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ABSTRACT 

 

The ability of children with Autistic Spectrum Disorder (ASD) to achieve 

independence in their daily living activities may be affected by the characteristics of their 

underlying condition.  The main characteristics of children diagnosed with ASD include 

impairments in communication, socialisation and behaviour.  These impairments are likely 

to hinder children’s ability to learn and experience life like their typically developing peers.  

Often, enabling their participation in daily life requires extra support and guidance for 

successful integration into school and family routines, as well as being active participants 

in community life.  The issues and impairments that children with ASD have are life long, 

and, consequently, children with ASD and their family members need support throughout 

their whole life.  Occupational therapy is one of the healthcare professions involved in 

providing services to these children and their family members. 

Services for children with ASD in Malaysia are developing, but are much less 

advanced than in Western countries.  This thesis (a) explored how occupational therapy 

services were provided in Malaysia, (b) compared these to services in Victoria (Australia) 

given the considerable differences in socioeconomic, cultural, educational and healthcare 

systems in both regions, and (c) evaluated whether services that children received in 

Malaysia met the identified needs and goals of parents of children with ASD.  

Points (a) and (b) were addressed in phase one of the research, through a 

descriptive survey design study.  Point (c) was addressed in a cross-sectional mixed 

methods study, using standardised assessments and qualitative interviews of the parents of 

children with ASD.  In the first phase of the study, occupational therapy participants from 

Malaysia and Victoria (Australia) were recruited through their respective professional 

organisation and were send a questionnaire regarding the services they provided for 

children with ASD.  The questionnaire was developed to gain information regarding the 
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frames of reference, models of practice, assessments and interventions provided, trainings 

and professional development needed in the occupational therapy services for children 

with ASD.  In phase two of the study, parents of children with ASD were asked about their 

child’s abilities in managing daily living activities through a mix-methods survey.  

It was found that occupational therapy services in both regions were similar in 

terms of the focus given in the aspects of assessments and interventions used and 

professional development needed.  The services provided and continuing professional 

development that the practitioners felt they needed tended to focus on managing sensory 

issues in children with ASD and less on the functional aspects of daily occupation.  

In summary, this research provided preliminary information regarding the 

occupational therapy services provided for children with ASD in Malaysia.  The 

occupational therapy services for children with ASD in Malaysia was found to be closely 

similar to the services offered by the occupational therapists in Victoria (Australia).  In the 

second phase of the research, it was found that there were disparities between the 

occupational therapy services provided and the parents’ priorities for their children with 

ASD.  In order for occupational therapy services to be relevant, they should be tailored to 

meet the needs of the clients and culturally valid for the population receiving the service.  

The utilization of the gold standard standardized assessment of the Vineland-II 

was able to identify the areas that needed attention in the studied domains of 

communication, socialisation and daily living skills.  This gold standard assessment paired 

with the client- and occupational-centred assessment tool, the COPM, facilitated the 

creation of a more accurate and detailed problem list to guide the occupational therapy 

goals and intervention planning according to the specific and unique needs of the children 

with ASD and their families.  
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CHAPTER I 

INTRODUCTION 

________________________________________________________________________ 

An increasing prevalence of children diagnosed with Autistic Spectrum Disorder 

(ASD) has been widely reported (Baird et al., 2006; Baron-Cohen et al., 2009; DiGennaro 

Reed, Hirst, & Hyman, 2012).  In Australia, the prevalence of ASD is estimated at 1 in 

160 children aged between 6 -12 years old (MacDermott, Williams, Ridley, Glasson, & 

Wray, 2006). ASD is reported to affect more males than females at a ratio of 4:1 and is 

reported to occur in all racial, ethnic, and socioeconomic groups [Centers for Disease 

Control and Prevention (CDC), 2014].  The prevalence of autism in Malaysia is reported at 

1.6 per 1,000 (Mohd Kassim, Othman, Lai, & Mat Yusoff, 2009). The increasing 

prevalence creates difficulties in ensuring that appropriate services are available, 

maintained and pertinent issues addressed (Zachor & Curatolo, 2013).  

Children diagnosed with ASD often have severe challenges in managing daily 

activities such as social skills, personal care, school and play activities throughout their life 

(Bailey, Hatton, Mesibov, Ament, & Skinner, 2000; Douglas & Taylor, 2004; Duncan & 

Bishop, 2013) and require a wide range of supports and services throughout the person’s 

entire life (Baird et al., 2006; Boulet, Boyle, & Schieve, 2009; Burrell & Borrego, 2012). 

In order to receive a diagnosis of ASD, a number of criteria need to be met, 

including impairments in social communication and interaction, as well as restricted, 

repetitive patterns of behaviour, interest, or activities.  These impairments must present in 

early childhood and impair the child’s everyday functioning (American Psychiatric 

Association, 2013a).  The diagnosis of ASD does not predict the person’s functional 

capability.  Therefore, identifying the needs and priorities of children with ASD can be 

considered important for planning interventions for those children (Gupta & Singhal, 

2009).  Children with ASD may exhibit different characteristics despite having the same 
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diagnosis (Lollar & Simeonsson, 2005; Spreckley & Boyd, 2009).  The disorder affects 

each child differently in terms of characteristics and severity and each child needs to be 

treated as an individual to improve his or her occupational performance - the ability to 

perform tasks in daily activities appropriate to his or her role, developmental age, culture 

and environment (Law et al., 2005).  

 

Background Information about the Criteria of Autistic Spectrum Disorder 

 

ASD is a complex developmental disability and further research is needed in this 

field.  ASD is of increasing concern to health care practitioners as (a) there are no 

identified causes to date, (b) its prevalence is increasing, and (c) the negative effects of the 

condition impact on the ability for people with the disorder to perform and participate in 

the activities that they want and need to do (Carothers & Taylor, 2004; Duncan & Bishop, 

2013).  These issues mean that a diagnosis of ASD can impact significantly on the quality 

of life of these children and also their family members (DeGrace, 2004; Herlihy, Knoch, 

Vibert, & Fein, 2013).  

ASD was first identified by Dr. Leo Kanner (1943) who described 11 children with 

“fascinating peculiarities” (p. 217).  Since then, extensive research has been done to 

attempt to understand ASD.  Much has been theorised on its clinical criteria and 

classifications that help in early identification of the condition.  Currently, one of the 

diagnostic tools used to identify ASD is the recently published Diagnostic and Statistical 

Manual of Mental Disorders – 5
th

 Edition (DSM-V) (American Psychiatric Association, 

2013a) which specified two major characteristics of impairment consisting of: 

1. Deficits in social interaction and social communication, and 

2. Restricted, repetitive patterns of behaviour, interests, or activities. 

The DSM-V recognises that the four previously separate disorders under the 

Diagnostic and Statistical Manual of Mental Disorders-IV-text revision (DSM-IV-TR) 
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classification (American Psychiatric Association, 2000), that is (a) autistic disorder, (b) 

Asperger’s disorder, (c) childhood disintegrative disorder and (d) pervasive developmental 

disorder not otherwise specified, are actually a single condition with different levels of 

symptom severity in the two core deficits mentioned earlier.  These symptoms and the 

levels of severity rating as stated in DSM-V are presented in Table 1.1 and Table 1.2, 

respectively. 

The two core deficits puts ASD on a continuum of severity level ranging from 

“requiring support” (Level 1), “requiring substantial support” (Level 2) to “requiring very 

substantial support” (Level 3) (American Psychiatric Association, 2013a, p. 52).  

According to the DSM-V, symptoms in those two core deficits must be present from early 

childhood, even if those symptoms are not fully demonstrated until later, when increased 

social demands impact on the child’s ability to function effectively in his or her everyday 

activities.  The revised definition and classification of ASD in the DSM-V encourages 

earlier diagnosis of children compared with the DSM-IV-TR, which was geared towards 

identifying school-aged children presenting with symptoms of ASD.  However, according 

to the DSM-V Work Group, those diagnosed with one of the four separate disorders listed 

in the DSM-IV-TR, will still meet the criteria for ASD diagnoses under the DSM-V.  It 

was anticipated that the newly published criteria would not affect the number of children 

being diagnosed as ASD  (Huerta, Bishop, Duncan, Hus, & Lord, 2012), although this is 

yet to be determined. 

The ASD criteria as stated under the DSM-IV-TR (American Psychiatric 

Association, 2000) was used as a basis for this current research as the DSM-V (American 

Psychiatric Association, 2013a) was published in 2013 after the data collection was 

completed.  Under the DSM-IV-TR, a total of at least six criteria from three core 

impairments are needed for the diagnosis to be made.  These criteria are listed in Table 1.3.   
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Table 1.1 

DSM-V Autism Spectrum Disorder Diagnostic Criteria, 299.00 (F84.0), p. 50-51 

 
A. Persistent deficits in social communication and social interaction across multiple contexts, 

as manifested by the following, currently or by history (examples are illustrative, not 

exhaustive; see text): 

1. Deficits in social-emotional reciprocity, ranging, for example, from abnormal social 

approach and failure of normal back-and-forth conversation; to reduced sharing of 

interests, emotions, or affect; to failure to initiate or respond to social interactions. 

2. Deficits in nonverbal communicative behaviors used for social interaction, ranging, for 

example, from poorly integrated verbal and nonverbal communication; to 

abnormalities in eye contact and body language or deficits in understanding and use of 

gestures; to a total lack of facial expressions and nonverbal communication. 

3. Deficits in developing, maintaining, and understanding relationships, ranging, for 

example, from difficulties adjusting behaviour to suit various social contexts; to 

difficulties in sharing imaginative play or in making friends; to absence of interest in 

peers. 

Specify current severity: 

Severity is based on social communication impairments and restricted, repetitive 

patterns of behavior (see Table 2). 

B. Restricted, repetitive patterns of behaviour, interests, or activities, as manifested by at least 

two of the following, currently or by history (examples are illustrative, not exhaustive; see 

text): 

1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple 

motor stereotypies, lining up toys or flipping objects, echolalia, idiosyncratic phrases). 

2. Insistence on sameness, inflexible adherence to routines, or ritualized patterns of 

verbal or nonverbal behaviour (e.g., extreme distress at small changes, difficulties with 

transitions, rigid thinking patterns, greeting rituals, need to take same route or eat same 

food every day). 

3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong 

attachment to preoccupation with unusual objects, excessively circumscribed or 

perseverative interests). 

Hyper- or hyporeactivity to sensory input or unusual interest in sensory aspects of the 

environment (e.g., apparent indifference to pain/temperature, adverse response to 

specific sounds or textures, excessive smelling or touching of objects, visual 

fascination with lights or movement).  
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Table 1.1 

 

DSM-V Autism Spectrum Disorder Diagnostic Criteria, 299.00 (F84.0), p. 50-51 

(continued) 

 
               Specify current severity: 

Severity is based on social communication impairments and restricted, repetitive 

patterns of behaviour (see Table 2). 

A. Symptoms must be present in the early development period (but may not become fully 

manifest until social demands exceed limited capacities, or may be masked by learned 

strategies in later life). 

B. Symptoms cause clinically significant impairment in social, occupational, or other 

important areas of current functioning. 

C. These disturbances are not better explained by intellectual disability (intellectual 

developmental disorder) or global developmental delay. Intellectual disability and autism 

spectrum disorder frequently co-occur; to make comorbid diagnoses of autism spectrum 

disorder and intellectual disability, social communication should be below that expected 

for general developmental level. 

Note: Individuals with a well-established DSM-IV diagnosis of autistic disorder, Asperger’s 

disorder, or pervasive developmental disorder not otherwise specified should be given the 

diagnosis of autism spectrum disorder. Individuals who have marked deficits in social 

communication, but whose symptoms do not otherwise meet criteria for autism spectrum 

disorder, should be evaluated for social (pragmatic) communication disorder.  

Specify if: 

With or without accompanying intellectual impairment 

With or without accompanying language impairment 

Associated with a known medical or genetic condition or environmental factor 

(Coding note: Use additional code[s] to identify the associated medical or genetic 

condition.) 

Associated with another neurodevelopmental, mental, or behaviour disorder (Coding 

note: Use additional code[s] to identify the associated neurodevelopmental, mental, or 

behavioral disorder[s].) 

With catatonia (refer to the criteria for catatonia associated with another mental 

disorder, pp. 119-120, for definition) (Coding note: Use additional code 293.89 

[F06.1] catatonia associated with autism spectrum disorder to indicate the presence of 

the comorbid catatonia.) 

1
 

 

                                                           
1 Note: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, 

Fifth Edition, (Copyright© 2013).  American Psychiatric Association. 
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Table 1.2 

 

DSM-V Severity Level for Autism Spectrum Disorder, p. 52 

 
Severity 

level 

Social communication Restricted, repetitive 

behaviors 

Level 3 

“Requiring 

very 

substantial 

support” 

Severe deficits in verbal and nonverbal social 

communication skills cause severe impairments in 

functioning, very limited initiation of social 

interactions, and minimal response to social 

overtures from others. For example, a person with 

few words of intelligible speech who rarely 

initiates interaction and, when he or she does, 

makes unusual approaches to meet needs only and 

responds to only very direct social approaches. 

Inflexibility of behaviour, 

extreme difficulty coping with 

change, or other 

restricted/repetitive behaviors 

markedly interfere with 

functioning in all spheres. 

Great distress/difficulty 

changing focus or action.  

Level 2 

“Requiring 

substantial 

support” 

Marked deficits in verbal and nonverbal social 

communication skills; social impairments 

apparent even with supports in place; limited 

initiation of social interactions; and reduced or 

abnormal responses to social overtures from 

others. For example, a person who speaks simple 

sentences, whose interaction is limited to narrow 

special interests, and who has markedly odd 

nonverbal communication. 

Inflexibility of behaviour, 

difficulty coping with change, 

or other restricted/repetitive 

behaviors appear frequently 

enough to be obvious to the 

casual observer and interfere 

with functioning in a variety 

of contexts. Distress and/or 

difficulty changing focus or 

action. 

Level 1 

“Requiring 

support” 

Without supports in place, deficits in social 

communication cause noticeable impairments. 

Difficulty initiating social interactions, and clear 

examples of atypical or unsuccessful responses to 

social overtures of others. May appear to have 

decreased interest in social interactions. For 

example, a person who is able to speak in full 

sentences and engages in communication but 

whose to-and-fro conversation with others fails, 

and whose attempts to make friends are odd and 

typically unsuccessful. 

Inflexibility of behaviour 

causes significant interference 

with functioning in one or 

more contexts. Difficulty 

switching between activities. 

Problems of organization and 

planning hamper 

independence.  

2
 

                                                           
2 Note: Reprinted with permission from the Diagnostic and Statistical Manual of Mental Disorders, 

Fifth Edition, (Copyright
©
 2013).  American Psychiatric Association. 
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Table 1.3 

 

DSM-IV-TR Diagnostic Criteria for 299.00 Autistic Disorder, p. 75 

 
A. A total of six (or more) items from (1), (2), and (3), with at least two from (1), and one 

each from (2) and (3):  

1. qualitative impairment in social interaction, as manifested by at least two of the 

following: 

a. marked impairment in the use of multiple nonverbal behaviours such as 

eye-to-eye gaze, facial expression, body postures, and gestures to regulate 

social interaction  

b. failure to develop peer relationships appropriate to developmental level  

a lack of spontaneous seeking to share enjoyment, interests, or 

achievements with other people (e.g., by a lack of showing, bringing, or 

pointing out objects of interest) 

c. lack of social or emotional reciprocity 

2. qualitative impairments in communication as manifested by at least one of the 

following: 

a. delay in, or total lack of, the development of spoken language (not 

accompanied by an attempt to compensate through alternative modes of 

communication such as gesture or mime)  

b. in individuals with adequate speech, marked impairment in the ability to 

initiate or sustain a conversation with others 

c. stereotyped and repetitive use of language or idiosyncratic language 

d. lack of varied, spontaneous make-believe play or social imitative play 

appropriate to developmental level 

3. restricted repetitive and stereotyped patterns of behaviour, interests, and activities, 

as manifested by at least one of the following: 

a. encompassing preoccupation with one or more stereotyped and restricted 

patterns of interest that is abnormal either in intensity or focus 

b. apparently inflexible adherence to specific, nonfunctional routines or 

rituals 

c. stereotyped and repetitive motor manners (e.g., hand or finger flapping or 

twisting, or complex whole-body movements). 

d. persistent preoccupation with parts of objects. 
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Table 1.3 

 

DSM-IV-TR Diagnostic Criteria for 299.00 Autistic Disorder, p. 75 (continued) 

 
B. Delays or abnormal functioning in at least one of the following areas, with onset prior to 

age 3 years: (1) social interaction, (2) language as used in social communication, or (3) 

symbolic or imaginative play. 

C. The disturbance is not better accounted for by Rett’s Disorder or Childhood Disintegrative 

Disorder.  

3
 

The onset of these characteristics is prior to the age of three years old (Kleinman et al., 

2008) and a confirmed diagnosis can only be made after the age of three years 

(DeGiacomo & Fombonne, 1998; Kleinman et al., 2008), even though the symptoms of 

ASD may be obvious during the first year of life. 

 

The Impact Autistic Spectrum Disorder has on a Child’s Occupational Performance 

For children diagnosed with ASD, successful occupational performance is likely to 

be affected by the presence of the core characteristics of ASD, consisting of 

communication, social and behavioural impairments (American Psychiatric Association, 

2000, 2013a). In order to discuss this, the Canadian Model of Occupational Performance 

and Engagement (CMOP-E) (Polatajko, Townsend & Craik, 2007) is the theoretical 

framework used to guide this research (Figure 1.1).  

The CMOP-E is a model that emphasises client-centred practice in occupational 

therapy.  In client-centred practice, occupational therapists aim to provide and achieve 

assessment and intervention considered relevant and meaningful to clients themselves 

(Sumsion, 1999).  The CMOP-E is composed of three main elements: (a) the person, 

consisting of cognitive, physical, affective and spirituality factors, (b) their occupations, 

constituted by activities of self-care, productivity and leisure, and (c) the environment,  

                                                           
3 Note.  Reprinted with permission from the Diagnostic and Statistical Manual of Mental 

Disorders, Fourth Edition, Text Revision, (Copyright
©
2000).  American Psychiatric Association. 
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Figure 1.1.  The CMOP-E Model.  Taken from Townsend and Polatajko (2007), p. 23.
4
 

 

 

consisting of the physical, institutional, cultural and social factors that influence the person 

(Polatajko, Townsend & Craik, 2007). 

The core principle of the CMOP-E is the dynamic connection between the person, 

the person’s environment, and the person’s occupations (Picture B in Figure 1.1).  

According to this model, the ability of the person to perform and achieve successful 

occupations meaningful to them, within the communities or environments in which the 

person  lives, and which are culturally and age appropriate, results in successful 

occupational performance (Canadian Association of Occupational Therapists, 2002; 

Townsend & Polatajko, 2007).  This may influence the effective interaction between the 

person and the environment and occupation elements required to achieve successful 

occupation, which in turn might hinder meaningful occupational performance.  

 

 

                                                           
4 Note. Reprinted with permission from the Enabling occupation II: Advancing an occupational 

therapy vision for health, well-being and justice through occupation, Canadian Association of 

Occupational Therapists. 
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People with Disabilities who are Living in Malaysia 

 

The Federation of Malaysia is composed of two parts - Peninsular Malaysia and 

East Malaysia, separated by the South China Sea, with transportation between the two by 

air or sea.  East Malaysia is located on the northern coast of the Island of Borneo.  There 

are eleven states and two federal territories in Peninsular Malaysia, and two states and one 

federal territory in East Malaysia.  Kuala Lumpur is the capital city, and this is located in 

the central region of Peninsular Malaysia (Figure 1.2). 

 

 

Figure 1.2. Map of Malaysia (Peninsular and East Malaysia) (studymalaysiaguide.com, 

n.d.). 

 

Malaysia has a multicultural and multiracial population consisting of Malays, 

Chinese, and Indians as the biggest ethnic groups.  In addition, there are some other 

minority ethnic groups and numerous indigenous/tribal ethnic groups.  The Malay 

language is the official language, but other widely spoken languages include Chinese 

Peninsular 

East 

South China Sea 
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dialects, Hakka dialect, Mandarin, Cantonese, Tamil, English and several other languages 

and dialects spoken by the indigenous groups of peoples, particularly in East Malaysia. 

According to the Human Development Index (HDI) produced by the United 

Nations in 2013, Malaysia was reported as having a high human development rank; 64
th

 in 

the world and 9
th

 in the region (United Nations Development Programme, 2013).  The 

Human Development Index rank given to Malaysia suggests that the country has good 

human development, and generally good infrastructure for economic development, health, 

education, and other systems.  In this context, there is a need for Malaysia to develop its 

own evidence, skills and specialities, such as healthcare services and educational systems, 

which are suitable for its fast-growing population to improve its society’ well-being and 

developed services, such as health care services that are culturally suitable for their 

population needs.  

The 2010 national census (Department of Statistics Malaysia, 2012) showed a total 

population of Malaysia of 28.3 million, with 22.56 million people living in Peninsular 

Malaysia and 5.77 million people living in East Malaysia.  In terms of people living with 

disabilities, there were 280,671 and 33,580 people registered in Peninsular and East 

Malaysia, respectively (Ministry of Women Family and Community Development, 2012).  

Learning difficulties (including ASD) was the category of disabilities most highly reported 

with 120,109 cases, an increase on the 109,708 cases reported in the 2008 census.  It is 

likely that there are higher numbers of people who are not identified formally. 

 

Introduction to the Research 

 

In order to study the needs of children with ASD and their families in Malaysia, the 

research had two phases.  Phase one of the study involved data collection by postal 

surveys to occupational therapists in Victoria (Australia) and both Peninsular and East 

Malaysia.  The reasons for this comparison of services between the two regions will be 
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explained later in Chapter III.  The second phase of the research involved interviews with 

parents of children with ASD in Peninsular Malaysia.  

 

Identification of the Issues 

 

Occupational therapists are one of the professional groups involved in providing 

services to children diagnosed with ASD (James, Pizur-Barnekow, & Schefkind, 2014; 

Provost, Heimerl, & Lopez, 2007).  Although much is understood of the clinical criteria 

and classification of ASD (Glennon, 2010; Rutter, 2011), limited evidence exists as to 

effective interventions for children with ASD (Prior, Roberts, Rodger, Williams, & 

Sutherland, 2011).  According to Haynes, Devereaux, and Guyatt (2002), there are four 

essential elements in achieving good clinical decisions.  They are (a) the clinical state and 

circumstances, (b) the individual’s and family’s concern and priorities, (c) related research 

findings, and (d) the practitioner’s experience and expertise.  This model emphasised that 

in order to achieve good and effective clinical decisions towards client care, the 

combination of the occupational therapist’s knowledge, the client’s goals and specific 

needs and occupational therapy interventions based on good and strong evidence are the 

most essential elements.  Therefore, it is important for occupational therapists to 

sufficiently equip themselves with suitable assessment and intervention strategies 

supported by quality evidence to enhance the occupational performance of children with 

ASD.  This evidence is essential in occupational therapy services to ensure effective 

interventions that are meaningful to the individual (Bowker et al., 2011). 

Occupational therapists aim to improve the adaptation to, and quality of life of, 

children with ASD and their families (McLennan, Huculak, & Sheehan, 2008).  However, 

existing research was found to focus on interventions to control or reduce challenging 

behaviours and/or sensory processing issues exhibited by children with ASD, rather than 

on achieving specific daily tasks and the promotion of active engagement (Jasmin et al., 

2009; Wallen & Imms, 2006).  There is a need for occupational therapy to provide 
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occupation-based intervention to improve the ability of the children with ASD in 

managing their daily living activities independently.  This should be the focus of every 

clinician working with children with ASD to provide the most needed and relevant 

interventions (Rodger, Ashburner, Cartmill, & Bourke-Taylor, 2010; Wagenfeld & 

Kaldenberg, 2005). 

Cognitive skills among children with ASD have been extensively studied (Bölte & 

Poustka, 2002; Duncan & Bishop, 2013; Ray-Subramanian, Huai, & Weismer, 2011).  It 

was found that some children with ASD who have good cognitive abilities may still 

experience challenges in performing their daily living activities, also known as adaptive 

behaviour skills (Anderson, Oti, Lord, & Welch, 2009; Bishop, Richler, Cain, & Lord, 

2007; Duncan & Bishop, 2013; Klin et al., 2007).   

Adaptive behaviour skills are defined as the ability to adapt and achieve 

meaningful daily functions in coping with personal and social demands, according to the 

person’s age and developmental level, cultural influences and expectations and basic 

environmental needs (Sparrow, Cicchetti, & Balla, 2005a).  Adaptive skills can be 

determined by level of performance in activities such as self-care, home living, social 

skills, communication skills, school readiness skills, community use, self-determination, 

play/leisure participation and health/safety education (Hagiwara, Cook, & Simpson, 2008; 

Sparrow et al., 2005a).  Occupational performance is defined as "the result of a dynamic, 

interwoven relationship between persons, environment, and occupation over a person's 

lifespan; the ability to choose, organize, and satisfactorily perform meaningful occupations 

that are culturally defined and age appropriate for looking after oneself, enjoying life, and 

contributing to the social and economic fabric of a community" (Canadian Association of 

Occupational Therapists, 2002, p.181). 

The adaptive behaviour skills that children have difficulties with include the ability 

to socialise as well as manage daily living activities (Anderson et al., 2009; Duncan & 

Bishop, 2013; Klin et al., 2007; Liss et al., 2001; Perry, Flanagan, Geier, & Freeman, 
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2009).  Studies show that a higher intelligence score cannot predict the ability of the 

children with ASD to function effectively in their daily living activities (Duncan & Bishop, 

2013; Liss et al., 2001; Schatz & Hamdan-Allen, 1995).  This means that even though 

some children with ASD might have acquired the ability to communicate, they may still be 

having problems in carrying out their daily living skills, communicating their needs 

properly and expressing their emotions effectively.   

The focus of this research has been to examine the adaptive behaviours and 

occupational performance among children with ASD to understand their difficulties and 

the challenges in their daily lives (Larson, 2010). Parents and caregivers were the valuable 

sources (Amar, 2008; Luong, Yoder, & Canham, 2009) used to collect the information in 

phase two of this research.  This is because many of the children were unable to 

communicate their needs, but also because parents/caregivers are recognised as important 

in the life and development of children with ASD.  Furthermore, they are often the people 

responsible for providing or carrying through the interventions prescribed, and, thus, 

should be empowered in order to ensure effectiveness and generalizability of their child’s 

skills into community living (Burrell & Borrego, 2012).  

Prior to this study, there was no information available regarding occupational 

therapy services provided for children with ASD and their families in Malaysia (Amar, 

2008).  Matters concerning the Frames of Reference (FOR) and Models of Practice (MOP) 

utilised, assessments and/or outcome measures administered, type of interventions 

conducted, areas of adaptive behaviour skills targeted, and the professional development 

needs of occupational therapists in Malaysia had never been explored.  Furthermore, 

parental perspectives about their views of their child’s difficulties and priorities for 

intervention were unknown.  There was, and is, an ongoing need for research into the 

occupational therapy services for children with ASD in Malaysia, as well as an exploration 

of parents’ concern regarding their children with ASD’s occupational performance.  The 

information outlined in this thesis demonstrates a benchmark of current practice, and 
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provides a guide for occupational therapists working in Malaysia to ensure that they are 

able to achieve client- and family-centred services for children with ASD and their 

families.  

 

Aims and Research Questions 

 

Although there has been much investigation into the characteristics of ASD, the 

underlying performance issues and difficulties with understanding effective interventions 

for children with ASD are of global concern, but remain undefined (Arbesman & 

Lieberman, 2010; Prior et al., 2011). The effectiveness of occupational therapy 

interventions for children and adults with ASD is also unclear (Case-Smith & Arbesman, 

2008).  Therefore, in order to better understand current practice, the occupational therapy 

services provided to children with ASD in Victoria (Australia) and both parts of Peninsular 

and East Malaysia were explored in phase one of this research.  The services from 

occupational therapy practitioners in these regions were described and compared, and 

issues between and within the regions were explored.   

To guide this phase of the research, the following research questions were 

identified: 

1. What frames of reference and models of practice do occupational 

therapists utilise when providing services for children with ASD? 

2. What assessments or outcome measures do occupational therapists 

utilise when providing services for children with ASD? 

3. What interventions and areas of adaptive behaviours in daily living 

activities do occupational therapists utilise and address when providing 

services for children with ASD? 

4. What are the issues of professional development needs as identified by 

occupational therapists in providing services for children with ASD? 
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Phase two of the research aimed to get a baseline profile of adaptive behaviour 

skills of children with ASD in Malaysia from their parents’/caregivers’ perspectives.  

Information was gathered to obtain a picture of parent priorities.  This was further 

compared with the occupational therapy services provided for children with ASD.  Phase 

two of the research was carried out in Peninsular Malaysia in order to identify the 

priorities for occupational therapy intervention for children with ASD and their families in 

Peninsular Malaysia.  The research questions addressed in this phase were: 

1. What is the level and profile of adaptive behaviour skills in children with 

ASD living in Peninsular Malaysia? 

2. What is the occupational performance difficulties identified in children 

with ASD in Peninsular Malaysia?  

3. What is the relationship between the level of occupational performance 

in children with ASD and their parents’ satisfaction level regarding that 

occupational performance in Peninsular Malaysia? 

4. What is the relationship between the adaptive behaviour skills of 

children with ASD and their occupational performance difficulties, level 

of satisfactions and priorities in occupational performance as identified 

by their parents in Peninsular Malaysia? 

 

Structure of the Thesis 

 

This thesis is organised in seven chapters consisting of:  

 Chapter I provides the reader with a broad introduction to the study, the 

diagnostic criteria of ASD, the theoretical framework used in the study, a brief 

background to Malaysia where most of the data collection was conducted, and 

an overview of the research and the organisation of the thesis.  

 Chapter II presents the literature review, which is divided into three sections: 

(a) occupational therapy services with children with ASD, (b) adaptive 
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behaviour skills in children with ASD and difficulties in daily occupational 

performance among children with ASD, and (c) understanding of the 

challenges for children and adults with ASD, including perspectives on the 

services needed and aspects of their unmet needs.   

 Chapter III presents the methods for phase one of the research - development 

of the questionnaire regarding occupational therapy services for children with 

ASD and collecting data on occupational therapy services for children with 

ASD in Victoria (Australia) and Malaysia. 

 Chapter IV presents and discusses the findings in phase one regarding the 

occupational therapy services in Victoria (Australia) and Malaysia.  

 Chapter V presents the methods employed in phase two of the research – 

Daily living skills in children with ASD – from the parents’ perspective.  

 Chapter VI presents and discusses the findings in phase two in terms of the 

level of adaptive behaviour skills and occupational performance problems 

among children with ASD, from the parents’ perspective. 

 Chapter VII focuses on the discussion of both phases of the research.  In this 

chapter, the findings from phase one and two are compared and discussed in 

terms of parents’ goals for their children with ASD occupational performance 

abilities as compared to service availabilities provided by occupational 

therapists.  The study limitation, implication, suggestions for future studies and 

conclusions are also presented.  

 

Summary 

 

This chapter has presented the context of this study, the criteria for the diagnosis of 

ASD, the Canadian Model of Occupational Performance and Engagement (CMOP-E) 

adopted and a brief explanation about Malaysia where the main data collection was 
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conducted as well as the structure of the thesis.  The review of the literature is presented in 

the next chapter.  
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CHAPTER II 

LITERATURE REVIEW 

________________________________________________________________________ 

This chapter presents the review of literature relevant to the research aims and 

questions in this study with regard to the occupational therapy practices with, and 

occupational performance issues in, children with ASD, as previously discussed.  Figure 

2.1 provides the overview of the presentation of the literature review.  

 

 

  

 

 

 

 

          

 Figure 2.1.  Overview of the presentation of the literature review. 

 

Occupational Therapy Services with Children with Autistic Spectrum Disorder 

 

Occupational therapy practitioners provide assessment and intervention for 

children with ASD in a wide variety of settings such as clinics, schools and the child’s 

own home (Hodgetts & Hodgetts, 2007).  A variety of intervention approaches based on 

the child’s specific needs are needed in order to improve the child’s abilities to perform his 

or her daily activities (Arbesman & Lieberman, 2010; Hodgetts & Hodgetts, 2007; 

Polatajko & Cantin, 2010).  Providing a single approach is unlikely to address the 

children’s unique and challenging needs (Flynn & Healy, 2012; LaVesser & Hilton, 2010; 

Zachor & Curatolo, 2013).  It has been shown that the provision of intervention as early as 

Literature review 
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possible to children with ASD improves their ability to participate in their daily 

occupational performance activities (Dawson et al., 2010; Douglas & Taylor, 2004; Hébert, 

Kehayia, Prelock, Wood-Dauphinee, & Snider, 2012).  In order for appropriate 

interventions to be implemented, accurate early diagnosis is needed (Moore & Goodson, 

2003; Zachor & Curatolo, 2013).  

The ability of children with ASD to generalise the skills that they have learnt in 

controlled intervention settings is essential to their successful participation and meaningful 

occupational performance in their daily living activities in community settings (Arbesman 

& Lieberman, 2010; Burrell & Borrego, 2012; Douglas & Taylor, 2004;  Koegel, Matos-

Freden, Lang, & Koegel, 2012; Wallen & Imms, 2006).  This in turn might assist in 

successful integration into family routines (DeGrace, 2004).  Some of the improvements 

that have been noted for children with ASD who have received occupational therapy 

include an increased use of language and significantly greater social interaction (Hébert et 

al., 2012; Nwora & Gee, 2009; Sams, Fortney, & Willenbring, 2006), positive behavioural 

changes (Fertel-Daly, Bedell, & Hinojosa, 2001; Nwora & Gee, 2009; Watling & Dietz, 

2007) and improved motor-based occupational performance areas (Rodger & Brandenburg, 

2009).  In order to achieve these improvements, occupational therapy practitioners 

incorporate a number of different strategies in their interventions for children with ASD 

(Hodgetts & Hodgetts, 2007; Polatajko & Cantin, 2010; Watling & Dietz, 2007).  

However, studies that specifically look at improving occupational performance aspects 

provided in occupational therapy interventions for children with ASD are still limited 

(Arbesman & Lieberman, 2010; DeGrace, 2004; Jasmin et al., 2009; LaVesser & Hilton, 

2010; Wallen & Imms, 2006).  Some of the available studies focused more on the 

intervention needed to address behavioural challenges exhibited by children with ASD, 

rather than on providing intervention targeting the achievement of successful engagement 

in daily tasks (DeGrace, 2004; Wallen & Imms, 2006).  In addition, many interventions 

provided to children with ASD lack evidence for their effectiveness, indicative that further 
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research is required (Arbesman & Lieberman, 2010; Dominguez, Ziviani, & Rodger, 2006; 

Goldstein, 2000; Hodgetts & Hodgetts, 2007; Parham et al., 2007; Pfeiffer, Koenig, 

Kinnealey, Sheppard, & Henderson, 2011).  According to Case-Smith and Arbesman 

(2008), sensory integration and sensory-based interventions are the main approaches that 

have been given emphasis in occupational therapy practice for children with ASD.  

 Rodger, Brown, and Brown (2005) profiled paediatric occupational therapy 

practice in Australia that included children with ASD among the clients seen by the survey 

respondents.  The results demonstrated that of the respondents (n=330), 52.8% had a 

specialty qualification in sensory integration therapy, 77.6% used sensory integration, 70.8% 

used a multisensory approach/sensory processing, and 56.0% used sensory diet 

interventions/approaches in their services with children with developmental delays.  In 

terms of the treatment methods used by the respondents, 84.4% provided 

parental/caregiver education, teaching and learning in their services, 80.8% used sensory 

integration techniques, 76.0% provided activities of daily living/self-care skills training 

and 73.6% administered sensory stimulation and sensory diet. 

   Watling, Deitz, Kanny, and McLaughlin (1999a) surveyed occupational therapists 

practising in the United States of America (US).  This was one of the earliest studies 

published regarding occupational therapy services specifically for children with ASD.  The 

authors found that the most common intervention provided by occupational therapy 

practitioners for children with ASD was sensory integration and positive reinforcement 

and that the services were most commonly delivered on a one-to-one basis.  In the survey, 

88.0% of the respondents indicated that they most frequently provided services for 

children with ASD aged two to five years.  In terms of the specific assessments and 

interventions used, the majority of the respondents in the Watling et al. (1999a) study 

stated that they utilised sensory-based approaches most frequently; and hands-on 

mentoring was the method of obtaining knowledge preferred by the greater number of the 

respondents.  The authors stated that 50.0% of the respondents utilised outpatient clinics as 
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their site of occupational therapy service delivery and six to ten years was the longest work 

experience with children with ASD reported.  However, since then, the huge 

advancements in research and information regarding children diagnosed with ASD, in 

terms of its diagnostic criteria, available assessments, and interventions, have demanded 

that more current investigations be carried out.  More recently, Ashburner, Ziviani, and 

Rodger (2010, unpublished report) surveyed occupational therapists practising in 

Queensland, Australia and found that the greatest number of respondents in their study 

used visual supports with children and adults with ASD and most frequently saw children 

between three to six years of age (68.0%).  The authors reported that the sensory profile 

(Dunn, 1996, 2006) was the formal assessment tool most frequently used by the majority 

of the respondents and sensory processing was among the areas of knowledge and training 

placed as a priority by the respondents.  Occupational therapy utilising sensory-based 

intervention strategies for children with learning difficulties has also been reported as 

widely used in school settings (Bonggat & Hall, 2010; Worthen, 2010). 

