband and I 
were looking for information about autism, and we knew more through 
our searching, and joining the group enriched my knowledge about 
autism. 
 
I knew through the group that there was a specialist in autism, and we 
decided to take an appointment with this doctor. We went to him and 
began the first steps for treatment. The doctor thought that there were 
some tests that should be done for my son. These tests were sent to 
Germany and cost us 240 Omani rials. We had another appointment with 
the doctor after he received the results of the tests. The report confirmed 
that our son had the symptoms of autism and the food that our son was 
eating had caused fungus in his stomach, which had an effect on his 
brain. So, the first step was to stop feeding him this food. So, we started 
diet therapy, which meant he should stop eating dairy products, such as 
cheese or yogurt. We replaced white flour with whole meal flour; chicken 
eggs with quail eggs; white sugar with brown sugar; and cow’s milk with 
camel milk. We had an agreement with certain supermarkets to provide 
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these things for us, such as to provide us with three cans of milk from 
France a month. We continued with the diet therapy, and after two 
months of diet, our son began to pronounce his first letter; he was almost 
a year and three months. My husband and I bought some books for our 
son. We selected sound books that pronounce the character. So, our 
child started echoing these books; we spent time with him doing and 
following these things. We also bought some puzzles for him and, of 
course, we were seeing the doctor every month. He prescribed some 
food supplements, such as Omega 3. We continued using the sound 
books with him and prevented him from watching television, and we 
gave him the Omega 3 supplements. We struggled to give him the 
Omega 3. We started by giving him the supplement in the juice (fresh 
juice, of course). The doctor ensured to give him fresh juice and he was 
taking it for a while, but later he thought that there was something wrong 
with the juice, and he stopped taking it. So, we gave him the Omega 3 
with a spoon, and I had to force him to take it. This was very exhausting, 
and the child did not understand us. We had to lock the doors all the time 
and we had to replace all the locks more than once; it cost us a lot of 
money. If he went out, he never knew the way back home. He was not 
responding to us; he was like a statue in the house. He never knew how 
to say my name or the name of his father. In fact, he did not know that I 
was his mother, and he never knew his father. But we continued with the 
sessions, the supplements, and the diet therapy until the diagnosis 
appointment. The doctor in the main hospital diagnosed him as being on 
the autism spectrum. Of course, this made me annoyed and upset. I told 
the doctor that I had known my son’s diagnosis; I would not wait 14 
months for her diagnosis; and she said that she was sorry, but she was 
the only autism specialist in the whole country. She referred us to 
another government hospital, so we could start the speech therapy 
sessions. We also asked for functional therapy sessions in the hospital. 
So, he had two speech therapy sessions and one behaviour therapy 
session per week. This was a real struggle for me. When I parked the 
car, my son would open the door and run into the street. So, I had to run 
after him, in front of people staring at us. There were many times he was 
running, and I was suffering. I felt humiliated and fatigued. As soon as I 
went back home, I cried. We continued with the speech therapy in the 
main hospital until we discovered that new private centres had opened. 
So, I decided to increase the sessions in these centres. Once, I attended 
a symposium about autism in an institution, and there, mothers told me 
that I could treat my son without paying the fees, but I needed to make 
an ID card for him. This card is used for disabled children. This annoyed 
me hysterically, and I shouted, telling them my son was not disabled. I 
was shocked and disappointed, and I cried for a long time. But we 
decided to go to the Ministry of Social Development so we could make 
this ID card, in order for the ministry to pay the fees to treat him in the 
centres. We did that because the sessions were expensive in private 
centres, and we willingly accepted for this card to be made. They said 
that they would issue this ID card, stating that he was a child with a 
disability. Frankly, the word ‘disability’ had a strong effect on me and 
caused me pain that I even cannot describe. I told them that I did not 



 315 

want that card, because my son was not disabled. I just left them, and 
we continued to pay for his sessions at our own expense. After that, I 
suggested to my husband that we use comprehensive medical 
insurance from my husband’s job, which would help us pay for our 
children’s medical treatment and ourselves. So, my husband went to the 
doctor in the clinic at his job and applied for financial help to pay the fees. 
He told the doctor that our son was on the autism spectrum. But the 
doctor refused the application form because he did not believe in 
something called autism. We requested them to at least pay for the 
supplements, and again, the doctor refused. So, we continued paying 
for his treatment at our own expense. The centre was exploiting us. For 
example, they once told us that there would be a visiting doctor and a 
specialist who could help us, but we had to pay. We paid 60 rials. The 
doctor sat with the boy for only half an hour and told us that our son was 
‘normal’. I told him: yes, our child is ‘normal’, and we had a lot of money, 
so we spent this everywhere, with no reason. I just wanted him to know 
that we had been spending a lot of money on treating our son in vain. I 
spent 60 rials, without any benefit. 
 
Once again, the centre told us that there would be a doctor who 
specialised in brain problems, and we had to pay 20 rials in order to book 
an appointment with him. We did book an appointment because we had 
doubts that our son had a problem in his brain. Again, the doctor did 
nothing, just looking at him and saying he had nothing to worry about. 
These were some examples of exploitation in the private centres. We 
felt that there was a lot of expense we had to pay; we felt exploited, and 
we were exhausted because of all this. The time passed, continuing the 
session in the main hospital, and in the centre, we noticed that he had 
started to slowly improve. He started uttering some words and letters. 
The child was almost three years old, and he was saying some simple 
words. I thought of enrolling him in a school teaching the Quran, so he 
could be integrated with the children, because the doctor said integration 
with children would help his development. The Quran school took him 
for a short time, but later, they refused to accept him. I knew that my 
neighbour was taking children to teach them at her house. I asked her if 
she could take him as well so he could be integrated with other kids, and 
that I would pay her monthly. Again, she refused to accept him among 
the other children. So, I decided to take him to a nursery, and I hired a 
driver for 20 rials, and I spent 30 rials on the nursery. He stayed in this 
nursery for almost a year, and the child seemed to improve gradually. 
 
The child started to be integrated with other children, but unfortunately, 
the head teacher of the nursery called me and told me that they did not 
want my son. I asked her why, and she said that my son seemed not to 
get along with the children. This really annoyed me because my son did 
not cause any problems. Why did not they want him? She said that I had 
to find the right place for my son. I started crying and I was tired. I spent 
the whole day crying and feeling depressed. I asked everyone and 
looked everywhere, but my son was at home. Yes: I was taking him to 
the session in the evenings, but he spent mornings at home, so I had to 
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find another option.  
 
My neighbour told me that a nursery had opened, but this nursery was 
really far away from us. This nursery had the hour system, so a child 
stays with them per hour. I took my son, and we went to them; I said I 
would try this one. They accepted him and told me that he would stay 
with them just for two hours. Every day I took him to the nursery, and I 
waited for him under the sun and in very hot weather. Then, I paid the 
amount of money for these two hours, and I went back home. Every day 
was a struggle for me, because the nursery was far away from our house 
and he was hyperactive when I was driving, and several times, he 
opened the doors. I had been in this situation every day in order to help 
my son, so he could be integrated with other kids. But I insisted that I 
would do whatever I could do. I never gave up anything I was capable 
of. At the same time, I was asking about schools that would accept 
children with autism. I had heard that there was a school for these cases 
such as children with Down syndrome, and children who had speech 
delay and learning difficulties, and other conditions. It was a private 
school that had a special section for children with special needs. I told 
myself: why not try it? At that time, the boy was not able to go to the toilet 
by himself. He even was not able to wear his shoes independently. They 
agreed to help me, but the fees were very expensive. I had to pay 2,000 
rials per year, but they were kind and considerate and reduced the fees 
to 1,600 rials per year. I told them that I had other expenses to pay, such 
as the evening sessions and the supplements. So, they honestly 
reduced the amount of fees. We continued with this school, the evening 
sessions, and the sessions in the main hospital, as well as the 
supplements I was giving to him. He began to change; his perception 
became better, and his behaviour changed. He started to depend on 
himself, and my son seemed to change greatly. He continued with 
supplements for three years in the school, and the child changed and 
depended on himself. When he was five years old, he seemed to utter 
simple sentences of two or three words. 
 
My husband’s work agreed to pay for the private centre, and we 
continued paying for the school. The boy, as I said, had improved 
greatly, so the school decided to take him out of the special needs 
department and integrate him with other children, because he became 
like the other typically growing children. He seemed to read and started 
writing, so they registered him in the reception class. In addition to that, 
they provided him with behaviour and speech sessions. But again, we 
felt that the school was exploiting us, because they refused to reduce 
the amount of school fees. Since our son started to be in the mainstream 
classes, then according to the school rules, we should pay less. But the 
school wanted to keep the same amount of fees. 
 
We, the parents, were requesting the government to integrate our 
children in the mainstream classes into the government schools. The 
ministry told us that they had been studying the practicality of integration 
with the students who could be integrated. The Ministry of Education, 
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with the cooperation of the Ministry of Social Development, had to test 
children with autism and decide who would be able to be integrated in 
the mainstream classes. My son, thank God, managed to be similar to 
his peers, who were growing typically. They tested him and he passed 
their test, but they told me that it would be better for him to be in a private 
school. I asked them why they would not accept him, because he was 
capable and independent. They said no, his abilities were below 
expectations. They insisted he be kept in the reception class and not in 
year 1, and we paid 1,600 rials. I frankly felt annoyed with their 
behaviour, so I decided to register him in another school, but a private 
school.  
 
I took him to a private school and asked them if it was possible to 
evaluate my son so he could be in year 1. I told the school that my son 
had speech problems, but I never told them that he was a child with 
autism. They evaluated him and decided to enroll him in year 1. He is a 
typical child, like his peers. He is able to read and write. He has a speech 
problem, but we are doing our best to overcome this. 
 
I mean that most of the autism characteristics disappeared. This 
happened by using the supplements and diet therapy at home, by 
integrating him into the society. Thank God, the child began to become 
a typical child. He is still a hyperactive child, but I still take him to the 
session in the private centre and the session in the main hospital. He is 
now in year 2, and I have started to buy books for him, chat with him, 
and discuss the topic with him. I usually sit with him to discuss different 
topics. I also give him instructions at home, such as: bring this from 
there. I also take him to the shops with me, and there, I tell him about 
different things. I start with a word, and then add another word to it. In 
this way, I taught him shapes and colours. For example, I tell him this is 
a banana, then I add a yellow banana, and so on. I insist on repeating 
these phrases to him; though he is not speaking, he is retaining words. 
When we go back home, I ask him: where did we go and what did we 
do? When we go shopping, we keep talking to him. Though he was not 
saying anything, he was storing. After a while, he started responding to 
me and to my orders. 
 
After he responded to my instructions I moved to a second stage, which 
is asking him about what he did and why he did it. Instead of receiving 
the orders, I wanted him to think and talk about the instructions. The 
questions and answers helped him. Now, he initiates questions. For 
example, when he comes back from school, he asks me: Mama, what 
are you cooking; where are we going; or what are you doing? The last 
time we were in the main hospital, the doctor told us that he is now in 
the last stage of his sessions, which is the stage of dialogue with him. 
And he is becoming a 100 % typical child in my point of view. 
 

3. Maha produced a YouTube video (and translated into English) 
 

My story with Jamal started with pregnancy, and I had many problems 
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during pregnancy, including a high temperature. When I went to the doctor, 
they insisted I stay in the hospital for a while, because the fever infected the 
child. The birth of a child is usually difficult, but the birth of Jamal was even 
more difficult than any other child. When Jamal was born, he was not 
breathing and he was suffocating, but thankfully, he survived. In his first 
early months, I noticed that Jamal was not totally normal and he was mostly 
inert or inactive. He was always sleepy; he did not respond; and he feared 
loud voices. I felt that he was not a “normal” child. On one hand, he was not 
responding and his responses were delayed if I called him. As the days 
passed, I noticed that he became even calmer. Children at his age respond 
to us. I mean, he was not playing like children who were at his age – three 
or four months. Children at this age accept that you speak to them, and they 
spontaneously respond to you. But Jamal was unlike them. He was upset 
by noises and closed his ears, and he did not have eye contact.  

My relatives and my friends asked us about Jamal’s problem whenever they 
saw him. They always asked why he was like this, what was wrong with him, 
why did he not play with others and  play alone. We faced many 
spontaneous diagnoses from people and relatives, including those who told 
us that he might have an evil spirit. There were people who said that it was 
possible that he had had a certain disease. I am not against evil spirits, but 
I am against  associating every weird thing to evil. So, I did not give in to 
these things people were saying. As a first step, my husband and I decided 
to take him to a doctor, and the doctor was the one who could diagnose him. 
Perhaps we could get an answer. We actually took him to a doctor in a 
hospital in our town. The doctor examined his hearing and vision. Everything 
was ‘normal’ for a child at his age, and at that time, he was 18 months old. 
We had been told that maybe his condition was related to psychology and 
could be reviewed by specialists of psychology (psychiatric). So, we were 
transferred to the main hospital in Muscat (the capital city). We took him 
there when he was almost 18 months old. The doctor told us that he might 
have autism spectrum disorder (ASD), but he said it was difficult to decide 
on a diagnosis at this age. When the child reached the age of two and a half 
or three years, it was the appropriate time to confirm the diagnosis. So, 
diagnosis could only be confirmed when he was a bit older. We did not know 
anything called autism, and we had never known any thing like that. We 
heard the word ‘autism’ for the first time from the doctor. We tried to look for 
this, and frankly, it was the first time we heard about autism. When Jamal 
was two years and eight months old, we went to our appointment in the main 
hospital and we met the doctor. The doctor examined Jamal’s ears and 
eyes, to make sure whether Jamal had the diagnosis of autism or not, and 
he confirmed that Jamal had autism. We were shocked and we did not 
expect that. We had hoped that the doctor would say something comforting, 
but this diagnosis was confirmed by the doctor. At home, we were struggling 
with Jamal, as he was always running, jumping, and fluttering with his 
hands, and sometimes shouting and crying without a reason. His sleep was 
not for long periods, and his sleep was not comfortable. He could not play 
with children, or he did not play with them in an appropriate way. There were 
other problems, such as if I was trying to go out and I got distracted for a 
few seconds, he would jump into the car and he would lock all the doors. 
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But I noticed that he needed to be talked to quietly and he would never 
accept me shouting at him; this would make him scared. Jamal was always 
running out of the house, midday or midnight. Sometimes, we found him in 
our neighbours’ homes, or we found him locked in one of our cars. Once we 
found him in the middle of the road spinning, and people around him did not 
know what he was doing. Luckily, he was not killed in any of these cases. 
No matter how we describe the suffering we were experiencing with him, no 
one can understand it except those who are going through a similar 
situation. 