 

Levels of Evidence of the Interventions Provided for Children with Autistic 

Spectrum Disorder in Occupational Therapy Practice 

 

 Case-Smith and Arbesman (2008) conducted a comprehensive systematic review 

of interventions for children and adolescent with ASD used in, or of relevance to, 

occupational therapy practice.  Table 2.1 contains the criteria used by Case-Smith and 

Arbesman (2008) in evaluating the studies. They found studies with levels of evidence I, II 

and III, suggesting that there is evidence for occupational therapy practitioners to 

implement comprehensive, individualised analysis of the child’s performance to develop 

suitable occupational therapy intervention strategies.  In their review, they developed six 

emerging themes of occupational therapy interventions provided to children and 

adolescent with ASD:  

1. Sensory integration and sensory-based interventions  
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2. Relationship-based, interactive interventions  

3. Developmental skill-based programs  

4. Social cognitive skill training  

5. Parent-directed or parent-mediated approaches  

6. Intensive behavioural intervention.  

 

Table 2.1 

 

The level of evidence of studies in the systematic review conducted by Case-Smith and 

Arbesman (2008)  

 
Level of evidence Criteria 

Level I Randomised controlled trials, systematic reviews, meta analyses. 

Level II Nonrandomised clinical trials – two group, such as cohort, case-

control studies.  

Level III Nonrandomised clinical trials – one group pre-test and post-test. 

Level IV Case series and single-subject design.  

Level V Case reports, expert opinion, such as narrative literature reviews 

and consensus statements 

 

 The first three interventions were found to be the most commonly used by 

occupational therapy practitioners in their services with children and adolescents with 

ASD (Case-Smith & Arbesman, 2008).  Summaries of some of the studies involved in the 

systematic review relevant to the six interventions most commonly used by occupational 

therapy practitioners in their services with children with ASD can be located in Appendix 

A. 

 Case-Smith and Arbesman (2008) concluded that although some studies show 

evidence of improvement in children with ASD, further research is still needed which 

should include measurement of both physiological and performance effects to determine 

the influence of the interventions on behavioural and performance outcomes.  Case-Smith 

and Arbesman (2008) suggest that future research should be conducted to investigate the 

effect of environmental modifications for children with ASD, taking into consideration 
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that these children are able to respond more effectively in a highly structured environment 

(Kinnealey et al., 2012).  This highlighted a role for occupational therapy practitioners 

when providing services for such children.  In general, based on the reviews performed, 

although some interventions utilised in occupational therapy services provided for children 

with ASD show evidence of their effectiveness, further research is still needed before any 

claim can be made on the most effective interventions for children with ASD.  Moreover, 

the limited study of the utilisation of occupation-based practices in occupational therapy 

services in improving occupational performances in children with ASD should be given 

serious attention (Arbesman & Lieberman, 2010; Diamantis, 2010). 

 

The Debate around the Implementation of Sensory-Based Interventions in 

Occupational Therapy Practice with Children with Autistic Spectrum Disorder 

 

The theory behind the use of sensory processing states that the human brain and 

nervous system receive sensory information from the surroundings through senses of sight, 

hearing, touch, smell, and taste.  The brain and nervous system also receive sensory inputs 

from within the body through the vestibular system, which gives information relating to 

balance and the proprioceptive system that gives the sense of knowledge of body position 

in space.  Authors who advocate for sensory issues suggest that the process of interpreting 

this information by the brain and nervous system is called sensory processing (Kranowitz, 

2005; Miller, 2006).  

 Miller (2006) and others suggest that the failure of the brain and nervous system to 

effectively process and organise all the sensory inputs received through all the senses 

could result in sensory processing disorder (SPD).  However, this is highly controversial, 

and it has recently been suggested that SPD should not be a diagnosis on its own but other 

developmental disorders should be considered and thoroughly evaluated when these 

sensory symptoms are present (American Academy of Pediatrics, 2012).  The suggestion 

to include SPD as a disorder in the DSM-V (American Psychiatric Association, 2013a) 
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was excluded, as the symptoms cannot be clearly conceptualised and often coincided with 

other disorders (Koziol, Budding, & Chidekel, 2011). 

What is known about children with ASD is that they do have issues with sensory 

sensitivities such as hyper- and hypo-sensitivity to touch and sound in particular, as 

included in the DSM-V (APA, 2013), which could affect their responses and interaction 

with their surroundings, including people around them, and affect the quality of their 

occupational performance (Cermak, Curtin, & Bandini, 2010; Polatajko & Cantin, 2010; 

Richdale & Baglin, 2013; Robinson & Magill-Evans, 2009; Schaaf & Nightlinger, 2007).  

However, what is not proven by evidence in this population is the effectiveness of the 

sensory-based interventions (Arbesman & Lieberman, 2010).  Following the American 

Academy of Pediatrics (2012) policy statement that there is limited and inconclusive 

research evidence to support sensory-based intervention, further debate within the 

occupational therapy profession on the use of sensory-based intervention for children with 

ASD is warranted (Bundy et al., 2013; Burrows, 2013; Rodger, Ashburner, & Hinder, 

2012).  The occupational therapy profession needs to reach a clear definition of the term 

used in explaining sensory-based interventions, performing studies using robust design and 

determining the appropriateness of the sensory-based interventions.  Occupational therapy 

practitioners should be able to provide goal-directed intervention that can help the children 

with ASD manage their daily activities more effectively (Arbesman & Lieberman, 2010).  

One of the options is to focus on the aspect of occupation as the means of intervention.  

 Given the limited evidence for sensory-based interventions, the intervention should 

be paired with occupation-based tasks targeted on increasing performance outcome in 

children with ASD, such as play and self-care activities, rather than as a standalone 

intervention (Arbesman & Lieberman, 2010; Case-Smith & Arbesman, 2008; Case-Smith 

& Bryan, 1999).  It is also important that occupational therapy practitioners should not 

lose their focus on providing occupation-based intervention with children with ASD and 
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that interventions based on achieving successful daily living occupation should be given 

priority (Diamantis, 2010; Jasmin et al., 2009; Rodger et al., 2010).   

 Polatajko and Cantin (2010) conducted a systematic literature review on 

occupational therapy interventions other than sensory integration in children and 

adolescents with sensory processing and integration disorders, including children and 

adolescents with ASD.  The authors classified intervention approaches used by 

occupational therapy practitioners as: (a) impairment-oriented approaches in which the 

interventions targeted the reduction of the impairment and restoration of function to the 

impaired body structure and function, which in turn would result in increased occupational 

performances, and (b) performance-oriented approaches where the interventions directly 

focused on increasing occupational performance and participation abilities without being 

directly concerned with the underlying disability in body structure and function (Polatajko 

& Cantin, 2010).  

Effectiveness in using sensory-based interventions for children with ASD was 

reported in some studies.  Among the changes observed were improved behavioural 

responses, increased social and communication abilities and improved occupational 

performance skills and abilities (Arbesman & Lieberman, 2010; Case-Smith & Bryan, 

1999; Fertel-Daly et al., 2001; Iwanaga et al., 2014; Nwora & Gee, 2009; Schaaf, Hunt & 

Benevides, 2012; Schaaf, 2013; Watling & Dietz, 2007).  Although some studies reported 

on the effectiveness of the sensory-based intervention strategies, the quality of the studies 

generally was flawed, including by small study participant number, heterogeneity of the 

participants, or mixed or preliminary results only reported (Arbesman & Lieberman, 2010; 

Case-Smith & Bryan, 1999; Miller, Coll, & Schoen, 2007; Pfeiffer et al., 2011; Polatajko 

& Cantin, 2010; Schaaf et al., 2013).   

Recently, an attempt was made to evaluate the effectiveness of sensory integration 

(SI) intervention in a pre- and post-test randomised control trial (RCT) study of children 

diagnosed with ASD or PDD by assigning them to a fine motor or SI treatment group 



 

27 

 

which focused on the areas of sensory processing/regulation, functional fine motor skills, 

and social-emotional skills.  In this pilot RCT study conducted by Pfeiffer et al. (2011) 

with 37 participants aged between 6 and 12 years, decreased autistic mannerisms, and 

improvements in the area of sensory processing and regulation abilities and fine motor 

skills were reported among children who received SI intervention as opposed to children 

who received fine motor skills intervention only.  Among the measures used in the study 

were standardised assessment of Quick Neurological Screening Test, 2
nd

 Edition (QNST-II) 

(Mutti, Martin, Sterling, & Spalding, 1998) and the Goal Attainment Scaling (GAS) 

(Mailloux et al., 2007).  The implementation of RCT study design in the Pfeiffer et al. 

(2011) study provided greater evidence for the use of sensory-based intervention with 

children with ASD in terms of its effectiveness.  Most recently, Schaaf et al. (2013) also 

observed improvement in occupational performance abilities among children with ASD 

receiving SI intervention in occupational therapy services in their study.  In the Schaaf et 

al., (2013), RCT study, 17 children with ASD, aged 4 – 8 years, assigned into the SI 

intervention in occupational therapy scored significantly better in self-care and 

socialisation skills compared to the 15 children with ASD placed in a control group.  The 

findings from these studies should be interpreted cautiously by occupational therapy 

practitioners to guide their intervention with children with ASD, provided that there 

remains an occupational focus.  Further studies are required regarding not only the 

effectiveness of SI and sensory-based interventions but also in which contexts these 

approaches make meaningful change - or - not - for the children and their families 

(Baranek, 2002; Case-Smith & Bryan, 1999).  

The weak relationship, that could be owing to the small numbers of study 

participants, between sensory processing disorders and daily living skills indicates that 

there are other factors that may cause poor self-care skill performance among children 

with ASD (Robinson & Magill-Evans, 2009).  Therefore, various assessments and 

intervention strategies need to be conducted by occupational therapy practitioners with 
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their clients of children with ASD, considering the multiple factors that may influence 

reduced occupational performance among those children (American Academy of 

Pediatrics, 2012).  It can be concluded that there is limited evidence on the effectiveness of 

interventions based on a sensory approach to improve occupational performance abilities 

in daily living skills among children with ASD (Robinson & Magill-Evans, 2009).  There 

is a need to explore not only whether the sensory-based approach used in occupational 

therapy practices is effective but also how it is effective in order to deliver quality services 

to children with ASD and their families, and also when it is not effective (Arbesman & 

Lieberman, 2010; Tomchek, 2010). 

 

Other Related Approaches and Strategies in Occupational Therapy 

 In managing children with ASD, occupational therapy practitioners often use 

different strategies to achieve goals and targets (Hodgetts & Hodgetts, 2007), with the 

preferred strategies based on high-level strong evidence (Polatajko & Cantin, 2010).  

There are increasing numbers of studies that investigate improvement of occupational 

performance of children with ASD (Rodger & Brandenburg, 2009). 

 

The Cognitive Orientation for daily Occupational Performance (CO-OP).  The 

Cognitive Orientation for daily Occupational Performance (CO-OP) is a task-orientated 

problem-solving approach that utilises cognitive skills to improve occupational 

performance (Rodger, 2004).  This approach has been reported as used with children 

diagnosed with various conditions, such as Asperger’s syndrome, Developmental 

Coordination Disorder (DCD), acquired brain injury, as well as children with pervasive 

developmental disorder (Chan, 2007; Hyland & Polatajko, 2012; Missiuna et al., 2010; 

Phelan, Steinke, & Mandich, 2009; Rodger, 2004; Rodger & Vishram, 2010; Vun, 2008). 
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Although promising results were obtained from the studies using CO-OP 

approaches with children with ASD, further research is required to be able to use the 

approach with confidence (Rodger & Brandenburg, 2009). 

 

The use of technology for children with autistic spectrum disorder.  The 

implementation of technologies, such as video or DVD technology (DiGennaro Reed, 

Hyman, & Hirst, 2011) have been observed to improve communication, social, play and 

daily living skills among children with ASD (Flynn & Healy, 2012; Reichow & Volkmar, 

2010; Weiss & Gal, 2011).  A meta-analysis conducted by Akullian and Bellini (2007) 

found that the use of video modelling and video self-modelling were effective intervention 

strategies for addressing the social-communication skills, behavioural functioning, and 

functional skills of children with ASD.  

These strategies can also be implemented in a variety of settings (Akullian & 

Bellini, 2007; Flynn & Healy, 2012).  In a systematic review of treatments for deficits in 

social skills in children with ASD conducted by Flynn and Healy (2012), it was concluded 

that the use of video modelling had many strengths including: 

1. It can be implemented with children with ASD with varying severity of 

symptoms 

2. It appears to be an effective intervention across a range of settings 

3. It does not require initial instruction or specific training 

4. It is effective in decreasing social and problem behaviours during the 

interventions among children with ASD. 

 

Video modelling has also been reported as suitable for use with a broad age range of 

children and adolescents and has shown promising results for its effectiveness (Reichow & 

Volkmar, 2010). 
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Social stories for children with autistic spectrum disorder.  The use of social 

stories with children with ASD, especially with children with communication and social 

difficulties, has been reported by some occupational therapy practitioners (Karkhaneh et 

al., 2010; Marr & Nackley, 2010; Reynhout & Carter, 2008).  Social stories are used to 

help children to mentally prepare for certain social situations by understanding the 

consequences of their behaviours and also of others around them.  The aim is to help 

children to execute correct and appropriate responses in typical everyday situations 

(Reynhout & Carter, 2008; Rust & Smith, 2006). The social stories approach was most 

frequently used in school settings (Barry & Burlew, 2004; Kokina & Kern, 2010).   

However, the studies demonstrating benefits of social stories used to improve 

occupational participations have significant limitations in study design, such as small 

sample size and lack of experimental control (Barry & Burlew, 2004; Kuocha, Mirenda, & 

Ozdemir, 2008; Prior et al., 2011; Spencer, Simpson, & Lynch, 2008). Owing to the 

limited evidence of the effectiveness of social stories due to the weaknesses in the study 

designs, caution should be observed by occupational therapy practitioners in implementing 

social stories in their intervention programmes (Karkhaneh et al., 2010; Kokina & Kern, 

2010; Rust & Smith, 2006; Sansosti, Powell-Smith, & Kincaid, 2004).   

In a recent review of the research to identify the most effective early interventions 

for children with ASD performed by The Australian Government Department of Families, 

Housing, Community Services and Indigenous Affairs (FaHCSIA), the conclusion was 

that there was weak evidence for social stories, and that it must be used with other eligible 

intervention/approach (Prior et al., 2011). 

 

Family-Centred Practice and Occupational Therapy 

Having a family member with ASD brings challenge and adjustment in family 

routines (Altiere & von Kluge, 2009; Cermak et al., 2010; Joosten & Safe, 2014; Luong et 

al., 2009; Pottie & Ingram, 2008; Smith, Seltzer, Tager-Flusberg, Greenberg, & Carter, 
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2008).  Parents have stated that their life is affected in many ways, such as a decrease in 

their own social life, and difficulties in dealing with public and community perceptions 

(Altiere & von Kluge, 2009; Benson & Karlof, 2009; Grey, 2002; Richdale & Baglin, 

2013; Woodgate, Ateah, & Secco, 2008).  They also face challenges in meeting 

educational demands for their children with ASD (Cassimos, Polychronopoulou, 

Tripsianis, & Syriopoulou-Delli, 2013; Luong et al., 2009; Renty & Roeyers, 2006).  

Parents have indicated a need for increased collaboration with professionals and educators 

to achieve optimum functional ability of their child in the context of their family life 

(Miller-Kuhaneck & Britner, 2010; Naseef, 2009; Thomas, Morrissey, & McLaurin, 2007). 

Parents reveal their experience in dealing with children with ASD as time and 

energy consuming (Altiere & von Kluge, 2009; Flynn & Healy, 2012; Ling-Yi, 2010; 

Luong et al., 2009; Phelps, McCammon, Wuensch, & Golden, 2009).  Social supports are 

important to decrease the stress related to caring for their child (Benson & Karlof, 2009; 

Twoy, Connolly, & Novak, 2007).  Some parents also reported feeling guilty for having to 

sacrifice their attention to their other children (Phelps et al., 2009), and some siblings 

reported a difficult relationship with their sister or brother with ASD (Petalas, Hastings, 

Nash, Lloyd, & Dowey, 2009; Rivers & Stoneman, 2008). 

Taking this into consideration, effective services for individuals with ASD need to 

be client- and family-centred (Fernell, Eriksson, & Gillberg, 2013; Joosten & Safe, 2014; 

Miller-Kuhaneck & Britner, 2010; Zachor & Curatolo, 2013). Whilst early intervention 

and treatment can improve the functional ability of people with ASD (Aldred, Green, & 

Adams, 2004; Fernell et al., 2013) it also has the potential to increase or reduce stress 

among parents (Karst & Van Hecke, 2012; McConache & Diggle, 2006; Twoy et al., 

2007). 

 Smith et al. (2008) studied the level of well-being and ability to cope among 

mothers of children with ASD, and specifically compared parents of toddlers and those 

with adolescent children.  The study found that both groups of mothers experience 
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significant level of stress compared to the general population, and that the level of stress 

did not differ according to the type or severity of their child’s ASD symptoms (Pottie & 

Ingram, 2008).  However, the mothers of the adolescents demonstrated higher levels of 

anger and disengagement, compared to mothers of toddlers with ASD (Smith et al., 2008).  

It was hypothesised that this may be due to the greater challenges in managing and caring 

for their adolescent children with ASD as opposed to younger children (Smith et al., 2008). 

Mothers reported that the symptoms that they found most stressful included (a) 

rigid rhythmicity in daily habits, (b) high task orientation which put extreme emphasis on 

sameness and resisting changes, and (c) inability to communicate (Cermak et al., 2010; 

Konstantareas & Papageorgiou, 2006).  Other than repetitive behaviours among children 

with ASD, lower adaptive behaviours were among the factors which put stress on mothers 

(Bishop et al., 2007; Ling-Yi, 2010).  Children who had low nonverbal and/or verbal IQ 

scores did not have a negative impact on the stress levels of mothers (Bishop et al., 2007).  

Parents or caregivers of children with ASD have been reported to be living in 

social isolation (Schaaf, Toth-Cohen, Johnson, Outten, & Benevides, 2011; Woodgate et 

al., 2008).  Parents described their social isolation as emerging from four sources: (a) a 

lack of understanding of ASD by the community, (b) the inability of the family to lead a 

‘normal life’, due to the extensive time and attention needed in managing and caring for 

their child, (c) feeling disconnected from other family members, including their spouses, 

and (d) being not sufficiently supported by the available services needed by their children 

with ASD (Woodgate et al., 2008). 

Parents expressed dissatisfaction in a number of areas that they felt disrupted their 

family life.  Firstly, the age of diagnosis, which is often late, but then a long waiting list to 

receive a service.  A study by Twoy, Connolly, and Novak (2007) found that it took six 

months or even longer from the time parents expressed concern about developmental delay 

in their child for professionals to provide a diagnosis of ASD.    
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Secondly, difficulty in finding suitable schooling for their child, both in placement 

and education and, thirdly, insufficient information regarding ASD (Renty & Roeyers, 

2006).  Furthermore, parents identified difficulty and unmet needs when searching for 

support in managing their children’s daily activities (Larson, 2009).  

Parents also expressed concern regarding their children’s future needs and supports.  

To ensure effectiveness of occupational therapy interventions for children with ASD, the 

needs and goals of the child’s social system should be considered and addressed (Burrell 

& Borrego, 2012; Fingerhut, 2013; Hanna & Rodger, 2002).  The affected people will live 

within their social system – that is, their immediate and extended family for the whole of 

their life.  It is essential, therefore, that active involvement and partnership with 

parents/caregivers and other family members are keys to ensure the successfulness of any 

recommendations (Dempsey & Keen, 2008; Fingerhut et al., 2013; Hanna & Rodger, 2002; 

Karst & Van Hecke, 2012 ).  This is especially true when considering the continuity of 

care and any recommendations that are in the home environment (Burrell & Borrego, 2012; 

Espe-Sherwindt, 2008; Rouse, 2012). 

Family-centred practice has been recognised as important in services for children 

with special needs.  Ideally, this means that family members’ roles in managing their 

children’s unique needs based on their family priorities are recognised and respected 

(Burrell & Borrego, 2012; Karst & Van Hecke, 2012; Rouse, 2012).  Under the principles 

of family-centred practice, active collaboration between occupational therapy practitioners 

and parents/caregivers and other family members in the decision-making process are vital 

in delivering services that are individualised, sensitive and responsive to the needs of the 

child in his or her context as a family member (Dunst, Trivette, & Hamby, 2010; Fingerhut, 

2013; Rouse, 2012, Joosten & Safe, 2014). 

Although it was reported that the implementation of family-centred practice can be 

difficult (Crais, Roy, & Free, 2006; Hanna & Rodger, 2002) and in need of further 

development and improvement (Dempsey & Keen, 2008; Kilmer, Cook, & Palamaro 
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Munsell, 2010), occupational therapists assisting the child’s family members (especially 

main caregivers) have a responsibility to formulate or plan interventions that address the 

concerns and priorities of the families (Hanna & Rodger, 2002; Jaffe, Humphry, & Case-

Smith, 2010, Joosten & Safe, 2014).  Hence, families, as decision makers regarding the 

interventions their child receives, should be empowered to assist them to improve their 

quality of life (Dunst, 2002; Fingerhut, 2013; Rouse, 2012).  The empowerment of 

families to be actively involved and decide on what is important for their children and 

family, and the planning of interventions based on their needs and priorities, has been 

found to lead to improved cooperation and satisfaction (Dempsey & Keen, 2008; Dunst, 

2007). 

The reported positive effects resulting from the implementation of family-centred 

practice with children with special needs include improved access and use of services, 

improvements to the health of family members, improvement in family functioning, 

improved development of their child with special needs and an increase in adherence to 

interventions designed to help and support the child (Burrell & Borrego, 2012; Dunst et al., 

2010; Espe-Sherwindt, 2008; Kuhlthau et al., 2011).  The observed benefits are likely to 

be from the cooperation and determination shown by the family members as they feel 

responsible for ensuring that their child with special needs achieves intervention goals that 

are meaningful and purposeful to them, not defined or directed by health or educational 

professionals (Burrell & Borrego, 2012).  Hence, based on the significant benefits of 

family-centred practices as reported in the literature, as well as the core principles of 

occupational therapy models [such as the Person Environment Occupation (PEO) model] 

(Law et al., 1996), all occupational therapists practicing in the area of ASD should be 

encouraged to employ such practices in their service provision for children with ASD and 

their families (Joosten & Safe, 2014). 
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Studies and Methods of assessment for Adaptive Behaviour in Children with Autistic 

Spectrum Disorder 

 

There have been many studies on adaptive behaviour among children with ASD, 

often with the purpose of determining their abilities to successfully function in their daily 

lives (Flynn & Healy, 2012; Kanne et al., 2011).  Adaptive behaviours skills, such as the 

ability to manage personal-care activities and active community participations are also said 

to be one of the indicators of successful achievement of independence in daily living 

activities among children with ASD (Duncan & Bishop, 2013; Flynn & Healy, 2012; Paul 

et al., 2004).  Sparrow et al. (2005a, p. 6) defined adaptive behaviour as the “ability to 

adapt and achieve meaningful daily functions in coping with personal and social demands 

according to person’s age and developmental level, cultural influences and expectations 

and basic environmental needs.”    

It is reported that the adaptive behaviour displayed by children with ASD was 

significantly impaired, compared to children with other diagnoses (Perry et al., 2009; 

Kanne et al., 2011).  Lord and Schopler (1989a) demonstrated in their study, that children 

with ASD consistently scored lower in adaptive behaviour skills as opposed to non-autistic 

children matched on chronological age and cognitive level, and this is consistent 

throughout the literature (Kanne et al., 2011).  

Assessment of adaptive skills in this population is through three mechanisms – (1) 

standardised assessments, (2) norm-referenced assessments, and (3) informal assessments, 

such as structured observations.  Standardised assessments such as the Adaptive Behaviour 

Assessment System-Second Edition (ABAS-II) (Harrison & Oakland, 2003) and the 

Scales of Independent Behavior-Revised (SIB-R) (Bruininks, Woodcock, Weatherman, & 

Hill, 1996) that are used to assess and measure behaviour, also have an adaptive skills 

assessment to them.  Informal assessment tends to be via either an interview with children 

themselves or their parents/caregivers or via structured observation in their natural settings, 

such as home, school and community. 
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The most commonly used assessments that are specifically developed to measure 

adaptive behaviour in this group are the Vineland Adaptive Behaviour Scales (VABS) 

(Sparrow, Balla, & Cicchetti, 1984) and the Vineland Adaptive Behaviour Scales-Second 

Edition (Vineland-II) (Sparrow, Cicchetti, & Balla, 2005b) which is widely reported in the 

research literature (Duncan & Bishop, 2013; Kanne et al., 2011; O'Donnell, Deitz, Kartin, 

Nalty, & Dawson, 2012; Scattone, Raggio, & May, 2011).  

In the VABS/Vineland-II (Sparrow et al., 1984; Sparrow et al., 2005b), adaptive 

behaviour skills can be profiled based on either the standard scores measure or the age-

equivalent measure.  The standard scores describe an individual’s overall functioning, as 

well as his or her level of functioning in each of the adaptive behaviour domains – “… a 

standard score relates one person’s performance to the performance of a pertinent 

reference group” (Sparrow et al., 2005a, p. 63).  Whereas, the age-equivalent scores 

“indicate the age level at which the average person in the population performs the same as 

the individual who is being assessed” (Sparrow et al., 2005a, p. 65).  

The Vineland-II (Sparrow et al., 2005b) assesses adaptive behaviour skills in four 

major domains of (a) communication, (b) daily living skills, (c) socialisation, and (d) 

motor skills, and the optional domain of maladaptive behaviour.  

 

Autism Profile in Individuals with Autistic Spectrum Disorder  

 

Some studies reported a typical “autism profile” of adaptive behaviour in children 

and adults with ASD as significantly impaired in socialisation skills, relatively impaired in 

communication skills with adaptive behaviour as a relative strength (Bölte & Poustka, 

2002; Carter et al., 1998; Loveland & Kelly, 1991; Tomanik, Pearson, Loveland, Lane, & 

Shaw, 2007).  A study conducted by Carter et al. (1998) on 684 children with ASD of both 

verbal and non-verbal children, found that children aged below 10 years scored higher in 

all Vineland Adaptive Behaviour Scales - survey form (VABS) (Sparrow et al., 1984) 

standard scores as opposed to the group of older children.  The authors also found a typical 
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“autism profile” of adaptive behaviour obtained with age-equivalent scores in which the 

socialisation aspect was most impaired in children with ASD in their study population and 

the aspect of daily living skills was the area of relative strength.  A similar “autism profile" 

of adaptive behaviour was also found in a more recent study by Kanne et al. (2011) based 

on a standard score measures. An important finding was that the daily living skills in 

children with ASD were significantly impaired but to a lesser extent than the other 

domains.  

In a more recent study conducted by Ray-Subramanian et al. (2011), the result 

obtained from the Vineland-II (Sparrow et al., 2005b) administered to 125 children with 

ASD aged below three years shows that the communication skills were most impaired, 

followed by socialisation skills, daily living skills and motor skills.  The pattern of delayed 

adaptive behaviour levels in children with ASD can be detected as young as below three 

years (Ray-Subramanian et al., 2011).  What is important when thinking about ASD is that 

early communication abilities, both verbal and nonverbal skills are among the important 

predictors of outcome in adaptive behaviour skills in preschool children with ASD 

(Szatmari, Bryson, Boyle, Streiner, & Duku, 2003).  All children with ASD tend to fall 

behind their peers as they get older, but children who do not develop fluent language fall 

further behind even if they are higher functioning and have good nonverbal skills 

compared to other children with ASD who manage to acquire ability to communicate 

(Szatmari et al., 2003). 

 

Relationship between Age Levels and/or Cognitive Abilities and Adaptive Behaviour 

Skills 

 

The relationship between age levels and/or cognitive abilities and adaptive 

behaviour skills among children with ASD was reported to be negatively associated 

(Duncan & Bishop, 2013; Gabriels, Ivers, Hill, Agnew, & McNeill, 2007; Kanne et al., 

2011).  This means that the deficits in adaptive behaviour skills among children with ASD 
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become more apparent as they grow older, when the differences between children with 

ASD and typically developing children become more obvious, although some of the 

children with ASD might be reported to have higher cognitive ability compared to others 

(Duncan & Bishop, 2013; Jacobson & Ackerman, 1990; Kanne et al., 2011; Klin et al., 

2007; Lord & Schopler, 1989b). 

Children with ASD were reported to show very little improvement in certain areas 

of adaptive behaviour skills, such as socialisation and daily living skills, even when their 

cognitive abilities increase as predicted by their intelligence scores (Liss et al., 2001).  

They were also reported to experience difficulties in daily living skills even for those who 

have higher cognitive abilities (Duncan & Bishop, 2013; Perry et al., 2009) and this 

uneven profile of development is shown only in children with ASD (Anderson et al., 2009; 

Gillham, Carter, Volkmar, & Sparrow, 2000).  The summaries of the studies included in 

this review are located in Table 2.2. 

Generally, children with ASD face difficulties in their adaptive behaviours skills, 

particularly with managing daily living activities regardless of their age and cognitive 

abilities.  As they get older, their occupational demands and expectations increase which 

widens the gap between them and children of typically development (Kanne et al., 2011).   

 

Adaptive Behaviour Skills and Their Implication for Occupational Therapy Practice 

 

This review demonstrates that the adaptive behaviour skills abilities, such as 

personal care and socialisation activities among children with ASD do not improve as they 

grow older, even if they show above average cognitive abilities.  As children grow older, 

the demands of their daily living skills – in particular their developing socialisation 

becomes more challenging.  For children with ASD, this means that the gap between their 

adaptive living skills and those of their peers widens.  Thus, there is a need to strengthen 

and prioritise interventions related to adaptive behaviour skills in children with ASD as 

they move into adolescence and adulthood in order to help them to adapt successfully to  
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Table 2.2 

Studies on adaptive behaviour skills, autism profiles, and the  relationship between adaptive behaviour and age and/or cognitive level 

Author Participant/design Autism profile/relationship between adaptive behaviour and age and/or cognitive 

level 

Carter et al. 

(1998) 

 

684 individuals with ASD of both verbal and nonverbal, 

divided into 4 groups of below and above 10 years.  

Autism profile was attained with age-equivalent measure, with the results 

showing that the socialisation domain was most impaired and the daily living 

skills was the area of strength in individuals with ASD. 

Tomanik et al. 

(2007) 

 

129 participants - children and adolescents, aged between 7 

and 18 years, who were evaluated for autism.  The tools 

used were the ADI-R and ADOS.  The Vineland Adaptive 

Behaviour Scale was included in the analysis for the 

purpose of classification accuracy. 

Adaptive functioning was significantly lower in the autism group as opposed to 

the non-autism group across all Vineland domains (i.e.: communication, daily 

living skills and socialisation), as well as the Vineland composite scores.  

Paul et al. (2004) 40 children with autism and PDD-NOS aged between 4 and 

11 years functioned in the mild to moderate range of 

intellectual impairment.  The purpose of the study was to 

provide a microanalysis of differences in adaptive 

functioning seen between well-matched groups of school-

aged children with autism and those diagnosed as having 

PDD-NOS. 

Generally, children diagnosed with ASD show deficits in adaptive behaviour 

functioning.  However, significant differences in raw scores were observed 

between the autism group and the PDD-NOS group on the Vineland domains of 

communication and socialisation, especially on the expressive subdomain, 

interpersonal and play/leisure subdomains. 

Children with autism scored poorly in the areas involving more elaborated 

language usage.  
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Table 2.2 

Studies on adaptive behaviour skills, autism profiles, and the relationship between adaptive behaviour and age and/or cognitive level (continued) 

Author Participant/design Autism profile/relationship between adaptive behaviour and age and/or cognitive 

level 

Bölte and 

Poustka (2002) 

 

The association between adaptive behaviour and cognitive 

level in 67 individual with ASD with and without comorbid 

mental retardation was examined.  

Data from the screening version of the Vineland Adaptive 

Behaviour Scales and the Wechsler Intelligence Scales 

were analysed. 

 

The individuals with ASD show higher intellectual functioning than adaptive 

behaviour skills.  In terms of the typical autism profile as measured on the 

Vineland Adaptive Behaviour Scales, individuals with ASD typically score 

highest on daily living skills, lowest on socialisation and intermediate on 

communication.  The overall adaptive behaviour and IQ (Intelligence Quotient)-

level differed significantly only in the subgroup of non-mentally retarded 

individuals with ASD. 

Gabriels et al. 

(2007) 

 

A 5-year follow-up study examining the stability of 

adaptive functioning in two cognitive ability groups of 14 

children with ASD.  

Children with ASD with both normative and impaired nonverbal IQ scores show 

significantly delayed adaptive behaviour skills as measured with the Vineland 

Adaptive Behaviour Scales composite standard scores over time.  The group of 

children with ASD with cognitive impairments did not demonstrate an increase 

in adaptive behaviour skills over time.  

Klin et al. (2007) 

 

187 high functioning children with ASD, all boys, aged 

between 7and18 years were investigated in terms of their 

ability and disability using the Vineland and Autism 

Diagnostic Observation Schedule (ADOS). 

Adaptive skills in the participants were substantially below typically developing 

children despite cognitive potential.  A weak relationship was found between 

ability and disability, and negative relationships were found between age and 

Vineland scores and no relationships were found between age and ADOS scores. 
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Table 2.2 

Studies on adaptive behaviour skills, autism profiles, and the relationship between adaptive behaviour and age and/or cognitive level (continued) 

Author Participant/design Autism profile/relationship between adaptive behaviour and age and/or cognitive 

level 

Szatmari et al. 

(2003) 

To assess the extent to which measures of cognitive 

abilities taken in 68 higher-functioning preschool children 

with autism and Asperger’s syndrome predict outcomes 

after two and six years. 

Early communication abilities, both verbal and nonverbal skills are important 

predictors of outcome in adaptive behaviour in preschool children with ASD. 

Those who do not develop fluent language as they grow older fall further behind, 

even if they are higher functioning and have good nonverbal skills compared to 

other children with ASD who acquire communication skills. 

Ray-

Subramanian et 

al. (2011) 

To assess the relationship between adaptive behaviour and 

cognitive skills for 125 toddlers on the autism spectrum, 

aged below 3 years.  The tools used were the Vineland-II 

and Bayley-III. 

Delays in adaptive skills could be detected as early as 2 years of age.  Children 

with ASD show an autism profile of Vineland-II standard scores in which motor 

skills were greater than daily living skills, which, in turn, was greater than 

socialisation, and socialisation was greater than communication skills. 
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the skills they need for adult life (Klin et al., 2007). The gap between peers and children 

with ASD in terms of daily living skill may further widen due to the decrease in access to 

services to help them address these needs as the children grow older (McConachie & 

Robinson, 2006). 

This is an important point that is reflected in the literature: as the gap between the 

person’s skills and the skills of peers widens, the access to services that may address these 

needs is reduced.  This phenomenon is likely to reduce the functional ability and 

independent skills among children with ASD, as the children with ASD’s challenging 

behaviour seems to increase as they exit the school systems and enter adulthood (Taylor & 

Seltzer, 2010), or do not receive the services that they need to successfully transition to 

adult life. Services that specifically address leaving the school system and entering 

adulthood are important to ensure the most successful transition possible (Chiang, Cheung, 

Hickson, Xiang, & Tsai, 2012).  Ongoing access to developmentally-appropriate 

occupationally-targeted interventions should be available throughout the lifespan of the 

individual. 

Occupational therapy practitioners are one of the health care professionals involved 

in helping children with ASD to experience smooth transition into adolescent and adult life 

successfully.  The maximum level of independence possible for the individual in daily 

living intervention is an essential part of this, and intervention for children with ASD 

should be aimed at achieving success in daily living occupations - a core occupational 

therapy skill (Flynn & Healy, 2012; Kanne et al., 2011; Perry et al., 2009).  Since higher 

levels of cognitive functioning among children with ASD did not reflect their level of 

competence in daily living activities, intervention should be goal-directed, and focused on 

enabling children to be successful in their meaningful daily occupations, that include 

generalising skills to function better in their natural environment (Klin et al., 2007).  

Given this area of practice, occupational therapy practitioners should be placed to 

perform intervention in the community and use their clients’ own natural environments as 
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the intervention settings, in order to provide services that are most effective as well as 

meaningful for children with ASD and their families.  Daily living activities are best 

addressed in the environment(s) in which they are carried out, not in a controlled therapy 

setting, in order for the interventions to be effective (Klin et al., 2007) and also for 

adaptive outcomes to be investigated (Klin et al., 2007). 

 

Challenges in Activities of Daily Living for Children and Adolescents with Autistic 

Spectrum Disorder 

 

According to the DSM-V(American Psychiatric Association, 2013a), the core 

characteristics to obtain a diagnosis of ASD are - impairments in communication and 

socialisation, the presence of restrictive, repetitive patterns behaviours, interests, or 

activities, and this is likely to influence the ability of the children and adolescents with 

ASD to perform effectively in their daily living occupations (see Table 1.1 for the full 

characteristics).  

As emphasised under the CMOP-E model (Polatajko, Townsend & Craik, 2007), 

the ability of the person to perform and achieve successful occupations in their life results 

in the achievement of successful occupational performance.  However, there has been little 

research to specifically investigate occupational performance problems related to children 

and adolescents with ASD.  All of the associated impairments of ASD, such as those in 

communication, deficits in socialisations and restricted, repetitive behaviours (American 

Psychiatric Association, 2013a) influence children’s occupational performance abilities in 

their day-to-day lives (Goldingay et al., 2013; Hilton, Crouch, & Israel, 2008), but this 

area of research is still scarce (Duncan & Bishop, 2013; Jasmin et al., 2009; LaVesser & 

Hilton, 2010).  Given the lack of information, in order to understand the challenges in 

occupational performance experienced by children with ASD, insights from personal 

accounts are highly relevant.   
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Managing Daily Living Skills by Parents of Children with Autistic Spectrum 

Disorder 

Parents of children with ASD have unmet needs in managing the daily activities of 

their children with ASD (Brown et al., 2011; Dabrowska & Pisula, 2010; Miller-Kuhaneck 

& Britner, 2010), and, as above, insights from parents and families are important to 

understand this area (DeGrace, 2004; Larson, 2010).  

According to the CMOP-E model (Townsend & Polatajko, 2007), to be considered 

as having successful occupational performance, children and adolescents with ASD should 

be able to: 

1. Care for themselves 

2. Satisfactorily perform at school, play and leisure. 

These are elements of childhood occupations that need to be harmoniously 

integrated with factors within the environment, such as the physical, institutional, social, 

and cultural aspects that are unique to individuals (refer to Figure 1.1).  What has been 

shown is that the level of active participation in all aspects of occupational performance is 

impaired in children and adolescents with ASD (Larson, 2010), and, thus, achieving 

successful and meaningful occupational performance can be a challenge for them (Flynn 

& Healy, 2012; Hilton et al., 2008; Watling & Dietz, 2007). The type of occupational 

performance issues that can present in various contexts in everyday occupations of 

children with ASD, such as in personal care, school/academic activities, social, and play 

contexts (LaVesser & Hilton, 2010), are reviewed and presented below. 

 

Occupational Performance Issues in Personal Care Activities 

 

Children with ASD have been consistently reported to experience difficulties in 

personal care activities (Allik, Larsson, & Smedje, 2006; Cermak et al., 2010; Flynn & 

Healy, 2012; Twachtman-Reilly, Amaral, & Zebrowski, 2008).  Personal care activities 
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are the basic self-care tasks that people usually do daily and these include the personal care 

aspects of daily living activities, which include feeding, sleeping, self-hygiene, dressing, 

bathing, toileting, and ambulating (Flynn & Healy, 2012).  These aspects of personal care 

activities can be a challenge to the person with ASD and can interrupt their daily living 

skills (Cermak et al., 2010; Duncan & Bishop, 2013; Flynn & Healy, 2012; Jasmin et al., 

2009).  The following personal care tasks have been identified as potential areas of 

difficulty for people with ASD. 

 

Eating and self-feeding.  It has been reported that 90% of children diagnosed with 

ASD have feeding difficulties (Zachor & Curatolo, 2013).  Feeding problems among 

children with ASD can be divided into physiological and behavioural factors (Bandini et 

al., 2010; Twachtman-Reilly et al., 2008).  There are two main difficulties identified: (a) 

food selectivity and refusal, and (b) disruptive mealtime behaviours. 

 

Food selectivity and refusal.  Nearly 70% of children with ASD are reported as 

having eating difficulties present with food selectivity (Zachor & Curatolo, 2013), and 

predominantly a lack of food variety (Gale, Eikeseth, & Rudrud, 2011; Nadon, Feldman, 

Dunn, & Gisel, 2011; Sharp, Jaquess, Morton, & Miles, 2011).  More than 50% of feeding 

problems in children with ASD were reported to be problems in terms of trying new foods, 

taking medicine, limited food choices, and mouthing objects (Gale et al., 2011; Williams, 

Dalrymple, & Neal, 2000).  As well, insisting on routine, playing with food, eating one 

brand, eating non-edible items and licking objects were also common difficulties with this 

group (Williams et al., 2000).  These problems in feeding were observed even in young 

children with ASD aged 3-6 years (Provost, Crowe, Osbourn, McClain, & Skipper, 2010; 

Sharp, Jaquess, & Lukens, 2013).  Some individuals with ASD will limit their choices of 

food to certain kinds and numbers of food only (Bandini et al., 2010; Dunn & Donaldson, 

2001; Gale et al., 2011; Sharp et al., 2011).  This fussiness often places extra strain on  
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parents or caregivers (Gale et al., 2011; Lecavalier, Leone, & Wiltz, 2006; Suarez, 

Atchison & Lagerwey, 2014).  One participant’s experience as describe by Jones, Quigney, 

and Huws (2003) exemplifies this: 

And I don’t like the texture of some foods, especially foods that are hard to chew, 

like steak.  I don’t like food that is slimy like shrimp, or the fat part of chicken, 

food that wiggles, like Jelly-O.  All these foods feel bad on my mouth and tongue 

and teeth (pp. 115-116). 

 

 Schreck and Williams (2006) found that 48.6% of the children with ASD in their 

study (N=138) showed food refusal due to using different utensils, or if different food 

items were touching on a plate as well as due to food texture.  Oral motor problems were 

reported in 23.2%.  The food preferences of children with ASD were generally related to 

their family food preferences (Schreck & Williams, 2006).  Preferences for using certain 

utensils among children with ASD were also found in an earlier study by Schreck, 

Williams, and Smith (2004), besides narrow food selection and limited acceptance of food 

textures such as refusal to eat new food textures and flavours, for example when moving 

from pureed to solid food as the child grows older (Cermak et al., 2010; Gale et al., 2011).  

Vegetables were among the most reported rejected food in children with ASD (Sharp et al., 

2013). 

Limited food selection and eating refusal exhibited by some children with ASD has 

been reported to cause medical complications such as malnutrition and lethargy to the 

extent that emergency treatment was needed by some of them (Bandini et al., 2010; 

Cermak et al., 2010; Graf-Myles et al., 2013; Piazza, Dolezal, & Stein, 2011; Zachor & 

Curatolo, 2013). 

 

Disruptive mealtime behaviours.  Other problems include not only food selectivity 

and refusal, but refusal to participate in mealtime rituals such as sitting at the table and the 

display of disruptive behaviours, for examples running away from the eating area, 
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screaming, crying, hitting, spitting and pushing food away (Koegel et al., 2012; Provost et 

al., 2010; Sharp et al., 2011; Suarez, Atchison & Lagerwey, 2014).  

Parents become increasingly concerned about their child’s disruptive behaviour as 

the child reaches the age of 1 year (Provost et al., 2010).  Disruptive behaviours during 

mealtime exhibited by children with ASD make it difficult for their family to dine out 

(Provost et al., 2010) and negatively impact on the families’ quality of life (Cermak et al., 

2010; Groden et al., 2001).  The repetitive and ritualistic behaviours of many children with 

ASD were also reported to contribute to difficulties in participation during mealtime, as 

well as impairment in social and language skills (Twachtman-Reilly et al., 2008).  

Disruptive mealtime behaviour was also associated with sensory sensitivities in children 

with ASD (Cermak et al., 2010). 

 

Toileting.  Toileting is an important aspect of independence in later life.  In terms 

of the difficulties in toileting, school-aged children with ASD were reported to still wear 

diapers and had urination accidents daily both in the home and school settings (Cicero & 

Pfadt, 2002; Keen, Brannigan, & Cuskelly, 2007; Kroeger & Sorensen, 2010; LeBlanc, 

Carr, Crossett, Bennett, & Detweiler, 2005).   

Toilet training appears to be very important.  Some children failed toilet training 

attempts and continue to face difficulties in toileting (Keen et al., 2007; Kroeger & 

Sorensen, 2010; LeBlanc et al., 2005).  Thus, there are a number of approaches in the 

literature to try and ensure success, and those that are reported include a modified 

intensive toilet training protocol (Kroeger & Sorensen, 2010; LeBlanc et al., 2005) and 

also the use of animated toileting video modelling (Keen et al., 2007).  The use of video 

modelling may facilitate urinary control among children with ASD, together with the use 

of operant conditioning strategies (Keen et al., 2007). 
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Self-hygiene.  Children with ASD were reported to have difficulties in their daily 

living skills with personal care aspects being the most affected, such as the ability to care 

for their own hygiene, for example, washing or cleaning their own hands (Jasmin et al., 

2009; Rosenberg, Schwartz, & Davis, 2010).  Furthermore, the presence of motor 

coordination problems among some children with ASD can also interfere with their ability 

to achieve independence in daily living occupations (Kopp, Beckung, & Gillberg, 2010).  

The type of daily living skills engaged by children with high functioning ASD were 

reported to be limited to the personal care activities not involving people, such as cleaning 

or tiding-up after oneself and less involved activities associated with others, such as caring 

for others (Reynolds, Bendixen, Lawrence, & Lane, 2011).  

 

Sleeping difficulty.  Sleeping patterns were found to be disturbed in some children 

with ASD which affected their occupational performance, and that of their family (Allik et 

al., 2006; Giannotti, Cortesi, Cerquiqlini, Vaqnoni, & Valente, 2011; Kozlowski, Matson, 

Belva, & Rieske, 2012).  Difficulty falling asleep and daytime sleepiness were among the 

sleeping problems reported in literature in children with ASD (Allik et al., 2006; Richdale 

& Schreck, 2009).  Anxiety, autism symptom severity, sensory sensitivities, and gastro-

intestine problems were among the issues associated with sleeping difficulty in children 

with ASD (Holloway, Aman, & Butter, 2013; Richdale & Baglin, 2013; Richdale & 

Schreck, 2009).  

 

Occupational Performance Issues in School/Academic Activities 

 

Among the identified difficulties in participating in school activities for children 

with ASD were: (a) hand function difficulty, (b) behavioural problem, and (c) 

communication impairment (Cassimos et al., 2013; Fuentes, Mostofsky, & Bastian, 2009; 

Hsu & Ho, 2009; Ming, Brimacombe, & Wagner, 2007; Yianni-Coudurier et al., 2008), as 
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well as poor engagement in school or classroom activities and with peers (Falkmer, 

Granlund, Nilholm, & Falkmer, 2012). 

 

Hand function difficulty.  It was observed that children with ASD had overall 

poorer performance on handwriting tasks compared to their typically-developing peers 

(Fuentes et al., 2009).  Difficulties with motor control might influence their ability to 

perform better letter formation which might result in performance difficulty at school 

(Fuentes et al., 2009; Kushki, Chau, & Anagnoustou, 2011). Other hand writing 

difficulties including holding pens and writing were an issue (Ming et al., 2007).  

Occupation based intervention, that are directed by the person and their family such as 

training in letter formation and fine motor control might be beneficial in improving 

handwriting skills among children with ASD (Fuentes et al., 2009).  This may help the 

child to achieve successful occupational performance in school/academic skills (Kushki et 

al., 2011).  

Generally, children with ASD were found to exhibit poor handwriting quality in 

terms of their writing speed, letter formation, alignment, spacing and sizing (Kushki et al., 

2011; Mayes & Calhoun, 2007), and these problems tend to persist through to adulthood 

(Fuentes, Mostofsky, & Bastian, 2010). 

 

Behavioural issues.  Children with ASD often demonstrated significant difficulties 

related to their academic and social functioning and have been rated as having lower 

school performance than their peers (Montes & Halterman, 2006).  Parents of children 

with ASD were reported as having the greatest amount of contact with teachers regarding 

problem behaviours of their children (Montes & Halterman, 2006).  Problem behaviours 

exhibited by children with ASD include hyperactivity, withdrawal from activities, 

disruptive behaviour, poor attention and irritability (Cassimos et al., 2013; Mayes & 

Calhoun, 2007; Yianni-Coudurier et al., 2008).  Children with ASD who exhibited 
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behaviour problems were reported to have fewer hours in school and this in turn 

influenced their inclusion into the main-stream classroom (Yianni-Coudurier et al., 2008). 

In a study by Estes, Rivera, Bryan, and Dawson (2011) on 30 higher functioning 

school-aged children with ASD, the authors found that there was no relationship between 

the children’s problem behaviours and their level of academic achievement.  The authors 

observed that improvement in social ability skills among children with ASD was 

associated with increases in their academic performance.  This can be because the 

educational activities in school provided more intellectually stimulating activities which 

resulted in higher improvements in the students as opposed to those who have already 

exited the school system, who show less improvement (Taylor & Seltzer, 2010). 

One of the diagnostic criteria for ASD (American Psychiatric Association, 2013a) 

is the emphasis on order and sameness in routine.  When changes occur in routine, 

considerable stress may be experienced by individuals with ASD (Wing, 1997).  Rigid 

ritual behaviours were reported to contribute to lower academic performance in children 

with ASD and cause disruption in classroom routines (Hsu & Ho, 2009).  Repetitive 

behaviour, which is one of the core characteristics in children with ASD as listed under the 

DSM-V (American Psychiatric Association, 2013a), is likely to affect their occupational 

performance in school activities (Hsu & Ho, 2009).  

Stereotypic and repetitive motor mannerism, such as fingers flapping or body 

rocking is synonymous with ASD, but individuals with high functioning autism and 

Asperger’s syndrome seem to be better able to control these behaviours (Ghanizadeh, 

2010).  Motor mannerisms can occur at almost any time and may increase in intensity 

when such children are in stress or even when they are excited (Ghanizadeh, 2010). 

 

Communication.  Children with ASD can demonstrate impairments in 

communication that can be either verbal and/or non-verbal (Ganz et al., 2012).  This is one 

of the major characteristics associated with ASD (Arnold et al., 2000; Charman, Howlin, 
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Berry, & Prince, 2004; Kjellmer, Hedvall, Fernell, Gillberg, & Norrelgen, 2012) with 

greater than half of the children diagnosed with ASD presenting with communication 

impairments (CDC, 2007, 2010).  Typically-developing toddlers will turn when they hear 

their names as early as before their first birthday and can use at least 2-3 simple word 

sentences by the age of 3 years.  However, this is not the case in individuals with ASD.  

Some do gain language communication later in life but some might remain 

uncommunicative throughout their life; for example, Sinclair (1992) explained: 

…I didn’t communicate by talking, not because I was incapable of learning to 

use language, but because I simply didn’t know that was what talking was for (p. 

296). 

 

This statement made by an individual with ASD clearly shows that such 

individuals have difficulties understanding language and conversation.  These situations 

often lead to the suspicion that they have a hearing impairment.  They might appear to be 

not attending to conversation or ignoring requests.  Another statement that clearly shows 

how language can be achieved in the learning process of individuals with ASD was made 

by Lissner (1992). She noted: 

I didn’t start talking until I was 4…Dad also used Coke to stimulate my language.  

He placed a Coke on the table in front of me and made me say “Coke” before 

pouring a drink.  His techniques must have worked because soon after that I 

began talking… (p. 304). 

 

In order for individuals with ASD to learn language they require explicit 

instruction as to what a word means and its context (Kjellmer et al., 2012).  This highlights 

that such individuals may learn differently from typically-developing peers (Cassimos et 

al., 2013; Lang et al., 2011).  It has been reported that some children learn language using 

pictures and symbols and others may gain verbal communication but may have differences 

such as unusual voice pitch and pedantic speech.  This may then lead to difficulties in 

obtaining and maintaining social conversations (Paul, Augustyn, Klin, & Volkmar, 2005).  
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This is known as semantic-pragmatic use of language, which is knowing what to say and 

when is it appropriate to say it (Paul et al., 2005; Toichi & Kamio, 2001).  These deficits 

might then add to the perception of high-functioning individuals as ‘weird’ by others (Paul 

et al., 2005). 

Some individuals with ASD, who are unable to acquire language and have reduced 

communication ability, may exhibit challenging behaviours (Kjellmer et al., 2012; Noens 

& Berckelaer-Onnes, 2004).  These may take the form of self-injury, temper tantrums, 

destructive and aggressive behaviours that are used as an outlet for their anger and 

frustrations (Lecavalier et al., 2006).  Inability to express and communicate their needs, 

feelings and emotions may put tremendous stress and anxiety on individuals with ASD.   

Some individuals with ASD may have the ability to receive and understand 

instructions, but they may understand words literally.  In terms of social situations, this 

may make them appear to be attention seekers, disturbing to others’ attention or perceived 

as being rude (Janzen, 2003).  An example of literal understanding provided by Lawson 

shows: 

Young man takes too much time to eat breakfast in the morning.  Carer 

complains that because he is so slow, they are often late.  However, when they go 

out for ‘fast food’, the young man eats his food quickly and attempts to clear the 

food from other people’s tables too!  I suggested telling the young man at 

breakfast time ‘this is fast food’, might mean he eats his breakfast more quickly! 

(Lawson, 2001, p. 30). 

 

Communication problems were also reported to affect participation in school 

activities (Asberg, 2010).  Similarly, children diagnosed with high-functioning autism and 

Asperger’s syndrome with a full-scale IQ of at least 80 (without any history of hearing and 

sight problems) were also reported to experience expressive and receptive language 

difficulties, even though they had reported a typical development in terms of early 

language development.  The presence of echolalia and pronominal reversal were also 

reported among those children (Noterdaeme, Wriedt, & Hohne, 2010).  The problems with 
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receptive and expressive language make it difficult for children with ASD to participate in 

academic occupations.  

 

Occupational Performance Issues in Socialisation and Play Activities 

 

One of the criteria to obtain a diagnosis of ASD is impairment of socialisation 

skills (American Psychiatric Association, 2013a; Goldingay et al., 2013). It has been 

demonstrated repeatedly that social skills are an area of challenge for children with ASD 

compared to their typically-developing peers (Goldingay et al., 2013; Macintosh & 

Dissanayake, 2006).  The topic on which this work has concentrated includes social and 

community activities, socialisation skills, range and type of play activities, peer reactions 

and interventions to address this area.  

 

Social and community activities.  Children with ASD have less involvement in 

social and community activities, and that may lead to a reduced quality of life  (Goldingay 

et al., 2013; Lee, Harrington, Louie, & Newschaffer, 2008).  Children with ASD were 

observed to show ability in helping adults to achieve the adults’ goals; however, they 

might show a lack of cooperative ability in achieving shared goals (Liebal, Colombi, 

Rogers, Warneken, & Tomasello, 2008; Shields, King, Corbett, & Imms, 2013).  Even 

though children with ASD may show the ability and motivation, they are likely to need to 

be guided to enable engagement in active community activities (Shields et al., 2013).  It 

was also observed that children and adolescents with ASD spend considerably less time 

engaged in social conversation or doing social activities with their peers (Orsmond & Kuo, 

2011) as well as less time engaged in physical activities than their peers (Shields et al., 

2013).  Some children and adolescents with ASD preferred to be alone or chose to spend 

time with their mothers or other adults instead (Lang et al., 2011; Orsmond & Kuo, 2011). 
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Socialisation skills.  Individuals with ASD lack the ability to demonstrate and 

understand non-verbal communication conventions (Anderson et al., 2009; Kjellmer et al., 

2012).  Body language such as facial expressions, body postures, and gestures that form 

part of an important aspect in socialisation skills generally hold no meaning to them 

(Goldingay et al., 2013), and this often leads to difficulties in social interactions (Kjellmer 

et al., 2012; Sperry & Mesibov, 2005).  The ability to understand and use appropriate 

social interaction convention in conversation is essential to obtaining and maintaining 

successful social relationships.  The impact of this is demonstrated through an insight from 

Phillips (2009, March 29) when he explained: 

In the past, I would ramble on about a topic or subject that interested me. I often 

failed to notice that the person or persons I was addressing didn't quite share my 

enthusiasm for the subject.  This also occurred because I couldn't read other 

people's body language and facial signals.  I could only recognise when someone 

was happy because they smiled when they were happy.  Hence I couldn't tell that 

the person or persons I was talking to were bored.  I also would go on and on 

about the same thing over and over again because it felt, to me, reassuring to talk 

about it.  When I was younger, recognising facial expressions and body language 

to me, was like you being asked to read Chinese (Unless you can read Chinese of 

course!)  Totally incomprehensible (para. 1). 

 

The inability to understand body language and facial expression means that 

individuals with ASD may be perceived as insensitive to other people’s feelings (Beall, 

Moody, McIntosh, Hepburn, & Reed, 2008; Goldingay et al., 2013).  Sometimes 

individuals with ASD are aware of other’s expressions but don’t have the ability to 

understand them or know what is the appropriate response for those expressions, as 

explained by Sinclair (1992): 

Sometimes I’m not aware of social cues because of the same perceptual problems 

that affect my understanding of other aspect of environment.  My visual-

processing problems are no more the result of indifference than blindness is – are 

blind people considered insensitive if they fail to recognize people or to respond 

to others’ facial expressions?  Sometimes I notice the cues but I don’t know what 

they mean (p. 300). 
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Behavioural problems were found to affect children with ASD in their social 

context (Macintosh & Dissanayake, 2006).  Children with ASD were reported to have 

greater problem behaviours and reduced social skills compared to their typically-

developing peers (Macintosh & Dissanayake, 2006).  Furthermore, lack of socialisation 

skills may contribute to the limited social participation shown in children with ASD 

(Goldingay et al., 2013; Hilton et al., 2008). 

Individuals with ASD not only may appear insensitive to other people’s feelings, 

but they also show limited understanding of their own feelings and emotions (Sperry & 

Mesibov, 2005).  This may make it hard to predict their feelings towards something or 

events that happen in their life because such individuals show reduced ability in sharing 

enjoyment and interest with other people.  Jackson (2002) explained,  

Despite what Mum says, I do have fun at it even though it doesn’t show on my 

face.  My face never does seem to do the right thing!  (p. 49). 

 

This statement demonstrates how individuals with ASD do have feelings but may 

lack the ability to show them.  For individuals with ASD, in order to understand body 

language, expressions and feelings used in social conversation and to learn the appropriate 

response to those expressions or how those expressions feel, the feelings need to be taught 

and described in detail.  Sinclair (1992) in his personal essay on understanding the feelings 

and emotions of individuals with ASD, and how to help them, explains:   

And through all this condescending concern about feelings and emotional issues, 

no one ever bothered to explain to me what the words meant!  No one ever told 

me that they expected to see feelings on my face, or that it confused them when I 

used words without showing corresponding expressions.  No one explained what 

the signals were or how to use them. They simply assumed that if they could not 

see my feelings, I could not feel them. I think this shows a serious lack of 

perspective taking!  (p. 297). 

 

Range and type of play activities.  Children with ASD have been found to 

participate in a limited range of activities, with a narrow group of friends and their social 
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participations were also limited in terms of geographical locations (Goldingay et al., 2013; 

Hilton et al., 2008).  Some children with ASD were also reported to have at least one 

secondary condition such as attention deficit and hyperactivity disorder (ADHD), anxiety 

disorder, learning disability, depression, Tourette syndrome or epilepsy which might 

contribute to or worsen their challenges in socialisation activities (Hilton et al., 2008).   

Children with ASD have been considered as less attractive playmates by their peers 

(Reynolds et al., 2011), which is likely to be associated with their social interaction 

difficulties and/or due to repetitive behaviours (Ghanizadeh, 2010; Hartley & Sikora, 2009; 

McLennan, Lord, & Schopler, 1993). Furthermore, parents report that their children do not 

play like other children, which again creates a barrier to forming relationships with their 

peers (Gillberg et al., 1990; Zandt, Prior, & Kyrios, 2007).  Among the challenging play 

behaviours reported in children with ASD were:  

1. Limited ability to communicate and less turn-taking behaviours during play 

(Reynolds et al., 2011; Rodman et al., 2010). 

2. Limited exploration during play, such as looking at the play object (Kawa & 

Pisula, 2010; Rodman et al., 2010). 

3. Focusing on sensorimotor play, such as banging or swinging of the play object 

without playing with it functionally (Blanc, Adrien, Roux, & Barthelemy, 2005; 

Dominguez et al., 2006; Rutherford, Young, Hepburn, & Rogers, 2007). 

4. Stereotypic play -  such as focusing on ritualistic and repetitive behaviours 

during play was also reported in some children with ASD, especially those who 

present with lower functioning abilities (Reed et al., 2012; Ghanizadeh, 2010; 

Zandt et al., 2007). 

5. Delayed development of functional play and very limited symbolic play, such 

as less or limited creativity during play (Baranek et al., 2005; Blanc et al., 

2005).  
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6. Significantly more gross motor play and less construction toys than peers 

(Dominguez et al., 2006).  

7. Engagement in solitary play (Orsmond & Kuo, 2011; Reynolds et al., 2011). 

8. Narrow range of play activities and less imaginative and/or dramatic play 

(Reynolds et al., 2011).  

When exploring the types of play that children with ASD preferred, the following 

were identified in literatures as the ones most commonly engaged in: 

1.  Playing video games, or with transportation vehicles, and reading/books, as 

well as other types of solitary play (Reynolds et al., 2011; Rotheram-Fuller, 

Kasari, Chamberlain, & Locke, 2010). 

2. Games that do not involve complex rules (Reynolds et al., 2011; Rotheram-

Fuller, Kasari, Chamberlain, & Locke, 2010). 

3. Watching television and using a computer (Orsmond & Kuo, 2011).  

The choices of play activities clearly demonstrate passive and solitary activities.  

The choices of play activities among children with ASD have been hypothesised as 

impacted by their sensory responsiveness and also associated with their difficulties in 

relating to other people, which affected their performance in play (Reynolds et al., 2011;  

Williams, Reddy, & Costall, 2001).  However, the social development ability among 

children with ASD without co-morbidity of intellectual disability was reported to 

significantly correlate with their symbolic play abilities (Stanley & Konstantareas, 2007); 

that is, those with better social skills tended to have more independent symbolic play. 

Fascinations and fixations of interests, behaviours and activities shown by 

individuals with ASD can be varied among certain events, animals, figures, numbers and  

sounds (Ghanizadeh, 2010).  These fascinations seem to change over time and it can also 
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affect occupational performance and also social areas of functioning of such individuals, 

as explained by Jackson (2002);  

The arguments over the PlayStation are ongoing in our house.  When I am on it I 

forget to eat, to get dressed or do anything other than work out where my 

character is going or what it is supposed to be doing next (p. 49). 

 

The above insight clearly shows how obsessive play behaviours may interrupt 

functional aspects of daily activities among individuals with ASD.  Although the general 

population may have interests with extreme fascination (Reed et al., 2012), the levels of 

fascination intensity in individuals with ASD are extremely high; attempts to disrupt their 

engagement may result in aggressive behaviours and irritations (Dunn & Donaldson, 2001; 

O'Donnell et al., 2012). 

Many individuals with ASD, especially children, will always have something in 

their hands, usually a small object (Jackson, 2002).  They are not going to properly play 

with it or use that object according to its purposes.  Instead, they might just enjoy its smell, 

taste, texture, making a sound with the object by tapping it almost everywhere or just for 

the sake of having it with them.  They seem to relax and are in full control when the object 

is with them, as explained by Jackson (2002):  “I remember all this well, and the feeling of 

insecurity when I was without one” (p.52).  

Others may show persistent preoccupation in play with parts of objects; for 

example, instead of playing with the toy car appropriately, they may only concentrate and 

focus on the toy car’s wheels.  They might spend hours repeatedly turning and spinning 

the wheels and this behaviour may be generalised to other things also (Reed et al., 2012).  

 

Peer reaction to children with Autistic spectrum disorder.  Children with ASD 

might be prone to choose to be alone or only engage in solitary play (Orsmond & Kuo, 

2011). Children with ASD often experience peer rejection (Spinrad et al., 2004) and have 

been found to be less accepted by their peers and have less reciprocal friendships 
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compared to typically-developing children (Cappadocia & Weiss, 2010; Flynn & Healy, 

2012; Rotheram-Fuller et al., 2010). The children with ASD were more likely observed to 

be isolated in social relationships within the classroom context and the social isolation 

becomes greater as their grade level increases (Rotheram-Fuller et al., 2010). 

 

Interventions to improve engagement in play and socialisation.  As individuals 

with higher social skills have been found to have better adaptive skills, it is important to 

help children to engage in social play with peers where possible.  A study by Dominguez 

et al., (2006) found that including play objects or toys based on well-known television 

programmes or cartoon characters may assist in increasing play performance and 

motivation among children with ASD.  The inclusion of adults and/or other people in play 

might also assist in increasing functional and symbolic play ability among children with 

ASD, as well as increasing their social and communication abilities, but interferes with 

independent interaction with other children and therefore must be carefully balanced 

(Blanc et al., 2005; Shields et al., 2013;  Williams et al., 2001).  

Social interaction abilities among children with ASD and their peers at school for 

example, behaviours such as offering of objects, communicating and turn-taking were 

reported to increase as parents arranged more frequent play dates for them at home 

(Frankel, Gorospe, Chang, & Sugar, 2011).  Socialisation skills can be increased by 

providing those children with the opportunity to practice their skills.  Furthermore, 

involving typically-developing peers as models through play dates or therapists also seems 

to be effective in promoting the learning of target skills among children with ASD (Lang 

et al., 2011). 

 

Motor Difficulties in Children with Autistic Spectrum Disorder 

 

Motor difficulties are present in some children diagnosed with ASD and cause 

occupational performance problems that exacerbate other skills problems (Green et al., 
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2009; Liu, 2013; Rinehart & McGinley, 2010; Shetreat-Klein, Shinnar, & Rapin, 2012, 

Stackhouse, 2010).  The presence of motor problems among children with ASD is 

debatable; at present, it is considered an associated symptom and not part of the core 

characteristics of the disorder (American Psychiatric Association, 2013a; Fournier, Hass, 

Naik, Lodha, & Cauraugh, 2010; Ming et al., 2007), however, it has been proposed that it 

should be included as one of the core features of ASD (Mattila et al., 2011).  

In a systematic review conducted by Fournier et al. (2010) on 51 studies, both 

published and unpublished, regarding motor impairments in children and adults with ASD, 

including both high and low functioning autism and Asperger’s syndrome, the authors 

analysed the aspect of motor coordination consisting of: (a) movement preparation or 

planning, (b) upper extremity motor function, and (c) gait and balance.  Findings show that 

children and adults with ASD present with significant motor coordination impairments, 

both in upper and lower extremities, when compared to typically-developing control 

groups.  The authors concluded that the motor coordination impairments are significant 

characteristics of ASD.  The presence of motor coordination impairment in children and 

adults with ASD interferes with their daily occupational performances and potentially 

reduces their quality of life (Fournier et al., 2010; Green et al., 2009; Stackhouse, 2010).  

Among the motor difficulties observed in children with ASD were: (a) hypotonia, 

(b) apraxia, (c) toe-walking, (d) gross motor delay, (e) reduced ankle mobility, and (f) 

difficulties in fine motor skills (Green et al., 2009; Ming et al., 2007).  Some suggested 

that the motor impairments in children with ASD seem to improve as they get older, either 

with or without interventions (Ming et al., 2007; Shetreat-Klein et al., 2012).  

The aspect of movement planning in children with ASD was also reported to be 

impaired where they were unable to plan the goal of the direction, the orientation towards 

the goal and the trajectory when they were asked to walk to a specified location 

(Stackhouse, 2010; Vernazza-Martin et al., 2005).  Noterdaeme et al. (2010) reported that 

motor impairments was present in 53% and 47% of the children with Asperger’s syndrome 
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and high-functioning autism, respectively, and an earlier study by Provost et al. (2007) 

also reported that 50-73% of children with ASD showed motor delays.   

Thus, even though, at present, motor impairment is not part of the diagnosis of 

ASD, the majority of children with ASD are likely to have some sort of motor difficulties, 

suggesting that motor assessment should be considered as part of the ongoing assessment 

in children with ASD  (Green et al., 2009; Stackhouse, 2010).  This, combined with their 

social and communicative difficulties will further influence the children’s abilities in 

performing ADL and self-care tasks (Flynn & Healy, 2012; Shetreat-Klein et al., 2012). 

 

Summary and Conclusion 

 

This chapter has reviewed studies of occupational therapy services with children 

with ASD, adaptive behaviour skills and occupational performance problems among 

children with ASD, and reviews of the challenges in managing daily living skills among 

children and adolescents with ASD.  

In this review, problems related to managing daily living activities in children and 

adolescents with ASD in terms of personal care, school, socialisation, and play, were 

explored and it was found that the level of cognitive abilities in children and adolescents 

with ASD does not always predict their functional and adaptive behaviour skills.  Hence, 

children and adolescents with ASD who presents with higher cognitive abilities cannot be 

assumed to be better able to manage their daily living skills needs, such as personal care, 

school and social interactions, than people with less cognitive ability.  The presence of 

sensory sensitivities and motor impairments in some children with ASD were also reported 

as contributing to decreased ability to perform daily occupational performance activities 

independently among those children and adolescents.  Studies show negative correlation 

between age and ability to adaptively function successfully in everyday activities among 

children with ASD, suggesting that those children might need continuous support 

throughout their life.  Assessment and intervention for children and adolescents with ASD 
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should be individually planned to suit the child’s current abilities and specific needs, and 

the involvement of families is highly recommended.  Interventions should be started as 

early as possible and interventions with high-level evidence of its effectiveness should be 

the priority.  

Given the difficulties with occupational performance demonstrated by children 

and adolescents with ASD and the effects on their daily living activities, it is worth 

exploring occupational therapy services provided for them in managing these issues.  It 

has been valuable to look at the interventions provided by occupational therapy 

practitioners for children and adolescents with ASD.  It is also essential to investigate what 

the priorities are in the interventions most needed by parents and families in order to 

determine the type of services and interventions that are really useful and valuable for the 

children and adolescents with ASD and their family members.  

Some of the studies reported that occupational therapy interventions for children 

and adolescent with ASD shows promising improvement in terms of their ability to 

function in everyday life.  However, there needs to be an investigation of the extent of 

focus on the provision of occupation-based intervention by occupational therapy 

practitioners in managing occupational performance issues faced by children with ASD in 

their daily living skills and for functioning effectively in communities.  This could be 

achieved by conducting interventions with stronger study design, as the existing studies 

are unable to support the effectiveness of the interventions provided, due to the 

methodological difficulties of the studies that exist at present, as well as the lack of firm 

evidence for support of these interventions.  
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CHAPTER III  

INTRODUCTION TO THE METHODS USED IN PHASE ONE OF THE RESEARCH: 

DEVELOPMENT AND DELIVERY OF A QUESTIONNAIRE TO INVESTIGATE 

OCCUPATIONAL THERAPY SERVICES FOR CHILDREN WITH AUTISTIC 

SPECTRUM DISORDERS  

________________________________________________________________________ 

Children with ASD and their families require a range of services either directly 

or indirectly throughout their lives.  These services depend on the needs of the children 

with ASD and their families, as well as on the goal that needs to be achieved and can be 

influenced by service availability.  The service might involve direct interventions for the 

children or be in the form of emotional and psychological support to the child and/or the 

child’s family.  Occupational therapy practitioners are one of a range of health 

professionals involved in providing services to children with ASD and their families 

(Case-Smith, 2005; Case-Smith & Arbesman, 2008).  However, information on what 

services are available and provided internationally are scant, and are not available in 

Malaysia and still limited in Australia (Amar, 2008; Prior et al., 2011).  To address this, a 

questionnaire was developed to investigate what services are provided to these children 

and their family in both jurisdictions.  

 

Development of a Questionnaire to Investigate Existing Occupational Therapy 

Services for Children with Autistic Spectrum Disorder 

 

Watling et al. (1999a) designed a questionnaire to investigate occupational 

therapy practices for children with ASD entitled ‘Current practice of occupational therapy 

for children with autism: A national survey of practitioners©’ (Watling, Deitz, Kanny, & 

McLaughlin, 1999b). The questionnaire was designed to investigate occupational therapy 

services in the US for children 3-9 years of age (R. Watling, personal communication, 
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May 28, 2009).  This questionnaire was selected as the basis for the questionnaire 

developed in this study.  Considerable modification was required, as the original 

questionnaire was: (a) designed for therapists based in the US, and (b) designed and 

carried out prior to 1999.  Permission for this was granted by the author, Dr. Renee 

Watling (Appendix B).  Figure 3.1 illustrates the whole process of the questionnaire 

development. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.1. The process of the questionnaire development used in this study. 
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A questionnaire used by Watling et al. (1999a) titled 
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Modification and Testing of the Initial Questionnaire 

 

The contents of the original questionnaire were modified based on information 

from relevant occupational therapy literature, and was based on The Paediatric 

Occupational Therapy Practitioner Survey© developed by Brown and Rodger (2001), 

owing to its similar constructs.  The questionnaire designed for this study was constructed 

in English and was sent to experts for their comment (Salant & Dilman, 1994).  The 

purpose of sending the initial questionnaire to the experts was to (a) review whether the 

design of the questionnaire would work in practice, (b) to identify problematic questions in 

order to amend and refine those questions, and (c) to identify problems relating to the 

content, wording, layout, length, and instructions in the questionnaire.  Seventeen experts 

were approached to review the modified questionnaire and 12 were recruited to act as 

reviewers.   

The experts consulted were sent the following documents:  

1. Introductory letter (Appendix C) 

2. The initial design of the questionnaire (Appendix D) 

3. Operational definitions of terms used in the survey (Appendix E) 

4. Questionnaire for expert reviewer (Appendix F).  

The questionnaire for the expert reviewer was designed to assist reviewers with 

the process.  

 

Expert Feedback and Modifications 

 

Out of the 17 experts consulted, 12 experts provided feedback and the details are 

presented in Table 3.1.  The involvement of native English and Malay language experts in 

the review process was considered vital, as the questionnaire was used with participants in 

both countries.  The experts responded to 13 questions (refer to Appendix F for the 

questions) regarding the face and content validity of the initial questionnaire.     
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Table 3.1 

 

Origin, numbers and details of experts approached to review the modified questionnaire 

and the numbers of experts provided feedbacks and their details 

Origin of 

experts 

approached 

Numbers Details Number of experts provided 

feedbacks and their details 

Malaysia 5 Four experts were lecturers in 

occupational therapy.  

One expert was a medical doctor 

with specialisation in 

rehabilitation field. 

Four experts responded and all 

experts were native Malay 

language speakers with 

proficiency in English language. 

Australia 5 Four experts were lecturers in 

occupational therapy. 

One expert was a rehabilitation 

manager in the ASD field. 

Four experts responded and all 

experts were English language 

speakers. 

United 

States of 

America 

(US) 

4 Three experts were lecturers in 

occupational therapy.  

One expert was an occupational 

therapy practitioner and 

consultant. 

Three experts responded and all 

experts were English language 

speakers. 

United 

Kingdom  

(UK) 

2 All experts were occupational 

therapists and doctoral students at 

the time of consultation. 

None. 

Taiwan 1 The expert was working as an 

occupational therapist. 

One expert responded and the 

expert was a native speaker of 

Taiwanese language with 

proficiency in English language. 

 

A total of 65 comments were received regarding the questionnaire and all the questions, 

comments from experts, changes made and its discussions are presented in full in 

Appendix G.   

Table 3.2 provides a summary of the questions asked and modifications made to 

the initial questionnaire.  All comments received from the experts were studied and the 

suggestions were considered in refining the questionnaire.
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Table 3.2 

 

Summary of the comments received and modifications made to the initial questionnaire 

 

Questions  Modifications made 

Question 1:  

Were the study objectives stated clearly in the 

introductory letter to the respondents? 

Content of introductory letter changed and 

statement of approval from ethics committee 

included. 

Question 2:  

In question A1, we listed a few frames of 

reference and models of practice for the 

respondents to choose from.  However, the 

respondents also have the choices of writing 

their own answer in the spaces given.  Should 

we: 

- List more frames of reference and 

model of practice for the ease of 

answering to the respondents. 