After diagnosis 

The first step we took after diagnosis was self-education. Our self-education 
meant how to deal with Jamal. We tried to make our relatives understand 
that Jamal was a child with autism, but they did not know the meaning of 
autism. So, we tried to explain to them the meaning of autism. We 
discovered that there were other families who were in a similar situation. So, 
we met a special group who cared about autism. In this group, there were 
many mothers who spoke about their children with autism and their 
behaviour at home, and how they faced their problems. There was 
cooperation between these mothers, in order to reduce burden on them. 

The journey of therapy 

After we heard the diagnosis from the doctor at the hospital, we felt that was 
not enough and we were not satisfied. We still hoped that the diagnosis was 
wrong. We tried to ask about private clinics, and we actually found a special 
clinic specialising in children with autism or an autism disorder. We 
immediately took Jamal to the doctor, and he checked him and confirmed 
that Jamal was 100% on the autism spectrum disorder. So, he 
recommended some treatments, and one of the treatments was diet 
therapy. The idea of diet therapy is that we prevent him from eating regular 
food, and that we give him special food. This was not easy for us, especially 
as we are from a low-income family, and food and medicine were very 
expensive. The food quantity was little and its consumption was fast. 

The education journey 

A private school was the only option in front of us at that time, and there 
were not many. In addition to that, we could not afford it, and educating him 
in such a school was very expensive. So, we went to the institutions that 
were responsible for the education of our son, and we were advised to take 
him to a public centre for children with special needs in our town. We tried 
to send him to a private school even at our expense, at least at nursery 
level. We went to almost all of these schools, but they all rejected him. A 
year or more passed, and we found out that a special centre for children 
with special needs in our town had been developed. This was remarkable, 
and a lot of work had been done at this centre. We noticed their care towards 
our son, and in many cases, they taught him things voluntarily. They never 
had external funding though, so sometimes it was difficult for things be done 
for him. All those who were working in the centre were hard-working people 
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who cared about Jamal as if he were the only child who was studying at the 
centre. 

The role of the family 

We tried to deal with Jamal as a child with autism at the same time as trying 
to deal with him as a ‘normal’ (typically growing) child. We combined the two 
things and tried to balance between the two, so we could understand him 
and enter his world, as well as he tried to understand us. We tried to educate 
ourselves how to deal with Jamal, and tried to teach him reading and writing.  

In fact, Jamal is a clever boy. I know my son very well. Jamal’s concentration 
and memorisation are really good, and he retains and never forgets things 
he learns. He has the capabilities and abilities, but the problem is that these 
abilities are not used and developed appropriately. At least we are looking 
for the tools that are necessary to use these capabilities and abilities. We 
need help to develop Jamal, and if he does not get the needed help and 
support, he will never progress.  

My advice to families who have a child with autism is to be patient with 
him/her and to treat him/her ‘normally’. At the same time, they should be 
considerate because the child has a special situation, needs attention and 
love, and s/he needs understanding, because s/he is trying hard to adapt 
herself/himself to the world.  

I do not care how important my son is to the country, but we have seen what 
the country has given to this boy. I do not care about people staring at my 
son. I do not teach my son to demolish, but I teach him how to build. Jamal 
and children with autism taught us how to love our children at any time and 
anywhere. They taught us not to feel shamed or bored. They taught us that 
they are everything to us and that we are everything to them. So, we feel 
that they are proud of us without saying so; and they do not love because 
we are spoiling them, but because they feel beloved and safe. They taught 
us not to concentrate mainly on changing them to be typical children, but to 
be proud of them as they are. 

In conclusion, my son Jamal is not alone as we, and those who love him, 
are with him, and he knows that. 
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Appendix four: Example of interview Analysis  
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Appendix five: An example of quotes from participants' interview 
(Athari) 
 
 
pg Codes Category  
1 -He understands that he is going to school 

for learning 
-I feel that he has not reached that level of 
understanding  
-Knows that he is going to school 
- He says he learned something at school, 
but the meaning of education/ learning I 
don’t think he understands it. 

doesn’t 
understand 
school, Meaning 
of education, 
meaning of 
learning  
 
 

Child’s 
characteristics 

2 - I started to think about academic this 
year, because I noticed that Mostafa’s 
concentration and understanding are 
becoming better 
- I was not thinking about them in Mostafa’s 
development process.  
- But now I felt that he started to be 
sociable, he understands the meaning of 
school, he sits in the classroom, he is 
committed to school routine, he plays with 
other kids and so on.  
- I felt that it was time to think about 
academic skills and focus on them. But 
before, I did not think about it at all.  

Child’s readiness 
for to academic 
skills 

5 He is verbal 
He doesn’t speak long sentences, or he 
talks a lot.  
He says what he wants, he asks about what 
he wants, but not really speaking. 
He is not able to do that, but he can say that 
I fell or I pumped my head or it hurt.  
He can tell me that, but to tell me what really 
caused that, no he has not reached that 
point yet. 

Child’s 
characteristic 

5 I felt that his understanding was developed 
greatly, so not I felt that it was time to think 
about his academic skills 

The starting point 
for academic 
skills 

2 I currently think about integrating him into 
the society. 
I am not focusing on his academic skills 
integration, developing concentration, 
developing understanding 

Purpose of 
education 

Meaning and 
purpose of 
education for 
her son 

2 - I was not focusing on reading, writing. Purpose of 
education 

2 -They might mean each other. In some 
cases they say learning and habilitation. 

Mother’s 
definitions for 
education 
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-Habilitation might mean they start with it at 
the beginning of children’s life and then they 
move to education. So education comes 
after habilitation.  
-Maybe can be in-depth learning, maybe.  

2 Therapy means cure, and medicine. There 
must be medicine in it 

Mother’s 
definition of 
therapy 

3 I don’t think about education in a similar 
way that I think about it for his brother. 

Differences in the 
meaning of 
education 

3 It depends on his achievement and the 
level he reaches 

Meaning of 
education 

3  based on my experience, it is not 
important to get high marks, or go to 
college, or to get a degree  

Mother’s 
perception about 
education 

3   The most important is to understand, to 
comprehend everything around him  

Meaning of 
education 

5  Start writing, or holding pen to write, 
maybe read 
I am not bothered with his academic skills 

purpose of 
education 
(academic skills, 
writing and 
reading) 

5  It is more important for me to develop his 
social and verbal skills. 

Mother’s main 
focus on her 
child’s 
development 

3 I visited school, 
I ask them about the programmes they 
have for children like Mostafa 

Mother’s strategy 
to choose a 
school 

Mother’s 
strategy to 
choose 
educational 
placement 

3  They might say, ‘no we cannot accept him 
in our school, or they cannot accept him in 
a mainstream classroom. 

Schools 
rejections to her 
child 

3 I might ask them how do special classes 
operate and what do they do? 
I mean what are their programmes for 
children like Mostafa.  
What are you going to teach him? How are 
you going to integrate him?  
I ask all of these questions,  

questioning them, 
talking to school 
teachers, 
listening to them  
about the 
meaning of 
integration 
 

3 After that I don’t know, I feel that I know 
from my experience with many schools  
I can understand if they are going to 
integrate him or not from their way of 
talking about integration. Because their 
way of talking about integration reflected 
clearly through their talk. I can understand 
if they belief that these children can be 
integrated or not 

Mother’s decision 
based on her 
experience 
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4 I also spent full days with the school from 
the start of the school day till the end, in 
order to see their performance 
I can see, I can observe their way of 
dealing with him, 

Mother’s strategy 
to choose a 
school spending 
full days in the 
school, observing 

4 Mostafa spent a full day with them. In this 
way I can see, I can observe their way of 
dealing with him 

Mother’s strategy 
to choose a 
school 

4 There were many schools, which didn’t 
understand the meaning of integration.  
They will tell you that they were going to do 
many things, but when they speak about it 
and how they were going to apply the 
programmes.  
You don’t feel it was right what they were 
doing.  

Mother’s 
perception about 
the school 

4 The financial factor is the last thing that 
would affect my decision to my son. 

Factors of 
choosing the 
school 

4 Sometimes I doubted what I have done.  
I felt skeptical about my decisions, at the 
start .  
I was skeptical, when I recall what I have 
decided for my son. 
Thank God , what I have chosen was right.  
I bounced from one choice to another, 
mother’s instinct “mother knows” 
You don’t know the right way, you pounce 
from one decision to another until you find 
what you were looking for (Athari, I:4) 

Mother’s feelings 
about decision 

Mother’s 
feelings 

5 I started teaching him and developing his 
academic skills. 
not important(Athari, I:4) 

Mother’s feeling 
about the 
academic skills 

6 I was so much satisfied in UK 
I don’t regret anything 
I was not sure about his condition 
I have never regret anything after he had 
his diagnosis when we came back from UK 
satisfied, no regret  

Mother’s feeling 
about her 
decision 

6 I regret his early stage before I went to UK. 
So I could have done something 
differently. 

Mother’s feeling 
about diagnosis 

6 I understood his condition differently and I 
was taking a different path than ASD.  
I only felt that his condition was related to 
his speech. Yes I started sessions for him, 
but I never knew that there were special 
schools so I could talk to them. I just 
depended totally on the government 
hospital, which was one session per week.  

Mother’s feeling 
about diagnosis 



 330 

If I have known this as what I know now, I 
would have doubled the sessions he had.  
Instead of focusing more on my study, I 
would have dedicated more time for him. 
(Athari, I:6) 

7 I was not really sure about what he should 
learn or what programmes were suitable for 
him.  
I was not sure what Mostafa’s needs.  
(Athari, I:7) 

Mother’s feelings 
about her 
decision 

7 For example, his teachers wants to start 
with some points, which I felt were not 
important at that stage for him. So I tell them 
to adapt these points to suit Mostafa’s 
needs. My way in doing this caused me 
some troubles with the teachers. 
I know that they are not the best teachers 
ever that my son could have but at least 
they are better than others. 
I need to follow them up and ask them to 
train him on what he needs.  
Sometimes they ignore certain points that 
Mostafa needs to be developed in 
I know Mostafa more than them. I know his 
needs because I live with him and I spend 
more time with him 

Mother’s feeling 
about his teacher 

7 I tried to change myself to be more patient 
and being more accepting for his 
condition(Athari, I:7) 

Mother’s feeling 
towards her son’s 
condition 

9 I feel that I am still not able to make decision 
for him. 
I do not feel that I have the ability to make 
decisions.  
Everyday, I discover new things about ASD, 
and about my son.  
The situation is more obvious for me than 
before.  

Mother’s feeling 
about her 
decision 

9 I have hope that my son one day he will be 
a “normal” child like many other children. 
But I adopted myself to live with autism. 

Mother’s feelings 
for her son’s 
condition 

9 Sometimes I have depression moments. 
You know that I feel ok most of my time, but 
there are days that I go through depression 
moments. Later on I get out of these 
moments.  

Mother’s feelings 
for her son’s 
condition 

9 I am a person who could try to find 
different ways to get out of my depression. 

 

16 I have mixed feelings. There are times that 
I feel happy because I have achieved 
something.  

Mother’s feeling 
about her son’s 
condition 
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I became more appreciative for the 
development of my both children.  
I sometimes feel worried about, but it is not 
intense.  
I also don’t feel sad, I developed strategies 
to get me out of my sadness.  
I also developed trust in everything around 
me.  
I sometimes feel guilty, like if I was aware of 
his condition I would not have left him using 
electronic devices.  
I always feel success when I see my son’s 
development. (Athari, I:16) 

12, 13 I feel I can manage my stress 
I am capable to face challenges 
but I don’t know about the future, because 
Mostafa is still young and I am not sure 
about him 
How I am going to face the challenges that 
might come up. I really don’t know.  
At this age, yes I can do it and I encourage 
myself not to think about the future. 
(Athari, I:12) 

Mother’s feelings 
about facing 
challenges 

13 I don’t know if you look at it as a balanced 
life or not, because everyday, is really 
hectic day, from early morning to evening 
and I am running form one place to 
another. 
Honestly this is adding pressure on me. I 
always feel that I am under pressure.  
There are many times that I feel that I need 
to reduce some of the activities for Mostafa, 
even the evening sessions. I know that 
Mostafa is benefiting from these sessions, 
but also I am adding pressure on me. 
I am really exhausted, and I don’t feel that I 
really have a social life like before. I feel that 
I have stopped contacting many people, 
even my colleagues at the work. I don’t 
know but I really feel that I am a way from 
many of them. 
I am here and I am feeling exhausted.  
I have reached to a point that I don’t know 
what I am doing. At the work they ask me to 
present paper in a conference, and I don’t 
know what I want to present. I mean I 
always ask myself what I want to do, either 
I focus on my job and dedicate my effort and 
time towards my job so, I get promoted. 
This will cause me reduce my efforts 

Mother’s feeling 
about her life with 
a child with 
autism 
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towards Mostafa and I have to give up many 
things related to my son’s development, 
which I don’t want. This is what I feel 
currently, I really don’t know what I want. I 
don’t know. (Athari, I:13) 

5 the school and the private centre are 
following the same plan.  
They are completing each other, because I 
am contacting both the school and the 
centre where he takes private sessions 

Mother’s strategy 
for her child’s 
development 

 

5 I am trying to contact both sides the school 
and the center. There is a notebook that 
they write in and with this book we can 
communicate with school and the centre. 
continuous contact with the teachers in the 
school, private centre using notebook 

Mother’s 
involvement in 
her son’s 
education 

5 I try to go on the same way they are 
following (the school and the centre). I try to 
generalize the things they give him in the 
centre and the school so it can be 
applicable for our life at home. (Athari, I:5) 

Mother’s strategy 
at home (practice 
what is given at 
school, modify 
some tasks) 

7 I was reading a lot, I became better in 
understanding the programmes. 
 I also became better to understand 
Mostafa’s conditions. 
 I became better in comparing his needs to 
others. 