- Do not list any frames of reference and 

models of practice; however, leave it 

as an open ended questions. 

- Our initial design was appropriate and 

acceptable. 

- Other; please give comments: 

Names of authors typically associated with the 

frames of reference, models of practice listed in 

the questionnaire were included, and space 

provided for respondents to specify which 

occupational frame of reference that they are 

referring to. 

Question 3:  

We separated the frames of reference and 

models of practice in two different tables.  

Should we: 

- List the frames of reference and 

models of practice in just one table. 

- Our initial design was appropriate 

and acceptable. 

How can we improve our design in this 

section? 

No modification made. 

Question 4:  

In question B1, we listed the methods of 

assessments/outcome measures which can be 

used when assessing children with autistic 

spectrum disorders.  There are also spaces for 

Another method of assessments/outcome 

measures of interview with other health 

professionals was included in the list.  
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Table 3.2 

 

Summary of the comments received and modifications made to the initial  

questionnaire (continued) 

Questions Modifications made 

the respondents to include other methods if 

any.  Are there any other methods of 

assessments/outcome measures that we should 

include in the list? 

 

Question 5 (5a):  

Question B2 (B2.1 to B2.8) in section B are 

asking respondents about the specific type of 

standardised assessments they use in their 

occupational therapy services for children 

with autistic spectrum disorders. 

5a) Are there any to exclude? 

Respondents only have to name one 

assessment tool that they used most frequently 

and some short definition of diagnostic 

assessment was included in the questionnaire.   

Question 5 (5b):  

Question B2 (B2.1 to B2.8) in section B are 

asking respondents about the specific type of 

standardised assessments they use in their 

occupational therapy services for children 

with autistic spectrum disorders. 

5b) Are there any to include? 

The questionnaire was restructured by asking 

the respondents about the age group of the 

children with autistic spectrum disorders that 

they serve most frequently and to have them 

answer the following questions based on that 

age group.  Activity of daily living and school 

related-skills assessments were included and 

the respondents only had to give one tool that 

they used the most.  

 

Question 6:  

In question C1, we listed a few commonly 

identified interventions/ programmes which 

are used by occupational therapists and other 

professional for children with autistic 

spectrum disorders. However, the respondents 

also have the choices of writing their own 

answer in the spaces given.  Should we: 

- List more interventions/programmes 

for the ease of answering to the 

respondents. 

- Do not list any 

interventions/programme; however,  

Respondents have to rank their answers in term 

of the frequency that they use the interventions 

or programmes listed.  As well, an additional 

interventions and programmes were added to 

the list and the activity of daily living was 

excluded from the list. 
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Table 3.2 

 

Summary of the comments received and modifications made to the initial  

questionnaire (continued) 

 

Questions and responses received Modifications made 

leave it as an open ended question. 

- Our initial design was appropriate and 

acceptable. 

 

Question 7 (7a):  

In question C5, we listed a few areas of 

adaptive behaviours in daily living activities. 

However, the respondents also have the 

choices of writing their own answer in the 

spaces given. 

7a) Are there any to exclude? 

1. Modification were made to question C2 by 

asking the respondents to lists the three 

most common short term occupational 

therapy intervention goals. 

2. Question C4 was amended by asking 

specifically for the challenges with children 

with ASD that the respondents encountered 

when providing services for them.  

3. Work or vocational skills was another area 

added to the list. 

Question 7(7b):  

In question C5, we listed a few areas of 

adaptive behaviours in daily living activities.  

However, the respondents also have the 

choices of writing their own answer in the 

spaces given. 

7b) Are there any to include? 

No modification made. 

Question 8:  

Question D1 is asking regarding the level of 

confidence among respondents when 

providing services for children with autistic 

spectrum disorders.  We are using the five 

point Likert scale in order to elicit response to 

this question.  Is this method appropriate? 

No modification made. 

Question 9:  

In question D4, we listed a few methods of 

obtaining knowledge and skills in increasing 

occupational therapists’ competencies when 

providing services for children with autistic 

spectrum disorders.   

Advanced post-professional academic degrees 

and online courses as methods of obtaining 

knowledge and skills to increase occupational 

therapists’ competencies were included and 

continuing education courses in question D2 in 

the questionnaire was also included. 
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   Table 3.2 

 

Summary of the comments received and modifications made to the initial  

questionnaire (continued) 

 

 

 

Questions and responses received Modifications made 

However, the respondents also have the 

choices of writing their own answer in the 

spaces given.  Are there any to include? 

 

Question 10:  

Are there any other questions pertaining to 

professional development needs that we 

should include in the questionnaire? 

No modification made. 

Question 11:  

The section on the demographic information 

should be put: 

- At the beginning of the questionnaire. 

- Our initial design was appropriate and 

acceptable. 

The clinical doctorate and research doctorate in 

occupational therapy were put as two separate 

answer choices to generate data that are more 

useful. 

Question 12:  

We will include the separate sheet of 

operational definitions on the terms use in the 

questionnaire for respondents’ guideline when 

answering the survey. Is this necessary? 

Based on the comments received, it was 

decided not to include the separate sheet of 

operational definitions in the questionnaire. 

Question 13:  

Are there any other suggestions on what we 

should do in order to improve the quality of 

our questionnaire? 

 

1. The questions were put in regular type and 

the answers in bold. 

2. The statement at the end of the survey was 

amended to include that the return of the 

questionnaire will be considered as the 

respondents’ consent to participate in the 

study. 

3. The questionnaire developers’ names and 

copyright were included on the front cover. 

4. The screening question at the beginning of 

the survey was amended. 
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Each comment was reviewed and discussed by the researcher, together with 

supervisors.  Most comments were taken on board in order to improve the questionnaire’s 

content and format.  Other questions were reviewed and rejected as they involved making 

the questionnaire much longer and more cumbersome.  The revised questionnaire was then 

sent to six qualified occupational therapists in Malaysia for testing and also for their 

feedback on the ease of answering.  The revised questionnaire was sent to these six 

Malaysian occupational therapists for testing in order to evaluate whether the English 

language used in the questionnaire was appropriate for occupational therapists in Malaysia.  

None of the therapists involved suggested that the questionnaire should also be produced 

in Malay language to be used in Malaysia or that the respondents should be allowed to 

answer the open-ended questions in either Malay or English language. It took them a range 

of 15-20 minutes to answer the survey, and could take longer to answer the open-ended 

questions depending on the amount of responses provided.  

 

The Final Questionnaire 

 

The final draft of the questionnaire, Occupational Therapy Practice Survey for 

Children with Autistic Spectrum Disorders (Appendix H) consisted of 31 open- and close-

ended questions designed to elicit responses to explore what occupational therapy services 

were delivered for children with ASD.  There was one screening question asking whether 

the respondents are currently working, have worked or have never worked with children 

with ASD in their occupational therapy services at the beginning of the questionnaire.  

Those who indicated that they had never worked with children with ASD were asked to 

return the incomplete questionnaire to the researcher using the stamped self-addressed 

envelope provided.  The objectives of the study were explained in the introductory letter to 

the respondents (Appendix I). 
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The final questionnaire was divided into six sections: 

1. Section A explored the frame(s) of reference and model(s) of practice utilised 

by the respondents 

2. Section B explored which assessments or outcome measures were used 

3. Section C explored the interventions utilised 

4. Section D investigated what areas of adaptive behaviours were addressed in 

their occupational therapy services for children with ASD 

5. Section E explored the professional development topics desired by 

occupational therapists 

6. Section F covered demographic details. 

 

The developed questionnaire was used to collect data regarding the occupational 

therapists’ practices with children with ASD that will be discussed below. 

 

Occupational Therapy Services for Children with Autistic Spectrum Disorder 

Internationally, occupational therapists working with children with ASD provide a 

wide variety of interventions (Miller-Kuhaneck, 2004).  However, currently, there is no 

published information available regarding occupational therapy practice in Malaysia with 

children with ASD.  Information on occupational therapy practice has been published in 

the US (Watling et al., 1999a), and Australia (Ashburner et al., 2010, unpublished report; 

Rodger et al., 2005).  However, findings from these studies are not transferable to the 

Malaysian context as the impact of the socioeconomic, cultural and geographical diversity 

of Malaysia on the services available to children with ASD and their families will be 

different from both the US and Australian contexts (Amar, 2008; Dolah et al., 2011; Dolah, 

Wan Yahaya, Chong, & Mohamed, 2012; Fong & Mohd Jelas, 2010; Wilder et al., 2004).  

In any case, studies reported in the literature on the effectiveness of interventions 

for children with ASD and occupational therapy have been found to be of variable (and 
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often low) quality in terms of study design; generally small numbers of participants and 

descriptive designs  (Case-Smith & Arbesman, 2008), with recommendations that the 

findings should be used with caution owing to these limitations (Dawson & Watling, 2000; 

Hodgetts & Hodgetts, 2007; Wallen & Imms, 2006).  Even if the findings from the 

research studies were valid and reliable, it would be inappropriate to generalise this to the 

Malaysian context.  Little is known about the best mechanisms for occupational therapy 

interventions for children with ASD in Malaysia and their families (Amar, 2008).  

Attempts have been made to transplant Western therapies and techniques directly to 

occupational therapy services in Malaysia (Amar, 2008).  Given the inadequate evidence 

base for many of the interventions attempted for people with ASD in the West (Bowker, 

D'Angelo, Hicks, & Well, 2011), it is inappropriate to apply them directly to the 

Malaysian population.  The Malaysian population is very diverse in terms of 

socioeconomic factors, culture and geography.  Indeed; it is ethically wrong to implement 

therapy that does not have an evidence base.  Furthermore, many of these interventions are 

very costly, and places a high economic cost on both public funding, and family resources, 

more alarming when there is so little evidence (Amar, 2008; Dolah, Wan Yahaya, & 

Chong, 2011; Wilder, Dyches, Obiakor, & Algozzine, 2004).  Considering that Malaysia is 

a country that falls in the high category of the Human Development Index in terms of its 

fast-growing development in the education and health care sectors (United Nations 

Development Programme, 2013), it is time for Malaysia to develop its own relevant 

practice for children with ASD and their family.  This is the rationale for the comparison 

between Victorian (Australia) and Malaysian occupational therapy services to see whether 

the Malaysian occupational therapists are providing services that are unique and culturally 

appropriate to the Malaysian population, or whether the practices are heavily adopted from 

Western culture.  It was hypothesised that studying practice of therapists in Victoria 

(Australia) could add valuable information as to what the contemporary nature of practice 

in occupational therapy with children with ASD is in related neighbour in Oceana, and 
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provides a basis for comparison of occupational therapy services between culturally 

diverse neighbours.  To date, the only available studies reporting specifically on 

occupational therapy practices for people with ASD have only been from the US (Watling 

et al, 1999a) and Queensland (Australia) (Ashburner et al., 2010, unpublished study), both 

from Western based studies, and none from Asian culture.  

The following outlines the methods for the data collection in order to summarise 

and compare occupational therapy services for children with ASD in Victoria (Australia) 

and Malaysia.  The state of Victoria (Australia) was chosen as a basis for service 

comparison due to the almost equal number of registered occupational therapists in 

Malaysia and Victoria (Australia) during the data collection period (The Malaysian 

Occupational Therapists Association & The Occupational Therapy Australia Limited, 

Victoria Division, 2009, personal communications).  

 

Participants and Recruitment 

 

The participants in this study were qualified occupational therapists who were 

either registered members of The Occupational Therapy Australia Limited, Victoria 

Division (OTAL, Vic.) or registered members of the Malaysian Occupational Therapists 

Association (MOTA).  To be included in the study, the participants must have either been 

currently working with children with ASD, or had previously done so, in their 

occupational therapy practice in either setting.   

 

The Victorian cohort.  The Victorian division of OTAL was consulted for their 

help in identifying the potential participants for the study.  Permission was granted by the 

Victorian Executive Director to send a letter out to members on their database.  To comply 

with the members’ privacy policy of the OTAL, Vic., no details of the participants in 

Victoria were given to the researcher and identification of the potential participants and 

preparation the names and addresses labels to mail out the surveys were all performed by 
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the OTAL, Vic.  There were 323 occupational therapists identified who worked in the 

paediatric area.  One potential participant was excluded from the study, as the participant 

did not work in Victoria.  Hence, surveys were mailed to 322 participants in Victoria, 

Australia, hereafter called Victoria. 

 

The Malaysian cohort.  For the Malaysian cohort, MOTA was consulted for their 

help in identifying the potential participants for the study and a formal application letter 

was mailed to the president of the MOTA and permission was granted to send a survey out 

to their registered members.  The MOTA members’ information was given to the 

researcher.  It contained their membership number, name, date of birth, address, contact 

number, email address, area of interest and academic qualification.  This information were 

given to the researcher for the purpose of mailing out the survey only.  

Student and international members were excluded from this survey.  There were 

some issues with this method of recruitment in 2009 when this survey was undertaken.  

The MOTA database contained 459 ordinary members; however, only 362 members had 

their full names and addresses recorded in the database.  The remaining members either 

did not have their full name recorded (missing surnames), records were incomplete or had 

no physical or email addresses available.  Furthermore, the currency of the information 

was unclear, and a number of the mail outs were returned to sender.  The MOTA database 

held no information as to the members’ service areas or specialties; so, all 362 MOTA 

members in both parts of Peninsular and East Malaysia, hereafter called Malaysia, were 

mailed the surveys.  Appendix J contains the correspondence with both organisations. 

 

Data Collection 

 

Monash Human Research Ethical Committee (MUHREC) approval was applied 

for and ethical approval was granted in November 2009 (Reference number CF09/3131 – 

2009001710, Appendix K).  In order to conduct research in Malaysia, ethical approval was 
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also gained from The Research Promotion and Co-Ordination Committee, Economic 

Planning Unit (EPU), Prime Minister’s Department, Malaysia and ethical approval was 

given in December 2009 (Reference number UPE: 40/200/19/2505, Appendix L).  To 

ensure the privacy and confidentiality of the participants, no identifying information was 

kept or recorded by the researcher; hence, the return of the surveys remained anonymous.  

It was not known to the researcher which participants did or did not return the surveys. 

The data collection took place in a three month period in each region - between 

January and April 2010 in Victoria and between July and October 2010 in Malaysia.  An 

introductory letter, explanatory statement and a questionnaire (Appendices I, M and H) 

were mailed to the participants together with a stamped self-addressed envelope to 

facilitate the return of the questionnaires to the researcher.   

Two weeks after the distribution of the questionnaires, a first reminder was send 

to the participants requesting them to complete and send the survey to the researcher if 

they have not already done so, and also to thank them if they have already returned the 

survey.  Two weeks after the first reminder, a second reminder was send (refer to 

Appendix N for the first and second letter of reminder).  No further reminder was sent 

thereafter.  

A numerical code was given as participants returned their survey.  An initial letter 

‘V’ was put prior to the numerical code to indicate respondents from Victoria and an initial 

letter ‘M’ was given to specify respondents from Malaysia.   

 

Statistical Tests and Methods of Data Analysis of the Questionnaire 

 

The results from the surveys were analysed according to the type of data yielded 

by the question.  The questionnaire was designed to include some categorical/nominal 

(yes/no), ordinal and qualitative questions.  Nominal and ordinal data were analysed using 

either a chi square test of independence (Pett, 1997) and the Man-Whitney U test (Pett, 

1997) as appropriate to the categorical data.  
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In performing the chi square test, categorical data were collapsed into categories 

that fit into a 2-way table.  The null hypothesis for this test is that there is no association 

between the two variables; the alternative research hypothesis is that there was an 

association between the two variables.  

A two-tailed Mann-Whitney U test was performed, as it could not be predicted 

whether occupational therapist respondents in Victoria or Malaysia would score higher 

than the corresponding group.  The Man-Whitney U test was chosen due to the nature of 

the scaled data in the study.  The null hypothesis for this test is that there is no difference 

between occupational therapist respondents in Victoria and Malaysia on each of the scaled 

questions.  In both tests, the level of probability is less than 0.05 for a significant result.  

The Predictive Analytics software (PASW) Version 18.0 for Windows (formerly SPSS-

The Statistical Package for the Social Sciences) was used to store the data and perform the 

analysis.  

The responses from open-ended questions were grouped according to their 

identified categories based on their answered themes and presented in terms of the number 

of replies received from the participants based on content analysis procedures 

(Liamputtong, 2009) and descriptively (frequencies and percentages).  The questionnaires 

were analysed to determine occupational therapy services for children with ASD by 

describing the services in both regions and comparing it between Victoria and Malaysia in 

terms of similarities and differences.  Table 3.3 presented the level of measurements, 

statistical tests, and methods of data analysis for each question in the questionnaire. 

In analysing Question B2, the age group of the children with ASD was collapsed 

into three categories of: (a) below 5 years old, (b) between 6 to 18 years old and (c) both 

age groups.   
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Table 3.3 

 

The level of measurement, statistical tests, and methods of data analysis for each question 

in the questionnaire  

 
Questions Level of 

measurements 

Statistical test and method of data analysis 

A1, B2, B3, and E2.  Nominal The chi square test of independence 

B1, C1, C3, D1, D2, E1, and 

E4. 

Ordinal The Mann-Whitney U test 

B4, C2, C4, the open-ended 

response options in questions 

B3 and E2, and E3. 

Qualitative 

responses 

Content analysis 

F1-F7 Nominal Descriptive statistics to present the 

characteristics of the occupational 

therapist respondents involved in the 

study (frequencies/percentages) 

 

 

Summary 

 

This chapter has described the development of the questionnaire to survey 

occupational therapy practitioners in Victoria and Malaysia; the details of the development 

are in Appendices C, D, E, F, G, H, and I.  The questionnaire was developed based on a 

previous questionnaire and further developed, with the permission of the originator (R. 

Watling, personal communication, May 28, 2009, Appendix B).   

To ensure that the questionnaire was addressing the issues, the questionnaire was 

reviewed by experts.  Twelve experts in occupational therapy and related health fields 

were engaged in the process of establishing face and content validity for the developed 

questionnaire, and this not only enriched but also clarified the content of the questionnaire.   

The final questionnaire enabled cross-cultural comparisons of the occupational 

therapy services provided to children with ASD and their family.  The final questionnaire 

was maintained in English, as the Malaysian participants involved in the testing of the 

questionnaire indicated that this was the most satisfactory. 
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Occupational therapy practices with children with ASD in Malaysia were 

compared with practices in Victoria to find their similarities and differences; hence, two 

cohorts of occupational therapy respondents were recruited – the Victoria and Malaysia 

cohorts.  Due to the various levels of data measurements obtained in the survey, a number 

of data analysis and statistical test methods were chosen based on the type of data gathered 

– a nonparametric alternative of a statistical test of the chi square test of independence, the 

Mann-Whitney U test, descriptive analysis, and content analysis.  The results obtained of 

phase one of this research and their implications are presented in Chapter IV. 
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CHAPTER IV 

PHASE 1: RESULTS AND DISCUSSION ON A CROSS-CULTURAL COMPARISON 

OF THE OCCUPATIONAL THERAPY SERVICES TO CHILDREN WITH  

AUTISTIC SPECTRUM DISORDERS:  

VICTORIA AND MALAYSIA  

________________________________________________________________________ 

This chapter presents and discusses the results of the questionnaires to therapists 

regarding their practices with children with ASD and their families.  The results are firstly 

presented for each region, and then compared, in order to elucidate both the similarities in 

practice, but also to highlight differences. 

 

Response Rates 

The initial question on the questionnaire was a screening question to identify 

whether or not therapists had worked with children with ASD.  Sixty-six participants in 

Victoria and 52 participants in Malaysia indicated that they either worked or had worked, 

in this area (Table 4.1), and all of these participants were included in the analysis.    

Of the 322 surveys mailed to the participants in Victoria, 118 replies were 

received, a response rate of 36.6%.  Of these however, there were 52 negative responses, 

yielding 24.4% for the participants in Victoria.  In Malaysia, the figures were more 

difficult, due to the inaccuracy of the database.  However, of the 362 surveys, 78 were 

received - a response rate of 21.5%.  However, there were 26 negative responses and when 

these were withdrawn; the valid response rate was 15.5% for the participants in Malaysia.  

 

Participants’ Characteristics 

 

The demographic information was derived from Section F of the survey, and are 

presented in Table 4.2.  
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Table 4.1 

 

Replies on screening question received from the participants 

 

 

Participants in Victoria, 

Australia 

(N=118) 

Participants in Malaysia 

(N=78) 

Frequency Percentage Frequency Percentage 

I have worked and/or currently are 

working with children with autistic 

spectrum disorders  

66 55.9 52 66.7 

I have never worked with children 

with autistic spectrum disorders 
52 44.1 26 33.3 

Total 118 100.0 78 100.0 

 

 

Malaysian Cohort 

The participants in the Malaysian cohort were mainly from Peninsular (West) 

Malaysia (82.7%), with only 17.3% from the Borneo part of Malaysia.  The majority of 

entry-level qualifications were Diploma/Certificates in Occupational Therapy with 29.0% 

having higher qualifications, and they typically worked in a hospital settings, with between 

1 and 5 years of post-graduate experience (Table 4.2).  The majority had worked with 

children with ASD for less than a year, and none had worked with children with ASD for 

more than 10 years.  Patterns of working were reported to be mainly individual 

intervention sessions with children and consultations with parents and/or caregivers. 

 

Victorian Cohort 

The participants from Victoria all held a Bachelor’s degree in Occupational 

Therapy, with 22.7% reporting further qualifications.  The practice area most commonly 

reported were in early intervention settings and private practices and the length of post-

graduate practice was generally between 1 to 5 years, and the majority of Victorian 

participants had worked with children with ASD between 1 and 5 years.  The most  
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Table 4.2 

Characteristics of the participants  

 
Participants’ characteristic Participants in Victoria Participants in Malaysia 

 Frequency Percentage Frequency Percentage 

Participants’ origin 66 100.0 Peninsular 

Malaysia 

East 

Malaysia 

43 

 

9 

82.7 

 

17.3 

       Total 66 100.0  52 100.0 

Highest academic qualification     

 

 

Diploma/certification in 

occupational  

therapy 

1 1.5 37 71.0 

 Bachelors degree in 

occupational therapy 

50 75.8 14 27.0 

 

 

Graduate-entry masters degree 

in occupational therapy 

6 9.1 0 0.0 

 Coursework/research masters 7 10.6 1 2.0 

 Research doctorate in 

occupational therapy 

1 1.5 0 0.0 

 Other (Master in clinical 

family therapy) 

1 1.5 0 0.0 

 Total 66 100.0 52 100.0 

Setting of current practice     

 Hospital 2 3.0 43 82.7 

 School 11 17.0 0 0.0 

 Community-based care 11 17.0 2 3.8 

 Early intervention 14 21.2 0 0.0 

 Private practice 17 25.8 1 2.0 

 Other 0 0.0 2 3.8 

 More than one settings 11 17.0 4 7.7 

 Total 66 100.0 52 100.0 
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Table 4.2 

 

Characteristics of the participants (continued) 

 
Participants’ characteristic Participants in Victoria Participants in Malaysia 

 Frequency Percentage Frequency Percentage 

Years of practising as an 

occupational therapist 

    

 Less than 1 year 1 1.5 6 11.5 

 1-5 years 19 28.8 30 57.7 

 6-10 years 14 21.2 9 17.3 

 11-15 years 10 15.2 6 11.5 

 16-20 years 9 13.6 1 2.0 

 More than 21 years 13 19.7 0 0.0 

        Total 66 100.0 52 100.0 

Years of working with 

children with ASD 

    

 Less than 1 year 7 10.6 31 59.6 

 1-5 years 30 45.4 18 34.6 

 6-10 years 14 21.2 3 5.8 

 11-15 years 7 10.6 0 0.0 

 16-20 years 4 6.1 0 0.0 

 More than 21 years 4 6.1 0 0.0 

 Total 66 100.0 52 100.0 

Direct occupational therapy 

services 

    

 Individual intervention 

sessions 

40 60.6 34 65.4 

 Group intervention sessions 15 22.7 3 5.8 

 Both individual and group 

sessions 

11 16.7 15 28.8 

 Total 66 100.0 52 100.0 

Indirect occupational therapy 

services  

    

 Consultation with 

parents/caregivers 

32 49.2 33 64.7 
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Table 4.2 

 

Characteristics of the participants (continued) 

 
Participants’ characteristic Participants in Victoria Participants in Malaysia 

 Frequency Percentage Frequency Percentage 

Indirect occupational therapy 

services (continued) 

    

 Consultation with education 

staff 

8 12.3 0 0.0 

 Multidisciplinary team 

conference 

3 4.6 4 7.8 

 Professional development 0 0.0 1 2.0 

 Other 1 1.5 0 0.0 

 More than one answers 21 32.3 13 25.5 

 Total 65 100.0 51 100.0 

 

common methods of service delivery were individual intervention sessions and 

consultations with parents and/or caregivers. 

 

Results from the Questionnaire: Individual Questions 

Section A: Frames of Reference and Models of Practice 

 

Question A1 – Please indicate which frames of reference and models of 

practice you use with children with autistic spectrum disorders in your occupational 

therapy practice.  

Both cohorts (87.9% from Victoria and 98.1% from Malaysia) used Frames of 

Reference (FOR) to guide practice, with no statistically significant difference between the 

participants in both regions in the use of FOR (p = .085). 

The majority of participants used a sensory integration frame of reference 

(Kimball, 1999) to guide their practice, although this was more common in Malaysia with 

nearly 100% of the cohort using this FOR.  Detailed results are presented in Table 4.3.  It 
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is interesting that there were a number of other FOR used in both cohorts, including the 

Developmental-Individual Differences-Relationship-based approach (DIR
®
)/Floortime™ 

(Weider & Greenspan, 2003), Family centred, occupational adaptation, sensory processing, 

developmental, behavioural, neuro-developmental and biomechanical frames of references.  

Statistically significant differences between the cohorts were demonstrated in the coping 

frame of reference (Williamson & Szczepanski, 1999), psychosocial frame of reference 

(Olson, 1999) and sensory integration frame of reference (Kimball, 1999) .   

As with FOR, Models of Practice (MOP) were used by the majority of 

participants in both regions (87.9% in Victoria and 92.3% in Malaysia) to guide their 

practice, and this was not statistically different (p = .629). 

However, there were marked differences between participants in Malaysia and 

Victoria with the types of model used.  Both used a range of models to guide practice, but 

the majority of Malaysian practitioners preferred the Model of Human Occupation 

(MOHO) (Kielhofner, 2008; Kielhofner & Burke, 1980), whereas, higher percentages of 

participants from Victoria preferred the Canadian Model of Occupational Performance and 

Engagement (CMOP-E) (Polatajko, Townsend & Craik, 2007) (Table 4.3).  

More than 24% of the respondents in Victoria (almost a quarter), but none of the 

Malaysian cohort stated that they used other model of practices (other than the models 

listed in the questionnaire) in their services.  These models of practice included cognitive 

behavioural therapy, narrative therapy, DIR
®
/Floortime™ (Weider & Greenspan, 2003), 

sensory integration (SI) (Kimball, 1999), occupational adaptation, occupational 

performance model-Australia (OPM-A), occupational therapy intervention process, family 

centred practice, strength based practice and transdisciplinary model of practices.  

There were no statistically significant differences between the participants in the 

two regions when using the CMOP-E (Polatajko, Townsend & Craik, 2007), Cognitive 

Orientation to daily Occupational Performance (CO-OP) (Polatajko & Mandich, 2004), 

ecology of human performance model (Dunn, Brown, & McGuigan, 1994) and also 
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Person-Environment-Occupation (PEO) (Law, et al., 1996).  The use of the MOHO 

(Kielhofner, 2008; Kielhofner & Burke, 1980) was the only model of practice that shows a 

statistically significant difference between the participants in the two regions. 

 

Table 4.3 

Results on the types of Frames of Reference (FOR) and Models of Practice (MOP) utilised 

with children with ASD 

 

Types of Frames of Reference (FOR) and the statistical 

result 

Using FOR 

(%) 

p 

Victorian 

(n=66) 

Malaysian 

(n=52) 

 

 Coping FOR 4.5 46.2 <.001* 

 Acquisitional FOR 13.6 26.9 .115 

 Psychosocial FOR 27.3 63.5 <.001* 

 Occupational FOR 19.7 7.7 .0114 

 Sensory Integration FOR 72.7 92.3 .013* 

 

Types of Models of Practice (MOP) and the statistical 

result 

Using MOP 

(%) 

p 

Victorian 

(n=66) 

Malaysian 

(n=52) 
 

 Canadian Model of Occupational Performance 

and Engagement (CMOP-E) 
43.9 40.4 .841 

 Cognitive Orientation to daily Occupational 

Performance (CO-OP) 
24.2 21.2 .860 

 Ecology of Human Performance Model 9.1 13.5 .648 

 Model of Human Occupation (MOHO) 30.3 73.1 <.001* 

 Person –Environment-Occupation (PEO) 34.8 26.9 .471 

Note.  Percentages total is higher than 100% because participants could choose more than 

one answers.  *p <.05 
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Section B: Assessments/Outcome Measures 

 

Question B1 – How often do you use each of the following methods of 

assessments/outcome measures when assessing children with autistic spectrum 

disorders?   

This question describes the methods of assessment or outcome measures 

administered by occupational therapists.  The greatest percentages of the participants in 

each region indicated that they ‘often’ administered standardised assessment or screening 

tools in their services (43.9% participants in Victoria and 37.5%  participants in Malaysia), 

with 4.5% participants in Victoria and 2.1% participants in Malaysia reported that they had 

‘never’ administered standardised assessment across their region.  Using informal 

assessments was answered by all but four (7.7%) therapists from Malaysia.     

In terms of observation in multiple environments, there was a difference between 

the cohorts (Table 4.4), where all of the Victorian cohort used multiple environments and 

frequently worked with educational staff, but, in the Malaysian cohort, a small number 

(10.0%) never went outside of their clinic, and seldom or never worked with educational 

staff.  Both cohorts worked with other health professionals.  The detailed results are shown 

in Table 4.4. 

In summary, the above results are also placed in context when comparing the 

numeric data where there are statistically significant differences between the participants 

in the two regions when observing children with ASD in multiple environments, interview 

with teachers or education staff and in interviews with other health professionals. 
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Table 4.4 

 

Results on the methods of assessments/outcome measures used when assessing children with autistic spectrum disorders by the participants in Victoria   

and Malaysia 

 

Methods of assessments/outcome measures 

used and the statistical result 

n† 
Never 

(%) 
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 Standardised assessments or screening 

tools 
66 48 4.5 2.1 3.0 16.7 34.8 25.0 43.9 37.5 13.6 18.8 .837 

 Informal assessments or screening tools 66 48 3.0 0.0 1.5 10.4 19.7 18.8 40.9 47.9 34.8 22.9 .204 

 Observation in multiple environments 66 50 0.0 10.0 15.2 28.0 16.7 16.0 37.9 36.0 30.3 10.0 .001*  

 Interview with parents/caregivers 66 50 0.0 0.0 1.5 4.0 4.5 6.0 16.7 24.0 77.3 66.0 .174 

 Interview with teachers/education staff 66 50 0.0 8.0 3.0 40.0 28.8 30.0 34.8 12.0 33.3 10.0 <.001* 

 Interview with other health professionals 66 49 0.0 6.1 9.1 26.5 36.4 40.8 39.4 22.4 15.2 4.1 <.001* 

Note.  n† Represents number of participants providing rating.  In a five-point Lickert scale ranging from 1 (Never), 2 (seldom), 3 (sometimes), 4 (often) 

and 5 (always).  *p < .05
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Question B2 – What is the age group of children with autistic spectrum 

disorders you serve most frequently?  

Question B2 focused on the age group of children with ASD who participants 

served most frequently.  The majority of the participants in both regions reported that they 

served children with ASD aged below 5 years in their services (69.7% and 69.2% 

participants in Victoria and Malaysia, respectively).  Although there were no statistically 

significant differences between participants in the two regions in children’s age groups 

below 5 years (p = 1.000), between 6 to 18 years of age (p = 0.769) and for both age 

groups (p = 1.000), the under 5 group was most frequently serviced. 

 

 

Question B3 – In this question, participants were asked to state the type of 

standardised assessment they used with the age group of children with ASD they 

serve most frequently.  

The standardised assessments used varied between the regions.  Participants in 

Victoria and Malaysia used four main standardised assessments in the areas of: (a) sensory 

processing or sensory integrations, (b) gross or fine motor skills, (c) developmental 

screenings and evaluations and (d) school-related skills.  

Participants in Malaysia also reported that they used standardised assessments in 

the area of Activities of Daily Living skills – the Australian cohort did not identify this.  

The lists of the top five standardised assessments tools used most frequently by the 

participants, where applicable, are presented in Appendix O, Table O.1. 

 

Question B4 – If you use non-standardised assessments, please describe them. 

The greater number of responses was received from the participants in both 

regions concerning the method of using assessments created by their workplace or self-

developed (27.3% participants in Victoria and 23.1% participants in Malaysia) and also 

regarding the use of reports from interviews or observations (36.4% participants in 
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Victoria, 30.8% participants in Malaysia).  Using a section of the items derived from the 

standardised assessments informally to guide the assessment process garnered fewer 

responses from the participants in both regions (7.6% and 17.3% from participants in 

Victoria and Malaysia, respectively).   

 

Section C: Intervention 

 

Question C1 – Please indicate which of the following interventions/ 

programmes you use/have used with children with autistic spectrum disorders in 

your occupational therapy practice. 

Interventions used by therapists working in Victoria were - early intervention 

programme, environmental modifications, Picture Exchange Communication System 

(PECS) (Bondy & Frost, 2001), sensorimotor stimulation, sensory diet and sensory 

integration, which were ‘often’ utilised in their work.  Participants in Malaysia most 

commonly use play therapy, sensory integration training and snoezelen therapy in their 

services.  

The ones which are common to both include early intervention, modification of 

environment, therapeutic listening, floortime™ techniques and facilitated communication.  

However, thirty-four different types of interventions were indicated, with only those five 

interventions common to both regions.  The detail results are shown in Appendix O, Table 

O.2. 

 

Question C2 – Please list your three (3) most common short-term 

occupational therapy intervention goals when working with children with autistic 

spectrum disorders.  

Information gathered from this question was categorised accordingly and a 

number of responses were presented.  Seventeen categories were identified based on the 
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participants’ responses and these are listed in Appendix O, Table O.3.  The top three most 

common short-term goals that received more responses from the participants in Victoria 

were: 

1. Managing issues related to sensory difficulties (26 responses or 39.4%) 

2. Improving attention and concentration skills (19 responses or 28.8%) 

3. Improving self-care skills (16 responses or 24.2%). 

The top three most common short-term goals that received more responses from 

the participants in Malaysia were: 

1. Improving communication and social skills (26 responses or 50.0%) 

2. Improving attention and concentration skills (26 responses 50.0%) 

3. Managing issues related to sensory difficulties (18 responses 34.6%). 

It is interesting to see that the participants in both regions provided similar 

qualitative responses on two short-term goals - managing issues related to sensory 

difficulties and improving attention and concentration skills.     

 

Question C3 – How often do you work with the following people/ 

professionals? 

The participants were asked to circle one number for their answers ranging from 

1-5 (never to always) and asked to name other people or professionals they worked with 

who are not listed in the questionnaire.  

Table 4.5 presents the detailed results on the participants’ working with other 

people or professionals in their services in Victoria and Malaysia.  Working with parents 

or caregivers received the majority responses from the participants in both regions as 

‘always’ been worked with in their services. 
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Table 4.5 

 

Results on the collaboration with other people or professionals in services with children with autistic spectrum disorders by the participants in 

Victoria   and Malaysia 

 

Working with other people or 

professionals and the statistical 

result 

n† 
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(%) 
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 Working with 

parents/caregivers 
66 52 0.0 0.0 3.0 1.9 4.5 1.9 18.2 28.8 74.2 67.3 .520 

 Working with 

teachers/educational staff 
66 51 0.0 5.9 1.5 19.6 16.7 51.0 39.4 19.6 42.4 3.9 

<.001* 

 Working with speech 

therapists/speech pathologists 
66 50 1.5 14.0 4.5 20.0 12.1 38.0 47.0 20.0 34.8 8.0 

<.001* 

 Working with psychologists 65 50 6.2 38.0 20.0 24.0 32.3 26.0 32.3 10.0 9.2 2.0 <.001* 

Note.  n† Represents number of participants providing rating.  In a five-point Lickert scale ranging from 1 (Never), 2 (seldom), 3 (sometimes),  

4 (often) and 5 (always).  *p <.05



 

93 

 

Statistical analysis showed no significant difference between the participants in the two 

regions in working with parents or caregivers.  This result is consistent with the result 

obtained in Question B1 where interviews with parents/caregivers were reported as being 

‘always’ administered by the majority of the participants in both regions.  However, there 

is a statistically significant difference between the participants in the two regions in - 

working with teachers or education staff, speech therapists or speech pathologists and also 

in working with psychologists (Table 4.5).  

Forty-seven participants indicated that they worked with other people or 

professionals such as medical doctors including paediatricians, general practitioners, 

psychiatrists, and other health professionals such as psychologists, neuropsychologists, 

nurses, physiotherapists, movement therapists, family therapists, audiologists, dieticians, 

and social workers.  Other behavioural or educational professionals including counsellors, 

play therapists, Applied Behavioural Analysis (ABA) therapists, behaviour management 

specialists, and integration aides. 

 

Question C4 – What are three of the most common challenges you experience 

when working with children with autistic spectrum disorders?  

This question received one hundred responses from 66 participants in the 

Victorian cohort and 71 responses from 52 participants in the Malaysian cohort as to what 

the practitioners found the most difficult.  Both cohorts stated that the condition itself was 

challenging and identified “difficulties in dealing and working with children with ASD” as 

their major issues.  The other two issues were also common, with the Victorian 

participants identifying challenges with providing occupational therapy services as their 

second issues and Malaysian participants identifying this as their third issues, and 

“difficulties with working with parents/caregivers” identified as the third issues in Victoria 

and second issue in Malaysia.  These detailed results can be located in Appendix O, Table 

O.4. 
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Points of interest here are the great similarities observed in terms of the 

challenges experienced by the participants in both regions in providing services for 

children with ASD, especially in those three areas stated above.  