Mother’s 
understanding for 
her son’s 
condition 

7 I was trying many things,So I tell them to 
adapt these points to suit Mostafa’s needs 
I was not asking them to do lot of work with 
my son, because I felt that he was not 
prepared yet for the skills they wanted to 
work on. I wanted them to work in an 
appropriate way with Mostafa. Even at the 
centre, sometimes there were teachers 
who wanted to jump form one skill to 
another when I felt that he was not ready 
yet for what they wanted to do. Generally 
they accept my recommendation to 
Mostafa’s programme. (Athari, I:7) 

Mother’s 
involvement in 
her son’s 
education 

7 love and cuddle is more effective than 
being strict with him. Being strict with 
Mostafa doesn’t work at all. 
I tried to change myself to be more patient 
and being more accepting for his condition 
, my son became better (Athari, I:7) 

Mother’s strategy 
with her son at 
home 

7 I stopped his use to these electronic 
devices 

Mother’s strategy 
with her son at 
home 
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He started to develop comprehensive 
behavior in a better way. I give him these 
devices in a manageable way.  
Electronic devices are really bad for his 
concentration and comprehension.I 
stopped his use for the phone. (Athari, I:7) 

8 I give it to Mostafa as a kind of 
reinforcement for a good behavior.  
I give him the phone to use a certain 
application that might help him or play a 
game and I time the use.  
I started to follow a certain programme, I 
took the parts that were convenient to me. 
These helped him a lot and he became 
better in comprehending the world around 
him.  
I allow him to watch TV and he likes to 
watch funny series, because these make 
him happy (Athari, I:8) 

Mother’s strategy 
in developing her 
son’s skills 

8 I use it as reinforcement, because he 
understands it and he uses the phone for 
short time. 
He did not realize that he needed to use 
the phone for a short time and he had to 
give it back. 
He was using it for a long time and if we take 
it away, he would have tantrum and caused 
his development to slow down. (Athari, I:8) 

Mother’s strategy 
for her child’s 
development 

11 He is abide by the house rules Mother’s strategy 
at home 

11 His father arrives home, so he takes his 
turn to take care of him, so he takes him to 
his room, he reads stories for him or they 
play with each other until they sleep both 
of them. 

Mother’s strategy 
at home 

11 Sometimes in weekend we look through 
his homework, because I asked them in 
the school not to give him any homework 
except weekend. 

Mother’s strategy 
at home 

11 The driver takes them, because I never 
wanted him to go with the school bus. 
I also do not trust the driver to bring him 
home alone, so the housemaid goes with 
him and brings him home. 

Mother’s strategy 
to help her son 

8 I noticed that Mostafa was clever boy. Mother’s 
perception about 
her child 

Mother’s 
perception 
about her 
son’s 
development 

11 Mostafa is an organized boy 
This doesn’t mean that he is a routine 
person because of autism symptoms 

Mother’s 
perception about 
her son 
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13 He has developed greatly Mother’s 
perception about 
her son’s 
development 

7 
 
 
 
 
12 

Mostafa used to use the electronic devices 
in a very negative way. 
 I can say he was addicted to them.  
I say that this addiction was my biggest 
fault 
I feel that Mostafa’s main reason that 
made his condition worse was his use of 
electronic devices. 

Mother’s 
perception for the 
cause of her 
son’s condition 

Causes of her 
son’s 
condition 

8 He was a way from the real world. 
When he uses the phone, he forgets 
everyone around him. 
 He never responded to anyone’s calls.  
The phone was taking his mind away.  
He was using it for a long time and if we take 
it away, he would have tantrum and caused 
his development to slow down.  

Effect of Overuse 
of electronic 
devices  

6 The school’s system to have a shadow 
teacher for children with special needs. 

 Mother’s 
perception 
about public 
services for 
children with 
ASD 

7 I know that they are not the best teachers 
ever that my son could have but at least 
they are better than others. 

Mother’s 
perceptions 
about her child’s 
teacher 

8 In contrast, in the centre they did not agree 
with me in this point. I mean, they always 
encouraged me to give the phone to use it. 

Conflict between 
mother and 
centre with 
regards the use 
of electronic 
devices 

12 I don’t feel that they are well-prepared for 
understanding children with autism. I am 
afraid that they will not take care of him.  

Mother’s 
perception about 
public 
mainstreams 

12 The school is really big and the teachers 
are overloaded, and not prepared for 
children with autism.  
The situation depends on each child, the 
school size, the cooperation of teachers, 
the region the school  is in.  
But in the capital city, I don’t really advice 
parents to send their children to a main 
public school, except if their parents have 
low house-hold income. 

Reason for not 
trusting these 
schools 

12 In some regions the number of the 
students are not big, and there are not 
many private schools, in that case parents 
might not be able to send their child to. In 

Mother’s 
perception about 
public 
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that case they can not leave them at  
home, so it is better for them to find a 
place even if it is not the best. 

mainstream 
schools 

13, 14 I cannot see many services offered by the 
ministry of social development except the 
habilitation services. 
They offer habilitation sessions to children 
with ASD. I mean they pay for these 
sessions even if it is in a private centre 
Children will not develop because the 
sessions are not enough for both of them 
They issue a card for children with autism 
I have never seen any support from them, 
even we asked them several times to add 
services on the card for children with 
disability, but it is just a card. 

Mother’s 
perception about 
services for 
children with 
autism 

14 They have some services but they are not 
enough 

Mother’s 
perceptions 
about Ministry of 
Social 
Development 

14 Ministry of Education, is not even doing 
anything as if these children are not it is 
not the Ministry’s responsibility. 

Mother’s 
perceptions 
about Ministry of 
Education 

14 There is no support and the people who 
are working in these Ministries do not 
understand their job. They think it is just a 
job for the sake of salaries and once their 
working hours is over, that’s it. 
Because their responsibilities require 
social and emotional involvement to 
consider and provide parents with their 
needs, few employees who are sincere in 
their job. 

Mother’s opinion 
about the two 
ministries 

15 They had unrealistic evaluation process. 
The specialist are not qualified. 
At the end they stopped the project 
because of financial reasons. 

Mother’s 
perception about 
the Ministry of 
Education’s work 
for the children 
with autism 

12 I adviced her to read more about autism and 
directed her to different autism websites.  
I also advised her to stop giving him 
electronic devices, because you know that I 
am affected with them.  
I also advice them to start as early as 
possible and they take them to centres that 
have specialist who are really good.  

Mother’s advice 
to a newly 
diagnosed with 
autism 
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If you are able to work with your son/ 
daughter, if not at least you can support his 
development at home.  
look for a nursery that accepts him with his 
condition.  

12 They must have some involvement in their 
education. They must contact the teachers 
in a regular basis, so they know what your 
child needs.  

Mother’s advice 
to all mother’s of 
children with 
autism 

 

13 There are many mothers who are worried 
about their children’s future, but I really 
don’t think that this is healthy, I feel that we 
need to live each stage without thinking 
about future or even past. 

Mother’s advice 
to all mother’s of 
children with 
autism 

 

9 Whenever, I feel I was ready for a new plan, 
I discover that there were new things in 
Mostafa, I have never noticed before.  
New things or symptoms appeared in him I 
have never thought of.  

Reason for 
uncertainty about 
her decision 

 

9 The more I read and the more I talk to 
specialist, I discover new things, I was not 
aware of.  
I listen to mothers talking about their 
children, I discover things I have never 
thought of.  

Mother’s source 
of information 

 

10 I always try to benefit from everything 
around me. 
 I think deeply when they talk about different 
things around me or when mothers discuss 
different topics about my autism.  
I try to analyze the topic being discussed 
and relate them to my son. This helped me 
to develop a better understanding about 
autism.  

Mother’s ways to 
understand 
autism 

Mother’s ways 
to understand 
autism 

9 Everything and everyone 
my job is really flexible and considerate to 
my son’s situation. 
 My husband is really very supportive 
though his job is really difficult.  
My husband is really supportive.  
He supports all the plans I set for Mostafa’s 
education. He supports me in every step. 

Factors helped 
her to deal with 
her son’s 
development 

Family 
support 

10 There have been many people who helped 
me and supported my son’s education. 
Even the mothers in the whatsapp group. 
Mostafa’s brother is becoming better in 
understanding his brother’s condition.  
Even my family, my sisters are all helping 
me. 
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I recruited all my sisters and my nieces 
and nephews to support me with Mostafa.  
The housemaid is also helping me with my 
son. She is really different and supportive. 

5 He is in a mainstream school in the 
morning and private centre in the evening 

The child’s 
current education 

 

5 He has a shadow teacher at school in the 
morning,  
He takes private sessions with speech 
therapist in the evening.  
There is a notebook that they write in and 
with this book we can communicate with 
school and the centre 

School’s strategy 
with a child with 
ASD 

8 I really don’t know, I have never thought 
about it. At the beginning it might be 
difficult for him, 

The effect of 
transfer from one 
school to another 
on child 

Transition 
from school 

8 The beginning was difficult for him because 
it was a new school and a new environment. 
The teachers were also new for him. But 
later on they were able to manage him and 
work with him.  

Transition is 
difficult 

10 setting plans, following up, involving family 
members in her son’s development 

Mother is the 
main person in 
the child’s 
education 

 

11 routine, planed, abide to house rules,  Child’s typical 
day 

 

15 I wish that he depends on himself. I don’t 
think about Mostafa to be a doctor or an 
engineer. My biggest dream is just to 
depend on himself.  
To be a  doctor, is not important to be me. 

Mother’s hopes 
for her child 

 

16 I am leaving this to God. I can not change 
the future . I have some fears, but I try to 
think about my day and not more than that.  

Mother’s fears 
about her son’s 
future, 
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Appendix six: Story narration summaries 

Mothers Narration 

Anfal  

Anfal has a child with ASD, Khamis. She started training her son 

at the age of 4 and she said that she never heard the word 

“autism” before diagnosing her son. She informed herself through 

looking and searching for information about autism in books and 

in the Internet. Anfal’s family is supportive and cooperative in 

taking care of her son with autism. She tries to develop her son’s 

skills at home through using games and stories. Though Khamis 

is independent in most of life skills such as going to the toilet or 

eating and he is able to read and write, Anfal struggled to find a 

place for him in government mainstream schools, a mainstream 

class. He was in a government special school, but they moved 

him recently to a government mainstream school in a special 

class for children with SEN. 

Aseel 

Aseel described her son’s, Marwan, level of autism as severe. He 

is at the primary level age and he is in a government special 

school for children with SEN. She tried to use prescribed recipes 

and food supplement to increase her son’s concentration span 

and reduce his hyperactivity. She registered Marwan in a private 

special school, but she noticed that Marwan acquired negative 

behivour such as biting and flapping. So she moved him to 

another special school funded by the government. At home she 

uses games and focused activities to develop Marwan’s skills. 

Aseel is a working mother, but her family is very supportive. Her 

sisters and sisters-in-law help her in taking care of Marwan when 

she is at work. 

Athari 
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Athari is a working mother and her son with autism, Mostafa, is a 

primary age child. She had many delays in her search for answer 

about her son’s behavior. Though she travelled to UK for her 

studies and there he was diagnosed with autism, she did not 

understand that autism was a serious condition that she needed 

to worry about. According to her, in UK, specialist comforted her 

that her son would be fine as he grew up. But her real struggle 

started when she went back to Oman and could not find a place 

that satisfied her. This made her stressed, depressed and she 

isolated herself from the community. She went to many private 

and government schools and she faced rejection from most of 

them. Later, she found an acceptable school that would help 

developing her son’s social skills. Mostafa is now in a private 

mainstream school with the support of a shadow teacher (teacher 

assistant) who support Mostafa’s social and academic skills. In 

addition Mostafa is taking evening session to work on social and 

life skills. 

Fadwa 

Fadwa described her son Affan as her “little hero”, who taught her 

to think about life and knowledge differently.  Affan is a middle 

school boy. Fadwa is a working mother and she realized that her 

son needed support more than she expected. When Affan was 

diagnosed with autism, she had a mixture of fear and sadness, 

which she could not describe. She tried many programmes to 

develop her son’s skills. In addition, she developed her skills to 

train her son through, attending workshops, conferences and 

seminars about autism. Affan is now in a private special school 

and Fadwa found support from her family and friends to develop 

Affan’s social skills. 

Fatin 

Fatin is a mother of two boys with autism, Khozam and Hassan, 
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she described the eldest son’s level of autism as severe and 

Hassan, the youngest as a mild level of autism. Khozan has 

autism and a mild brain disability. She travelled to different 

countries to understand her son’s condition and to find a therapy. 

Fatin tried to develop her son’s condition through using 

medication, speech therapy and vocational training. Khozam is 

now integrated partially in an international school in a nearby 

country with a mentor who accompanies him. Her second son, 

Hassan is in a private mainstream school in Oman. Fatin 

supported Hassan by mixing him with typically growing children. 

Fatin started early intervention for her son in order to develop his 

social and academic skills. In addition, she tried to develop her 

skills in dealing with her son and she finished a diploma degree 

in teaching children with SEN. 

Ibtihal 

Ibtihal is a mother of Yahya, an 8-year-old boy diagnosed with 

autism. She questioned his condition at the age of 16 months as 

he changed dramatically and developed weird behaviours such 

as hyperactivity, problems in speech and repetitive actions and 

hysterical laughter or constant crying with no reason. She 

suffered from depression, which made her to start taking 

medication. But then she realized that her son needed her, she 

started to develop her knowledge about autism through searching 

Internet and reading books. She used many strategies to develop 

her son’s social, life and academic skills. Her son was rejected 

from many schools; with a struggle she managed to find a place 

for him in a government mainstream school with typically growing 

children. She faced accusation from her family with negligence 

and carelessness towards her son and she did not have support 

and help from her family. 

Jori 
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Jori’s son, Mishari, is a child with autism at the age of nursery 

level. She described her son’s level of autism as moderate. She 

travelled abroad to find the answers for her son’s delay and 

behavior. She was shocked that her son needed an intensive 

training and habilitation in order to support his speech skills. She 

thinks that she is at the beginning of her journey with autism. She 

explained that mothers of children with autism in the whatsapp 

group are inspiring her with penitence and hard efforts. She trains 

her son at home as well as he goes to a private special school. 

Jumana 

Arif, Jumana’s son, is in a private mainstream school. She 

described her son’s level of autism as mild. She managed to 

develop Arif’s social, life and academic skills through mixing him 

with other children. He is now in a private mainstream school 

studying with other typically growing children. Jumana developed 

her knowledge about autism through searching the Internet and 

social media.  

Maha 

Maha, thinks her son (Jamal) is a clever 9 years old boy. He did 

not find the support from many governmental institutions. Though 

Maha did not have any idea  about autism, she was shocked that 

he son had been diagnosed with autism. She decided to use 

different strategies to “treat” and “educate” her son such as using 

medication, diet therapy and functional therapy. Maha and her 

son encountered rejection from schools which were not many, 

because they live in an area outside Muscat. However, they found 

a place for him in a governmental special school which, she 

thinks, supported Jamal’s development. Maha’s family is very 

supportive and considerate. Maha played a significant role in 

Jamal’s progress, through increasing her knowledge about 

autism and the ways to support a child with autism. 
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Maria 

Maria is a mother of Adnan a primary school boy. She is a working 

mother who thinks that leaving hear son in front of TV caused his 

autism. After diagnosing her child with autism, she refused to 

accept this for years. Until she joined a group of mothers of 

children with autism, she started to accept autism in her life. She 

started to develop strategies to develop her son’s social and 

academic skills. Adnan is in a private special school for children 

with autism. Maria thinks that he has developed greatly and 

learned reading and writing. 

Mayada 

Al-Wraith is Mayada’s son who was diagnosid with autism could 

not find the answer for her question in Oman and preferred to take 

him to an Asian country more than once. She was looking for a 

“cure” for her son’s condition. Al-Warith was rejected from many 

places in her town and she could not move to Muscat and could 

not provide him with an intensive training because of financial 

reasons. Though Mayada managed to enroll her son in a 

government special school, she feels this is not helping her son. 

Narjis 

Amjed is Narjes’s son, a primary age boy. She hoped that her 

son’s condition was caused by his hearing problem, but her hope 

faded when she noticed that Amjed’s main problem was not 

related to hearing. She was forced to move from her town to 

Muscat as she thought there were not many places for her son. 

She had applied many strategies to help the development of 

Amjed’s social, communication and life skills. She agreed with 

speech specialist to come to home to support his speech 

development and she used diet and medication as a therapy for 

her son. Narjes has changed the schools that Amjed goes to 

several times, because she thinks that these special schools are 
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poorly equipped and they did not meet her son’s needs. 

Nirmin 

Nirmin is a mother of Al-Molham who was diagnosed with autism, 

like many of the previous mothers, she was shocked and 

disappointed when she knew about her son’s condition. As a way 

to support her son, Nirmin joined her son in the school, so she 

could develop his social skills by mixing him with other children 

regardless her disappointments towards his running, flapping or 

screaming. Then she succeeded to enroll him in a privale special 

school. She thinks that the school assisted Al-Molam’s progress 

as well as her insistence to support his speech. She thinks that 

the community has been unfair with her son and her family have 

never accepted him. This caused her to close her door and lock 

herself at home. She always felt tired, sad and isolated. 

Njood 

Salman is a middle-aged school boy diagnosed with autism. 

Njood had many delays in her son’s condition and was told that 

he was fine. She did not have a precise diagnosis, but she felt 

that there was something in her son that she did not understand. 

She enrolled Salman in a school for special needs at the age of 

7. This made it very difficult for him to respond to the training and 

his development was very slow. Salman was rejected from private 

schools, but she managed to find evening session for him and 

she hired a private teacher in the morning at home. Njood thinks 

that no one can endure a child with autism, but they generally 

seemed to understand Salman’s behavior. 

Rafif 

Rafif started with her son without a diagnosis, but many 

characteristics of autism had been described to her. Autism was 

vividly understood through her intensive search about her son’s 
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condtion. She was sad, depressed and she suffered from denial 

of what her son had. She did not send her son to any school and 

she trained him at home. She tried different ways from the 

internet, she worked hard, adapted and changed startegies to 

meet her son’s needs. Despite much frustration around her, she 

had strong faith that encouraged her to continue. Rafif’s family 

was supportive, but there were some people who never 

understood what a family of a child withautism went through. 

 Rahaf 

Rahaf’s son, Mansoor, is the fourth among his sibling. She was 

told that she needed to “wait and see”. She questioned his 

behavior and after many appointments with specialists, she 

managed to get a diagnosis. No words could describe her feelings 

about this, but she had the confidence that she would help her 

son. She managed to change her family’s way dealing with her 

son to be positive. She enrolled Mansoor in a private special 

school to develop his visual and social skills and to overcome his 

sleep problems. Mansour is still young, but Rahaf always has 

concerns about his future. 

Razan 

Razan is a mother of a teenager girl, Khamail, who has the 

diagnosis of autism since she was two years old. She seems to 

think that her daughter was affected with an evil eye that changed 

her daughter from a typically growing daughter to a girl with 

strange behaviours. She was confused and shocked because she 

had been told that Khamail had a brain deficit. Through Razan’s 

intensive search by reading books and meeting specialist about 

her daughter’s behavior, she started to understand autism. She 

enrolled Khamail in private special school and cooperated with 

the specialist in the school to develop her daughter’s skills. 

Besides Razan’s continuous reading about autism, she joined a 
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course and took a diploma in special needs in which she would 

help her daughter.  

Samaher 

Samaher is a mother of two children with autism Sami is 14 years 

old and Samia is 8 years old. She seemed not to have a clear 

diagnosis about her son, but she could enroll her son in a 

government mainstream school and he is now in year 5. He 

missed two years of school, but he is doing well now. Samia was 

diagnosed with autism and Samaher managed to enroll her in a 

government special school, but she felt that her condition was 

getting worse, so she decided to off-roll her from school. She 

teaches her daughter at home through using photos. 

Shahad 

Shahad is like Njood, had many delays in her son’s diagnosis. 

Though it was clear for her that Mojahid was unlike his siblings in 

the development of main skills. Shahad had to travel out the 

country to find the answers for her son’s condition. There, Mojahid 

was diagnosed with autism. Shahad and her family had to move 

from their town to another one where there was a special school 

for her son. After two years, they had to go back and find another 

school. Shahad thinks that taking care of a child with autism is a 

real burden on the family. 

Shojoon 

Shojoon is a working mother who has two daughters with autism. 

Hoor is 8years old and Noor is 4.5 years old. She decided to talk 

in this research about Hoor the eldest daughter. She was not 

convinced with the diagnosis done for Hoor in Oman, so she 

travelled to an Asian country to find out the answers for her 

daughters behavior. When she was told that her daughter had 

autism, she started to set a plan to support her development. She 
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enrolled her in different private and government places and 

brought specialist to home to support Hoor. Many reasons forced 

Shojoon to change her plans for her daughter from time to time. 

She thinks that mainstream schools are not qualified to receive 

children with autism. 

Somood  

Somood is a mother of Tariq, a primary age boy. She initially was 

skeptical that her son had hearing problem. Then she knew that 

he had autism when he was 4 years old. She tried to “treat” him 

in private centres, but she stopped because of the expensive 

costs of these treatments. Though Somood’s family is very 

supportive, she suffered from grief, despair and sorrow because 

she thinks that she cannot help her son. She always pray to God 

to ‘cure’ his ‘illness’. 

Sondos  

Sondos is a mother of Munthir, a six years old boy, was diagnosed 

with autism. She was told that her son was fine though she had 

doubts about his hearing. After her son’s diagnosis with autism, 

she started questioning his condition and ended up that autism is 

a “dark world”. Like many mothers in this research, she tried many 

things such as nutritional supplement (diet therapy) and 

medication. She thinks that there is a lack of services in the 

country as well as there is a lack of awareness in the community 

about autism. 

Thana 

Thana’s son Majed is 18 years old boy. She thinks that Majid’s 

condition was caused by an evil spirit, when he was 10 days old 

or he inherited epilepsy from his father. He was rejected from 

many government schools and there were not many special 

schools for children with autism. Therefore she sent him to a 
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specials school in one of the Arabian countries. He stayed there 

for three years, but she decided to bring him back, because of the 

ill treatment he had there. Now he is at home and his mother is 

home-training him. Thana hopes that one day she will hear 

Majed’s voice calling her. 

Zeina 

Zeina’s son Obaid is 8 years old boy who is studying in a special 

school in UK. She thinks that she is luckier than many other 

women, because the diagnosis and care was done in UK. 

According to her “not many children have received the services 

that Obaid have”. Zeina noticed that Obaid was not growing 

typically like many children in his age and she immediately 

attempted to find a diagnosis. At that time she was studying in UK 

and she did not feel that autism was something to worry about, 

because her son had a plan. However, a devastating incident 

happened to her changed all her plans and she had to go back to 

Oman and set up a new plan for her son. Few years later, she 

managed to come back to UK for her PhD studies and Obaid is 

now in a special schools in UK. 

Zulfa 

Zulfa is a mother of a primary age boy diagnosed with autism. 

She managed to support her son’s development through diet 

therapy, speech therapy, vocational therapy and home intensive 

care. With a struggle she was able to enroll him in a private 

mainstream school. Now she thinks that she succeeded in 

developing her son’s skills to be a typically growing boy. 
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Appendix seven: Example of analysis  
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Appendix eight: Ethical approval 
 
COLLEGE OF SOCIAL SCIENCES AND INTERNATIONAL STUDIES 
 
When completing this form please remember that the purpose of the document is to 
clearly explain the ethical considerations of the research being undertaken. As a 
generic form it has been constructed to cover a wide-range of different projects so 
some sections may not seem relevant to you. Please include the information which 
addresses any ethical considerations for your particular project which will be needed 
by the SSIS Ethics Committee to approve your proposal. 
 
Guidance on all aspects of the SSIS Ethics application process can be found on the 
SSIS intranet: 
Staff: 
https://intranet.exeter.ac.uk/socialsciences/staff/research/researchenvironmentandpo
licies/ethics/ 
Students:http://intranet.exeter.ac.uk/socialsciences/student/postgraduateresearch/e
thicsapprovalforyourresearch/ 
 
All staff and students within SSIS should use this form to apply for ethical approval 
and then send it to one of the following email addresses: 
 
ssis-ethics@exeter.ac.uk    This email should be used by staff and students in 
Egenis, the Institute for Arab and Islamic Studies, Law, Politics, the Strategy & 
Security Institute, and Sociology, Philosophy, Anthropology. 
 
ssis-gseethics@exeter.ac.uk    This email should be used by staff and students in the 
Graduate School of Education. 
 
Applicant details 
Name Raya Al Raesi 
Department School of Education 
UoE email 
address 

Rsa205@exeter.ac.uk 

 
Duration for which permission is required 
You should request approval for the entire period of your research activity.  The 
start date should be at least one month from the date that you submit this form.  
Students should use the anticipated date of completion of their course as the end 
date of their work.  Please note that retrospective ethical approval will never be 
given. 
Start date:01/11/2017 End date:01/07/2018 Date submitted:13/11/2017 

 
Students only 
All students must discuss their research intentions with their supervisor/tutor prior 
to submitting an application for ethical approval.  The discussion may be face to 
face or via email. 
 
Prior to submitting your application in its final form to the SSIS Ethics Committee it 
should be approved by your first and second supervisor / dissertation 
supervisor/tutor.  You should submit evidence of their approval with your 
application, e.g. a copy of their email approval. 
Student number 650059586 
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Programme of study Select programme from dropdown list 
PHD Education, Special Education Need 

Name of 
Supervisor(s)/tutors or 
Dissertation Tutor 

Hazel Lawson 
Alison Black 

Have you attended 
any ethics training 
that is available to 
students? 

For example,: i) the Research Integrity Ethics and 
Governance workshop: 
http://as.exeter.ac.uk/rdp/postgraduateresearchers  ii) 
Ethics training received on Masters courses 
If yes, please specify and give the date of the training: 
Understanding Research Ethic,  
25/10/2016 

 
Certification for all submissions 
I hereby certify that I will abide by the details given in this application and that I 
undertake in my research to respect the dignity and privacy of those participating 
in this research. I confirm that if my research should change radically I will 
complete a further ethics proposal form. 
Raya Al Raesi 
Double click this box to confirm certification ☒ 
Submission of this ethics proposal form confirms your acceptance of the above. 

 
 
TITLE OF YOUR PROJECT 
Omani mothers’ experience, perceptions and feelings with regard to educational choices and 
decisions for their children with Autism Spectrum Disorder (ASD). 