 

Section D: Adaptive Behaviours 

 

Question D1 – How often do you address the following adaptive behaviours 

with children with autistic spectrum disorders in your occupational therapy practice? 

In order to answer this question, participants were asked to (a) complete a Likert 

scale of the areas of adaptive behaviours addressed in their services for children with ASD, 

and (b) identify areas of adaptive behaviours that were not listed elsewhere in the 

questionnaire.  

Table 4.6 shows the results and comparison of results between the two cohorts, 

demonstrating a statistically-significant difference between the regions in health and safety 

and work/vocational skills.  No further adaptive behaviours were identified by either 

cohort.  

 

Question D2 – How often do you utilise the following settings when providing 

adaptive behaviour interventions for children with autistic spectrum disorders?  

The participants were asked to circle one number on a Likert scale and asked to 

name other settings they employed that are not listed in the questionnaire.  Utilising clients’ 

natural environments was stated as ‘always’ and ‘sometimes’ utilised by the highest 

percentages of the participants in both cohorts, as shown in Table 4.7.  

Statistical analysis showed no significant difference between the respondents in the 

two regions in utilising community facilities as their intervention settings when providing 

adaptive behaviour interventions.  However, there are statistically-significant differences 

between the respondents in both regions when using occupational therapy setting and  
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Table 4.6 

 

Results on the area of adaptive behaviours addressed with children with ASD by the participants in Victoria and Malaysia 

 

Area of adaptive behaviours addressed by the participants in their services with children with ASD in Victoria and Malaysia 

Area of adaptive behaviours addressed 

and the statistical result 

n† 
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(%) 

Seldom 

(%) 

Sometimes  

(%) 

Often 

(%) 

Always 

(%) 

p 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

 

 Self-care activities (e.g., bathing, 

toileting)  
65 51 1.5 0.0 1.5 7.8 20.0 25.5 58.5 43.1 18.5 23.5 .606 

 Home living (e.g., make bed, prepare 

breakfast) 
65 51 15.4 15.7 29.2 31.4 38.5 29.4 12.3 15.7 4.6 7.8 .840 

 Social skills 65 50 0.0 0.0 1.5 0.0 18.5 20.0 47.7 52.0 32.2 28.0 .754 

 Communication skills [including 

Alternative and Augmentative 

Communication (AAC)] 

63 52 14.3 9.6 9.5 21.2 34.9 17.3 19.0 38.5 22.2 13.5 .988 

 School readiness skills (e.g., hand 

writing skills, modifications to 

accommodate limitations in functional 

academic activity) 

65 52 1.5 7.7 3.1 5.8 10.8 19.2 50.8 42.3 33.8 25.0 .050 
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Table 4.6 

 

Results on the area of adaptive behaviours addressed with children with ASD by the participants in Victoria and Malaysia (continued) 

Area of adaptive behaviours addressed by the participants in their services with children with ASD in Victoria and Malaysia 

Area of adaptive behaviours addressed 

and the statistical result 

n† 
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 Community use (use of facilities in the 

community, e.g., transportation, 

recreational centre, local shop) 

65 50 20.0 32.0 36.9 36.0 27.7 22.0 12.3 4.0 3.1 6.0 .133 

 Self-determination (e.g., problem 

solving skills, making decision and 

choices) 

65 52 6.2 7.7 16.9 23.1 35.4 26.9 24.6 36.5 16.9 5.8 .412 

 Play/leisure participation (e.g., attend 

& participate in games) 
65 51 0.0 0.0 4.6 2.0 18.5 5.9 46.2 54.9 30.8 37.3 .199 

 Health and safety education 65 51 35.4 15.7 33.8 35.3 13.8 33.3 13.8 7.8 3.1 7.8 .029* 

 Work or vocational skills 64 51 60.9 39.2 23.4 17.6 9.4 27.5 4.7 9.8 1.6 5.9 .004* 

Note.  n† Represents number of participants providing rating.  In a five-point Lickert scale ranging from 1 (Never), 2 (seldom), 3 (sometimes),  

4 (often) and 5 (always).  *p < .05
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Table 4.7 

 

Results on the setting utilised when providing adaptive behaviours interventions with children with ASD by the participants in Victoria and 

Malaysia  

Area of adaptive behaviours addressed by the participants in their services with children with ASD in Victoria and Malaysia 

Area of adaptive behaviours 

addressed and the statistical result 

n† 
Never 

(%) 

Seldom 

(%) 

Sometimes  

(%) 

Often 

(%) 

Always 

(%) 
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 Occupational therapy 

settings/clinics 
64 52 14.1 0.0 9.4 1.9 9.4 9.6 35.9 23.1 31.3 65.4 <.001* 

 Clients’ natural environments 66 52 0.0 11.5 7.6 21.2 25.8 40.4 31.8 23.1 34.8 3.8 <.001* 

 Community facilities 66 50 40.9 38.0 27.3 42.0 28.8 20.0 3.0 0.0 0.0 28.0 .583 

Note.  n† Represents number of participants providing rating.  In a five-point Lickert scale ranging from 1 (Never), 2 (seldom), 3 (sometimes), 

4 (often) and 5 (always).  *p < .05
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clients’ natural environments in their services.  Other settings utilised when addressing 

adaptive behaviour interventions listed by the participants included multidisciplinary 

settings; i.e. using other profession’s settings, e.g., speech therapy clinics, hospital 

facilities, e.g., playground, and community-based rehabilitation (CBR) centres. 

 

Section E: Perceived Professional Development Needs 

 

Question E1 – Please rate your level of confidence when providing 

occupational therapy services for children with autistic spectrum disorders.  

The participants were asked to circle one number ranging from: 1 (Very low), 2 

(Low), 3 (Moderate), 4 (High) and 5 (Very high) in order to define how confident they felt 

in providing occupational therapy services.  No therapists registered very low confidence, 

with the majority feeling moderately or highly confident (Figure 4.1).  Statistical analysis 

showed no significant difference between the participants in the two regions regarding 

their level of confidence when providing services for children with ASD (p = .434). 

 

 

Figure 4.1.  Bar chart showing the percentages of the level of confidence when providing 

occupational therapy services for children with ASD. 
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Question E2 – Have you attended any training/certification courses or 

continuing education courses that are relevant to your occupational therapy services 

for children with autistic spectrum disorders?  

The result shows that high numbers of therapists have attended relevant courses 

(80.3% for respondents in Victoria and 46.2% for respondents in Malaysia), although the 

Victorian cohort were double that of the Malaysian group, which is statistically significant 

(p = <.001).  Participants were also asked in a qualitative question to list the courses and 

years attended.  The detailed qualitative information is presented in Appendix O, Figure 

O.1.  The type of courses most attended in both regions included sensory related courses 

(25.8% and 42.3% of participants in Victoria and Malaysia, respectively).  Participants in 

Malaysia named behavioural management courses as the second most attended and social 

skills training as the third courses most attended (28.8% and 15.4%, respectively).  Social 

skills training was reported by the Victorian cohort as the second most attended (19.7%), 

with training on assessment tools and knowledge about ASD as the third courses most 

attended by them. Attending courses on activities of daily living/self-care skills was only 

reported by 1.5% and 3.8% of the participants in Victoria and Malaysia, respectively.  The 

detailed results of this question can be found in Appendix O, Figure O.1. 

 

Question E3 – Please name the training/certification courses that are relevant 

to your occupational therapy services for children with autistic spectrum disorders 

which you plan to attend in the table below.  

The detailed results in this question are consistent with the results in Question E2 

where participants in both regions stated that the sensory-based related courses were 

attended the most by them.  This question demonstrates that most practitioners would like 

to attend courses related to sensory-based intervention for children with ASD (Appendix O, 

Figure O.2).   
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The top five courses that the participants in Victoria would like to attend were:  

1. Sensory-based related courses (17 responses or 25.8%) 

2. Social skills (13 responses or 19.7%) 

3. Training on assessments tools (5 responses or 7.6%) 

4. Courses/seminars on gaining knowledge about ASD (5 responses or 7.6%) 

5. Interventions on activities of daily living/self-care skills (3 responses or 

4.5%). 

 

The top five courses that the participants in Malaysia would like to attend were:  

1. Sensory-based related courses (22 responses or 42.3%) 

2. Behavioural management (15 responses or 28.8%) 

3. Social skills (8 responses or 15.4%) 

4. Play skills (6 responses or 11.5%) 

5. Handwriting skills or school related skills (6 responses or 11.5%). 

 

Question E4 – Please indicate your preferences in the method of obtaining 

knowledge and skills.  

In this question, participants were asked to identify their preferred learning style 

(Table 4.8).  The greatest percentages of the respondents in Victoria indicated that they 

had ‘high preferences’ in the method of (a) hands-on mentoring by expert or experience 

therapists, (b) multidisciplinary workshop with discussion and problem solving, (c) short 

courses of specialised certification on a certain technique or programme, and (d) 

conferences or seminars. 

The highest percentages of the respondents in Malaysia reported that they preferred 

(a) hands-on mentoring by expert or experienced therapists and (b) attending short courses 

of specialised certification on certain techniques or program in obtaining knowledge and 

skills.



 

101 

 

 

 

Table 4.8 

Results on the preferences on the method of obtaining knowledge and skills reported by the participants in Victoria and Malaysia 

 

Area of adaptive behaviours addressed by the participants in their services with children with ASD in Victoria 

Method of obtaining knowledge and 

skills and the statistical result 

n† 
Not preferred 

(%) 

Low 

preferences 

(%) 
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(%) 
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preferences 
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 Hands-on mentoring by 

expert/experienced therapists 
64 51 1.6 0.0 1.6 3.9 17.2 21.6 51.6 31.4 28.1 43.1 .414 

 Case presentation of intervention 

and technique 
64 51 1.6 0.0 14.1 3.9 45.3 31.4 35.9 49.0 3.1 15.7 .001* 

 Multidisciplinary workshop with 

discussion and problem solving 
64 51 0.0 2.0 7.8 0.0 31.3 21.6 54.7 49.0 6.3 27.5 .004* 

 Short courses of specialised 

certification on certain 

technique/program 

65 51 4.6 2.0 4.6 3.9 21.5 29.4 43.1 31.4 26.2 33.3 .759 

 Online courses 64 49 26.6 10.2 23.4 30.6 21.9 44.9 20.3 8.2 7.8 6.1 .572 

 Conferences or seminars 66 50 4.5 6.0 16.7 6.0 31.8 30.0 37.9 50.0 9.1 8.0 .268 

 Literature reviews 64 50 17.2 10.0 25.0 20.0 37.5 38.0 20.3 28.0 0.0 4.0 .082 

 Advanced post-professional 

degrees 
63 47 22.2 14.9 25.4 14.9 25.4 27.7 22.2 23.4 4.8 19.1 .029* 

Note. n† Represents number of participants providing rating. In a five-point Lickert scale ranging from 1 (not preferred), 2 (low preferences),  

3 (moderate), 4 (high preferences) and 5 (preferred the most). *p < .05
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Other methods of obtaining knowledge and skills listed by the respondents were: 

1. Video conferences which might benefit occupational therapy 

practitioners who are located in remote areas 

2. Distance education learning 

 

Summary 

 

This chapter has presented the results and discussion on two surveys regarding the 

occupational therapy services provided for children with ASD in Victoria and Malaysia.  

The purpose of this was to compare current practice, and to see whether or not Malaysian 

occupational therapists were acting in a way that was either imitating the practice in a near 

but culturally different nature, or starting to develop independently and contextually 

appropriate services for Malaysian children and families.  Some similarities can be seen in 

the services provided by the participants in these regions, such as in terms of the 

assessments and interventions/programmes provided and also on the practitioners’ goals in 

their service provisions for children with ASD and their families.  Malaysian and Victorian 

participants indicated that they have attended, and would like to attend, courses and 

training related to sensory-based interventions, whereas hands-on mentoring and short 

courses on specialised certifications were their most preferred methods of acquiring 

knowledge and skills in their services for children with ASD and families.  It was highly 

indicated by the participants in both cohorts that they are working closely with 

parents/caregivers in their services.  However, in both regions, it was unclear as how the 

therapists worked with parents/caregivers, in terms of planning for the services based on 

the child with ASD’s unique needs and abilities.  This was then explored in the second 

phase of the study. 
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CHAPTER V 

PHASE 2: DAILY LIVING SKILLS IN CHILDREN WITH AUTISTIC SPECTRUM 

DISORDER IN PENINSULAR MALAYSIA – PARENTS’ PERSPECTIVE - 

METHODOLOGY 

________________________________________________________________________ 

As stated previously, children with ASD have difficulty managing daily living 

activities, and there is no published information in this area of children with ASD in the 

Malaysian context.  In order to address this, the following research questions were 

identified: 

1. What is the level and profile of adaptive behaviour skills in children with ASD 

living in Peninsular Malaysia? 

2. What are the occupational performance difficulties that children with ASD living 

in Peninsular Malaysia display?  

3. What is the relationship between the level of occupational performance in children 

with ASD and their parents’ satisfaction level regarding that occupational 

performance, and 

4. What is the relationship between the adaptive behaviour skills in children with 

ASD and their occupational performance difficulties, level of satisfactions and 

priorities in occupational performance as identified by their parents in Peninsular 

Malaysia? 

 

In order to address these questions, a mixed methods approach, consisting of survey 

and semi-structured interviews, was developed.  Figure 5.1 provides an overview of the 

methods employed in phase two of this research.  
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Figure 5.1. The overview of the data collection methods employed in phase two of the 

research.
5
 

 

 

Analytical tools 

 

The two data collection tools used to address the research question include the 

Canadian Occupational Performance Measure, hereafter called the COPM (Law et al., 

2000, 2008) and the Vineland Adaptive Behaviour Scales (Second edition) 

(Parent/Caregiver Rating Form), hereafter called the Vineland-II (Sparrow et al., 2005b) 

(refer to Appendices P and Q). 

 

 

 

                                                           
5 Note.  ª The Vineland Adaptive Behaviour Scales – Second Edition (Parent/Caregiver Rating 

Form) (the Vineland-II) (Sparrow et al., 2005b). 

^ The Canadian Occupational Performance Measure (COPM) (Law et al., 2000, 2008). 

 

Data collection method in phase two 

The Vineland-IIª The COPM^ 

Parents’ accounts 

(written notes and 

audio-recorded 

interviews) 

The levels and 

profiles of adaptive 

behaviour  

skills 

The occupational performance 

issues and the scores on the levels 

of importance, performance, and 

satisfaction 

Semi-structured interview  Survey 
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The Canadian Occupational Performance Measure (COPM) 

The COPM is a client-centred outcome measure, in which a person identifies 

his/her priorities in occupational performance within the areas of self-care, productivity 

and leisure, with three further categories in each area (Table 5.1).  For each of these 

categories, the person identifies the importance of the activity, and also satisfaction, 

performance and importance of the activity, on a ten-point scale.  It is generally delivered 

in a semi-structured interview format, and has been used as a proxy measure successfully 

in research and practice with children (Cusick, Lannin, & Lowe, 2007; Lowe, Novak, & 

Cusick, 2006; Stewart & Neyerlin-Beale, 2000; Verkerk, Wolf, Louwers, Meester-Delver, 

& Nollet, 2006). The COPM semi-structured interview was developed to promote a client-

centred occupational therapy approach.  It identifies problems encountered by clients in 

the areas of self-care, productivity and leisure, which are called occupational performance 

issues.  Engagement in meaningful occupation through the successful interaction between 

the person and his or her environment and occupation enhances his or her performance and 

maintains cognitive and physiological wellbeing.  

 

Table 5.1 

The areas and categories contained in the Canadian Occupational 

Performance Measure (COPM) 

 

The Canadian Occupational Performance Measure (COPM) 

 Areas Categories 

1. Self-care - Personal care 

- Functional mobility 

- Community management 

2. Productivity - Paid/unpaid work 

- Household management 

- Play/school  

3. Leisure - Quiet recreation 

- Active recreation 

- Socialisation 
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The COPM semi-structured interview was developed to be used with adult 

clients; however, it has successfully been used with paediatric clients with parents or 

caregivers used as proxies (Cusick, Lannin, & Lowe, 2007; Lowe, Novak, & Cusick, 

2006; Stewart & Neyerlin-Beale, 2000; Verkerk, Wolf, Louwers, Meester-Delver, & 

Nollet, 2006). 

A study conducted by Verkerk et al. (2006) concluded that the use of the COPM 

semi-structured interview would identify the child’s unique individual issues and also that 

it is a valuable tool in defining the intervention goals for the child, based on a parent’s or 

caregiver’s perspective.  Moreover, a literature review conducted by Carswell et al. (2004) 

found that the COPM semi-structured interview has been successfully used with a wide 

variety of clients, including children with disabilities and their family members, and also 

in a variety of different countries and cultural backgrounds.  The review concluded that the 

COPM semi-structured interview is a valid, reliable, clinically useful, and responsive 

outcome measure for use by occupational therapy practitioners and researchers (Carswell 

et al., 2004). Thus, the COPM was chosen for this study in order to identify the priority 

areas for this group of children and their families.  

 

The Vineland Adaptive Behaviour Scales-Second Edition (Vineland-II) 

The Vineland-II (Sparrow et al., 2005b) is the most commonly used standardised 

assessment used to identify difficulties in adaptive behaviour for children with ASD 

(Scattone et al., 2011). The results of the Vineland have been used to facilitate educational 

and vocational planning for those with ASD (Carter et al., 1998; Tomanik et al., 2007).  

The Vineland-II is considered the gold standard assessment tool in assessing adaptive 

behaviours in children with special needs (Scattone et al., 2011). Hence, the Vineland-II, 

the most recent version of the Vineland Adaptive Behaviour Scales (VABS), was used in 

this study.   
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The Vineland-II (Sparrow et al., 2005b) consists of a survey interview and 

parent/caregiver rating form, and has an extended interview form and a teacher rating 

form, as well.  It assesses sub-domains within the four domains of Communication, Daily 

Living Skills, Socialisation and Motor skills (Table 5.2).  

  

Table 5.2 

The domains and sub-domains contained in the Vineland Adaptive Behaviour Scales – 

Second Edition (Vineland-II) 

 

The Vineland Adaptive Behaviour Scales – Second Edition (Vineland-II) 

 Domains Sub-domains 

1. Communication - Receptive (Listening and understanding) 

- Expressive (Talking) 

- Written (Reading and writing) 

2. Daily living skills (Daily 

living) 

- Personal (Caring for self) 

- Domestic (Caring for home) 

- Community (Living in the community) 

3. Socialisation (Social skills 

and relationships) 

- Interpersonal relationships (Relating to others) 

- Play and leisure time (Playing and using leisure 

time) 

- Coping skills (Adapting) 

4. Motor skills (Physical 

activity) 

- Gross motor (Using large muscles) 

- Fine motor (Using small muscles) 

 

The domains and sub-domains shown in brackets are the terms used in the 

booklet intended for use by parents or caregivers.  The Parent/Caregiver Rating Form is a 

survey form using simple terms and sentences.  

The motor skills domain consists of fine and gross motor skills, and is 

administered only to children up to 6 years of age.  The optional domain of the 

maladaptive behaviour index can also be scored using the Vineland-II.  It consists of 

internalising, externalising and other types of undesirable behaviours that may interfere 

with adaptive functioning.  However, in this study, the motor skills domain was not 
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included, owing to the age limitations put on it; the optional maladaptive behaviour 

domain was also excluded, because this study focused on the daily living abilities of the 

children with ASD.   

The four broad domains cover essential adaptive skills across the lifespan.  

Parents or caregivers rate their child’s performances in day-to-day activities under the four 

broad domains using the score of 2 (usually), 1 (sometimes or partially), or 0 (never).  The 

Vineland-II survey is able to identify strengths and weaknesses in children with ASD; 

however, it does not include what is important to parents or caregivers.  For this reason, 

the COPM semi-structured interview was incorporated in the study in order to attain the 

daily living activities that are most important to parents or caregivers.  Therefore, in this 

study, findings from the Vineland-II (Parent/Caregiver Rating Form) on the children with 

ASD’s adaptive behaviour abilities were compared with findings from the COPM semi-

structured interview, which addressed parents’ or caregivers’ concern and priorities for 

achieving meaningful occupational performance for their children with ASD.  Findings in 

terms of the difficulties in adaptive behaviours of the children with ASD as identified in 

the Vineland-II were compared to the priorities of the parents or caregivers.  In this way, 

the usefulness of both measures (the Vineland-II and the COPM) can be considered in 

terms of occupational therapy practice. 

 

The Translation Process 

 

Both instruments, the COPM (the interview form and its score cards) and the 

Vineland-II (Parent/Caregiver Rating Form survey) were translated into the Malay 

language for use with the Malaysian populations involved in this study.  Permission to 

translate the instruments into the Malay language and use them in the study was granted 

from the copyright holders for (a) The main author of the COPM, Prof. Mary Law 

(Appendix R), and (b) The NCS Pearson, Inc. for the Vineland-II (Parent/Caregiver Rating 

Form survey) (Appendix S).  



 

109 

 

The forward-backward translation procedure was applied to translate both 

instruments from the original English into the Malay language version (Beaton, 

Bombardier, Guillemin, & Ferraz, 2000; Hunt & Bhopal, 2004).  Two translators 

independently performed the forward translation process of both instruments from the 

English into the Malay language.  A certified translator did one translation and an 

occupational therapy lecturer who is a native speaker of the Malay language and also a 

proficient speaker of the English language did another.  The translation was aimed at 

achieving the most relevant meaning and intent of the English terms and translating them 

into the conceptually equivalent Malay language accordingly (Beaton et al., 2000; Hunt & 

Bhopal, 2004).  

Once the researcher, who is a native speaker of the Malay language and a 

proficient speaker of the English language, received the forward translation from both 

translators, comparisons were made and discussions were held with both translators.  The 

discussions were made in order to decide on the words or expressions used to maintain 

their meaning before the harmonised version of the forward translations of both 

instruments were produced (Beaton et al., 2000; Hunt & Bhopal, 2004).  Both translators 

agreed that items containing people’s names, sports or games and use of currency in the 

Vineland-II (Parent/Caregiver Rating Form) should be replaced with commonly used 

people’s names, and sports or games commonly played, in the Malaysian cultures, and the 

currency used in Malaysia.  

The harmonised version of both translated instruments was then translated back 

into the English language as a process of validity checking to ensure content consistency 

(Beaton et al., 2000).  The other qualified translator, who was unfamiliar with the 

instruments to reduce bias in the translation process, did the backward translation.  The 

researcher reviewed the backward translation of both instruments and compared them with 

the original English language instruments.  Any differences in the meaning and intent 

between the backward translations and the original instruments were reviewed.  
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Consequently, any items in the forward translation that did not reflect the original intent of 

the English language instruments were re-worded into Malay to produce the final forward 

translations of both instruments.  

These were then sent to seven Malaysian occupational therapy clinicians and a 

tutor specialising in early childhood development to review the final forward translation in 

order to ensure its content accuracy and cultural validity in terms of each item’s 

appropriateness to be used with the Malaysian population.  Initially, seven reviewers 

agreed to conduct the review; however, one withdrew for personal reasons.  The six 

clinicians who conducted the review included one occupational therapy practitioner with 

more than 20 years’ work experience, and another with nearly 15 years’ experience in 

various areas of occupational therapy services for children and adult clients and also 

experience in administrative tasks.  The four others had between six to 10 years’ work 

experience in occupational therapy services with children and adult clients in Malaysia.  

All of them were native speakers of the Malay language.  

No suggestions for modification were received from the clinicians regarding the 

content of the instruments.  However, one comment was received regarding the format of 

the ‘date of assessment’ and ‘date of birth’ located on the front cover of the Vineland-II 

where both were written in ‘day:month:year’ format.  These have been changed to 

‘year:month:day’ format for both date of assessment and date of birth as this is how it is 

written in the original English language form.  

Correcting this was important as this specific format of the date is used to 

calculate the child’s chronological age.  This error had gone unnoticed during the 

translation process.  Consequently, the final forward translation of both instruments was 

produced according to the same format and layout as in the original instruments and was 

then sent to the copyright holders, together with a copy of the backward translation, for 

their reference and as requested in the permission agreement.  Refer to Appendices T and 

U for the final forward translation of the Malay language version of the COPM and the 
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Vineland-II, respectively.  The steps involved in the translation process of both 

instruments were simplified as in Figure 5.2. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5.2.  The forward-backward translation process of the Vineland-II and the COPM. 

 

Participants and Recruitment 

 

Respondents in this phase of the research were parents of children with ASD in Peninsular 

Malaysia.  The decision made to conduct the surveys and interviews in phase two of the 

study in Peninsular Malaysia only, as opposed to the whole of Malaysia (Peninsular and 

East) was due to language and geographical factors.  It was also found from phase one of 

The translation process of the study instruments 

- The Vineland-II (Parent/Caregiver Rating 

Form) 

- The COPM 

Forward translation by a qualified 

translator 

Forward translation by an  

Occupational therapy lecturer 

Discussion and harmonisation of problematic items with both 

qualified translators and the researcher 

Harmonised forward translation of both 

instruments 

Backward translation by a different qualified translator 

Comparison of the backward translations with the 

original instruments and review of forward translations 

performed by the researcher 

The final forward translation of the Malay language 

versions and clinicians review completed  

 

The final forward translation of the Malay language versions 

produced according to the same format and layout as the 

original instruments 
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the research that there were more occupational therapy respondents from Peninsular 

Malaysia compared to East Malaysia.  The student researcher’s main native language was 

Malay and she was able to understand the majority of the Malay dialects spoken in 

Peninsular Malaysia.  There was also a geographical factor in that East Malaysia is located 

on the island of Borneo.  The possibility of collecting data in East Malaysia was limited by 

language, financial, and time constraints.  A final influencing factor was that, according to 

the 2010 national census produced by the Department of Statistics Malaysia (2012), the 

population of persons with disabilities, which included children with disabilities was 

reported to be higher in Peninsular Malaysia as opposed to East Malaysia, as explained in 

the introduction chapter previously (Chapter I, p. 11). 

The inclusion criteria for participants (hereafter called the parents) were that they had:  

1. A child with ASD who was diagnosed with ASD between 3 to 12 years 

of age  

2. The parents were able to read, comprehend and write in the Malay 

language. 

The parents were recruited from two centres: 

1. The Universiti Kebangsaan Malaysia Medical Centre (UKMMC), which 

is one of the teaching hospitals in Malaysia 

2. The National Autism Society of Malaysia (NASOM), which is a non-

government organisation (NGO) that provides various services to 

children and adults with ASD and also to their families. 

 

The Head of the Occupational Therapy Department, UKMMC and the Chairman 

of the NASOM were first contacted in person to inform them about the study and explain 

the selection criteria for the parents for the study.  This was then followed with a formal 

application letter (Appendix V for the application letter to NASOM and UKMMC) sent 
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together with the explanatory statements of the study (Appendix W for an explanatory 

statement of the survey and the explanatory statement for the semi-structured interview) to 

the Head of the Occupational Therapy Department, UKMMC and the Chairman of the 

NASOM.  Permission was received from both bodies to recruit parents from their centres 

(Appendix X for the permission letters from both centres).  

 

Ethics 

 

The Monash Human Research Ethics Committee (MUHREC) approval was 

applied for and granted in September 2010 – project number CF10/1520 – 2010000818 

(Appendix Y).  In order to conduct research in Malaysia, another approval was sought 

from the Research Promotion and Co-Ordination Committee, Economic Planning Unit 

(EPU), Prime Minister’s Department, Malaysia.  This ethics approval was granted in 

December 2009 – reference number UPE: 40/200/19/2505. This approval from EPU was 

for data collection performed in phases one and two of the research (Appendix L).  A 

separate human ethic approval was applied for to recruit parents from the UKMMC from 

the Medical Research and Industry Secretariat.  This was granted in 15 November 2010 – 

reference number: UKM 1.5.3.5/244/SPP/NN-102-2010 (Appendix Z).  No separate 

ethical approval was needed to recruit parents from the NASOM as the approval from 

EPU and MUHREC were considered satisfactory and applicable to this research by the 

Chairman of the Centre.  

 

Data Collection 

 

Data collection took place between July and September 2010 and in January and 

February 2011.  The parents were recruited from those whose children with ASD were 

attending occupational therapy clinics in the UKMMC and NASOM.  In order to reduce 

the perception of pressure on the parents to participate in the research in relation to 

receiving therapy, the researcher herself approached the parents, instead of asking their 



 

114 

 

occupational therapists to approach them.  Each parent, while waiting for his or her child’s 

turn to receive an occupational therapy service, or when just finished their interventions, 

was approached by the researcher and was firstly given a verbal explanation about the 

objectives of the study followed by an explanatory statement to read about the study.  

There were two explanatory statements given to parents: one for the Vineland-II 

Parent/Caregiver Rating Form survey and another for the COPM semi-structured interview 

(Appendix W).  Those parents who gave their verbal agreement to voluntarily participate 

in the research were then given a consent form to complete and sign. Two consent forms 

were given, one for the Vineland-II Parent/Caregiver Rating Form survey (Appendix AA) 

and another for the COPM semi-structured interview (Appendix AB).  All the explanatory 

statements and consent forms used were prepared in English and translated into the Malay 

language by a qualified translator.  

Each parent completed both the Vineland-II Parent/Caregiver Rating Form survey 

and the COPM semi-structured interview.  In order to avoid bias from the parents’ answers 

due to the order of the data collection employed in this study, a randomisation process was 

performed to determine which assessment was performed first.  The first parent recruited 

completed the survey and followed with the interview session, whereas the second parent 

recruited was interviewed first and followed with the survey.  The randomisation process 

continued with odd number recruitments performing the survey first followed by the 

interview session and even number recruitments being interviewed first followed by the 

survey.  All parents were given a numerical code for de-identification purposes and no 

names or other identification details were written on the survey forms, interview notes, and 

transcriptions other than in the consent forms completed and signed by the parents.  

 

The Vineland-II Survey 

 

The parents were instructed in how to complete the self-administered survey of 

the final forward translation of the Malay language version of the Vineland-II 
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(Parent/Caregiver Rating Form) (Appendix U), particularly, in how to rate the abilities of 

their child with ASD according to the criteria as set out in the form.  The parents 

completed three domains in the form (a) communication, (b) daily living, and (c) social 

skills and relationships.  As mentioned, the physical activity domain was excluded from 

the study due to the age limitations put on it, as it was only used to measure motor skills 

for children up to six years of age.  The optional domain of maladaptive behaviour was 

also omitted in the study.  The parents indicated whether their child with ASD “can 

usually perform the tasks”, “are sometimes or partially able to perform the tasks” or “are 

never able to perform the tasks” as listed in the form.  To facilitate this process, the 

researcher calculated the child’s chronological age.  This chronological age was used as 

the starting point for parents to begin their ratings.  The parents were free to complete the 

survey at the place or location of their choice and they were also offered the opportunity to 

complete them in vacant rooms in the occupational therapy department, such as the 

individual intervention room or staff rest room.  They were asked to return the survey form 

to the researcher once it had been completed.  

 

The Canadian Occupational Performance Measure Semi-Structured Interview 

 

Data were collected using the final forward translation of the Malay language 

version of the Canadian Occupational Performance Measure (Appendix T).  The parents 

who agreed to be involved in the interview were also asked for their permission for the 

session to be audio-recorded and were asked to show their agreement by indicating this in 

the consent form.  Audio-recording of the interview sessions allowed the researcher to pay 

more attention to the parent; the information provided could be heard again for data 

analysis purposes (Kvale, 2007).  However, those who were not feeling comfortable about 

the session being audio-recorded had their decision respected and notes were taken using 

pen and paper.  
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The interviews were performed on a one-to-one basis.  To ensure privacy and to 

encourage parents to speak freely, the interviews were performed in the vacant individual 

intervention or staff rest room in the occupational therapy department where the 

conversation could not be overheard (Liamputtong, 2009).  These settings also provided a 

quiet place for the interview to be audio-recorded in order to ensure the quality of the 

recording (Bryman, 2008).  However, it was not possible to carry out all interviews in the 

individual intervention or staff rest room.  Interviews with some parents had to be 

performed in the waiting area or in the occupational therapy activity rooms/clinics while 

their children with ASD were receiving occupational therapy sessions.  Where the 

interviews had to be performed in these settings, the interviews were not recorded due to 

the background noise which inhibits quality audio recording and notes were taken using 

pen and paper.  Some interviews were also not audio-recorded although they were 

performed in the individual intervention or staff rest room.  This was because some parents 

had to bring along their child with ASD and/or their siblings to the interview room, which 

made it impossible to get a quiet situation to ensure quality audio-recording.  Some 

children with ASD and/or their siblings were also distracted by and attracted to the audio-

recording devices and tried to touch them, which consequently interfered with the parents’ 

concentration and the interview process.  

The interview content was guided by the three main occupational performance 

areas in the COPM consisting of (a) self-care, (b) productivity, and (c) leisure.  There are 

three categories under each occupational performance area in the COPM, but only one 

category under each area was asked of the parents; the selections consisted of (a) self-care 

- personal care, (b) productivity - play and/or school, and (c) leisure - socialisation.   

This selection is illustrated by the shaded boxes in Figure 5.3.  The reasons for these 

selections of the COPM categories are that these areas were the focus of the research 

questions and it closely match with the domains and sub-domains in the Vineland-II 

survey (parents/caregivers rating form) (see Table 5.2 for the content). 



 

117 

 

 

The COPM 

occupational 

performance areas 

 Occupational 

performance 

categories selected for 

the interview 

 Interview question 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5.3.  Shaded boxes shows the occupational performance domains and sub-domains 

in the COPM asked in the semi-structured interview. 

 

 

Self-care 

Productivity 

Leisure 

Personal care 

Functional mobility 

Community 

management 

Paid/unpaid work 

Household 

management 

Play/school 

Quiet recreation 

Active recreation 

Socialisation 

Question 2 

Question 1 

Question 1: Self-care 

What are the personal care activities that 

you hope your child can do, needs to do 

or expect that your child can do but 

he/she cannot, doesn’t do or you aren’t 

satisfied with how they do them?  

For example, the personal care activities 

can be in term of dressing, bathing, 

feeding, hygiene. 

 

Question 3: Leisure 

What are the socialisation activities that 

you hope your child can do, needs to do 

or expect that your child can do but 

he/she cannot, doesn’t do or you aren’t 

satisfied with how they do them?  

For example, the socialisation activities 

can be in term of visiting friends, 

making or answering phone calls, 

attending parties. 

 

Question 2: Productivity 
What are the play and/or school 

activities that you hope your child can 

do, needs to do or expect that your child 

can do but he/she cannot, doesn’t do or 

you aren’t satisfied with how they do 

them?  

For example, the play and/or school 

activities can be in term of play skills, 

school skills, doing his/her homework. 

 
Question 3 
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In order to establish the accuracy of the comments noted by the student 

researcher, a form of member checking was performed at the end of each interview.  All 

the interview sessions were conducted in the Malay language.  The parents were asked for 

their opinion about the problems faced by their children with ASD in performing daily 

living activities according to the interview questions listed (see Figure 5.3, p. 116).   

A form of member checking is important to gain accuracy on the information 

given by the parents and at the same time ensuring that the researcher captured the correct 

intentions from the parent’s feedback as well (Lincoln & Guba, 1985; Mays & Pope, 

2000).  In the member checking process, the researcher stated and summarised the 

information regarding the occupational performance problems faced by the children with  

ASD given by the parents during the interview.  The parents were given an opportunity to 

confirm the occupational performance problems summarised by the researcher and they  

were also asked if there was anything else that they wanted to add.  Then, the parents were 

asked to choose the five most important occupational performance problems among all the 

problems stated.  Using the score cards provided the parents were then asked to rate the 

level of importance and performance of their child with ASD in each of the five areas and 

also their level of satisfaction in terms of their child’s performance for each of the five 

areas.  

 

Methods of Data Analysis 

 

The methods of data analysis conducted in phase two of this research are divided into two 

separate stages:  

1. Stage 1 – The method of data analysis on: 

1. The level and profile of adaptive behaviour skills gained from the 

Vineland-II survey 
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2. The occupational performance difficulties and the scores on the 

importance, performance and satisfaction levels obtained from the 

COPM semi-structured interview 

3. Analysis of the relationship between the COPM level of performance 

and satisfaction 

4. Analysis of the relationship between the Vineland-II adaptive behaviour 

skills and the COPM level of performance, satisfaction, and importance. 

 

2. Stage 2 – the method of data analysis of parents’ accounts gathered from the 

written notes of comments and audio-recorded interviews obtained during the 

COPM semi-structured interviews. 

As such, the results obtained from the above data analysis were also divided into 

two separate stages and are presented in the next chapter.  All the results were described 

separately and then compared in a triangulation process to see the links between them 

(Figure 5.4). 

 

 

 

 

 

 

 

Figure 5.4.  Triangulation process on the results obtained. 

 

 

The level and profile of adaptive 

behaviours 

Parents’ account of their 

child with ASD’s problems 

in occupational performance 

The occupational performance 

difficulties and the scores on 

importance, performance, and 

satisfaction 



 

120 

 

Stage 1 - Method of Data Analysis 

 

Stage 1 served to answer the research questions asked in phase two of this study.  

The method of data analysis conducted to answer those research questions was explained 

in this stage. 

 

Data analysis for research question # 1:  What is the level and profile of 

adaptive behaviour in children with ASD living in Peninsular Malaysia?  

To enable the interpretation of the results, raw scores obtained for each individual 

child in the Vineland-II were converted into derived scores.  In order to do so, a computer 

programme, the Vineland-II ASSIST™ Scoring and Reporting System Version 1.1 (NCS 

PEARSON, Inc., 2007 – hereafter called the Vineland-II ASSIST™) software was used to 

score and generate results collected from the survey from parents for each child with ASD 

involved in this study.  

Firstly, the raw scores collected for each sub-domain were entered and the 

Vineland-II ASSIST™ software produced results in term of (a) sub-domains v-scale 

scores, (b) domains standard scores, (c) confidence interval (set at 90%), (d) percentile 

ranks, (e) adaptive levels, (f) age equivalent, and (g) stanine.  