 
ETHICAL REVIEW BY AN EXTERNAL COMMITTEE 
No, my research is not funded by, or doesn't use data from, either the NHS 
or Ministry of Defence.  

If you selected yes from the list above you should apply for ethics approval from 
the appropriate organisation (the NHS Health Research Authority or the Ministry of 
Defence Research Ethics Committee). You do not need to complete this form, but 
you must inform the Ethics Secretary of your project and your submission to an 
external committee. 
 

 
MENTAL CAPACITY ACT 2005 
No, my project does not involve participants aged 16 or over who are 
unable to give informed consent (e.g. people with learning disabilities). 

 
If you selected yes from the list above you should apply for ethics approval from 
the NHS Health Research Authority. You do not need to complete this form, but 
you must inform the Ethics Secretary of your project and your submission to an 
external committee. 
 

 
SYNOPSIS OF THE RESEARCH PROJECT 
Maximum of 750 words. 
The aim of this study is to develop an understanding about Omani mothers’ experience, 
perceptions and feelings regarding educational choices and decisions for their children with 
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Autism Spectrum Disorder (ASD). The number of children identified as having ASD in Oman 
is increasing as it is worldwide and there is an accompanying need for an increase in 
educational services that can support their development. Children in Oman often encounter 
a lack of educational services and parents (particularly mothers) experience this differently. 
Mother can vary in their experience, perceptions and feelings, according to different aspects 
associated to child’s diagnosis, different understandings of the meaning of education 
suitable for their child and many other aspects. These experiences, perceptions and feelings 
may lead parents to think differently about the choices and decisions they make when they 
choose the education for their child at different stages of the child’s life and the strategies 
they use themselves. There have been few studies undertaken to investigate how parents 
choose the education of their children on the autism spectrum over time in Oman and 
neighbouring countries. 

The research aims to answer the following main research question: 

What are Omani mothers’ experience, perceptions and feelings with regard to educational 

choices and decisions for their children with ASD? 
 
Specific research questions 

1. What are mothers’ experience, perceptions and feelings about the diagnosis of their 
children with ASD? 

2. What is the meaning of ‘education’ for mothers in relation to their children with ASD? 

3. What are mothers' experience, perceptions and feelings about the educational 
services provided by the government to their children with ASD? 

4. What strategies are used by mothers in the education of their children with ASD over 
time? 

5. What factors influence mothers’ choices and decisions regarding educating their 
children with ASD? 

6. What are mothers’ experience, perceptions and feelings about the major challenges 
or barriers in educating children with ASD in Oman? 

This study is concerned with understanding a relatively an un-researched area with the 
purpose of unearthing new insights (Robson & McCartan, 2016). The research questions 
aim to seek new insights that could open new avenues and research opportunities in the 
field of ASD in Oman. They are aimed at exploring mothers’ experience, perceptions and 
feelings about the meaning of education for their children, and the impact of these on the 
educational choices and decisions. Through this study, I will strive to better understand how 
ASD diagnosis impacts upon mothers’ experience and understanding of the education of 
their children with ASD. Furthermore, my objective is to gain a better understanding of how 
mothers choose the education for their children with the experience of their diagnosis, the 
symptoms, the characteristics associated with the condition that could affect their choice of 
the children’s education as well as the meaning of education in reference to the children’s 
needs. I aim to answer these research questions through accessing and listening to the 
mothers’ stories about their children with ASD, the experience they have had, and the 
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educational choices and the decisions made from the start of their diagnosis and through 
their educational stages. 

This research will involve three phases: 

The first phase will be self-constructed story narration: Participants will be asked to record 
or write their stories independently, without the researcher being present. The researcher 
will give prompts to them to consider in the telling of their stories. 

The second phase will be semi-structured interviews: This will be used to gain a more in-
depth understanding of mothers’ experience, perceptions and feelings.  

The last phase will be building-rapport days, in which the researcher will spend a day with a 
mother and her child and observe her strategies in relation to education as well as holding 
informal conversations with her. 

 
INTERNATIONAL RESEARCH 
The research will take place in Oman with mothers of children who have been diagnosed 
with ASD. There are no officially mandated procedures in Oman that are needed for this 
research. However, I will liaise with the Oman Autism Society in order to have access to 
participants and a detailed information outlining procedures and methods will be sent to this 
Society. 

The second and third phase of the research interviews and the building-rapport days will 
take place in Oman. 

 
The following sections require an assessment of possible ethical consideration 
in your research project. If particular sections do not seem relevant to your 
project please indicate this and clarify why. 
 
RESEARCH METHODS 
This research will consist of three phases in order to answer the research questions: 

1. Self-constructed story narration: written or orally recorded stories narrated by 
mothers of children with ASD about their experience, perceptions and feelings with 
regard to educational choices and decisions for their children with ASD. For this 
phase there will be approximately 25 participants. The researcher will give prompts 
to them to consider in the telling of their stories. 

2. Semi-structured interviews: Face to face interviews with mothers of children with 
ASD. These interviews will be in Arabic and will be carried out in Oman. There will be 
approximately 15 participants in this phase selected from phase 1 (see Participants 
section below). These interviews will be audio-recorded, dependent upon participant 
consent. 

3. Building-rapport days: Spending a whole day with a mother and a child with ASD. 
There will be approximately 5 participants for this phase selected from phase 2 (see 
Participants section below). Field notes will be used to record these days.   

It is likely that the self-constructed story narrations, semi-structured interviews and building-
rapport days will be conducted in Arabic as the mothers may not speak English. It is possible 
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that some mothers may be familiar with English, or for whom it is the preferred language. If 
this is the case they will be offered the opportunity to participate in the research in English. 

 
PARTICIPANTS 
The sample for all phases will be based on voluntary participation. 

The recruitment of participants for phase 1 will be through 1) personal contacts, as I am part 
of a whatsapp group (a chat application) consisting of Omani mothers of children with ASD, 
2) the Oman Autism Society, an official organization authorised by the Ministry of Social 
Development which deals with families of children with ASD, and 3) snowballing.  

Participants in phase 1 will be asked if they would volunteer for an interview. If there are 
more than 15 volunteers, then the following criteria will be applied to obtain a participant 
sample for phase 2 with a mix of characteristics. This demographic-type information will be 
gathered alongside the narration in phase 1. 
 

1. Ages and school stages of children with ASD age 4-18 (as this is the age of 
children who usually receive education in Oman.  

2. Level of ASD diagnosis: severe, moderate, mild.  

3. Type of education system (public, private, segregated or non-segregated, home-
schooling).  

4. Geographical location of families (from north to south, rural - urban)  

5. Socio-economic status (from lower to upper classes).  

6. Parental educational background (from uneducated to post graduate).  
 
7. The number of children with ASD in the family.  

 

Participants from phase 2 will similarly be asked to volunteer for phase 3, that is, to accept 
me spending an building-rapport day with them. If the number exceeds 5 volunteers, I will 
select according to three main criteria (drawn from the list above):  

1. A range of ages and school stages of children with ASD age 4-18 (as this is 
the age of children who usually receive education in Oman. (Stages of 
schooling from early intervention to year 12). 

2. Type of education system public, private, segregated or non-segregated, 
home-schooling.  

3. Geographical location of families (from north to south, rural - urban).  

 
THE VOLUNTARY NATURE OF PARTICIPATION 
I intend to use a range of methods to recruit mothers. I anticipate these will include three 
strategies.  

- Through personal contacts, as I am part of a whatsapp group (a chat application) 
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consisted of mothers of children with ASD. 
- Through the Oman Autism Society: The purpose and the processes of the research 

will be explained to the Head of the Autism Society and they will be asked to 
disseminate information about the research to families of children with ASD (see 
information sheet form below). 

- Snowballing: Participants recruited from the above two strategies will be encouraged 
to inform other mothers about the research project. 
 

I will then personally contact all mothers who express an interest in participating in the 
project via phone to ensure they understand the purpose and processes of research, are 
clear about their role in the research and to confirm their willingness to be part of the 
research. I will also seek written consent from participants (see information sheet and 
consent form below). Participation will be voluntary. The parent is providing consent on 
behalf of their child with ASD on the building-rapport day; and parent declare that they will 
inform and seek the consent of their child for these days as far as is possible, whilst 
recognising that the child’s ASD may impair their capacity for consent. 

 
SPECIAL ARRANGEMENTS 
Not Applicable 

 
THE INFORMED NATURE OF PARTICIPATION 
The consent form and information sheet (see below) that will be provided to the participants 
includes information about the aims and the nature of the study. I will translate the 
information sheet and consent form as I have adequate proficiency in Arabic, and that the 
Arabic copies of the information sheets and consent forms are faithful translations of their 
corresponding English forms (see below). Participants will be able to withdraw from the 
research at any time. The information sheets emphasise that all participation is voluntary 
and consent can be withdrawn at any time.  

At the start of self-constructed story narration, I will explain to them, through the information 
sheet, that it is their own preference whether to record their oral stories or to write them. I 
will explain that they are welcome to ask for any data to be deleted after submitting their 
stories. 
 
At the start of the interviews, I will also seek permission to record the session and explain to 
them that they can stop the recordings at any point during the session. The interview data 
will be anonymised on transcription. I will also summarise the key points at the start of each 
interview. If participants raise any question at any stage of the interview, I will be willing to 
answer them.  
 

At the start of the building-rapport days I will also seek permission to write notes and explain 
that they can ask me to leave at any point during the day. The field notes from the days will 
be anonymised, as with all data. If participants raise any questions at any stage of the days 
I will be willing to answer them. 

 
ASSESSMENT OF POSSIBLE HARM 
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ASD may be a sensitive topic for mothers and I will be asking them to tell me about their 
experience, perceptions and feelings in making educational choices and decisions for their 
children with ASD. Having a child with ASD can be a very emotional topic for mothers and 
it is possible that some mothers will find it upsetting to discuss these topics. For this reason, 
I will have details of counsellors and supporters from the Oman Autism Society that I can 
refer them to if needed. I have informed a psychiatrist in Al Masarra Hospital about my 
research, who has agreed to me passing on their details to mothers who may need further 
support.  

All interviewees will be promised confidentiality and their identities will be anonymised. 
Pseudonyms will be assigned prior to transcription. Any distinguishing characteristics and 
identities in the interviews will be omitted from the interview transcript and from the stories 
to ensure that participants cannot be identified from the text.  

I have designed for the self-constructed story narration to be completed individually by 
mothers. They will have their own choice of the time and space to write or tell their stories 
without the interference of the researcher. 

From my own experience as a mother of a child with ASD, I believe that I have a good 
relationship with other mothers who have children with ASD, so I have an experience in 
dealing with mothers who may become emotional. I have found that in practice when those 
mothers are upset it can be useful to move to another more positive topic or offer to pause 
or stop the interview. I will draw on this experience when interviewing mothers. I will also 
make sure that interviewees know they do not have to answer any question they do not want 
to and that they can withdraw at any time. 

All of the participants will be female (mothers) and, for the phase 2 interviews, they are likely 
to request meeting them in their home. This is also the case for phase 3. As a lone 
researcher, although I am used to meeting people alone, I will need to make some 
arrangements to ensure personal safety. For both phases, for interviews and for building-
rapport days, I will: 
 
1. Inform the driver (a family member) of general (not specific) location details (s/he will drop 
me off in the locality, not at the specific location to ensure anonymity of the participant), and 
ensure that s/he has my phone number along with approximate pick up times. 
2. Provide a trusted family member with the address of the participant in a sealed envelope, 
to be accessed only in emergency and if I am not able to be contacted by phone. 

 
DATA PROTECTION AND STORAGE 
The printed name and signature on the consent form will be used as an agreement for their 
participation, but will not be revealed in the research. The consent form will include an 
explanation of how data will be stored and a written privacy notice. Consent forms will be 
scanned and uploaded into a separate file on a password protected folder and the original 
forms will be confidentially shredded. This will also be applied for stories written by 
participants, which will also be scanned and kept confidentially. 

Digital recordings will be deleted as soon as I have an authoritative transcript of the interview 
or stories narrated by the participants. I will also make sure that the field notes written during 
the building-rapport days will also include pseudonyms.  
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After each phase of data collection I will assign pseudonyms of the participants’ choice. 
Participants’ pseudonyms and their actual names will be recorded and saved on a password 
protected spread sheet that will be uploaded onto the university u drive and will not be kept 
on my home computer or any portable devices. Further details such as names of their 
children, schools, centres or other people etc. will also be changed and participants’ children 
will be referred to as pseudonyms in transcripts. This is to ensure anonymity to avoid the 
identification of the participants. 

Data that includes confidential details (including contact details) may be kept until my PhD 
is awarded so that, if necessary, I can contact participants during my PhD. It will be 
destroyed as soon as my PhD is awarded.  

Participants will be assured that their responses will be anonymous and they will only be 
used for the purpose of this research. Anonymised data will be kept confidential. If I am able 
to secure funding to have the interviews transcribed then I will remove the identifying details 
and I will make sure to check and anonymise the transcripts after transcription. 

 
DECLARATION OF INTERESTS 
This PhD research is funded by the Ministry of Higher Education in Oman.  

It will be clear for the participants that I am working in the Ministry of Education (teacher 
trainer), but my topic is not related to my profession and I will not be acting in a professional 
capacity when conducting this research. I do not think that my position at the Ministry of 
Education will affect mothers’ decisions about whether or not to participate, because my 
profession has no relation to my research. However, it is important that this made clear to 
them.  

 
USER ENGAGEMENT AND FEEDBACK 
Participants will be able to request a copy of their own interview transcript 
(see information sheet). The self-constructed story narration can be reviewed 
by the participants as they will give it to me after they are satisfied with their 
narration, either recorded or written.  

In phase three, the building-rapport days, I intend to give participants a copy 
of the field notes written, so they have the chance to review the written details.  

A summary of key findings will be prepared for participants once the research 
is concluded. 

 
INFORMATION SHEET 
This section contains the form that the Oman Autism Society will disseminate to mothers.  

Information form (mothers) 

Omani mothers’ experience, perceptions and feelings with regard to educational choices 

and decisions for their children with Autism Spectrum Disorder (ASD). 
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1. What is this project about? 

This study is interested in exploring the issues related to Omani mothers educating their 
children with ASD and their experience, perceptions, feelings with regards the educational 
choices and decisions for your child with ASD. It aims to understand your experience and 
feelings about the diagnosis of your child with ASD and your perceptions about the 
educational services provided by the government. It also aims to understand the strategies 
you use in order to educate your child with ASD. In particular, it aims to find out the 
meaning of education from your perspective. Additionally, this research aims to find out 
whether there are challenges that affect your choice and decision of the education for your 
child. 
 
2. Who is conducting this research? 

I am a PhD student at the University of Exeter and a mother of a child with ASD. This 
research forms part of my PhD and my supervisor is Professor Hazel Lawson 
h.a.lawson@exeter.ac.uk 

3. What does being part of this study mean for you? 

You have been asked to participate in this study because you are an Omani mother of a 
child with ASD. There are three parts to the study, you may be asked to participate in more 
than one phase. Permission will be sought for participation in each phase, using a consent 
form. 

1) Phase 1 will involve you creating a story narration, totally constructed by you 
without the interference of the researcher as I would like you to feel more 
comfortable when reconstructing your experience about you and your child. These 
stories can be oral or recorded. 

2) For Phase 2 some story authors, if they volunteer, will be asked to take part in a 
one-to-one interview with myself. The interview will be face-to-face and likely to last 
around an hour. It may take place at a venue of your choice. I would like to record 
this interview with your permission. You can stop this interview at anytime and you 
do not need to answer any questions that you do not wish to answer. 

3) Phase 3 will involve the researcher spending a day with you to get to know you and 
your situation better. No recordings will be made during the building-rapport day, 
only written notes which will be shared and can be discussed with you.  

4. How will your data be treated? 

Your real name and the real names of your child will not be used. Every effort will be made 
to ensure your anonymity. 

Your personal data will be treated in the strictest confidence and will not be disclosed to 
any unauthorised third parties. The results of the research will be published in anonymised 
form and anonymised data may be saved in a confidential document. The digital recording 
of your interview will be deleted as soon as there is an authoritative written transcript. 
Personal and contact details will be stored separately from your interview transcript. 

If you request it, you will be supplied with a copy of your interview transcript (please give 
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your email below). 

Third parties will not be allowed access to interview transcripts except as required by law 
or in the event that something disclosed during the interview causes concerns about 
possible harm to you or to someone else. 

5. Who can I contact for further information? 

For further information about the research or to receive a transcript of your interview, 
please contact: 

Name: Raya Al Raesi 
Email:  rsa205@exeter.ac.uk 
 
Postal address:   
Graduate School of Education 
St Luke's Campus 
Heavitree Road 
Exeter 
Devon 
EX1 2LU 
United Kingdom  
 
Telephone: UK 00 44 (0)7553711098/ Oman 0096899229808 
 
If you have concerns/questions about the research you would like to discuss with someone 
else at the University, please contact my supervisors: 
 
Professor Hazel Lawson h.a.lawson@exeter.ac.uk  
Dr. Alison Black a.e.black@exeter.ac.uk    
 

Information Sheet (to Oman Autism Society) 
Omani mothers’ experience, perceptions and feelings with regard to educational choices 
and decisions for their children with Autism Spectrum Disorder (ASD). 
  
1. What is this project about? 
 
This study is interested in exploring the issues related to Omani mothers educating their 
children with Autism Spectrum Disorder (ASD) and their experience, perceptions, feelings 
with regards the educational choices and decisions for their children with ASD. It aims to 
understand mothers’ experience and feelings about the diagnosis of their child with ASD 
and perceptions about the educational services provided by the government. It also aims 
to understand the strategies they use in order to educate their children with ASD. In 
particular, it aims to find out the meaning of education from their perspective. Additionally, 
this research aims to find out whether there are challenges that affect their choice of the 
education for their child. 
 
2. Who is conducting this research? 
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I am a PhD student at the University of Exeter and a mother of a child with ASD. This 
research forms part of my PhD and my supervisor is Professor Hazel Lawson 
h.a.lawson@exeter.ac.uk 
 
3. What is your role in this research? 
I would like the Oman Autism Society to disseminate the information about my research to 
mothers, who can then they contact me to volunteer. 
 
There are three parts to the study, participants may be asked to participate in more than 
one phase. Permission will be sought for participation in each phase, using a consent 
form. 

1) Phase 1 will involve participants creating a story narration, totally constructed by 
them without the interference of the researcher as I would like them to feel more 
comfortable when reconstructing their experience about participants and their 
child. These stories can be oral or recorded. 

2) For Phase 2 some story authors, if they volunteer, will be asked to take part in a 
one-to-one interview with myself. The interview will be face-to-face and likely to 
last around an hour. It may take place at a venue of their choice. I would like to 
record this interview with their permission. They can stop this interview at 
anytime and they do not need to answer any questions that they do not wish to 
answer. 

3) Phase 3 will involve the researcher spending a day with participants to get to 
know them and their situation better. No recordings will be made during the 
building-rapport day, only written notes, which will be shared and can be 
discussed with participants.  

 
4. What should the Oman Autism Society do? 
I would like the Oman Autism Society to disseminate the information form to mothers 
and then they contact me to volunteer in my research.  
5. Who can the Oman Autism Society contact for further information? 

For further information about the research, please contact: 
Name: Raya Al Raesi 
Email:  rsa205@exeter.ac.uk 
Postal address:   
Graduate School of Education 
St Luke's Campus 
Heavitree Road 
Exeter 
Devon 
EX1 2LU 
United Kingdom  
Telephone: UK 00 44 (0)7553711098/ Oman 0096899229808 
If you have concerns/questions about the research you would like to discuss with someone 
else at the University, please contact my supervisors: 
Professor Hazel Lawson h.a.lawson@exeter.ac.uk  
Dr. Alison Black a.e.black@exeter.ac.uk    
 

 
CONSENT FORM 
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Information and consent form (mothers) 
Omani mothers’ experience, perceptions and feelings with regard to 
educational choices and decisions for their children with Autism Spectrum 
Disorder (ASD). 
 
1. What is this project about? 
This study is interested in exploring the issues related to Omani mothers 
educating their children with ASD and their experience, perceptions, 
feelings with regards the educational choices and decisions for your child 
with ASD. It aims to understand your experience and feelings about the 
diagnosis of your child with ASD and your perceptions about the 
educational services provided by the government. It also aims to 
understand the strategies you use in order to educate your child with ASD. 
In particular, it aims to find out the meaning of education from your 
perspective. Additionally, this research aims to find out whether there are 
challenges that affect your choice and decision of the education for your 
child. 
 
2. Who is conducting this research? 

I am a PhD student at the University of Exeter and a mother of a child with 
ASD. This research forms part of my PhD and my supervisor is Professor 
Hazel Lawson h.a.lawson@exeter.ac.uk 

3. What does being part of this study mean for you? 

You have been asked to participate in this study because you are an Omani 
mother of a child with ASD. There are three parts to the study, you may be 
asked to participate in more than one phase. Permission will be sought for 
participation in each phase, using a consent form. 

1) Phase 1 will involve you creating a story narration, totally constructed 
by you without the interference of the researcher as I would like you 
to feel more comfortable when reconstructing your experience about 
you and your child. These stories can be oral or recorded. 

2) For Phase 2 some story authors, if they volunteer, will be asked to 
take part in a one-to-one interview with myself. The interview will be 
face-to-face and likely to last around an hour. It may take place at a 
venue of your choice. I would like to record this interview with your 
permission. You can stop this interview at anytime and you do not 
need to answer any questions that you do not wish to answer. 

3) Phase 3 will involve the researcher spending a day with you to get to 
know you and your situation better. No recordings will be made 
during the building-rapport day, only written notes which will be 
shared and can be discussed with you.  

4. How will your data be treated? 

Your real name and the real names of your child will not be used. Every 
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effort will be made to ensure your anonymity. 

Your personal data will be treated in the strictest confidence and will not be 
disclosed to any unauthorised third parties. The results of the research will 
be published in anonymised form and anonymised data may be saved in a 
confidential document. The digital recording of your interview will be deleted 
as soon as there is an authoritative written transcript. Personal and contact 
details will be stored separately from your interview transcript. 

If you request it, you will be supplied with a copy of your interview transcript 
(please give your email below). 

Third parties will not be allowed access to interview transcripts except as 
required by law or in the event that something disclosed during the interview 
causes concerns about possible harm to you or to someone else. 

5. Who can I contact for further information? 

For further information about the research or to receive a transcript of your 
interview, please contact: 

Name: Raya Al Raesi 
Email:  rsa205@exeter.ac.uk 
 
Postal address:   
Graduate School of Education 
St Luke's Campus 
Heavitree Road 
Exeter 
Devon 
EX1 2LU 
United Kingdom  
 
Telephone: UK 00 44 (0)7553711098/ Oman 0096899229808 
 
If you have concerns/questions about the research you would like to 
discuss with someone else at the University, please contact my supervisors: 
 
Professor Hazel Lawson h.a.lawson@exeter.ac.uk  
Dr. Alison Black a.e.black@exeter.ac.uk    
I have been fully informed about the aims and purposes of the project. I 
understand that:  

- There is no compulsion for me to participate in this research project 
and,  

- If I do choose to participate, I may withdraw at any stage, 
- I have the right to refuse permission for the publication of any 

information about me. 
- The information which I give will be used solely for the purposes of 

this research project, which may include publications or academic 
conference or seminar presentations, 
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-  Information I give will be treated as confidential; the researcher will 
make every effort to preserve my anonymity.  

.....................................................                                             
….............................................. 

(Signature of participant)                                                         (Printed name 
of participant) 

................................................                                                     

.........................................  

(Signature of researcher)                                                            (Date) 

.........................................  

...........................................  

(Printed name of researcher) 

(Email address of participant if they have requested to view a copy of the 
interview transcript.) 

……………………………………………………………. 

One copy of this form will be kept by the participant;  

a second copy will be kept by the researcher(s).  

Your contact details will be kept separately from your data. 
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SUBMISSION PROCEDURE 
 
Staff and students should follow the procedure below. 
 
Post Graduate Taught Students (Graduate School of Education): Please submit 
your completed application to your first supervisor. Please see the submission 
flowchart for further information on the process. 
 
All other students should discuss their application with their supervisor(s) / 
dissertation tutor / tutor and gain their approval prior to submission. Students should 
submit evidence of approval with their application, e.g. a copy of the supervisors 
email approval. 
 
All staff should submit their application to the appropriate email address below. 
 
This application form and examples of your consent form, information sheet and 
translations of any documents which are not written in English should be submitted 
by email to the SSIS Ethics Secretary via one of the following email addresses: 
 
ssis-ethics@exeter.ac.uk    This email should be used by staff and students in 
Egenis, the Institute for Arab and Islamic Studies, Law, Politics, the Strategy & 
Security Institute, and Sociology, Philosophy, Anthropology. 
 
ssis-gseethics@exeter.ac.uk    This email should be used by staff and students in the 
Graduate School of Education. 
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Please note that applicants will be required to submit a new application if ethics 
approval has not been granted within 1 year of first submission.  
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Appendix nine: Consent and information sheet & story guide 
(Arabic version) 
 

 
 نھئدانبا میلعت رایتخا يف نھرعاشمو نھتاروصت و تاینامعلا تاھملأا ةبرجت

نیدحوتلا  
 

 ؟ثحبلا اذھ وھ ام
 
 نھلافطأ میلعتب موقت يتلا تاینامعلا تاھملأاب ةقلعتملا ایاضقلا فاشكتساب ةساردلا هذھ متھتو
 نھرعاشمو نھرظن تاھجوو نھتاربخ يف ثحبلاو دحوتلا فیط بارطضاب نیباصملا
 .دحوتلا فیط تابارطضا نم نوناعی نیذلا نھلافطلأ میلعتلا رایتخا دنع نھتایجیتارتساو
 تامدخلا نع كروصتو يدحوتلا كلفط صیخشت لوح نھرعاشمو تاربخ مھف ىلإ فدھیو
 میلعتل اھمدختست يتلا تایجیتارتسلاا مھف ىلإ فدھی امك .ةموكحلا اھمدقت يتلا ةیمیلعتلا
 تاھجو نم میلعتلا ىنعم ةفرعم ىلإ فدھیو ،صوصخلا ھجو ىلع يدحوتلا كلفط سیردتو
 كانھ تناك اذإ ام ةفرعم ىلإ ثحبلا اذھ فدھی ،كلذ ىلإ ةفاضلإاب .يدحوت لفطل ماك كرظن
 .دحوتلا فیط بارطضاب باصملا كلفطل میلعتلل كرایتخا ىلع رثؤت تایدحت

 
؟ثحبلا اذھ ىلع مئاقلا نم  
 

 ثحبلا اذھو .دحوتلا فیط بارطضاب باصم لفطل مأو رتسكإ ةعماج يف هاروتكد ةبلاط انأ
 يھ ثحبلا اذھ ىلع ةیمیداكلاا ةفرشملاو اھیلع لمعا يتلا هاروتكدلا ةلاسر نم اءزج لكشی
 h.a.lawson@exeter.ac.uk نوسول لزیھ ةذاتسلاا