Secondly, in order to produce the levels and profiles of adaptive behaviour skills, 

two attained scores were used in the analysis of (a) the derived scores attained for the 

domains and sub-domains and (b) the age equivalent score.  In this study, the age 

equivalent scores were also used to produce the levels and profiles of adaptive behaviour 

skills; according to Carter et al. (1998), this is considered the most appropriate measure of 

developmental level.  The individual results obtained on the domains’ standard scores, 

sub-domains’ v-scale scores and age equivalent scores were then entered into the PASW 

Statistics Version 18.0 for Windows (formerly SPSS-The Statistical Package for the Social 

Sciences – hereafter called SPSS) – to produce the group scores.  The age equivalent score 

produced by the Vineland-II ASSIST™ software was in year:month format, and this age 
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format was converted into age in months format when entered into the SPSS.  The 

domains’ standard scores, sub-domains’ v-scale scores and age-equivalent scores describe 

the relative level of adaptive behaviour skills on those areas compared with others of the 

same age in the standardisation sample of the Vineland-II.  In the Vineland-II, the standard 

score has a mean of 100 and a standard deviation of 15.  The v-scale score has a higher 

mean value of 15 and a standard deviation of 3.  This higher value of the mean in the 

Vineland-II enables a better differentiation at low levels of performance, especially when 

it is used with very low functioning children with ASD (Sparrow et al., 2005a). 

Using the SPSS, data were generated in terms of the mean scores, standard 

deviations, and minimum and maximum values of the domains’ standard scores, sub-

domains’ v-scale scores and the age equivalents scores for all the children with ASD 

involved in this study as a larger group.  These descriptive results are presented in the next 

chapter.  In the Vineland-II, to allow easier interpretations and better understanding of the 

results by parents or caregivers, the mean scores obtained on the standard scores and v-

scale scores, as compared to the mean scores of the standardisation sample were 

interpreted as: 

1. Low adaptive behaviour level for the mean scores at and below 2 

standard deviations below the standardisation mean  

2. Moderately low adaptive behaviour level for the mean scores at 1 

standard deviation below the standardisation mean 

3. Average adaptive behaviour level for the mean scores within the 

standardisation mean (scores between 85 to 115)  

4. Moderately high adaptive behaviour level for the mean scores at 1 

standard deviation above the standardisation mean 

5. High adaptive behaviour level for the mean scores at and above 2 

standard deviations of the standardisation mean. 
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Data analysis for research question # 2:  What are the occupational 

performance difficulties that children with ASD living in Peninsular Malaysia 

display?  

At the end of the interview, parents were asked to list the five most important problems 

exhibited by their child with ASD and also to rank the problems listed in terms of their 

level of performance and satisfaction.  The COPM provides data that are ranked and 

continuous (Novak, Cusick, & Lannin, 2009; Van Leit & Crowe, 2003) on the levels of 

importance, performance, and satisfaction that ranged between 1 – “not important at 

all/not able to do it /not satisfied at all” to 10 – “extremely important/able to do it 

extremely well/extremely satisfied”, respectively.  In order to get the total scores for each 

child, the scores obtained for the level of importance, performance and satisfaction were 

added together and divided by the number of occupational performance problems listed by 

parents.  The total scores for the level of importance, performance, and satisfaction 

collected for each individual child were entered and analysed descriptively using SPSS in 

terms of their mean, standard deviations, and minimum and maximum values. 

The next step involved grouping the five most important issues listed into 

categories (however, some parents listed less than five issues).  In order to determine the 

suitable categories, all the problems listed by parents were read entirely to gain initial 

views and an understanding of the issues mentioned.  Content analysis procedures as 

explained in Liamputtong’s (2009) were adopted.  The method of content analysis and 

procedures followed to determine the suitable categories are explained in detail later in this 

chapter under the heading of ‘Stage 2 – Data Analysis of Qualitative Data Obtained Using 

the Canadian Occupational Performance Measure Semi-Structured Interviews.  The same 

content analysis procedure was followed in analysing the five most important problems 

listed by parents. Similar problems were grouped under the same category although they 

may have been reported in a different context.    
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For example, “unable to talk with friends during playing” and “cannot talk to tell 

his/her needs for toileting” were put under the category of “issues in communication”.  

Another example: “cannot do buttoning” and “cannot care for own safety” were grouped 

under the category of “issues in personal care activities”.  Then, issues received for each 

category were counted and presented in terms of the number of problems listed and the 

number of the children with ASD reported to have that particular problems.  One child 

with ASD may have more than one problems reported by parents in each category 

identified. 

Seven categories of issues were developed from the content analysis of the 

problems mentioned by parents: 

1. Issues in communication 

2. Issues in personal care activities 

3. Issues in socialisation 

4. Issues in activities related to academic skills at school and/or at home 

5. Challenging behaviours 

6. Issues in play 

7. Other occupational performance issues.  

 

The total scores on the level of importance, performance and satisfaction for each 

identified category were computed into SPSS and the mean, standard deviations, minimum 

and maximum values for each category thus identified were presented as well. 

 

Data analysis for research question # 3: What is the relationship between the 

level of occupational performance in children with ASD and their parents’ 

satisfaction level regarding that occupational performance.  

A Pearson product-moment correlation coefficient (r) (Pallant, 2011) was chosen 

to correlate total scores of the level of occupational performance ratings and the level of 

Step 4 - 

Counting 
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satisfaction ratings obtained from administering the COPM outcome measure for all 

children (significance level of less than .05).  

In order to determine the strength of the correlation obtained, guidelines by 

Cohen (1988, pp. 79-81) were used.  According to Cohen (1988), the strength of the 

correlation is considered to be: small/weak (r=.10 to .29), medium (r=.30 to .49) and 

large/strong (r=.50 to 1.0).  

 

Data analysis for research question # 4: What is the relationship between the 

adaptive behaviour skills in children with ASD and their identified occupational 

performance difficulties, parents’ satisfaction levels and priorities in occupational 

performance.  

In order to answer the question, the Spearman Rank Order Correlation (Pallant, 

2011) was chosen to test the relationship between the result obtained from both the 

Vineland-II and the COPM scores.  The nonparametric alternative test was chosen 

because, even though the scores on the level of adaptive behaviour skills obtained from the 

Vineland-II standard scores domains on the communication, daily living skills and 

socialisation were at the interval level of measurement, they were not normally distributed 

when statistically tested using Kolmogorov-Smirnov (K-S) Lilliefors (Pett, 1997).  As 

well, they were assessed visually using histogram and box plot, which is a requirement of 

the parametric Pearson product-moment correlation (Pallant, 2011).  

The data for levels of performance, parental satisfaction and importance were 

taken from the total scores of the respective ratings. 

In conducting the Spearman Rank Order Correlation (Pallant, 2011), firstly, the 

standard scores obtained for each child with ASD in the three domains of communication, 

daily living skills and socialisation were combined (adaptive behaviour skills) and were 

divided by three (because only three domains were assessed in this study) to produce the 

total standard scores.  These total standard scores were correlated with the total scores 
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obtained on the “level of performance”, the “level of satisfaction”, and the “level of 

importance” (significance level of less than .05). 

Secondly, the correlations were made separately between the standard scores of 

each domain of communication, daily living skills, and socialisation, with the total scores 

obtained on the “level of performance”, the “level of satisfaction” and the “level of 

importance” (significance level of less than .05).  This correlation process is simplified in 

Figure 5.5. The strength of the correlation obtained was determined, based on the 

guidelines by Cohen (1988, pp. 79-81), as mentioned earlier.  

 

The Vineland-II 

total standard scores 

The COPM total scores The Vineland-II domains 

standard scores 

 

 

 

 

Figure 5.5.  Correlations between the Vineland-II total mean standard scores, domains 

standard scores, and the COPM. 

 

The method of data analysis performed in the Stage 2 is explained next.  

 

Stage 2 – Data Analysis of Qualitative Data Obtained Using the Canadian 

Occupational Performance Measure Semi-Structured Interviews 

 

All the audio-recorded interviews were transcribed verbatim.  All the interview 

notes taken manually using pen and paper and interview transcripts regarding the aspects 

of personal care, play/school, and socialisation activities in children with ASD as viewed 

by their parents were then translated into English by the researcher for analysis.  The 

information collected during the interviews was analysed to gain an understanding of their 

meaning (Rubin & Rubin, 2005).  The content analysis method as outlined by 

The level of performance 

The level of satisfaction 

The level of importance 

Adaptive behaviour skills 

 

 Communication 

 Daily living skills 

 Socialisation 
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Liamputtong (2009), which involved breaking down the parents’ answers into each phrase 

and then coding, was employed.  The content analysis method is considered the most basic 

form of qualitative data analysis (Green & Thorogood, 2009; Liamputtong, 2009) and is 

the fastest growing analysis method adopted in many fields (Neuendorf, 2002).  

Figure 5.6 is used to illustrate the process involved in the analysis of parents’ 

answers gathered from the written notes of comments and audio-recorded interviews 

obtained during the COPM semi-structured interviews.   

As illustrated in Figure 5.6, the analysis started with the process of reading and 

coding each individual parent’s answers before the answers were grouped together.  In 

performing the coding process, the steps and strategies as listed by Liamputtong (2009) 

(pp. 280-281) were followed and are summarised thus: 

1. All the parents’ answers were read to gain an overall understanding of 

the data collected 

2. The parents’ responses were re-read and initial codes were noted in the 

marginal notes columns.  During the coding process, parents’ wording 

was retained to maintain the essence of what the parents meant 

3. The initial codes were reviewed and refined.  Collapsing of the parents’ 

answers and codes that refer to the same meaning were performed in the 

re-coding process 

4. The categories and the sub-categories were grouped together. 

In order to assist with the coding process, as suggested by Green and Thorogood 

(2009), all the parents’ answers were arranged into a table format using the Word 

Processor program (Microsoft Office Word Professional XP version 2007).  The table 

created consisted of seven columns (a) parents’ codes, (b) parents’ answers, (c) initial 

codes, (d) refined codes, (e) the categories and sub-categories, (f) remarks, and (g) can do 

lists. 
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Figure 5.6.  The process involved in the data analysis of the parents’ accounts gathered 

from the written notes of comments and audio-recorded interviews. 

 

 

 

Arranging parents’ answers 

into a table form 

Finding meaningful contents 

in the parents’ answers  

Identifying initial code on 

parents’ answers 
Refining code on parents’ 

answers 

The coding 

process 

 

The active 

process of 

re-reading 

and re-

coding. 

 

The 

auditing 

process 

performed 

with 

researcher’s 

co-

supervisor. 

Grouping of categories and 

sub-categories 

Personal  

care 

Translating parents’ answers 

into English 

Verbatim transcriptions from 

audio-recorded interviews 

Pen and paper 

interview notes 

Play and/or 

school 

Socialisation 

Reading of all parent’s answers to gain an 

initial impression and understanding of the 

interview content 



 

128 

 

Table 5.3 presents an example of the table created to assist the data analysis 

process.  Three tables were created for each occupational performance domain and the 

parents’ answers. 

The numerical codes assigned for each parent were put in the first column named 

“parents’ codes” and all the parents’ answers to the questions were put in the second 

column.  Where the parents were unable to provide an answer to a question, “No 

comment” was put in that column for that particular parent.  In the “parents’ answers” 

column, all the answers were arranged in a point-form format in which the answers were 

broken down to words or phrases for each point.  During this coding process, care was 

taken to capture the essence of what the parents’ meant in order to avoid misinterpretation 

during the coding process.   

All the parents’ answers were analysed according to their meaningful content and 

were assigned codes.  In this study, focus of the analysis on the parents’ answers was on 

the problems and/or activities that cannot be performed by the children with ASD as 

identified by their parents during the interviews.  The first coding was done in the 

marginal notes during the process of reading of all the parents’ answers in the written 

notes and transcripts that had been translated into English language which was then 

transferred to the table into the column named “initial codes”, where the parents’ answers 

were summarised (see Table 5.3, p. 129).  This step of summarising the parents’ answers 

in the initial coding process was performed for all the answers related to the problems 

given by the parents before the next step of refining the coding was performed in the 

column named “refined codes”. In the process of refining the initial codes, the summaries 

of the parents’ answers were re-read and, where necessary, re-coding was performed in the 

“refined codes” column.  Where the summaries of the parents’ answers referred to the 

same meaning, they were then collapsed to build the refined code.  The process of 

collapsing parents’ meaningful contents is shown with the symbol  '    ' (see example given 

in Table 5.3, p. 129).   
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Table 5.3 

 

An example of the table created to organise the data analysis process 

 

P
a
re

n
ts

’ 
co

d
es

 

Question 1 - Area: Self-care  

Category: Personal care. 

What are the personal care activities that you hope your child can 

do, needs to do or you expect that your child can do but he/she 

cannot, doesn’t do or you aren’t satisfied with how they do them?  

For example, the personal care activities can be in term of 

dressing, bathing, feeding, hygiene. 

In
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l 
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 c
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R
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C
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 d
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Parents’ answers 

1
0

1
 (

fa
th

er
) 

- I hope that my son will know how to care for his own safety, not 

to do something dangerous, such as jumping from high places, 

simply crossing the road without looking to his left and right. 

 

- My son still cannot talk. 

 

- I hope that my son can talk, so that he can tell me what he 

wants. 

- To know how to 

care for own safety. 

- Not to do 

something 

dangerous. 

- Cannot talk. 

- Cannot tell dad 

what he wants. 

- Caring for 

own safety. 

 

 

 

- Cannot talk. 

- Cannot tell 

own needs. 

- Personal care = 

Caring for own 

safety. 

- Communication = 

Cannot talk. 

- Communication = 

Cannot tell own 

needs. 

 

 

 

 

 

 

 
 

 

1
0
3
 (

m
o
th

er
) 

- I hope he can dress by himself; he still cannot do buttoning; now 

he is using shoes with Velcro strap. 

- He has no problem with feeding; he can feed by himself without 

help. 

- He also has no problem with bathing. 

- He is able to go to toilet during the day to urinate or to do his big 

business.  

- In term of self-hygiene, such as washing hands, clean his face; 

he still needs help to do it properly. 

- Cannot do 

buttoning. 

 

 

- Cannot wash hands 

and clean his face 

properly without 

help. 

- Cannot do 

buttoning. 

 

 

- Need help 

with cleaning 

self. 

 

- Personal care = 

Dressing. 

 

 

- Personal care = 

Cleaning oneself. 

 

 

 - Eating. 

- Bathing. 

- Toileting 

during the 

day.  

- Wearing 

shoes with 

Velcro strap. 
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More suitable codes or names were given to represent meaningful contents in the 

process of refining the codes.  The process of refining the codes was done for all the 

parents’ answers before the next step of categorising was performed.  The categorising 

step involved the grouping of the “refined codes” given on the parents’ answers into 

appropriate COPM categories of personal care, play and/or school and socialisation (see 

Figure 5.3, p. 117) and also the generated sub-categories.  The ongoing process of re-

reading and re-coding involved in assigning the codes and categories to the parents’ 

answers enables the researcher to understand the data much more deeply (Liamputtong & 

Ezzy, 2005).  The notes made on the “initial codes”, “refined codes” and “categories and 

sub-categories” columns in the table not only enabled the process of refining the codes and 

categorising the parents’ answers, but were also helpful in assisting the process of an 

“audit trail” with the researcher’s co-supervisor in checking how and what codes and 

categories should be assigned to the answers (Liamputtong, 2009, p. 281).  

 Green and Thorogood (2009) also suggested this checking process in performing 

the coding process in qualitative data analysis.  The purpose of performing the “audit trail” 

was to confirm the accuracy of the coding and the categorising process performed by the 

researcher on the parents’ answers (Lincoln & Guba, 1985). 

Agreement on the codes given and the grouping of the categories and sub-

categories from the parents’ answers was performed with the researcher’s co-supervisor in 

the “audit trail” process mentioned earlier.  Where concern arose on the codes and 

categories assigned, parents’ answers were always referred to, in order to understand their 

meaningful contents, and codes and categories were then refined and agreed upon.  Thus, 

the coding and categorising became an active process that went back and forth between the 

parents’ answers, initial codes and the refined codes before the assignment of the 

categories and sub-categories was finalised.  

The “remarks” column was used to put parents’ opinions or thoughts expressed 

during the interview.  The COPM was used to ask parents about the problem in 
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occupational performance faced by their children with ASD; however, instead of 

presenting with the problems asked, some parents indicated their child’s abilities.  Thus, 

the column “can do lists” were used to lists the activities that can be performed by the 

children with ASD, as indicated by the parents. 

The results from the analysis of the parents’ answers are presented in the next 

chapter where the categories and sub-categories are described and quoted excerpts from 

the parents are also included.  The inclusion of the excerpts from the parents provides clear 

interpretations on the problems in occupational performance faced by the children with 

ASD (Mays & Pope, 2000).  At the end of each quoted excerpt, the source of the quote is 

shown in bracketed information regarding the parents’ code number (r000), relationships 

with the child – either mother (M) or father (F).  Then followed  the child’s gender – either 

boy (B) or girl (G) and age in years:months (ym) format, and lastly  the source of the 

quotes – either from the interview notes taken manually using pen and paper which is 

shown as PPN, or from the audio recorded notes which is shown as ARN - as an example: 

(r103,M,B4y10m,PPN).  

 

Trustworthiness and Rigour of the Qualitative Component in this Research 

 

In this research, care has been taken to ensure validity of the data, starting from 

the beginning of the data collection process where interviews were performed in a suitable 

vacant individual intervention and staff rest room where possible.  Where such an 

opportunity to perform the interviews in those rooms could not be achieved, the interviews 

were then performed in the sitting area or in the intervention rooms in privacy where there 

were no other people around except the interviewed parents and their children.  This 

ensured that the parents can share their information comfortably and have confidence that 

their information cannot be overheard by others.  

Information collected from parents was carefully analysed in order to avoid 

incorrect interpretation during the data analysis process.  The process of reading and re-



 

132 

 

reading the parents’ responses, careful initial coding and refined coding of those responses 

and the audit trail performed with the researcher’s co-supervisor ensured that the parents’ 

intentions were interpreted precisely.  In addition, where concern arose regarding the 

coding given, the parents’ responses were always referred to again to clear the matter up.  

By performing the translation process on the interview transcripts and interviews notes 

herself (which is explained in details later in this chapter), the researcher ensured that she 

captured the accurate meaning of the parents regarding their children with ASD’s 

performance in daily living activities.  

 

Working in Translation 

 

As stated earlier, all the transcribed audio-recorded interviews and the interview 

notes were in the Malay language and these were then translated into English by the 

researcher for analysis.  The researcher conducted the translation process herself, as, 

considering that she conducted the interviews, she could remember the non-verbal 

information expressed by parents during the interview process, adding to the validity of 

the data.  In addition, the researcher is a native speaker of the Malay language – the 

language used in the interviews, and also a proficient speaker of the English language.  

Although the Malay language was used in the interview process, the multicultural society 

in Malaysia has some differences in the dialects of the Malay language spoken, so the 

decision to have the researcher conduct the translation process herself was considered 

sensible in this research.  This is due to the researcher’s ability to understand the majority 

of the Malay dialects used throughout peninsular Malaysia where the second phase of the 

research was conducted.  The fact that the researcher herself was the one who performed 

all the interviews, and also came from the same cultural backgrounds as the parents 

involved in this research, gave added benefits to the translation process, in terms of 

conveying the correct meaning from Malay into English.  The decision not to use a 

qualified translator services in conducting the translation work was to avoid a too formal 
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and literal translation that might weaken the richness and authenticity of the responses 

given by the parents (Hunt & Bhopal, 2004). 

In order to avoid the situation of combining the roles of translator and active 

analyst, as described by Shklarov (2007), which might contaminate the translation process 

conducted by a bi-lingual researcher, the researcher refrained from making any data 

interpretations during the translation process and concentrated fully on the translation 

work instead.  The data analysis was only conducted once all the interview notes and 

transcripts had been translated into English language completely.  

In performing the translation, it was impossible to literally translate word-by-

word from Malay into English as the sentence structure in the Malay language is not the 

same as in English.  Hence, the emphasis was placed on gaining the accuracy of the 

concepts and the parents’ intended meaning during the translation process.  

 

Role Conflict during the Fieldwork – The Role of Researcher versus Occupational 

Therapist 

 

During the data collection in the semi-structured interviews using the COPM, the 

researcher introduced herself in order to establish good rapport with the parents before the 

interview started.  The researcher mentioned her qualification as an occupational therapist 

and her current use of postgraduate study leave to complete her doctoral candidature.  

From the researcher’s experience and assessment in her fieldwork, parents tend to ask 

questions regarding the intervention for their child with ASD after the interview process.  

To be specific, the focus of questions asked by parents involved: 

1. The typical child’s developmental process 

2. Advice on toilet training 

3. Management of behavioural problems, including hyperactivity, temper 

tantrum, rigidity, and ritual repetitive behaviours 
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4. How to teach the child to communicate and/or to communicate 

effectively   

5. How to encourage their child to play with peers. 

 

These questions regarding intervention made the researcher reflect on the parents’ 

concerns.  It may be that they wanted information from this therapist in particular, or, what 

would be of greater concern, that they have not received information or intervention they 

required to address their child’s occupational performance issues from their child’s 

occupational therapy practitioner.  In order to manage this role conflict, the researcher 

always discussed with the parents of the interventions that their children with ASD had 

been receiving and the researcher tried to explained the clinical reasoning behind the 

interventions provided to their children.  This was to avoid giving conflicting advice or 

suggestions to the parents.  Additionally, the researcher always gave some general and/or 

common suggestions to parents, such as in response to the questions about the typical 

child’s developmental process and how to encourage play with peers.  The parents were 

also asked about the strategies and/or measures taken to manage the problems themselves 

(especially at home) and the researcher evaluated the measures taken and discussed the 

benefits and/or how it could be improved further, rather than simply giving suggestions for 

solutions of their issues directly. 

 

Summary 

 

This chapter has explained the methods used to meet the aims and answer the 

research questions in phase two of the study conducted in Peninsular Malaysia.  The 

respondents were parents of children with ASD whose perspectives on the adaptive skills, 

and occupational performance problems among their children with ASD were investigated, 

as well as the parents’ priorities for the daily living abilities of their children.  Two well-

developed standardised assessment and outcome measures were administered to each 
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parent: (a) The Vineland-II (The Parent/Caregiver Rating Form – Second edition) 

(Sparrow et al., 2005b) and, (b) the COPM (Law et al., 2000, 2008), respectively.  The 

tools were translated into the Malay language and reviewed by clinicians for use with the 

parents in Peninsular Malaysia.  The translation of the tools used in the research involved a 

rigorous process of forward and backward translation procedures performed by qualified 

translators and native Malay language speakers to ensure content validity and accuracy.  

The parents were recruited from two centres and ethical approval to recruit the 

respondents was granted from all of the organisations involved, both in Australia and 

Malaysia. The method of data analysis obtained from the Vineland-II and the COPM 

involved descriptive analysis and also, by conducting the parametric and nonparametric 

statistic test, an examination of the relationship between the data.  The audio-recorded 

comments received from parents in the semi-structured interviews were transcribed 

verbatim.  The verbatim transcriptions of the audio-recorded notes and pen and paper 

notes were then translated into English and were analysed using content analysis.  Data 

from the Vineland-II and the COPM were analysed to answer the research questions asked 

in phase two of this research in terms of the levels and profile of adaptive behaviour skills 

and occupational performance issues exhibited by children with ASD in Peninsular 

Malaysia.  The results are presented in Chapter VI.  
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CHAPTER VI 

PHASE 2: RESULTS OF AN INVESTIGATION INTO DAILY LIVING SKILLS OF 

CHILDREN WITH AUTISTIC SPECTRUM DISORDER 

________________________________________________________________________ 

The previous chapter detailed the methods employed in phase two of the research.  

In this chapter, the results are presented.  Forty-five parents of 44 children with ASD 

consented to participate in this research (32 mothers, 11 fathers, and one unit of both 

parents together).  All parents completed the Vineland-II survey and the COPM semi-

structured interview.  In completing the COPM semi-structured interviews, 33 interviews 

were in a form of written notes and 11 interviews were audio-recorded.  Figure 6.1 

presents the organisation of the result presentation in this chapter.  

 

Introduction - Demographic Characteristics of the participants 

 

Table 6.1 presents the demographic characteristics of the children with ASD 

involved in this research.  The majority of the children with ASD were boys aged five 

years and below.  The mean chronological age of the children with ASD involved in this 

study was five years and six months (66 months). 

 

Table 6.1 

 

Characteristics of the children with ASD 

 

Characteristic  N (%) 

Age (year)  

 5 and below (pre-school aged group) 29 (65.9) 

 6 - 12 (school aged group) 15 (34.1) 

Gender  

 Boy  38 (86.4) 

 Girl  6 (13.6) 
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Whereas, the age range was three to 12 years (mean age = 5 years and 6 months, 

SD 2.17 years).  This age range was further divided into two age groups of pre-school 

aged children (five years and below) and school-aged children (six to 12 years old). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6.1. Overview of the result organisation.
6
 

                                                           
6 Note. ª The Vineland Adaptive Behaviour Scales – Second Edition (Parent/Caregiver Rating 

Form) (The Vineland-II) (Sparrow et al., 2005b). 

^ The Canadian Occupational Performance Measure (The COPM) (Law et al., 2000, 2008). 
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Section 1 

 

The Levels and Profiles of Adaptive Behaviour Skills in Children with Autistic 

Spectrum Disorder in Peninsular Malaysia 

 

Table 6.2 presents the mean scores, standard deviations, and minimum and 

maximum values obtained from the Vineland-II (domains’ standard scores and sub-

domains’ v-scale scores) in the communication, daily living skills and socialisation scales.  

This summarises the answers to the first and second research questions asked in phase two 

of the research (the levels and profiles of adaptive behaviour skills in children with ASD), 

which is the method of data analysis has been explained in detail in Chapter V. 

 

Table 6.2 

 

Mean scores, standard deviations, and minimum and maximum values for the Vineland-II 

results on the communication, daily living skills and socialisation domains’ standard 

scores and sub-domains’ v-scale scores 

 

 

As can be seen from the results, the daily living skills domain was at 1-standard 

deviation below the mean, although only 1.3 over this, and the communication and 

socialisation domains were at 2-standard deviations below the mean of the standardisation 

                                                           
7 Note. *The Vineland-II standard scores has a mean of 100 and standard deviation of 15. ^V-Scale 

scores. The Vineland-II V-scale scores have a mean of 15 and standard deviation of 3. 

The Vineland-II Standard Scores and V-Scale scores 

Domains and sub-domains Mean SD Min. Max. 

Communication standard score* 61.5 17.4 34 125 

 Receptive VS^ 8.6 3.8 2 19 

 Expressive VS^ 6.8 3.0 2 19 

 Written VS^ 10.5 3.5 4 20 

Daily living skills standard score* 71.3 14.7 35 105 

 Personal VS^ 9.8 3.3 1 17 

 Domestic VS^ 11.7 2.6 4 18 

 Community VS^ 9.4 3.0 3 15 

Socialisation standard score* 67.7 14.5 36 108 

 Interpersonal relationships VS^ 8.1 2.9 2 15 

 Play and leisure time VS^ 9.0 3.3 2 22 

 Coping skills VS^ 10.5 2.7 5 19 
7
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sample (mean=100, SD=15).  Within the sub-domains, written, personal, domestic, 

community and coping skills were at 1-standard deviation below the mean, whereas, 

receptive, expressive, interpersonal relationships and play and leisure time skills were at 2-

standard deviations below the mean of the standardisation sample (mean=15, SD=3).  

However, based on the mean age-equivalents scores, the socialisation domain was most 

impaired in the children with ASD in this research with total mean age equivalent reported 

at 25 months.  Under each domain, the categories of expressive, community and 

interpersonal relationships were the sub-domains indicated as the most impaired with the 

mean age-equivalents indicated at 21, 32 and 18 months, respectively.  Table 6.3 presents 

the detailed result for mean age-equivalent scores, standard deviations, and minimum and 

maximum age equivalent in months for the Vineland-II results on the communication, 

daily living skills and socialisation domains and sub-domains.  

 

Table 6.3 

 

Mean age-equivalent scores, standard deviations, and minimum and maximum age 

equivalent in months for the Vineland-II results on the communication, daily living skills 

and socialisation domains and sub-domains 

 

The Vineland-II Age-Equivalents (Months) 

Domains and sub-domains Mean SD Min. Max. 

Communication      

 Receptive  29 37.0 1 216 

 Expressive  21 19.6 2 100 

 Written  42 21.0 22 93 

Total mean communication age-equivalent 31    

Daily living skills      

 Personal  40 25.0 6 138 

 Domestic  38 22.1 7 102 

 Community  32 18.9 1 72 

Total mean daily living skills age-equivalent 37    

Socialisation      

 Interpersonal relationships  18 19.2 1 94 

 Play and leisure time  26 21.1 1 114 

 Coping skills  32 24.5 1 114 

Total mean socialisation age-equivalent 25    
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Figures 6.2 and 6.3 illustrate the result for the profile of adaptive behaviour skills 

based on the mean scores of domains’ standard scores and sub-domains’ v-scale scores, 

respectively.  Whereas, Figures 6.4 illustrates the profile based on the mean age-

equivalents scores (in months) for the adaptive behaviour skills sub-domains.  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

        

 

 

 

 

 

         Figure 6.2. Profile of Vineland-II domains based on mean standard scores. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 6.3. Profile of Vineland-II sub-domains based on mean v-scale scores. 

61.5

71.3

67.7

56

58

60

62

64

66

68

70

72

74

Communication Daily Living Skills Socialisation

M
ea

n 
S

ta
nd

ar
d 

S
co

re
s 

   

Vineland-II Domains

 

8.6

6.8

10.5
9.8

11.7

9.4

8.1
9

10.5

0

2

4

6

8

10

12

14

R
e
c
e

p
ti

v
e

E
x
p

re
s
s

iv
e

W
ri

tt
e

n

P
e
rs

o
n

a
l

D
o

m
e
s
ti

c

C
o

m
m

u
n

it
y

In
te

rp
e
rs

o
n

a
l

R
e
la

ti
o

n
s
h

ip
s

P
la

y
 a

n
d

 L
e
is

u
re

 T
im

e

C
o

p
in

g
 S

k
il
ls

M
e

a
n

 V
-S

c
a
le

 S
c
o

re
s
   

 

Vineland-II Sub-Domains 

Communication 

Domain 

Daily Living Skills 

Domain 

Socialisation  

Domain 

 

Socialisation  

Domain 

 

Daily Living Skills 

Domain 

Communication 

Domain 



 

141 

 

      

Figure 6.4. Profile of Vineland-II sub-domains of communication, daily living skills 

and socialisation domains based on mean age-equivalents compared to mean 

chronological age of the participants in months. 

 

The Results from the Canadian Occupational Performance Measure in Children with 

Autistic Spectrum Disorder 

 

A total of 140 activities were listed by parents as issues in the areas of 

occupational performance faced by their child with ASD.  Table 6.4 presents the mean, 

standard deviations, and minimum and maximum values obtained from the COPM for the 

level of importance, performance, and satisfaction of all occupational performance issues 

reported by parents of children with ASD involved in this research, analysed as a group.  

All these 140 occupational performance issues listed by the parents were further grouped 

into seven identified categories.  The analysis method of obtaining the categories was 

explained in detail in the previous chapter (Chapter V).  Out of 44 children with ASD 

involved in this research, 31 (70.5%) had issues related to communication and 30 (68.2%) 

had issues related to personal care skills.  
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Table 6.4 

 

Mean, standard deviations, and minimum and maximum values for the importance, 

performance and satisfaction scores on all 140 occupational performance issues listed in 

the COPM (N=44) 

 
 

 

 

 

 

This was followed by issues related to socialisation (24 or 54.5%) and academic skills (22 

or 50%).  Furthermore, six (13.6%) children exhibited challenging behaviours and three 

(6.8%) children had issues with play.  There were six further miscellaneous issues 

identified.  Table 6.5 presents the mean, standard deviations, and minimum and maximum 

values obtained for each category of issues identified related to occupational performance 

issues in children with ASD.  

The top four categories of issues experienced by the greatest numbers of children 

with ASD listed in the COPM are issues in: 

1) Communication 

2) Personal care activity 

3) Socialisation 

4) Activities related to academic skills at school and/or at home. 

Appendix AC shows the detailed occupational performance problems for each of 

the top four identified categories.  

 

 

 

 

Level of Mean SD Min. Max. 

          Importance 9.18 1.380 5 10 

          Performance 3.35 1.877 1 8 

          Satisfaction 3.34 1.966 1 8 
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Table 6.5 

Mean, median, standard deviations, and minimum and maximum values for the 

importance, performance and satisfaction scores on each category of issues identified in 

the COPM  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
8 Note.  N*= represent the number of issues, N= represent the number of children with ASD. 

 Mean SD Min. Max. 

Categories 

Issues in communication (N*=31) (N=31) 

          Importance 9.61 1.086 5 10 

          Performance 3.45 1.630 1 7 

          Satisfaction 3.71 1.987 1 7 

Issues in personal care activities (N*=42) (N=30) 

          Importance 8.93 1.568 5 10 

          Performance 3.55 2.074 1 8 

          Satisfaction 3.45 2.086 1 8 

Issues in socialisation (N*=25) (N=24) 

          Importance 9.28 1.208 6 10 

          Performance 2.92 1.605 1 6 

          Satisfaction 3.20 1.780 1 6 

Issues in activities related to academic skills at school and/or at home 

(N*=27) (N=22) 

          Importance 8.87 1.662 5 10 

          Performance 3.30 2.163 1 8 

          Satisfaction 3.11 2.025 1 7 

Challenging behaviours (hyperactivity/severe tantrum/aggressive 

behaviours) (N*=6) (N=6) 

          Importance 9.67 0.817 8 10 

          Performance 3.33 2.251 1 6 

          Satisfaction 3.33 1.966 1 6 

Issues in play (N*=3) (N=3) 

          Importance 8.33 0.577 8 9 

          Performance 3.00 1.000 2 4 

          Satisfaction 1.67 0.577 1 2 

Other occupational performance  issues (N*=6) (N=6) 

          Importance 9.33 1.033 8 10 

          Performance 3.33 2.066 1 6 

          Satisfaction 2.67 2.251 1 6 

8
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The Relationship between the Level of Occupational Performance in Children with 

Autistic Spectrum Disorder and their Parents’ Satisfaction Level 

 

To answer the third research question asked in phase two of the research, a 

statistical analysis was conducted to determine whether there is a relationship between the 

level of occupational performance in children with ASD and their parents’ satisfaction 

level.  The result on the Pearson product-moment correlation coefficient (r) (Pallant, 2011) 

shows a strong, positive correlation between the level of occupational performance and 

parents’ satisfaction level at r = .75, n = 44, p < .0005, with high scores on the level of 

occupational performance in children with ASD associated with higher parents’ 

satisfaction level. 

 

The Relationship between the Adaptive Behaviour Skills and Identified Occupational 

Performance Issues, Parents’ Satisfaction Levels and Parents’ Priorities in  

Occupational Performance among their Children with Autistic Spectrum Disorder in 

Peninsular Malaysia 

 

In answering the fourth research questions in phase two of the research, the 

Spearman Rank Order Correlation (Pallant, 2011) was chosen to test the relationship 

between the result obtained from both the Vineland-II and the COPM scores as explained 

in Chapter V.  The Spearman Rank Order Correlation result shows a medium, statistically 

significant positive correlation between the adaptive behaviour skills and the COPM 

scores on the level of performance and satisfaction with high scores of the Vineland-II 

adaptive behaviour skills associated with higher level of performance and higher level of 

satisfaction.  On the other hand, there is no statistically significant correlation between the 

adaptive behaviour skills and the COPM scores on the level of importance with weak 

correlation indicated.  

In terms of the correlations between the standard scores of each domain of 

communication, daily living skills and socialisation and the total scores obtained on the 
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“level of performance”, the “level of satisfaction” and the “level of importance”, the 

Spearman Rank Order Correlation result shows a medium, statistically significant positive 

correlation between the communication, daily living skills and socialisation domains and 

the level of performance and satisfaction; there are high scores for the communication, 

daily living skills and socialisation domains associated with higher level of performance 

and higher level of satisfaction. 

A statistically-significant positive correlation was also found between the 

socialisation domain and the level of importance with medium correlation indicated, with 

high scores for the socialisation domain associated with higher level of importance. 

However, there is no statistically-significant correlation between the 

communication and daily living skills domains and the COPM scores on the level of 

importance with weak correlation indicated.  Table 6.6 shows the detailed statistical result. 

 

Table 6.6 

Mean, median, standard deviations, and minimum and maximum values for the 

importance, performance and satisfaction 

 Level of 

performance 

Level of 

satisfaction 

Level of 

importance 

Adaptive behaviour skills .457** .434** .297 

Communication skills .405** .395** .177 

Daily living skills .482** .446** .294 

Socialisation skills .435** .362* .327* 

**Correlation is significant at the 0.01 level (2-tailed) 

*Correlation is significant at the 0.05 level (2-tailed) 
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Section 2 

 

The Results from Semi-Structured Interviews  

 

From the analysis performed on the recorded interview transcripts and the COPM 

interview notes on the occupational performance issues faced by the children with ASD, 

eight sub-categories were identified in the personal care category, six sub-categories under 

the play and/or school category and four further sub-categories arose under the 

socialisation category.  Figures 6.5, 6.6, and 6.7 illustrate the results and the number of 

responses received from parents for each category and sub-categories of occupational 

performance issues exhibited by the children with ASD.  The concerns within each sub- 

category were identified and are presented together with some quoted excerpts from 

parents.  

As can be seen from Figures 6.5, 6.6 and 6.7, the issues with communication 

appeared in all occupational performance categories; i.e., communication issues related to 

personal care activities, communication issues related to play and/or school activities and 

communication issues related to socialisation activities.  Making and/or playing with 

friends was identified in two categories, i.e., making and/or playing with friends as 

associated with play and/or school activities and making and/or playing with friends as 

related to socialisation activities as well.  

 

Occupational Performance Issues in Personal Care Activities  

 

The question asked of the parents of children with ASD in the personal care 

activities was: 

What are the daily activities that you hope your child can do, need to do or 

expect that your child can do but he/she cannot, doesn’t do or you aren’t 

satisfied with how they do them? For example, the daily activities can be in 

term of dressing, bathing, feeding, hygiene.  
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Figure 6.5. Illustration of the categories and sub-categories identified under the self-care 

area and the number of responses for each sub-category.  

 

 

 
Area Category Sub-categories Number of 

response 

Productivity Occupational performance  

issues  

in play and/or  

school  

activities 

Performing work at  

school 

14 responses 

 Performing basic  

academic skills 

15 responses 

 Performing homework 8 responses 

 Making and/or playing  

with friends 

7 responses 

 Communication 3 responses 

 Performing gross and 

fine motor skill 

3 responses 

Total responses received for occupational performance  

issues in play and/or school activities 

50 responses 

Figure 6.6. Illustration of the categories and sub-categories identified under the 

productivity area and the number of responses for each sub-category. 

 

Area Category Sub-categories Number of 

response 

Self-care Occupational performance  

issues  

in personal care  

activities 

Dressing 19 responses 

 Toileting 15 responses 

 Washing oneself 15 responses 

 Eating 12 responses 

 Caring for own safety 6 responses 

 Communication 5 responses 

 Not aware of other  

people’s feelings 

2 response 

  Refusing changes in  

daily activities 

1 response 

Total responses received for occupational performance  

issues in personal care activities 

75 responses 
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Area Category Sub-categories Number of 

response 

Leisure Occupational performance  

issues  

in socialisation 

activities 

Communication 31 responses 

 Making and/or playing  

with friends 

21 responses 

 Behaving aggressively  

and showing tantrum 

behaviours 

5 responses 

 Unable to differentiate 

between good and bad 

1 response 

Total responses received for occupational performance  

issues in socialisation activities 

58 responses 

Figure 6.7. Illustration of the categories and sub-categories identified under the leisure 

area and the numbers of responses for each sub-category. 

 

 

 

Initially, the sub-categories located in the interview data were those given as 

examples in the question asked to the parents: (a) dressing, (b) bathing, (c) feeding, and (d) 

hygiene.  

A total of 75 responses were received from parents of children with ASD 

participating in this research and the number of responses and some quotes of issues in 

personal care activities expressed by parents are presented. 

 

Difficulties in dressing.  Difficulties in children dressing themselves received 19 

responses, which makes it the highest number of issues expressed by parents under the 

category of personal care activities.  The difficulties indicated in dressing vary.  Some 

parents reported that their child with ASD performed the activity at a much lower stage 

than would be expected by his or her chronological age. 

I want him to be able to dress independently, [to] know how to manage his 

self-care activities (r142,M,B11y10m,ARN). 

 

… but we have to help him to put on his shirt. He can take his own shirt [from 

the cupboard], but he cannot put it on (r140,F,B3y4m,ARN).
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Some parents indicated that their child still could not perform the dressing activity without 

help.  

What I can see is that he can put on his shirt but cannot do buttoning 

(r144,M,B6y9m,ARN). 

 

And others expressed their hope that their child would learn these skills. 

 

I hope he can button his shirt and pants so that he can dress independently 

(r107,M,B4y,PPN).  

 

However, some parents reported that, although their child could not perform the 

dressing activity fully alone, the child was able to help in the dressing process, as indicated 

by one parent: 

She can already put on her pants independently [pause] but she still cannot put 

on her shirt yet; once I put the shirt over her head, then she will raise her hands 

up (r137,M,G6y4m,ARN).  

 

One parent specifically identified that her child does not like to be dressed up in 

new clothes, causing stress for the mother, as she explained: 

I also hope that her behaviour can be changed because she only likes old 

clothes and does not likes new clothes; she will try to take it off and will start 

to cry (r129,M,G4y4m,PPN). 

 

Difficulties in toileting.  Difficulties in toileting received 15 responses.  Some 

parents reported that their child with ASD was incontinent, despite attempts at toilet 

training.  This was very important to the parents of children who were not independent in 

toileting and caused them concern for the future. 

He is also still on diapers and he knows how to take it off himself [when the 

diaper is dirty]. So, I am also really hoping that he can do toileting 

independently (r123,F,B5y4m,PPN).  

 

... I worried about her toileting [pause] she still cannot do toileting 

independently; she is still wearing Pampers [brand of diapers] 

(r137,M,G6y4m,ARN). 

 

… to do toileting independently [pause] I have tried [toilet training], but he 

still does not want to; he will still look for his Pampers [brand of diapers]. 

Actually he does not like to wear Pampers anymore; he seems uncomfortable 

[using diapers] (r139,M,B5y1m,ARN).   
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As can be seen from the code’s excerpts above, the children were aged above 5 

years and still incontinent.  This can be difficult for their parents to manage, financially 

challenging, and hampers the child’s school attendance.  Inability to go to toilet at night 

was reported by one parent, who stated: 

It is also important that he can go to toilet at night (r108,F,B4y10m,PPN).  

 

Another parent reported that her son’s difficulties in toileting confused her, as he 

will not let her know that he wants to go to toilet earlier: 

I feel confused with my son’s behaviour, because he will only show me that he 

has already urinated or has done his big business after he has done it [but not 

in the toilet], he will not tell me before that, but only after he has done it ,only  

then  will he  let me know, but it will be already too late (r115,M,B4y2m,PPN).  

 

Difficulty in toileting and inability to be toilet trained also challenge parents’ 

ability to cope as expressed by one parent: 

… [The problem is with] his toileting [pause] maybe because he is used to 

wearing Pampers [diapers]. So, in his mind, I think it is already set in his mind 

[to wear diapers]. I can’t change it [not to wear diapers], I have already put the 

water hose in the bathroom [for him to use it to wash himself after toileting] 

and asked him to sit on the stool [potty], his teacher teaches him like that, but 

he still feels afraid. Until now he still refuses to use the toilet. Sometimes I get 

really stressed, I can’t scold him, I can’t do anything. If I scold him he will get 

scared of me; he might refuse it [to use the toilet] at all (r144,M,B6y9m,ARN).  

 

The mother is probably justified in believing the child will resent being scolded 

and refuse to use the toilet.  She is trying to be a good, caring mother but her son is now 6 

and this is frustrating and troubling. 

 

Difficulties in washing oneself.  Fifteen responses were received regarding 

difficulties in washing oneself.  The issues surrounding washing oneself ranges from the 

inability to clean certain body parts to taking a bath independently as demonstrated by 

quotes from some parents in the excerpts below.  Some of the children were already 7 to 9 



 

151 

 

years old, but are still unable to manage their basic cleanliness needs such as washing 

hands and mouth and brushing teeth without assistance. 

I also hope he knows how to clean himself, such as, washing his dirty hand, 

cleaning his mouth after eating (r102,M,B7y,PPN).  

 

In terms of self-hygiene, such as, washing his hands, cleaning his face, he still 

needs help to do it properly (r103,M,B4y10m,PPN).  

 

He also has poor self-hygiene, he does not care to wash his hands when they 

are dirty or when his face is dirty or when he has a runny nose 

(r104,F,B3y3m,PPN).  

 

I want my daughter to be able to brush her teeth independently. She still 

cannot do that. I have to help her to brush her teeth every day. Sometimes, she 

refuses to brush her teeth and I have to force her [to brush her teeth] 

(r113,M,G9y4m,PPN).  

 

… [The problem is with] taking a bath. He cannot [take a bath by himself], he 

only plays with the water (r135,M,B4y11m,ARN).  

 

Some parents reported that their child with ASD can take a bath independently; 

however, they are not satisfied with how well their child does it.  Parents reported that 

their child could not clean themselves properly, such as using the soap to clean during 

bathing, which makes them feel dissatisfied with it:  

I have to bath him. Sometimes, he can also take a bath independently, but he 

does not soap himself (r142,M,B11y10m,ARN). 

 

He can take a bath, but he cannot clean himself because he does not use soap 

to clean himself. We still have to teach him to do that (r143,F,B7y11m,ARN).  

 

The inability to clean oneself has also been associated with other health problems 

such as tooth decay as described by one parent: 

… firstly is brushing [his] teeth [pause] he still cannot do it independently. 

Maybe he does not like the texture of the toothbrush, so I bought him the soft 

plastic baby brush, but he still cannot do it himself and does not like it when I 

try to put it into his mouth. To me, brushing teeth is the most important 

because his teeth have started to decay [laugh], yes, so it is very important 

indeed (r134,M,B3y2m,ARN). 

 

The mothers generally wanted their children to know how to care for their own 

hygiene and to keep themselves neat and tidy, especially if they were girls.  This issue was 



 

152 

 

brought up by one mother who relates the issues of gender with the ability to clean oneself.  

She explained: 

I hope she knows how to take care of her self-hygiene, knows that she need to 

wash her hands when they are dirty, wash and dry her face when it is dirty, and 

blowing her nose, cleaning her face. To me it is important for her to be able to 

care for her self-hygiene independently, because she is a girl 

(r128,M,G6y4m,PPN).  

 

Difficulties in eating.  Difficulties in eating were reported by 12 respondents.  

One parent indicated: 

In terms of self-care activities, my only hope is that my son can eat 

independently, does not need any help. If he can do that, I can perform some 

other tasks; I do not need to wait with him and feed him (r114,M,B4y,PPN).  

 

Managing the family daily routines and other house chores can be very busy and 

difficult tasks.  Therefore, children were expected to be independent in caring for 

themselves in some basic occupational performance activities, such as eating 

independently which can reduce the parent’s requirement to attend to their child with ASD 

needs and, in turn, give them extra time to attend to other house chores.  However, some 

parents claimed that their child could eat independently, but it was messy when they ate on 

their own.  This can end up with parents feeding their child in order to prevent them from 

having to clean up their child’s mess after meal time, which in turn means that the child 

might not be able to learn to eat independently after all. 

I hope he can eat properly and not messy.  [He is] not eating properly. [If he 

can eat without any mess] it will make our job easier; we won’t have to clean it 

up (r140,F,B3y4m,ARN). 

 

 

Picky or selective eaters were also present among children with ASD, as reported 

by their parents in this research.  A few parents reported that their child refused to eat 

certain type of food and/or refused to hold their food:  

My daughter is too picky in her food selection. She will select what she wants 

to eat. She loves to eat cakes but will refuse to eat rice and noodles. However, 

she has no problem with drinks; she loves to drink all kind of drinks 

(r121,M,G6y4m,PPN).  
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… however he can hold and eat finger foods, but he will refuse to hold and eat 

certain types of foods (r105,M,B3y5m,PPN).  

 

In term of eating, he is quite picky. He will refuse to eat certain food; he is so 

selective about food (r118,M,B4y10m,PPN).  

 

The presence of picky or selective eating among children with ASD restricted 

family activities; for example, it probably can inhibit families from eating out at the 

restaurants or at the friend/family’s house.  One parent indicated that his son’s difficulty in 

eating was related to the problem in motor control that makes it difficult for his son to 

coordinate hand-mouth movement: 

He still cannot feed properly; his hand movement is uncoordinated, and he 

cannot bring food to [his] mouth properly. [He] always spills [his] drinks and 

foods (r104,F,B3y3m,PPN).  

 

Other than problems in motor control, difficulties in eating were also reported as 

due to the inability of the child to sit still until they had finished eating.  One parent 

reported: 

I hope that my son can sit still during eating; it is difficult to feed him because 

he cannot sit still and always wants to leave the table (r126,M,B4y7m,PPN).  

 

During the iterative analysis process, further sub-categories were identified from 

the data.  These included the following sub-categories, and will be elucidated below.  

These were not necessarily high in number but were of high importance to those parents 

who discussed them. 

1. Caring for own safety  

2. Communication 

3. Not aware of other people’s feelings 

4. Refusing changes in daily activities. 
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Difficulties in caring for own safety.  Six responses were received regarding 

parents’ concerns about the abilities of their child to care for his or her own safety, 

including safety at home and outside the home.  Some parents claimed that their child with 

ASD could not recognise danger and did things that could be physically harmful to 

themselves: 

I hope that my son will know how to care for his own safety, not to do 

something dangerous, such as jumping from high places or simply crossing the 

road without looking to his left and right (r101,F,B5y2m,PPN).  

 

He does not care whether there is an uncovered surface drain ahead that he 

might fall in. He simply runs through it [laugh] (r139,M,B5y1m,ARN).   

 

Some parents brought up the issues that their child’s ability to care for his or her 

own safety was related to the inability of the child to follow instructions, especially when 

they are outside the house, which makes community participation an issue:  

… [He has] safety issues [pause]; he is okay around my house. The only 

problem is when we go outside; we have to always remind him. Sometimes he 

can follow my instruction, but most of the time he will simply run; he would 

not bother to listen (r141,M,B3y11m,ARN).  

 

I want him to be able to follow our instructions [pause], not to simply run here 

and there. This is the only problem now. When we go outside, go shopping, we 

really have to take care of him (r135,M,B4y11m,ARN).  

 

The inability to recognise danger among children with ASD might result in 

parents restricting their children from socialising outside, as they needed to be observed 

for their safety most of the time.  This intense attention needed to care for the child’s 

safety might put parents under considerable stress that might also result in parents 

preferring to stay home with their child.  This can also lead to the child, as well as the 

parents, becoming socially isolated. 

 

Difficulties in communication.  Inability or restrictions with communication 

were reported as associated with problems in personal care activities.  From the excerpts 

below, it seemed that some parents were willing to do some personal care activities, 
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especially related to toileting for their child, as long as their child knew how to tell them 

their request: 

It will be also good if he can talk, so that he can let me know that he wants to 

go to the toilet; it will make my job much easier (r108,F,B3y8m,PPN).  

 

My son still cannot talk. I hope that my son can talk, so that he can tell me 

what he wants (r101,F,B5y2m,PPN). 

 

I really hope that he will be able to let me know that he wants to go to the 

toilet (r115,M,B4y2m,PPN).  

 

One parent clearly indicated that her only priority was for her son to be able to 

talk since he could already perform most of the personal care activities independently.  She 

explained:  

I want him to be able to talk, that is all [pause] yes, that is right [pause] 

because he can already perform most of the self-care activities independently, 

so, I really hope that he can talk now, hope he can tell me what he wants and 

what he does not like. … Yes, [pause] very important for him to be able to talk, 

because I feel pity for him [pause] sometimes he points to something that he 

wants but I cannot understand him,  so, I feel pity for him [because he cannot 

talk] (r136,M,B4y1m,ARN).   

 

Not aware of other people’s feelings.  Parents not only observed problems in 

performing daily activities, but also in the emotional aspect of their child with ASD.  For 

example, one parent claimed that his child was not aware of other people’s feelings: 

My son seems like he is not aware of other people feelings; he acted as if 

nothing happened even when he saw his little sibling [brother/sister] crying 

(r111,F,B3y5m,PPN).  

 

 One parent was concerned about this lack of awareness and the implications in 

the long term. 

I also hope that he knows the limits between males and females, so  that he 

will change his clothes in the room and not to simply change his clothes 

anywhere (r122,M,B8y5m,PPN).  

 

Clearly, the mother in this excerpt is concerned about her son’s inability to be 

more sensitive regarding appropriateness, considering her son is already 8 years old.  
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Whereas, the emphasis on sameness in daily routine was an issue for one child as 

his mother explained: 

Another thing is, he will refuse to accept changes to his usual daily activities; 

everything must be the same every day, he will throw a tantrum if we change 

places (r118,M,B4y10m,PPN).  

 

Emphasis on sameness among children with ASD can present great challenges for 

their parents and family, especially if the child also shows behavioural problems such as 

temper tantrums.  This can affect family activities, as well as limiting the choices of family 

activities, in order to accommodate the child’s condition.  

 

Occupational Performance Difficulty in Play and/or School Activities 

 

The question asked of the parents of children with ASD in the play and/or school 

activities were: 

What are the play and/or school activities that you hope your child can do, 

needs to do or expect that your child can do but he/she cannot, doesn’t do or 

you aren’t satisfied with how well they do them? For example, the play and/or 

school activities can be in terms of play skills, school skills, doing his/her 

homework. 

 

Other than the sub-categories given as examples in the question asked of the 

parents that were identified - performing work at school, performing homework and 

making and/or playing with friends, there were a few further sub-categories identified 

from the data including: 

1. Performing basic academic skills  

2. Communication 

3. Performing gross and fine motor skills.  

 

Difficulties in play and/or school activities received a total of 50 replies from 

parents of children with ASD participating in this research.  A total of six specific 

problems associated with play and/or school activities were identified, and the number of 
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responses and some quoted excerpts of issues expressed by some parents are presented 

below.   

Difficulties in performing academic work at school.  Difficulty in performing 

academic work at school was reported as a difficulty in play and/or school activities (14 

responses).  Most of the parents reported that their child with ASD could not sustain his or 

her concentration span at school, always wanted to leave the assigned chairs, and easily 

got distracted.  Their teacher also complained to parent regarding this:  

He has low concentration span at school; he always leaves his chair and his 

work, giving up easily. I hope my son can have a better concentration span at 

school and can sit quietly to finish his work. His teacher is always complaining 

about this to me (r103,M,B4y10m,PPN).  

 

He also has a poor concentration span and can easily get distracted. It is really 

difficult to get him to sit and pay attention (r123,F,B5y4m,PPN).  

 

She also has a poor concentration span; she can only concentrate for a short 

period of time before leaving the activity to do something else 

(r129,M,G4y4m,PPN).  

 

The inability to follow instructions and ignoring of instructions was also indicated 

as a problem in performing work at school by some parents: 

She refuses to do her work at school; she just ignores teachers’ instructions 

even when her teachers force her to do [her task] (r113,M,G9y4m,PPN).   

 

I hope that my son can follow instructions (r123,F,B5y4m,PPN).  

 

Some parents concluded that the difficulty in performing work at school exhibited 

by their child was associated with other behavioural aspect such as stubbornness and 

laziness, as described by two parents: 

She refuses to do her work at school; she just ignores teachers’ instructions 

even when her teachers force her to do. She is quite stubborn. Sometimes I 

have to hold her hand to write and sit together with her (r113,M,G9y4m,PPN). 

 

He is not interested in reading and writing at school. He is lazy and not 

interested to do that (r119,F,B8y11m,PPN).  

 



 

158 

 

Difficulties with basic academic skills.  Twelve responses were received 

regarding issues with basic academic skills in children with ASD.  Among the concerns 

expressed by parents regarding this issue was the inability of their child to read, write, 

count, and recognise basic shapes.  The problems was not only reported in pre-school age 

children (which is age appropriate), but in older children also.  

He is attending kindergarten three times a week. I hope he can perform his 

work at school, such as writing, spelling, and counting from 1 to 10 

(r108,F,B3y8m,PPN). 

 

I just hope that my son can read, so that it will be easier for him at school 

(r125,M,B8y7m,PPN).  

 

My target for him in that aspect now is [pause] he can scribble only [pause] 

mostly he will scribble only, so, I tried to teach him about basic shapes such as 

drawing a circle, a rectangle; so far I can see that he can draw a circle shape 

when I ask him to do so, instead of just scribbling on the paper; however, it is 

still not a proper shape of a circle or rectangle, no, not yet 

(r134,M,B3y2m,ARN).  

 

One parent related the importance of learning to write with building her child’s 

ability to communicate with her by writing it down in order for her son to tell her what he 

wants.  It can be said that some parents can accept the possibility that their child with ASD 

might not be able to communicate verbally; hence, they think of other possible ways for 

their child to communicate with them. 

The important thing to me is for him to be able to write [pause]. To me writing 

is important for him. He cannot talk, so, if he can write it down he can let me 

know what he wants (r142,M,B11y10m,ARN). 

 

Difficulties in performing homework.  Eight parents reported their child had 

difficulties in performing homework.  Some of the issues regarding the difficulties in 

performing homework were associated with forgetfulness and laziness in children with 

ASD.  Some parents specified that their child exhibited laziness in doing their homework, 

especially related to writing tasks. 

I hope he will do his homework, my son always forgets about his homework, 

sometimes he does not seem aware that he has homework to do 

(r102,M,B7y,PPN).  
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She is quite lazy to write and also will get bored quite easily if I ask her to do 

her homework (r121,M,G6y4m,PPN).   

 

My son has problems in school skills such as writing and doing his homework; 

the only thing is that he is a bit lazy in completing his homework especially 

those tasks involving writing activities (r106,M,B5y9m,PPN).  

 

The issue of hyperactivity was also associated with difficulty in performing 

homework among children with ASD.  Some parents reported that their child could not sit 

still and some parent believed that the presence of hyperactivity in their child was the 

factor that inhibited the learning process: 

He cannot do his homework. He is too active and plays a lot; he cannot sit still 

and keep moving here and there, so it is difficult to teach him at home 

(r111,F,B3y5m,PPN).  

 

… his name [pause] he can write it if we spell it out for him. He can also write 

his sister’s name [pause]; he is very hyper [pause], and that is the thing that 

hinders his learning (r135,M,B4y11m,ARN). 

 

 

One parent believed that her child with ASD’s difficulty in performing homework 

was related to the child’s low self-confidence.  The child always asked for help and could 

not decide on what should be done regarding her homework: 

She also has low self-confidence, always feeling unsure about something that 

she has to do and always asking for our help with her homework 

(r132,M,G10y,PPN).  

 

Difficulties in making and/or playing with friends.  Seven responses were 

received related to the difficulties in making and/or playing with friends.  Some parents 

reported that their child with ASD did not like to play with other children and preferred to 

play alone: 

I hope that my son will be able to play with other children. My son does not 

want to play with other children at all or be with other children; he likes to 

play on his own (r101,F,B5y2m,PPN). 

 

Some parents observed the presence of narrow choices in play activities, 

repetitive play behaviours and lack of purposeful play skills among their children with 
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ASD.  Some parents commented that their child did not know how to play purposefully 

and some play with inappropriate household items.  

He really likes to play with a ball and coat hangers [pause]. To me it is not 

proper to play with coat hangers, it is not good [pause]. He will do like this, 

like this [to the coat hangers] [showing the actions of waving the coat hangers 

with her hand] (r142,M,B11y10m,ARN).   

 

… playing [pause] he [pause] instead of riding the bicycle, he will only play 

with the wheels ... turning the wheels [laugh]. So, he still does not know how 

to play with purpose, no, no purposeful play yet, not yet [laugh]; for example, 

instead of just playing with the toy cars’ wheels, I hope he knows how to push 

the toy car like this [showing the action of pushing toy car on the table] [laugh]. 

He does not know how to play purposefully yet. Not yet 

(r134,M,B3y2m,ARN).  

 

Inappropriate play behaviour with peers was a concern as expressed by one parent 

regarding his child with ASD:  

The only thing is that when playing with friends, with girl friends is a problem. 

He will disturb them. He will disturb them by pulling their hair, pulling their 

clothes. But he is not doing it to all his girl friends. He is not doing it to some 

of his girl friends. Not to all girls. He just does it to some of the girls that he 

does not like. He will pull their hair, pull their clothes, so, it makes them cry 

[pause] [He is playing] quite rough [pause] with girls. Rough. His teacher also 

complains about this (r143,F,B7y11m,ARN).   

 

One parent commented that playing together with other children might enable her 

son with ASD to learn some skills from his peers, as she suggested: 

… [I want him to] play with other kids [long pause] because if he can play 

with other kids, maybe he can learn something from the other kids too [laugh] 

(r134,M,B3y2m,ARN).  

 

However, one parent claimed that her child with ASD’s difficulty in playing was 

that other children, even her own little sibling, did not want to play with the child:  

I think she can play together, but [pause], but, from what I can see, it looks like 

her little sibling just does not want to play with her [pause]. She wants to play 

with other kids; she did try to play together, but other kids do not like to play 

with her (r137,M,G6y4m,ARN).  
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The mother in this excerpt clearly observed that her child was rejected by peers and 

siblings, which in turn might limit the child’s opportunity to socialise with others and 

narrow her chances to learn from others (Bellmore, 2011).  

 

Difficulties in communication.  Communication issues appeared in the majority of 

the children with ASD in this research.  From the total of 44 children with ASD – 31 

children were reported as having difficulty in communication.  All 31 children were 

perceived by parents as having communication difficulties in socialisation activities, five 

children as having communication difficulties in the personal care activities and three 

children were perceived by their parents as having communication difficulties in the 

play/school activities (see Figures 7.5, 7.6 and 7.7).  This means communication 

difficulties exist in all aspect of daily living activities.  For example, two parents related 

their child’s inability to talk to not having friends and also to being rejected by other 

children: 

He still cannot talk. I really hope he can talk, so that he can make some friends 

(r104,F,B3y3m,PPN).  

 

Other children also do not want to play with him because he cannot talk to 

them (r101,F,B5y2m,PPN). 

 

Difficulties in fine and gross motor skills.  Difficulty in fine motor skills was a 

concern for some parents: 

I think she still cannot hold a pencil properly to write (r129,M,G4y4m,PPN). 

 

… maybe for him to be able to use pencil for drawing or colouring…yes...[I 

want him to be able to] hold the pencils correctly (r138,M,B3y7m,ARN). 

  

One child with ASD exhibited difficulty in gross motor skills.  Although the child 

could walk, he could not run and jump properly: 

It will be good if his gross motor movement can be improved, such as running 

and jumping. He still cannot do them properly. However, he has no problem in 

walking (r127,F,B5y10m,PPN).  
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Occupational Performance Difficulties in Socialisation Activities 

The question asked of the parents of children with ASD regarding socialisation 

was: 

What are the socialisation activities that you hope your child can do, needs to 

do or you expect that your child can do but he/she cannot do, doesn’t do or you 

aren’t satisfied with how well they do them? For example, the socialisation 

activities can be in term of visiting friends, making or answering phone calls, 

attending parties. 

 

Difficulties in socialisation activities received a total of 58 responses from parents 

of children with ASD participating in this research.  Four sub-categories were identified 

under socialisation activities consisting of: 

1. Communication  

2. Making and/or playing with friends 

3. Behaving aggressively and showing tantrum behaviour 

4. Inability to differentiate between good and bad.  

The number of responses and some quoted excerpts of issues described by some 

parents are presented below. 

 

Difficulties in communication.  Although difficulty in communication was 

identified in all three occupational performance categories of personal care, play and/or 

school and socialisation activities, the highest number of responses received regarding 

difficulty in communication was in the category of socialisation activities.  Difficulty in 

communication identified under the category of socialisation activities received 31 replies, 

which gives this sub-category the highest number of problems indicated under difficulty in 

socialisation (refer to Figure 7.7).  The difficulty in communication was reported by some 

parents as an inability of their child to talk, or understand what is being said to the child.  

As well, the parent cannot understand what the child is saying to them: 

It would be really good if she could already talk. She still cannot talk, and 

cannot understand what we say to her (r121,M,G6y4m,PPN).  
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She still cannot talk and sometimes she also cannot understand what I say. And 

when she says something, I cannot understand her either 

(r113,M,G9y4m,PPN).    

 

Some parents realised that the difficulty in communication resulted in their child 

exhibiting challenging behaviours, such as crying, tantrums and violent behaviours.  Some 

children with ASD push their parents to some location in order to indicate their intentions, 

as described here: 

He can only repeat what people say [to him]; he is still learning to talk. He can 

say ‘papa’ and ‘mama’. I hope he can communicate better and can tell us what 

he wants. If he can talk, maybe this can reduce his violent behaviour, such as 

throwing things (r103,M,B4y10m,PPN). 

 

I hope he can talk so that he can tell me what he wants. It is easier for me if he 

can tell me what he wants. Sometimes he tries to tell me but I cannot 

understand it. He will randomly reach out his hand to something but when I 

give that thing to him, he throws it away and will start to cry and get angry 

(r107,M,B4y,PPN).  

 

My son still cannot talk. Sometimes, he will push me to some place and, when 

I cannot understand his intention, he will start crying and making noise 

(r112,F,B4y5m,PPN).  

 

In term of his socialization, I really hope that he can talk. It will be easier if he 

can talk so that he can tell me what he wants; maybe that will reduce his 

tantrum behaviours (r116,M,B7y11m,PPN).  

 

One parent specifically wants his child to be able to communicate in order to let 

him know if the child is in pain or feeling uncomfortable rather than crying or showing 

tantrum behaviour as a way to tell him: 

To me, I hope he can let us know his feelings, such as letting us know that he 

is in pain or feeling uncomfortable. He will simply cry or throw a tantrum … 

yes, so that we know how to manage his problems [if he can let us know] 

(r139,F,B5y1m,ARN).  

 

The inability to communicate was associated with the inability to make and play 

with friends, as some parents stated: 

I really hope that he can talk so that he can tell me what he wants. If he can 

talk, he might have some friends to play with (r109,F,B3y9m,PPN).  
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To me, the most important thing is for him to be able to talk. Once he can 

already talk, he can play with his friends, he can go to school and also he can 

tell me what he wants (r117,M,B4y,PPN).    

 

One parent mentioned that, not only her child, but his friends at school could not 

talk either, as he attended a special education facility.  

He just playing with them [other children] but does not talk. However, all the 

children there [in the special educational school] also cannot talk [laugh]. He 

does talk to his sister but I also do not understand what he says [laugh] 

(r135,M,B4y11m,ARN). 

 

Difficulties in making and/or playing with friends.  Twenty-one responses were 

received regarding the difficulty in making and/or playing with friends among children 

with ASD.  Some of the parents emphasised a desire for their children with ASD to have 

friends and to be able to play with their friends: 

It is also important to get more friends and play with friends. He does not want 

to play with other children and also does not want to play with his own cousins 

(r107,M,B4y,PPN). 

 

In term of playing, I hope he can mix with other children and play together 

with them, so that he can have more friends (r105,M,B3y5m,PPN). 

 

Having friends was also linked with having more activities to do both at home 

and at school for one child rather than watching television: 

I hope my son can mix and play better with his friends. This is important so 

that he can have more friends at school and at home. If he has more friends, he 

will have more activities to do other than watching television at home 

(r106,M,B5y9m,PPN).  

 

Another parent claimed that her child’s tantrum behaviours resulted in the child 

being unable to make friends because of his behaviour: 

He has problem with friendship because he is easily getting angry. If he 

doesn’t get what he wants, he might get angry and throw a tantrum in front of 

his friends. That behaviour makes it difficult for him to get friends 

(r110,M,B4y5m,PPN).  

 



 

165 

 

Some parents reported that their child was having problems sharing toys and 

belongings with friends during play: 

He also has a problem in sharing his things. He refuses to share his toys at all. 

It is depending on his mood also.  Sometimes he is willing to share his things; 

however, it is so seldom (r115,M,B4y2m,PPN). 

 

It is also important that he can talk and also can share his things with others, 

such as sharing his toys with others (r127,F,B5y10m,PPN).  

 

While most of the parents in this research emphasised their child’s need to play 

with peers, by contrast one parent said she does not allow her child to play with other 

children because he is too hyperactive and could not play nicely with his peers, as she 

explained: 

He likes to play with other children, but I do not allow him to. He is too 

hyperactive. He is lacking in understanding how to play nicely with them 

(r135,M,B4y11m,ARN).  

 

Difficulty in making and/or playing with friends in one child was described by his 

parent as an inability to play with children/peers.  The child was not having problems in 

playing with adults:  

He has no problem in socialising with adults, but he has problems with 

socialising with children [peers]…He is able to go and play with 

adults…[pause] He can communicate in his own way…He doesn’t want to 

[play with other children] [pause;] he likes to keep to himself…so, that is part 

of his barrier (r141,M,B3y11m,ARN).  

 

Behaving aggressively and showing tantrum behaviour.  Five responses were 

identified in terms of behavioural issues under socialisation as some parents mentioned 

that their child behaved aggressively and showed tantrum behaviours, such as throwing 

and banging things: 

He shows really bad tantrum behaviour…yes…[He can throw a tantrum for] 

the whole day…yes...it was really bad. I hope his behaviour will change and he 

does not throwing such bad tantrums anymore… yes, it is important 

(r142,M,B11y10m,ARN). 

 

I really hope that his aggressive behaviours can be reduced. He likes throwing 

things and banging things (r101,F,B5y2m,PPN). 
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Inability to differentiate between good and bad.  Another parent mentioned that 

she hoped her child could achieve full independence in managing his daily activities and 

would be able to differentiate between good and bad as he is already 10 years old now.  

The parent explained: 

I really hope that he can be as independent as he can be. He is already grown 

up. It is important that he can manage himself independently now. So far, he 

can eat and bath independently. But I really hope he knows how to 

differentiate things, such as between good and bad things 

(r120,M,B10y6m,PPN).  

 

Summary 

 

This chapter has presented the results of phase two of this research – parents’ 

perspectives on the adaptive behaviour skills and occupational performance in children 

with ASD in Peninsular Malaysia, and their priorities in occupational performance for 

their child with ASD.  Two tools were administered to collect data: (a) The Vineland-II 

(The Parent/Caregiver Rating Form) (Sparrow et al., 2005a), and (b) the COPM (Law et 

al., 2000, 2008).  Results were analysed for 44 children with ASD obtained from 45 

parents.  The majority of the children with ASD in this research were boys aged five years 

and below (pre-school aged).  

In terms of the domains of communication, daily living skills and socialisation, if 

measured based on the standard scores, the communication and socialisation domains in 

children with ASD in Peninsular Malaysia were most impaired with the level of adaptive 

behaviour skills reported at 2-standard deviation below the mean standardisation sample in 

the Vineland-II.  The daily living skills domain was at 1-standard deviation below the 

mean standardisation sample in the Vineland-II.  Whereas, within the sub-domains 

compared to the mean standardisation sample in the Vineland-II, (a) the written, personal, 

domestic, community and coping skills sub-domains were at 1-standard deviation below 

the mean, and (b) the receptive, expressive, interpersonal relationship and play and leisure 
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time skills sub-domains were reported at 2-standard deviation below the mean 

standardisation sample. 

The mean age of the children with ASD involved in this research was 66 months.  

However, if measured based on the age-equivalent scores, the socialisation domain was 

most impaired among the children with ASD in this study with total mean age equivalent 

reported at only 25 months.  Under each domain, the categories of expressive, community 

and interpersonal relationship were the sub-domains indicated as the most impaired with 

age equivalents indicated at 21, 32 and 18 months, respectively.  

Parents listed a total of 140 occupational performance problems during the 

COPM semi-structured interviews, with problems in activities related to communication 

and caring for oneself reported as the problems experienced by the greatest numbers of 

children with ASD.  Positive correlation was shown between performance and satisfaction 

among parents in this research regarding their child’s ability.  Seven categories of 

problems were identified when all the listed problems were grouped into categories.  

Parents’ accounts during the interviews were also presented in this chapter; 

content analysis conducted showed that parents brought up issues regarding the inability to 

communicate among their child with ASD in all three categories of occupational 

performance – personal care, play and/or school, and socialisation activities, whereas play 

and/or making friends appeared in two categories -  play and/or school activities and also 

in socialisation activities as well.  
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CHAPTER VII 

DISCUSSION AND CONCLUSION 

________________________________________________________________________ 

The purpose of this chapter is to draw together the findings from both phases of 

the research, to reflect on the results in the context of the literature, and to recommend 

directions for future research and practice in the area of occupational therapy for people 

with ASD.  Phase one of the research involved surveying occupational therapists who 

worked with children with ASD in Victoria (Australia) and Malaysia.  

The aim of this phase was to compare practices between both countries. 

Therapists were asked questions regarding the frames of reference (FOR) and models of 

practice (MOP) they used to guide their practice, what aspects of adaptive behaviours were 

assessed, the assessments and/or outcome measures they used and interventions adopted.  

The second phase of the research involved parents of children with ASD aged 

from three to 12 years in Peninsular Malaysia.  Parents’ opinions regarding their child’s 

adaptive behaviour skills and occupational performance in everyday abilities were 

ascertained using a standardised assessment tool - the Vineland-II (Parent/Caregiver 

Rating Form) (Sparrow et al., 2005b) and an outcome measure - the COPM (Law et al., 

2000, 2008), to identify the priorities for occupational therapy intervention for children 

with ASD in Peninsular Malaysia.  This chapter discusses the findings of the study, its 

limitations and recommendations, as well as suggestions for further studies.  

 

 

Characteristics of Children with Autistic Spectrum Disorder in the Context of the 

Services Provided by Occupational Therapy Practitioners 

 

In this sample, the parents reported on children primarily under 5 years of age and 

there were more males than females.  This is consistent with the reported characteristics of 

the population worldwide (Baird et al., 2006; CDC, 2014; Fombonne, 2003).  This is the 
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age when ASD is commonly detected (CDC, 2014).  Generally, parents become aware that 

their child has difficulties when they observe the difference between their child and 

typically developing siblings or peers (Twoy et al., 2007; Vaness et al., 2012).  

Developmental delay among children with ASD can usually be detected by the age of 

three (Gillberg et al., 1990; Howlin & Moorf, 1997; Ray-Subramanian et al., 2011), and 

early intervention is recommended for children with ASD to ensure better prognosis and to 

improve current and future occupational performance among those children (Baird et al., 

2001; Dawson et al., 2010; Szatmari et al., 2003). 

The age group seen most frequently both in Victoria and Malaysia involved 

children under five years old, consistent with our sample.  The majority of the Malaysian 

and Victorian occupational therapy participants indicated that the most common age of 

children with ASD seen in their services was pre-school age - 69.2% in Malaysia and 

69.7% in Victoria, respectively.  However, there are contextual differences between the 

child health care systems in each country – Malaysian occupational therapy participants 

indicated that they seldom interviewed teachers or education staff.  Whereas, the Victorian 

occupational therapy participants indicated that they often involved education staff.  In 

Victoria, children start kindergarten at the age of three, and when they turn four, they can 

access kindergarten for 15 hours per week (State Government Victoria Australia, 2013).  