 
 ؟ةساردلا هذھ نم ءزج نوكت نا كل ةبسنلاب ينعی اذام

 
  .دحوتلا فیط بارطضا هدنع لفطل ةینامع مأ كنلأ ةساردلا هذھ يف ةكراشملا كنم بلط دق
 .ةدحاو ةلحرم نم رثكأ يف ةدعاسملا كنم بلطی دق :ءازجأ ةثلاث نع ةرابع ساردلا هذھو
 نذلإا سمتلیسو .لحارملا يذھ نم رثكأ وأ دحاو ب ةكراشملا يف رایتخلاا ةیرح كلو
 :ثحبلا لحارم نم ةلحرم لك يف ةكراشملاب

 نوكتس ةلحرملا هذھ يفو ،يدحوتلا كلفط عم كتصقل درس نع ةرابع يھ :ىلولأا ةلحرملا )1
 تاربخلا ءانب يف ةیحیراو ربكأ ةصرف كئاطعلإ ثحابلا لخدت نود كلبق نم اھیف ةكراشملا
 .دحوتلا فیط بارطضاب باصملا كلفطو كنع كب ةصاخلا

 ةكراشملا يف ةبغرلا مھل نممو ةقباسلا ةلحرملا نم ضعبلا رایتخا متیس :ةیناثلا ةلحرملا )2
 يلاوح رمتست نأ حجرملا نمو ،ھجول اھجو ةلباقملا نوكتسو .مھعم ةیدرف تلاباقم ءارجلإ
 يف ةلباقملا هذھ فاقیإ ةیرح مكلو .مكنذا ىلع لوصحلا دعب ةلباقملا لیجست متیس امك .ةعاس
 .اھیلع ةباجلإا يف بغرت لا ةلئسأ يأ ىلع ةباجلإا مدع يف ةیرحلا مكل امك ،تقو يأ
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 كیلع فرعتلل مكعم موی ءاضق لمشت ثحابلل ةیدو ةرایز نع ةرابع يھو :ةثلاثلا ةلحرملا )3
 موقیس طقف ،مویلا للاخ يف ءيش يا ریوصت وا لیجست متی نل .لضفأ لكشب كعضوو ىلعو
 .مویلا ةیاھن يف كعم اھتشقانم متیسو تاظحلام ةباتكب ثحابلا

 
 ؟كتانایب عم لماعتلا متیس فیك
 
 ةیرس لكب ةیصخشلا كتانایب عم لماعتلا متیس
 نكمم دھج لك لذب متیسو .كتلئاعل وا كلفطل ةیقیقحلا ءامسلأاو يقیقحلا كمسا مدختسی نلو 
 .كتیوھ نع فشكلا مدع نامضل

 فرط يلأ اھنع فشكلا متی نلو ةقثلا نم ردق ىصقأب ةیصخشلا كتانایب عم لماعتلا متیس
 تانایبلا ظفح نكمیو ةیوھلا لوھجم لكش يف ثحبلا جئاتن رشن متیسو .ھب حرصم ریغ ثلاث
 برقأ يف كب صاخلا ةلباقملل يمقرلا لیجستلا فذح متیسو ةیرس ةقیثو يف ةیوھلا ةلوھجملا
  .كب ةصاخلا ةلباقملا نم يمسر بوتكم صن ىلع لوصحلا دعب تقو
 نكمیو ةلباقملا صن نع لصفنم لكشب لاصتلاا لیصافتو ةیصخشلا لیصافتلا نیزخت متیس
 .تاونس 5 ىلإ لصت ةدمل اھب ظافتحلاا
 اھیلع قیلعتلا نم نكمتت ىتح ةلباقملا نم خسنب كدیوزت متی فوسف ،كلذل كتبغر ةلح يف
 .)هاندأ ينورتكللإا كدیرب ءاطعإ ىجری( ابسانم هارت امك اھلیدعتو
 ھیضتقی امل اقفو لاإ صوصنلاو تلاباقملا ةطرشأ ىلإ لوصولاب ثلاث فرط يلأ حمسی نل
 لمتحملا ررضلا نأشب فواخم ببسی ةلباقملا ءانثأ ھنع فشكی ءيش دوجو ةلاح يف وأ نوناقلا
 .رخآ صخشل وأ كل
 
 
 ؟ثحبلا نع تامولعملا نم دیزم ىلع لوصحلل ھب لاصتلاا يننكمی نم

 
ةیسیرلا ةیار :مسلاا  
rsa205@exeter.ac.uk :ينورتكللإا دیربلا  

+٩٩٢٥٩٢٣٤  
 
 
:لصاوتلل  
میلعتلل ایلعلا تاساردلا ةیلك  
كول تناس  
يرتیفیھ عراش  
رتسكإ  
نوفید  

EX1 2LU يدیربلا زمرلا  
ةدحتملا ةكلمملا  
  / 7553711098 )0( 44 00 :فتاھ

0096899229808 
 
 يف رخآ صخش عم ھتشقانم يف بغرت و ثحبلا لوح ةلئسأ وأ فواخم كیدل ناك اذإ
ىجری ،ةعماجلا  
:ب لاصتلاا   
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h.a.lawson@exeter.ac.uk نوسول لزیھ روسیفورب  
Dr. كلاب نوسیلأ a.e.black@exeter.ac.uk  

 
:ةقفاوملا  
 

 :امامت حضاو لكشب فادھلاا هذھ مھفا انا .هدصاقمو عورشملا فادھأب امامت يغلابإ مت دقل
 ،يثحبلا عورشملا اذھ يف ةكراشملل يل ةبسنلاب هاركإ يأ كانھ سیل -
 ،تقو ياو ةلحرم يأ يف باحسنلاا يننكمی ھنا ملعا ،ةكراشملا ترتخا اذإ -
 .ينع تامولعم يأ رشنل نذلإا ضفر يف قحلا يدل -
 لمشت دق يتلاو ،يثحبلا عورشملا اذھ ضارغلأ طقف اھیطعأ يتلا تامولعملا مدختستس -
 ،تاودنلا ضورع وأ ةیمیداكلأا تارمتؤملا وأ تاروشنملا
 ثحابلا لذبی فوس ؛ةیرسلا يھتنم يف اھعم لماعتلا متیس ثحابللا اھیطعأ يتلا تامولعملا -
 .يتیوھ نع فشكلا مدع ىلع ظافحلل نكمم دھج لك
 --------------------------------------- :كراشملا مسا
 --------------------------------------- :كراشملا عیقوت
 --------------------------------------- :ثحابلا عیقوت
 --------------------------------------- :خیرات
 --------------------------------------- :ثحابلا مسا 
--- :ةلباقملا ةخسن نم ةخسن ضرع ثحابلا نم بلط اذإ كراشملل ينورتكللإا دیربلا ناونع
--------------------------- ------ 
 ؛جذومنلا اذھ نم ةدحاو ةخسنب كراشملا ظفتحیسو
 .ثحابلا لبق نم ةیناث ةخسنب ظافتحلاا متیس
 .كب ةصاخلا تانایبلا نع لصفنم لكشب كب ةصاخلا لاصتلاا لیصافت ظافتحلاا متیس
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  ةیفارغومیدلا تانایبلا :لولأا ءزجلا
 
 ةیصوصخلا ةاعارم عم نھلافطا نعو تاھملاا نع ةماعلا تانایبلا ضعب عمج اھنم دصقلا
.اھلفطو ما لكل  
 

  :ثحبلا ناونع
 لیھأتو میلعت رایتخا يف نھرعاشمو نھتاروصتو تاینامعلا تاھملأا تاربخو براجت
.دحوتلا فیط بارطضاب نیباصملا نھلافطأ  
 
 دحك قئاقد 10 لولأا ءزجلا قرغتسی فوس .نیأزج ىلع تانایبلا عمج ةقیرط يوتحت
.ىصقأ  
 

:)يرایتخا( مسلاا .1  
............................................................  
-------------------------------------------------- ----------  
  :كرمع .2

-29-ىلا 20  
39-ىلا 30  

49-ىلا 40   
50+  

 
   :كلفط رمع .3
5ىلا -3  
9ىلا-6  

16 ىلا-10  
18 ىلا-17  

 
:ةرسلاا لخد طسوتم .4  

 
ضفخنم  
طسوتم  
يلاع  
لوقلا مدع لضفا  
 

دحوتلا فیط بارطضبا باصملا نم كلفط ىوتسم فصت فیك .5  
فیفخ  
طسوتم  
دیدش  
 

  كلفطل يلاحلا میلعتلا .6
ةصاخلا تاجایتحلاا يوذب صاخ فص ةیموكح ةسردم  
يداع فص ةیموكح ةسردم  
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ةصاخلا تاجایتحلاا يوذب صاخ فص ةصاخ ةسردم  
يداع فص ةصاخ ةسردم  
يعامتجلاا ءافولا زكرم  
ةصاخلا تاجایتحلاا يوذب صاخ زكرم  
يلزنم میلعت  
............................................................- )میلعتلا عون ركذ وجرا( رخا میلعت  

:ھل يتلصو يمیلعت ىوتسم ىلعا .7  
يئادتبا  
يدادعا  
يوناث  
سویرولاكب  
ریتسجام  
هاروتكدلا  
............................................................- )میلعتلا عون ركذ وجرا( رخا میلعت  

ایلاح اھیف شیعت يتلا ةیلاولا .8  
............................................................  
 
 
:ثحبلا نم يناثلا ءزجلا  
دحوتلا فیط بارطضاب باصملا كلفط عم كتصق ىلع فرعتلا ھنم فدھلا ءزجلا اذھ  
 
 ،انتایح يف بابلا حتف دیرن اننلأ دحوتلا فیط بارطضاب نیباصملا انلافطأ نع ثدحتن نحن 
 انئانبا نع لوبقلاو يعولا ىوتسم عفرلو ،دحوتلا ىنعم مھف ىلع نیرخلآا ةدعاسمل
.دحوتلا فیط بارطضاب نیباصملا  
  
 ةباتك يف رایتخلاا ةیرح كلو  .يدحوتلا كنبا عم كتصق ىلإ عامتسلاا وا ةءارقل ةمتھم انأ
 طاقنلا لمشت نآ ىلع ةصقلا لوط يف رایتخلاا ةیرح كل نا امك .ةصاخلا كتصق لیجست وأ
.ةصقلل كدرس مدختل ةیلاتلا  
- 
؟رمع يأ يفو كلفط صیخشت ةقیرط   
.دحوتلا فیط بارطضاب باصملا كلفط میلعتل اھتمدختسا يتلا قرطلا -  
.يظفللاو يعامتجلاا لصاوتلا قرطو كلفط مدقتو روطت ىدم -  
.دحوتلا فیط بارطضاب باصم لفط وھ كنبا نأ كتفرعم دنع كرعاشم نع ثیدحلا -  
.دحوتلا فیط بارطضاب باصملا كلفط میلعت نأشب كتارارق -  
.ھتوخأو ھئاقدصأو كترسأ لماعت ةیفیك -  
.دحوتلا فیط بارطضاب باصملا كلفط میلعت قلعتی امیف اھیھجاوت يتلا تایدحتلا -  
 باصملا كلفطل ةیلیھأتلاو ةیمیلعتلا تامدخلا ىلع لوصحلا يف تایدحتلا
دحوتلا فیط بارطضاب  
 

؟ةعباتم ةلباقم يف ةكراشملا يف بغرت لھ  
معن  
 

 لا
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Appendix ten: Consent and information sheet and story 
guide(English version) 

 

 

Omani mothers’ experience, perceptions and feelings with regard to educational 
choices and decisions for their children with Autism Spectrum Disorder (ASD).  

1. What is this project? 

This study is interested in exploring the issues related to Omani mothers 
educating their children with Autism Spectrum Disorder (ASD) and their 
experience, perspectives, feelings and strategies when choosing the education 
for their children with ASD. It aims to understand your experiences and feelings 
about the diagnosis of your ASD child and your perception about the 
educational services provided by the government. It also aims to understand 
the strategies you use in order to educate your ASD children. In particular, it 
aims to find out the meaning of education from your perspectives. Additionally, 
this research aims to find out whether there are challenges that affect your 
choice of the education for your children. 
 
2. Who is conducting this research? 

I am a PhD student at the University of Exeter and a mother of a child with 
ASD. This research forms part of my PhD and my supervisor is Professor 
Hazel Lawson h.a.lawson@exeter.ac.uk 

3. What does being part of this study mean for you? 

You have been asked to participate in this study because you are an Omani 
mother of a child with ASD. There are three parts to the study, you may be 
asked to help at more than one phase. You may only be selected for one or two 
of the phases. Permission will be sought for participation in each phase. 

4) Phase 1 will involve you creating a story narration,  totally constructed 
by you without the interference of the researcher as I would like you to 
feel more comfortable when reconstructing your experiences about you 
and your child.  

5) Phase 2 some story authors will be selected to be interviewed. The 
interview will be face-to-face and likely to last around an hour. I would 
also like to record this interview with your permission. You can stop this 
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interview at anytime and you do not need to answer any questions that 
you do not wish to answer. 

6) Phase 3 will involve the researcher spending a day with you to get to 
know you and your situation better. No recordings will be done during 
the building-rapport day, only written notes which can be discussed with 
you.  

4. How will your data be treated? 

Your real name and the real names of your child will not be used. Every effort 
will be made to ensure your anonymity. 

Your personal data will be treated in the strictest confidence and will not be 
disclosed to any unauthorised third parties. The results of the research will be 
published in anonymised form and anonymised data may be saved in a 
confidential document and the digital recording of your interview will be deleted 
as soon as there is an authoritative written transcript of your interview. Personal 
and contact details will be stored separately from your interview transcript and 
may be retained for up to 5 years. 

If you request it, you will be supplied with a copy of your interview transcript so 
that you can comment on and edit it as you see fit (please give your email 
below). 

Third parties will not be allowed access to interview tapes and transcripts 
except as required by law or in the event that something disclosed during the 
interview causes concerns about possible harm to you or to someone else. 

5. Who can I contact for further information? 

For further information about the research or your interview data, please 
contact: 

Name: Raya Al Raesi 
Email:  rsa205@exeter.ac.uk 
 
Oman Autism Society 
www.omanautism.om 
+96824128949 
admin@omanautism.om  
@omanautism 
 
 
Postal address:   
Graduate School of Education 
St Luke's Campus 
Heavitree Road 
Exeter 
Devon 
EX1 2LU 
United Kingdom  
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Telephone: UK 00 44 (0)7553711098/ Oman 0096899229808 
 
If you have concerns/questions about the research you would like to discuss 
with someone else at the University, please contact: 
 
Professor Hazel Lawson h.a.lawson@exeter.ac.uk  
Dr. Alison Black a.e.black@exeter.ac.uk    
 

CONSENT 

I have been fully informed about the aims and purposes of the project. I 
understand that:  

- There is no compulsion for me to participate in this research project 
and,  

- If I do choose to participate, I may withdraw at any stage, 
- I have the right to refuse permission for the publication of any 

information about me. 
- The information which I give will be used solely for the purposes of this 

research project, which may include publications or academic 
conference or seminar presentations, 

-  Information I give will be treated as confidential; the researcher will 
make every effort to preserve my anonymity.  

Printed name of participant: --------------------------------------- 

Signature of participant: --------------------------------------- 

Signature of researcher: --------------------------------------- 

Date: --------------------------------------- 

 Printed name of researcher: --------------------------------------- 

Email address of participant if they have requested to view a copy of the 
interview transcript: --------------------------------------- 

One copy of this form will be kept by the participant;  

A second copy will be kept by the researcher(s).  

Your contact details will be kept separately from your data. 
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Part One: Demographic Data 
Omani Mothers’ experience, perception and feelings in choosing the 
education of their children with ASD. 
My data collection method has two parts. The first part will take a maximum of 
10 minutes.  
1. What is your name? 
------------------------------------------------------------ 
2. What is your age? * 

20-29 
30-39 
40-49 
50+ 

3. What is your child's age? * 
3-5 
6-9 
10-16 
17-18 

4. What is your monthly house-hold income? * 
Low 
Average 
High 
Prefer not to say 

5. How would you describe your child's level of ASD? * 
Mild 
Moderate 
Severe 

6. What is the type of education your child attends /receives? * 
Public mainstream school 
Public special school 
Private mainstream school 
Private special school 
Home-schooling 
No schooling 
Other, (please specify)------------------------------------------- 

7. What is your highest education level?* 
Primary degree 
Secondary degree 
Bachelor degree 
Master degree 
PhD degree 
Other (please specify)------------------------------------------- 

8. Where do you live? (Wilayah) * 
 
 

9. We talk about our children with ASD because we want to open a door into 
our lives, to help others understand, to raise awareness and build acceptance 
for children with ASD.  

I am interested to read/listen to your story about you and your son. Please use 
the prompts below as a rough guide and write or audio-record your own story. 
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It can be as long as you like. Would you please tell me about: 

I am interested to read/listen to your story about you and your son. Please use 
the prompts below as a rough guide and write or audio-record your own story. 
It can be as long as you like. Would you please tell me about: 

- The diagnosis of your child and at what age. 

- The ways you use to teach your child. 

- Your child’s progress (for examples academic, social, communication, life 
skills). 

- Your feelings since the diagnosis of your child. 

- Your decisions regarding your child’s education. 

- Ways your family and friends relate to your child with ASD. 

-  Experience teaching your child with ASD.  

- Experience accessing and using the services and the education for your child 
with ASD. 

10. Would you like to participate in a follow up interview? * 
Yes 
 
No 
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Appendix 11: Participants' demographic data from the story narration phase 
 

No Name/ 
age 

Child’s 
Name/ 
age 

Gender Mother’s 
description 
of child’s 
ASD level 

House-
hold 
income 

Type of 
education 
a child 
attends 

Mother’s 
highest 
level of 
education 

Whether she 
will 
participate in 
the follow-up 
interview or 
not 

1 Anfal 
20-29 

Khami
s 
10-16 

M Moderate Average Public 
special 
school 

Secondary 
degree 
 

No 

2 Aseel 
20-29 

Marwa
n 
6-9 

M severe Average Public 
special 
school 

Bachelor 
degree 

 

3 Athari Mostaf
a 
6-9 
 

M Moderate Average Private 
mainstrea
m school 

PhD 
degree 

yes 

4 Fadwa 
30-39 

Afan 
10-16 

M severe Average Private 
special 
school 

Bachelor 
degree 

Yes 

5 Fatin 
20-29 

Khoza
m 
6-9 

M severe Average Private 
mainstrea
m school 

Bachelor 
degree in 
SEN 

Yes 

Hassa
n 
3-5 

M Mild Private 
mainstrea
m school 

6 Ibtihal 
30-39 

Yahya 
6-9 

M Mild Average Public 
mainstrea
m school 

Secondary 
degree 
 

No 

7 Jori 
30-39 

Mishari 
3-5 

M Moderate Average Private 
special 
school 

Secondary 
degree 
 

No 

8 Jumana 
40-49 

Arif 
6-9 

M Mild Average Private 
mainstrea
m school 

Secondary 
degree 
 

No 

9 Maha 
30-39 

Jamal 
6-9 

M Moderate Average Public 
special 
school 

Secondary 
degree 

No 

10 Mariya 
30-39 

Adnan 
6-9 

M Mild Average Private 
special 
school 

Diploma No 

11 Mayada 
40-49 

Al 
Warith 
6-9 

M Moderate Average Public 
special 
school 

Secondary 
degree 
 

No 

12 Narjes 
40-49 

Amjed 
6-9 

M Moderate Average Private 
special 
school 

Master 
Degree 

yes 
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13 Nirmin AlMolh
am 

Did not provide any demographic data 

14 Njood 
30-39 

Salma
n 
10-16 

M Moderate Average Private 
special 
school 

Secondary 
degree 

No 

15 Rafif Hatim Did not provide any demographic data 
16 Rahaf 

30-39 
Manso
or 
6-9 

M Moderate Average Private 
special 
school 

Secondary 
degree 

No 

17 Razan 
30-39 

Khama
il 
10-16 

F Moderate Average Private 
special 
school 

Secondary 
degree 

No 

18 Samahe
r 
40-49 

Sami 
10-16 

M Moderate Low Public 
mainstrea
m school 

Secondary 
degree 
 

No 

Samia
h 
6-9 

F Moderate Home-
schooling 
 

19 Shahad 
40-49 

Mojahi
d 
10-16 

M severe Average Private 
special 
school 

Secondary 
degree 
 

Yes 

20 Shojoon 
30-39 

Noor 
3-5 

F Moderate Average Private 
special 
school 

Bachelor 
degree 

Yes 

Hoor 
6-9 

F Moderate Private 
special 
school 

21 Somood 
40-49 

Tariq 
6-9 

M Mild Average Private 
special 
school 

Secondary 
degree 
 

Yes 

22 Sondos 
30-39 

Munthi
r 
6-9 

M Mild Average Private 
mainstrea
m school 

Master 
Degree 

Yes 

23 Thana 
40-49 

Majed 
17-18 

M Moderate Average Home 
No school 
 

Secondary 
degree 
 

No 

24 Zeina 
30-39 

Obaid 
6-9 

M Moderate Average Public 
special 
school in 
UK 

Master 
Degree 

Yes 

25 Zulfa 
40-49 

Amar 
6-9 

M Mild Average Private 
mainstrea
m school 

Secondary 
degree 
 

No 
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Appendix 12: An example of building-rapport day 
 
Monday 16 April 2018: 
 
I arrived home and the housemaid opened the door for me, Noor was the 
second one to meet. She came to meet me and shack my hands. She was a 
lovely girl. Noor is the youngest daughter. After two hours, mother arrived. 
Father was not home because he works 7 days and gets 7 days off.  
 
Noor is the second daughter of Shojoon the first one is Hoor. Noor is non verbal, 
but her way to meet me showed me that she was sociable and was not afraid 
of strangers. She was looking into my eyes and she wanted to tell me 
something.  
When mum arrived, the other girl came downstairs. And I met Hoor and her 
brother Khalil. Shojoon has three children Hoor 8 years old, Noor 4 years old 
and Khalil 3 years old. The two girls are non-verbal. But they are sociable. They 
share the same characteristics. They did not feel that I was a stranger though 
it was my first time to meet them. I felt that the concentration was really good 
and they have a good eye contact.  
The mother trained the housemaid to be careful in very single points like the 
door keys and not to forgot them in the door so they do not lock themselves.   
 
That night, I did not do a lot because when I arrived it was their bed time and 
mum did not want to change their routine, so after meeting them they 
immediately went to bed. The housemaid led me to my room, I was busy texting 
my family to check my son as he was staying with my mum. Because it was a 
change for me, I usually struggle to sleep in a different bed. I could not sleep 
that night and I heard that one of the girls was not sleeping as well. I did not 
disturb them to check who it was. Everyone slept around three in the morning. 
Though Shojoon did not sleep well last night because  Noor  was awake until 
3.00. Then Shojoon could not sleep, but she woke up in the morning and 
prepared the children for the school  
Honestly I missed the morning part, because I could not get early. According to 
Shojoon, she usually prepares Hoor first and then wakes Noor up because Noor 
usually gets upsets if the bus was late or there was a long time between her 
getting up and the bus’s arrival. So mum tries to shorten the time by waking her 
up 15 minutes before the bus time. Shojoon  recently trained the housemaid to 
take the girls to the bus as they get upset if she did not go with them in the 
school bus. According to her, if the girls understand that when their mum wears 
Abaya, this meant that they would go out and they would refuse to go to school. 
So she thought that it would be better that the housemaid took them to school 
and they would think that their mum is still at home. Both girls go to private 
special school for children with autism. The mother works as a school teacher. 
So the mother got ready while the housemaid was taking the girls to school 
bus. Then Shojoon took her son Khalil to the nursery and she went to school. I 
woke up at 10.00 and went outside wondering the area, because there was no 
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one at home except of the housemaid and I tried to talk to her, but I could not 
understand her language.  
 
At 1.15 the girls came from the school and they were active as if, they had a 
good sleep, though I remember that Noor did not sleep well last night. 2.00. 
Shojoon arrived from school and she brought Khalil with her. The housemaid 
changed the children clothes. She took Hoor to the toilet because she is the 
only one who goes to the toilet, Noor and Khalil are still using nappies.  
The housemaid assist the mother in certain points like going to the toilet, but 
when Shojoon was home, she was taking care of the children. The house was 
organized in a way that was safe for them so they don’t hurt themselves or lock 
themselves in a room or a toilet. There is nothing that might hurt them in the 
house and the outdoor was locked tightly. This helped Shojoon to have a 
balanced life that children were not controlled all the time and she would have 
time for herself. 
I spent most of the time chatting with the Shojoon, and she welcomed me in 
her house as if she was looking for someone to talk to. We did not have lunch, 
but she brought some sweets with her. We had some, but the children joined 
us with the food and they made the place in a total mess, but the housemaid 
was there to help cleaning up. Shojoon was trying her best to give instruction 
to the girls, for example Noor took my phone and mum told her in a serious tone 
to leave it and Noor did. Though there were two girls with ASD in the house, I 
felt that it was a quite family, there was not lot of crying and shouting. Though 
Noor was moving around a lot., but it was controlled way. According to Shojoon, 
Hoor seemed to be quitter today than other days. Noor liked me very much, 
and she was hugging me from time to time.  
 
As I mentioned before, Noor and Khalil were using nappies, so Hoor was the 
only one who went to the toilet. She did not ask for toilet and did not show signs 
for her need to the toilet, but her mum knew her need when she saw her going 
towards the toilet.  
Though the girls were non-verbal and hyper-active going around themselves, 
they were sociable and were trying to communicate with a stranger like me. We 
continued chatting with each other while the girls were playing around us and 
Khalil was watching TV. Sometimes they went out, but mum was sure that they 
would not go away, because she had safety strategies like locking the outside 
door.   
 
Hoor likes to play with a tissue, so she cut tissue into small line, and would 
leave it move with the wind. But because it is tissue and the material is very 
thin, it was torn easily. This made Hoor upset and she hit her head on the wall 
with no noise. I could not even notice, but the Shojoon saw her, so she 
immediately tried to attract her attention to something else.  
 
Both girls were drinking milk from bottle. I am not sure whether Hoor is not 
drinking milk from bottle, but I saw Noor drinking it.  
 
At 4.30, we went outside the house in the yard and sat for drinking tea and 
coffee. Hoor and Khalil were inside, while Noor was outside with us and she 



 380 

was using her mum’s phone for 15 minutes only. She was listening to the phone 
tones and she was not attracted to any other kinds of phone games or youtube.  
From 4.30 to 6.00, there was not much to talk about and Shojoon was spending 
much time with me rather than with her children, though they were sitting 
around us. Sometimes they moved from one room to another, but other than 
that there was not much. After I left, Shojoon sent me a video for Noor crying 
and hitting her self. And I asked Shojoon about how she responded to Noor’s 
tantrum, and she said, she cuddle her and gave her bottle of milk.  
 
Through the day, there was not like time for Shojoon to teach them or train them 
with certain things. The children were not attracted to the TV though it was 
switched on all the day. At the same time the phone was in front of the girls all 
the day, but they were not attracted to it. The housemaid is an assistant for the 
Shojoon, but the she did not depend totally on the housemaid. Most of the time 
the girls were around the mum. In the afternoon they spent in the house yard, 
they play in the games and the mum is  watching them.  
 
I was really skeptical that my presence might change the family’s routine, but I 
felt that they were familiar with people visiting Shojoon. My visit did not affect 
the girls routine.  
 
 
 
 
 
 
 
 
 
 
 
 
 