Another difference is that in Victoria, the policy is to include children with disability in 

mainstream schools, with the age for starting school being the year in which the child is 

five on or before the 1
st
 of April.  In Malaysia, however, it is not compulsory for children 

under five years to attend kindergarten.  In addition, it was legislated in 2003 that the 

compulsory age for entering formal education in Malaysia, would be six (Kementerian 

Pendidikan Malaysia, 2002).  This means that children in Malaysia enter formal 

kindergarten at the age of six and start their primary school years at the age of seven.  This 

may be the reason why occupational therapy participants in Malaysia reported less contact 

with teachers/education staff in their practices.  In Malaysia, children of less than six or 
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seven years of age do not have access to formal education, yet they comprise the principal 

group that occupational therapists see.  In addition, the Malaysian Government has enacted 

the Persons with Disabilities Act (PWD), which means all children must be equally 

accepted into the school system (Malaysian Psychiatric Association, 2010).  Nevertheless,  

some teachers still feel apprehensive about receiving children with ASD into their 

classrooms due to a lack of understanding of (a) the characteristics of children with ASD, 

and (b) the importance of inclusive education for these children (Mohamad Razali, Toran, 

Kamaralzaman, Mohamad Salleh, & Mohd Yasin, 2013). 

In a study conducted in Queensland, Australia by Ashburner et al. (2010, 

unpublished report), 60.0% of the occupational therapy participants sampled reported that 

working in the ASD area was more challenging than other areas of occupational therapy 

practice - with 55.0% of them reporting that the complexity of the disorder was the most 

challenging aspect of working with people with ASD.  This is consistent with the results of 

our research, where both Malaysian and Victorian participants reported that they find it 

more challenging to provide services to children with ASD, mainly due to the complexity 

of the disorders.  It is unclear why this issue remains; however, it could be due to the 

limited research available on the effective interventions for this population that can be 

used by occupational therapists to guide their practices.  

 

Family-Centred Practice 

Including family members, such as parents, in the interventions of children with 

ASD has been found to benefit both the children with ASD and also their families (Burrell 

& Borrego, 2012; Miller-Kuhaneck & Britner, 2010).  In this current study, the 

occupational therapist participants in both countries stated that they always worked with 

parents of children with ASD in their services.  This is consistent with the findings from 

Ashburner et al. (2010, unpublished report), that collaboration with parents and/or 

caregivers was strongly recommended by the occupational therapy participants in their 
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study.  Although the occupational therapy participants in this research, including those in 

Malaysia, strongly indicated that they were involving parents in their services for children 

with ASD, it is important to compare this with the Malaysian parents’ concerns about the 

adaptive skills and occupational performance issues for their children in phase two of this 

research.  Even though the Malaysian therapists stated that they were collaborating closely 

with parents in their services, issues regarding the child’s daily activities such as personal 

care activities and communication skills were nevertheless not the focus of the 

interventions.  This can be corroborated by the  results which show that the occupational 

therapists were focusing more on providing sensory-based intervention rather than 

addressing the occupational performance difficulties faced by the children.   

 Input from families should be maximised by occupational therapy practitioners to 

ensure that the services and supports that are really needed by the families as the main 

caregivers of children with ASD are delivered (Amar, 2008; Bowker et al., 2011; Dunst et 

al., 2010; Hanna & Rodger, 2002; Miller-Kuhaneck & Britner, 2010).  However, these 

results need to be interpreted with caution, because they were not from matched pairs of 

occupational therapist and parent/carer, and the parents interviewed were only from 

Malaysia, not Australia.  None the less, it does point to some inconsistencies between 

occupational therapists’ views of themselves as family friendly and considerate of the 

priorities of the families.   

The results also point to important areas of occupational performance that are not 

being addressed.  Having explored what the occupational therapy practitioners are doing, 

their priorities for intervention, training and their background models to guide their 

practice, it was evident that both Malaysian and Australian occupational therapy 

practitioners use similar approaches to children with ASD and their families, despite 

differences in cultural, ethnic, educational and healthcare systems.  This has demonstrated 

an important need for focus on the cultural validity of interventions provided; occupational 
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therapists in Malaysia should develop their own practices in addressing the unique 

challenges faced by children with ASD and their family in Malaysia.  

The guiding models and frames of reference tend to be towards sensory-based 

approaches.  The emphasis on providing sensory-based approaches in the occupational 

therapy services by the occupational therapy participants can be seen in all areas of 

practice that they reflected on - their interventions, assessments, assessment tools, models 

and frames of reference.  Additionally, their professional development needs in terms of 

the training that they had attended, and wanted to attend, were also heavily focused on 

sensory-based approaches/training.  

What is most concerning regarding the data from the therapists is that only two of 

the parents put sensory-based issues as their priorities for management.  In contrast, all 

therapists felt sensory issues were important.  This is important for two reasons: children 

and adults with ASD do exhibit sensory difficulties as part of their condition (DSM-V, 

2013a), but there is limited evidence that any kind of direct intervention has an effect on 

changing these underlying hyper- or hypo-sensitivities (e.g. sensitivity to touch or auditory 

stimulation) (American Academy of Pediatrics, 2012).  The occupational therapy 

practitioners, however, could provide a solution based on the modifications and/or 

adaptations to the environment and/or on the tasks given in order to accommodate sensory 

challenges, among these children in performing their daily living activities.  What has been 

shown to be effective with these sensitivities is the management of the environment 

(Koegel et al., 2012), or the use of cognitive strategies with higher functioning individuals 

(Rodger & Brandenburg, 2009).  Yet sensory management appears to be the first port of 

call for occupational therapists working with children with ASD (Arbesman & Lieberman, 

2010; Case-Smith & Arbesman, 2008; Watling et al., 1999a).  In addition, parents 

identified priority areas that required management by either intervening in the 

environment, changing the way activities were performed, or using specific skills related 

to hygiene, priorities that bore no relation to the priorities being set by therapists. 
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Considering the multiple and often unique challenges exhibited by children with 

ASD, the use of observation in multiple environments can provide useful information 

about their needs for planning and providing occupational therapy services for this group 

(Rodger et al., 2010), particularly as most of the issues stated by the parents occurred in 

home or school environments (Case-Smith & Arbesman, 2008; Zachor & Curatolo, 2013). 

Therefore, considering that the method of assessment in multiple environments was not 

administered or administered less by occupational therapists (as only 36.0% and 10.0% of 

the Malaysian occupational therapy participants reported that they “often” and “always” 

performed assessment in multiple environment in their assessments, respectively), it is of 

concern in respect to the services received by the Malaysian children with ASD and their 

families.  In Victoria, the majority of the occupational therapist participants indicated that 

they “often” and “always” performed observation in multiple environments in their 

services for children with ASD (68.2%).  

After a study of the occupational therapy practitioners and their services across 

two nations, phase two of the research was restricted to parents of children with ASD in 

Peninsular Malaysia.  As discussed previously in Chapter I, Malaysia is still a developing 

country that has high human development need, so, in theory, should be able to develop its 

own skills in providing best healthcare services and in improving its people’s well-being.  

Autistic spectrum disorder is complex, and parents are vulnerable and susceptible to 

theories and therapies that have not been researched and may be harmful (Amar, 2008; 

Bowker et al., 2011; Dolah et al., 2012; Prior et al., 2011).  In Malaysia, foreign-based 

therapists are opening treatment centres for children with ASD (Amar, 2008).  These 

centres apply the services that they give to children and families in their country of origin 

without modification to the Malaysian population.  This is neither cost effective for the 

families or Malaysia, nor is it culturally appropriate.  Thus, it is essential that Malaysian 

occupational therapists identify best practice, and then see whether this best practice is 

culturally appropriate in the Malaysian context (Amar, 2008; Arbesman & Lieberman, 
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2010; Bowker et al., 2011; Wilder et al., 2004), as it may not be optimal in the Malaysian 

context.  

This is the first time a study of this kind has been performed with this population 

in Malaysia, and, in the light of the above, it was important to identify the priorities and 

goals of the parents and children where possible.  However, given the results of the 

research, the similarity in work practices of the occupational therapy practitioners studied 

from both countries, and the mismatch between the priorities of the parents and the 

interventions that they are being offered in Malaysia, it is important that the second phase 

of this research is repeated with parents of children with ASD attending occupational 

therapy services in Australia.  It is particularly important to identify whether the 

interventions given by Australian occupational therapy practitioners are in tune with the 

goals of the parents and children with ASD, so, that results for Australia and Malaysia can 

be compared.  

 

Age of the Children on whom Services were Concentrated 

 

Occupational therapy participants in both Victoria and Malaysia indicated that 

they saw pre-school children more frequently than any other group, and this was 

confirmed by parental participants in phase two of the research.  Nevertheless, the 

dominance of the pre-school group and the absence of older children in this research raises 

concern.  McConachie and Robinson (2006) reported that as the children with ASD grow 

older, their contact with related services reduces.  However, as children with ASD grow 

older the difference in skills between them and their peers increases (Duncan & Bishop, 

2013).  This makes the occupational performance issues that they face more pronounced 

(Duncan & Bishop, 2013; Kanne et al., 2011).  

It is of concern that occupational therapists tend to only work with younger 

children.  Transition to school is vitally important; however, enabling transitions, 

environmental modifications and access to productive and leisure occupations, as heavily 



 

175 

 

emphasised in the CMOP-E model (Polatajko, Townsend & Craik, 2007), should be 

occurring throughout school, secondary school and entry into adulthood. This does not 

appear to be happening and the occupational roles and performance of older children with 

ASD are not being addressed in either context, especially those of the participants 

involved in the study.  

A large number of occupational therapist survey participants in Malaysia (39.2%) 

and Victoria (60.9%) indicated that they had never addressed the adaptive behaviour skills 

in the area of productive occupations (work or vocational skills) in their services provided 

to children and adolescents with ASD.  This is of major concern, as it appears that this area 

is highly important for children and their families, but is neglected by occupational therapy 

practitioners.  These findings raise questions regarding the skills of occupational therapy 

practitioners in the area of ASD.  It maybe that occupational therapy practitioners are not 

well equipped – either in terms of facilities, suitable settings, knowledge and expertise to 

provide services to adolescents with ASD who need work- or vocational skills-related 

assessments and interventions in Malaysia, and Australia as well.  

Work and/or vocational skills-related assessments and interventions are one of the 

occupational performance aspects that can be  provided by occupational therapy 

practitioners to their clients (DeLany, Ellexson, & Larson, 2011; Liu, Hollis, Warren, & 

Williamson, 2007).  However, if occupational therapy practitioners are unable to provide 

this, there is a gap in occupational therapy service delivery in Malaysia in that aspect, 

which needs further attention by the profession.  Again, this pattern was seen in 

occupational therapist participants in Victoria, and requires further exploration. 

As children with ASD grow older, their challenges in daily living occupations 

may become of greater concern, and impede their ability to participate in the community, 

as well as increase the amount of support required (Duncan & Bishop, 2013; Gabriels et 

al., 2007; Kanne et al., 2011; Szatmari et al., 2003).  Nevertheless, it appears that they may 

not have access to these services from occupational therapy practitioners.   
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The ability to communicate effectively with others, manage daily living needs 

independently, and be actively involved in community living are among the important 

skills needed by adolescents with ASD as a preparation for them to enter adult life, 

including accessing productive occupations (Duncan & Bishop, 2013; Gupta & Singhal, 

2009).  Hence, occupational therapy practitioners should play an active role in helping 

those children and adolescents acquire the necessary skills in this vital transitional stage 

right from the beginning, but there is limited evidence that this is a service priority by the 

participants involved in this study. 

 

The Difficulties in Occupational Performance among Children with Autistic 

Spectrum Disorder in Peninsular Malaysia 

 

In this research, occupational performance was measured using the Vineland-II 

survey (Parent/Caregiver Rating Form) (Sparrow et al., 2005b) and the Canadian 

Occupational Performance Measure (COPM) (Law et al., 2000, 2008).  This part of the 

discussion will examine findings concerning difficulties in occupational performance 

among children with ASD in Peninsular Malaysia from the Vineland-II, followed by the 

findings from the COPM.  

 

Difficulties in occupational performance: The Vineland Adaptive Behaviours Scales-

Second Edition (Vineland-II) 

 

The Vineland-II was used as it is the gold standard for measuring adaptive 

behaviour skills of children with ASD (Kanne et al., 2011; Scattone et al., 2011; Sparrow 

et al., 2005a).  The results of the Vineland-II with this sample indicated that in the domains 

studied - communication, daily living skills and socialisation skills, the children performed 

these skills with greater difficulty than typically-developing children, which is consistent 

with previous investigations in this area (Duncan & Bishop, 2013; Lord & Schopler, 

1989a; Perry et al., 2009; Rodrigue et al., 1991; Stone et al., 1999). 
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Firstly, there was a difference between the published norms and the sample 

studied.  If measured with the mean standard scores (SS), the children with ASD involved 

in this research presented with a profile of adaptive behaviour skills in which the 

communication skills domain was the most affected (mean SS= 61.5), followed by the 

socialisation domain (mean SS= 67.7) and with the daily living skills domain as the least 

affected (mean SS= 71.3).  This means that, compared to the normed population samples, 

children with ASD in Peninsular Malaysia in this research were at 1-standard deviation 

below the mean in their daily living skills domain, and the communication and 

socialisation domains were at 2-standard deviations below the mean of the normed sample.  

From the results obtained, it can simply be defined that the level of adaptive behaviour 

skills among the children with ASD in Peninsular Malaysia involved in this research were 

at “low adaptive behaviour level” for the daily living skills domain, whereas the 

communication and socialisation were at the “moderately low adaptive behaviour level”.  

This finding was similar to the recent study by Ray-Subramanian et al. (2011) on the 

profile of adaptive behaviour skills if measured using mean standard scores, in which the 

authors concluded that the delay in adaptive behaviour skills could be seen in children 

with ASD as early as under three years of age. 

If measured based on the age-equivalent scores, children with ASD in Peninsular 

Malaysia in this research present with significant impairment in socialisation skills as the 

most affected domain, followed by relatively impaired communication skills and impaired 

daily living skills.  This is consistent with other studies performed in US and UK using 

age-equivalent scores as their performance measures (Carter et al., 1998; Charman et al., 

2004; Perry et al., 2009), which also found that the socialisation domain was most affected 

based on the mean age-equivalent scores.  

The results on the mean standard scores and age-equivalent scores on the 

Vineland-II demonstrate that children in Peninsular Malaysia involved in this research 
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present with similar adaptive behaviour skills as the children with ASD studied in other 

regions.  

The daily living skills of the Malaysian children in this study were less impaired 

than either socialisation or communication skills, but that does not necessarily indicate that 

this is an area of strength in this population.  The sample of participants in this research 

reflect a younger age group – typically pre-school, where impairments in adaptive skills 

are less apparent, and less disabling than for older children, adolescents and adults.  With 

older participants, it is likely that the adaptive behaviour skills would fall at 2-standard 

deviation below the mean.  This is an area for further investigation. 

The Vineland-II was able to identify difficulties in certain areas/domains of 

adaptive behaviours experienced by the sample of Malaysian children, but it does not give 

information about how to help parents in managing the daily needs of their children with 

ASD.  Many of the parents are acutely aware of these differences, and the most impaired 

skills are not necessarily those which are the parents’ highest priority.  

 

Difficulties in occupational performance: The Canadian Occupational Performance 

Measure (COPM) 

 

Parents identified four priority categories related to their child’s difficulty in 

occupational performance (a) problems in communication, (b) problems in socialisation, 

(c) problems in activities related to caring for oneself, and (d) problems with activities 

related to academic skills at school and/or at home.  The lack of identification of activities 

related to academic skills at school and/or at home by the Vineland-II assessment indicates 

the limitation of relying on only one impairment-based assessment such as the Vineland-II 

– where adaptive skills (that is caring for oneself) are 1-standard deviation below the 

norm, compared to communication and socialisation skills.  This is because the Vineland-

II only identifies the area/domain of difficulties but not the specific skills deficits in that 

identified area/domain, whereas, with the COPM assessment of semi-structured 
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interviews, parents prioritised all four areas and the parents’ satisfaction in those related 

activities was also low (Table 6.5, p. 143). 

Sensory skills were not identified as priorities by parents, yet this was the chief 

service offered by the occupational therapy practitioners both in Malaysia and in Victoria, 

as indicated by their survey responses – to questions on models and frames of reference 

used, assessments and interventions provided and their goals in providing therapy.  A 

major concern exists as to whether the parents and children are able to have their needs 

met by occupational therapy services, or could it be that therapists are reporting the 

problems in self-care activities problems in sensory processing difficulties instead.  

Meeting parents’ needs can be considered vital; there are strong, positive correlations 

between the level of occupational performance abilities among the children with ASD and 

their parents’ level of satisfaction.  This indicates that the higher the occupational 

performance abilities among the children with ASD, the higher their parents’ satisfaction 

level, which makes it essential for occupational therapy practitioners to address matters 

that are priorities of the child and their family.  

 

Occupational Therapy Practitioners and Their Services 

In this research, it was found that there are contradictions between parents’ 

priorities and what they actually received from the occupational therapy services.  This, 

again, might help explain why the majority age group of children with ASD served by 

occupational therapy participants both in Malaysia and Victoria was below five.  Possibly, 

some parents and children with ASD, who attend occupational therapy services, may 

discontinue or default their therapy appointments due to perceptions that they are not 

having their children’s most pressing problems addressed, not having their priorities met 

when managing their children with ASD’s daily activities, or, even worse, might be 

receiving therapy that is superficial, not family-centred and irrelevant to the problems of 

the children.  There is evidence to suggest that, when parents are not satisfied with the 
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occupational therapy services that they received for their children with ASD, they will stop 

attending the services at some point and look for other alternatives (Diamantis, 2010).   

Furthermore, these may add to the reasons why school-age children and teenagers 

with ASD are not adequately served by occupational therapy services; the intervention that 

they received as young children does not give their families confidence that their needs 

will be met in the future, or exhibits a lack of understanding of what occupational therapy 

should focus on.  Occupational therapy with children and families with ASD should focus 

on meeting and addressing the occupational performance needs of the children and 

families, and this is clearly not occurring.   

On the other hand, the lower number of teenagers and adolescents with ASD 

obtaining occupational therapy services could also stem from the sources of funding being 

concentrated more on early child development; hence, more services and experts are easily 

available for younger age group compared to adolescents group.  This makes services for 

younger aged children with ASD more easily obtainable and the occupational therapists 

are more skilled and experienced in servicing these younger children.  

Parents’ priorities for encouraging socialisation for their children is supported by 

other research, in particular the findings from the study conducted by Dawson et al. (2004) 

which found that pre-school aged children with ASD performed significantly worse in 

aspects of socialisation skills, such as in social orienting, joint attention, and attention to 

another’s distress, as opposed to children with developmental delay and typical 

development.  When tested, children with ASD often failed to respond to social stimuli, 

such as facial expressions, humming, calling the child’s name, snapping fingers and 

patting hands on thighs (Dawson et al., 2004; Paul, Chawarska, Cicchetti, & Volkmar, 

2008).  

Parents’ emphasis on activities related to communication with their child with 

ASD, highlighted in the Vineland-II results, was also reflected in their personal accounts 

from the COPM semi-structured interviews.  Difficulties in communication appeared in all 
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occupational performance categories asked about during the interviews (Figures 6.5, 6.6 

and 6.7).  Parents reported problems in communication in the aspects of personal care, 

play and/or school, as well as problems related with communication in the aspect of 

socialisation activities.  From parents’ accounts during the interviews, it can be concluded 

that the communication problems involved both verbal and non-verbal abilities, ranging 

from the children with ASDs’ inability to indicate their wishes, to not understanding when 

people communicate with them and not having sufficient communication ability to create 

successful social relationships.  The ability to communicate among the children with ASD 

appears to be the key in managing their daily occupations (Clark, Miller-Kuhaneck, & 

Watling, 2004; Hébert et al., 2012; Szatmari et al., 2003).  

Some parents also concluded that the inability of their child with ASD to 

communicate leads the child to social isolation and to being rejected by peers (Chapter 

VI).  Hence, it can be assumed that parents in this research are seeing the ability of their 

child with ASD to communicate as the essential element in building positive social 

relationship and achieving a decent quality of live, both for the children with ASD and 

also for the parents as well (Aldred et al., 2004; Hébert et al., 2012).  Furthermore, 

research indicates that the inability of children with ASD to develop communication skills 

is one of the early markers observed by parents and which concerned them regarding their 

child’s developmental stage as early as 12 months of age (Hébert et al., 2012; Veness et 

al., 2012).   Paul et al. (2004) also found in their study that communication abilities was 

the most impaired aspect in children with ASD, with expressive language abilities and 

elaborate language usage poor among those children.  

The majority of occupational therapy participants in Malaysia and Victoria used 

sensory-based approaches in theoretical models utilised, assessments administered and 

interventions provided, consistent with previous finding in the US (Watling et al., 1999a) 

and Queensland, Australia (Ashburner et al., 2010, unpublished report).  However, only 

two issues reported as important by parents can be assumed to be associated with sensory 
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difficulties in this research: “does not like new clothes” and “selective eaters” (Chapter 

VI).  Furthermore, these sensory issues occurred for only three children from the sample of 

44 participants.  It can be observed through parents’ accounts in the qualitative data 

collected in the interviews that some parents did state issues that can be associated with 

sensory difficulties around personal care activities, such as “does not like the texture of the 

toothbrush” and “refuses to hold and eat certain types of foods” (Chapter VI, p. 151 and 

153, respectively).  However, none of the parents who mentioned these problems during 

the interviews listed them as most important to them, when asked to list the five most 

important occupational performance problems at the end of the interview session.  

As only 7% of children in this study can be assumed to experience sensory issues 

(based from their parents’ feedback) and this was not indicated as high priority by parents, 

this raises serious questions and concerns about why Malaysian occupational therapy 

participants indicated that the management of issues related to sensory processing 

difficulties was one of their main common short-term intervention goals when providing 

services for children with ASD.  The concern is whether occupational therapy practitioners 

may have been focusing too much on providing sensory-based approaches in their services 

instead of looking at improving the matters that are more important to parents, such as 

providing services in daily living activities and/or modification to the environment that 

will enable the child to participate in society, school, and life (American Academy of 

Pediatrics, 2012; Arbesman & Lieberman, 2010). 

The focus on addressing sensory processing issues in occupational therapy 

intervention goals was also reported by the respondents in the study conducted by 

Ashburner et al. (2010, unpublished report) with 77.0% of the respondents in Queensland, 

Australia indicating this.  In fact, the emphasis on administering assessments and 

providing interventions around sensory-based approaches by occupational therapy 

practitioners were reported in a study by Watling et al. (1999a) conducted more than a 

decade ago in the US.  Looking at these trends, services provided by occupational therapy 
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practitioners to children with ASD should be carefully planned and tailored to precisely 

match those that are identified as the most important to the child and their parents and/or 

caregivers in order to be client- and family-centred (Arbesman & Lieberman, 2010; 

Diamantis, 2010; Ling-Yi, 2010; Rodger et al., 2010).  In this current research, parents 

emphasised the importance of their child with ASD achieving abilities in communicating, 

activities related to socialising, caring for oneself and academic skills, as opposed to 

managing sensory processing difficulties - the service largely provided by the occupational 

therapy participants involved in this research.  Clearly, parents of children with ASD in 

this research highlight the importance of increasing occupational performance in order to 

increase the quality of life for their children in daily occupation (including academic 

aspects) and socialisation.  

Consistent with the focus given to the theoretical models utilised, assessments 

administered and interventions provided to children with ASD that are highly based on 

sensory integration and/or processing approaches, again the greatest number of the 

occupational therapy participants, both in Malaysia and Victoria, similarly indicated, when 

asked about their professional development needs, that they have attended and wanted to 

attend courses related to sensory-based approaches (i.e.: 25.8% and 42.3% of the 

occupational therapy respondents in Victoria and Malaysia, respectively).  This differs 

greatly from the number of occupational therapy respondents who indicated that they 

would like to attend courses or trainings related to activities of daily living or self-care 

skills with only rather small numbers of occupational therapy respondents indicating this 

(i.e.: 4.5% and 1.9% of occupational therapy respondents in Victoria and Malaysia, 

respectively).  However, judging from the parents' priorities in terms of the problems faced 

by their child with ASD, it can be said that the occupational therapy practitioners should 

focus their research, interventions, and their related training needs on the aspects related to 

occupation-based, rather than sensory aspects, of care (Diamantis, 2010; Rodger et al., 

2010; Ling-Yi, 2010).  As the focus for occupational therapy practitioners should be on 
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occupational performance, perhaps more focus on this would be appropriate in their 

interventions provided for children with ASD and their family.  Although decreased 

independence in the aspect of activities of daily living is believed to be associated with the 

sensori-motor difficulties among children with ASD (Jasmin et al., 2009), there should 

also be some balance in the services provided in those two areas.  Therefore, emphasis on 

sensory-based interventions should be approached with caution by the occupational 

therapists involved.  Above all, occupational therapy practitioners should focus their 

intervention and training lens on advancing their skills and knowledge in providing useful 

strategies for children with ASD and their families in order to increase independence and 

improvement in performance and satisfaction in daily occupation (Ling-Yi, 2010).  For 

example, enabling access to suitable meaningful activities, in order to gain shared interests 

and roles to improve communication and socialisation, as well as improving performance 

in their self-care activities skills - the things that were far more important according to the 

parents in this research.  Additionally, better occupational performance among children 

with ASD can also be achieved if occupational therapists applied their knowledge in 

sensory-based interventions to achieve daily living skills through environmental adaptation 

and/or modification, and also by changing the characteristics of the tasks to better meet the 

individual needs of the children with ASD. 

It is interesting to note that what is expressed as the most common problems in 

children with ASD are also those most identified as parental priorities on the COPM.  The 

areas identified include communication, being able to care for oneself and 

relationships/socialisation, which are the categories measured in the Vineland-II.  

However, whilst the Vineland-II was able to identify that there were issues in those areas, 

the COPM was able to elucidate what the problem was related to the child’s ability to do 

activities, and thus provide a basis for intervention.  For example, one parent emphasised 

that he wanted his son to be able to let him know when the child was in pain or feeling 

uncomfortable, rather than just simply crying or tantrumming as the only method to 
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communicate pain (Chapter VI, pp. 163-164).  In order to capture the details and 

individualised needs of these children, the use of qualitative information should 

accompany any impairment-based test.  The COPM was found to be a useful tool to 

achieve this.  Furthermore, the parents of the child with ASD are the experts in their 

child’s needs, and are the ones required to manage and accommodate their child’s access 

to everyday occupations (Carothers & Taylor, 2004, Joosten & Safe, 2014).  Occupational 

therapy practitioners should closely collaborate with parents in the assessment and 

intervention process for children with ASD (Amar, 2008; Douglas & Taylor, 2004; Ling-

Yi, 2010).  

Family-centred practice recognises that parents have to consider the needs of the 

child with ASD in the context of their whole family, as well as their economic and cultural 

background.  Ensuring that intervention is evidence based as well as meaningful is part of 

family-centred practice, as is not interfering with family function or having parents 

allocate certain amount of their time every day to focus on performing certain 

interventions such as those that are sensory-based.  Such requirements may interrupt other 

necessary occupations as well as upset the routines of other family members, which may 

lead parents to abandon the services, or worse, practices may interfere with family 

functioning (Phelps et al., 2009).  Hence, meaningful family-centred interventions should 

be provided with the focus on enabling the parents and other family members to easily 

manage and synchronise the needs of the children with ASD within family daily living 

routines, specifically, and also into community life generally (Fernell, Eriksson, & 

Gillberg, 2013; Joosten & Safe, 2014; Zachor & Curatolo, 2013).  

Occupational therapy practitioners must equip themselves with detailed 

knowledge about ASD (James, Pizur-Barnekow, & Schefkind, 2014), in order for them to 

fully understand the child’s difficulties in occupational performance.  In this way, 

occupational therapists can improve their ability to enhance family functioning as well as 

that of the child with ASD (Karst & Van Hecke, 2012; Ling-Yi, 2010).  For example, they 
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might help parents to understand their child’s behaviours, and help educational staff 

understand why children behave the way they do, without putting a sensory overlay on top 

of this.   

 

Research Limitations and Recommendations 

 

The prime limitations in this research was getting participants representative of 

occupational therapy practitioners in Malaysia, especially from East Malaysia, involved in 

phase one of the research.  Due to the poor response rate obtained from the respondents in 

Malaysia, especially from East Malaysia, with data derived from only nine occupational 

therapists, other strategies will have to be considered to engage more participants in future 

research.  Although occupational therapists in Malaysia are from the same country, the fact 

that they are working in different regions and have their own challenges to contend with, is 

worth exploring further.  If the MOTA database was completed in terms of the members’ 

names, current addresses, and areas of specialty, a questionnaire could be mailed to that 

target group; this could increase the response rate.  The results obtained from this survey 

of Malaysian occupational therapists working with children with ASD could be used to 

increase MOTA’s ability to organise research activities in order to develop the profession 

further, organise much needed courses or professional development for its members and 

also to plan future strategies to build clear directions for the profession in Malaysia.  

The difficulties in getting more participant numbers in Malaysia might partly be 

due to the inadequate database of the MOTA, which has incomplete information, such as 

incomplete names and addresses of its members.  Some occupational therapy practitioners 

in Malaysia are not registered as MOTA members, which might also influence the chances 

of getting more potential participants through the association database.  Since the 

membership in MOTA is open to all occupational therapists working either in public or in 

private practices in Malaysia, a database that contains complete and current information 

about its members would be a valuable resource.  An accurate and up-to-date database 
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would be useful in terms of the development and understanding of the workforce and 

service needs, as well as a useful resource for assisting with research regarding the future 

directions of this profession in Malaysia.  For future study, it is suggested that 

occupational therapy practitioners registered and working under the Ministry of Health, 

Malaysia (MOH) and also in other government agencies, such as under the Ministry of 

Women, Family, and Community Development, should be recruited. 

Due to the nature of the mail survey adopted in the data collection in phase one of 

this research, some participants may have different interpretations of the questions asked; 

however, efforts were made to minimise this during the questionnaire development, 

validation and testing process, as well as in designing the questionnaire to include both 

closed- and open-ended questions to give the participants the opportunity to express their 

own opinions about the questions asked.  For any future study, in addition to collecting 

data regarding the occupational therapy services with children with ASD via a mail 

survey, conducting face-to-face interviews with practitioners would be a beneficial 

strategy to capture the accurate meaning of the participants’ opinions and clarify any 

ambiguity in their understanding of the questions asked.  Owing to the nature of this study, 

it was not possible to conduct face-to-face interviews with occupational therapy 

practitioners, due to time and resources constraints.  

The inability to match the occupational therapy participants to their clients of 

children with ASD is another limitation of the study.  Matching of pairs of therapists and 

clients could yield more accurate information regarding the services offered and the 

client’s expectations or priorities.  In future, a study could be done on the pairs of 

therapists and clients to focus on the services offered in order to ascertain the strength of 

the client- and family-centred approaches being practiced by the occupational therapy 

practitioners.  However, an effort was made in this study to ensure that the parents of 

children with ASD interviewed were also those who were receiving occupational therapy 
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services in the two centres in Peninsular Malaysia where the Malaysian occupational 

therapists were surveyed in phase one (i.e.: The UKMMC and NASOM).  

In this research, the survey of the parents of children with ASD was only 

performed in Peninsular Malaysia due to some constraints as explained in pages 111-112.  

It would be beneficial if the second phase of the research could have also been conducted 

in East Malaysia and Victoria as well.  The perspective of parents of children with ASD 

from Victoria could be compared to those of Malaysian parents to see whether there are 

similarities or differences in terms of their priorities regarding their children with ASD’s 

occupational therapy services, given the potential differences in culture, socioeconomic 

factors and healthcare services available.  

Another limitation of this research concerns the age of the children involved in 

the study as the majority of them were preschool-age children.  It would be beneficial if a 

similar study could be done with teenagers and/or adolescent with ASD when their 

challenges in performing daily occupations could be much greater.  It would be beneficial 

to explore this as the information gained could be used to prepare occupational therapy 

practitioners to provide interventions most needed by the adolescent with ASD population, 

considering their needs for successful transition to adult life.  In addition, efforts should be 

made to include more participants from private practices and non-government 

organisations (NGOs) that offer services to this population, regardless of whether they are 

offering occupational therapy services in their centres.  This might be achieved by 

including or recruiting participants from companies or NGOs providing services for 

children and adolescents with ASD registered under the Ministry of Women, Family, and 

Community Development, Malaysia (especially under its Social Welfare Department and 

Social Institute of Malaysia Division). 
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Implications for Occupational Therapy Education, Practice, and Professional 

Development 

  It is of great concern that practitioners did not refer to literature on which to base 

their interventions.  In both contexts, practitioners preferred to acquire knowledge and 

skills by attending face-to-face training (such as attending workshops, short courses and 

conferences) (Table 4.8, p. 101).  Regarding the method of acquiring knowledge and 

skills, it was concerning to see that literature reviews are among the methods least 

preferred by the participants, both in Victoria and Malaysia.  It is concerning that some 

practitioners are not using evidence to guide their practice, which can also be because 

there are limited literatures available to base their practices on or could also be because of 

the difficulties gaining access to the literatures.  Providing well-researched occupational 

therapy interventions for children with ASD is vital.  It can only be presumed that the 

method of literature reviews is not highly preferred by the respondents in this research 

because: 

1. They are not well equipped with the knowledge and skills to perform the 

search and also to analyse the research strengths and weaknesses 

(Arbesman & Lieberman, 2010) 

2. They do not have the facilities needed, such as computer and/or internet 

connection to perform the web-based search and/or the access to the 

databases necessary to perform the literature search (Leong, Carter, & 

Stephenson, 2013; Arbesman & Lieberman, 2010) 

3. They do not have time to perform the literature review process.  If this is 

the case, it is the responsibility of practitioners to make sure that they are 

able to manage their time wisely and provide themselves with a suitable 

time allocation for their professional development needs to ensure that 

they keep up-to-date with the current evidence in practices for children 

with ASD.  
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Some studies suggest that the ability to acquire language skills among children 

with ASD is a strong indicator of the achievement of independence in daily living skills 

(Kanne et al., 2011).  As discussed previously, some parents in this research emphasised 

the importance of their child with ASD being able to communicate in order to let them 

know their needs and feelings; hence, this finding can be useful to occupational therapy 

practitioners in planning their interventions with a focus on increasing the ability of 

children with ASD to appropriately interact and communicate their needs in daily 

occupations.  Therefore, close collaboration with other health care professionals, 

especially with speech therapists, to achieve the communication skills required for 

children with ASD to successfully engage in daily occupations is strongly recommended.  

Based on the results obtained in this research, it is suggested that the standardised 

assessment tool to assess the child with ASD’s level of adaptive behaviour skills - the 

Vineland-II (Sparrow et al., 2005b) - provides useful information of overall skills or 

abilities of the children. However, in order to identify individual intervention needs for 

developing occupational performance skills, important to the occupational therapy 

practitioners in the process of intervention planning, the semi-structured interview of the 

COPM (Law et al., 2000, 2008) should be used. This would be in addition to other 

assessments indicated by the COPM or other tools to assess the daily occupation abilities 

among those children.  The COPM should be used by practitioners prior to using other 

tools such as a sensory processing assessment - for example the Sensory Profile (Dunn, 

1999) - so that they can ensure that they are meeting the needs of the parent and child. If 

sensory processing is a difficulty for the child and impacting on occupational performance, 

then best practice in this area should be applied.  However, at present, it appears that this is 

the priority of therapists rather than of parents.  Information gained from the two tools 

used in this present study (the COPM and the Vineland-II) can be used to plan 

individualised interventions for the children with ASD and their families.  Furthermore, 

both tools also provide valuable methods for reassessment, because the performance of the 
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children with ASD can be reassessed using the same tools in order to measures their 

achievement.  

As the majority of the information collected in this research involves children 

with ASD aged below five years (as collected in phase one and two of the research), we do 

not have a picture of occupational therapy practices with children of school age or 

adolescence.  However, this older age group of children with ASD also needs considerable 

attention regarding their abilities in managing their daily occupational performances, 

which could be more challenging as they grow older, in order to ensure their smooth 

transitions into adult life.  Furthermore, as the children with ASD become older, the 

expectation that they will become more independent in managing their daily occupation 

activities also grows higher (Duncan & Bishop, 2013).  Adolescents with ASD should be 

able to acquire skills in managing their involvement in community activities, vocational 

skills, productive work and preparation for other life roles.  To date, there is no strong 

evidence that sensory-based interventions will enable the child to do this at a later age or 

stage (Prior et al., 2011). 

In ensuring quality service provision for clients, the occupational therapy 

profession should establish suitable mechanisms for monitoring and measuring clients’ 

satisfaction in their occupational therapy services.  One possible way to achieve this is by 

conducting surveys with both clients and practitioners to understand their priorities and 

challenges in receiving and providing occupational therapy services.  This kind of survey 

should be done regularly to keep up-to-date with the constantly changing and advancing 

information regarding the diagnosis of ASD, treatment options, government legislation 

and support service availability.  Information gained from such surveys could be used by 

the profession to prepare the content in the occupational therapy curriculum and also to 

allow regular professional training offered to occupational therapy practitioners to be more 

goal-directed, based on best evidence, and, as well, family-centred.  The profession should 

also prepare therapists to be more actively involved in delivering their services in the 
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community and school setting as well.  Environmental modifications should be performed 

by the therapists in order to help children with ASD function effectively in their daily 

occupations and also to ensure that skills are generalised across activities and 

environments (Kinnealey et al., 2012)..  Using the child’s immediate environment as the 

intervention setting can be more client-centred and, at the same time, cost effective. 

 

Suggestions for Future Research 

There are a number of research questions arising from this work.  Firstly, with 

regard to the training needs of occupational therapy practitioners, it was concerning that 

only a small number of occupational therapy participants in both countries indicated that 

they would like to attend courses or training related to occupation-based approaches (such 

as activities of daily living or self-care skills) and the majority wanted to attend courses 

related to sensory-based approaches.  This may be because practitioners feel that they are 

already equipped with knowledge required to provide occupation-based approaches.  Or, 

that therapists are struggling with understanding the diagnosis of ASD.  In which case, 

another possible reason is that the practitioners misunderstand the hyper/hypo sensitivity 

that is part of the diagnosis of ASD.  The rationale then becomes one where managing 

sensory processing difficulties may enhance the child’s occupational performance.  

However, at present, there is no evidence for this, and thus further research to determine 

the evidence for or against this rationale must be performed.  

Further studies focusing on specific intervention strategies adopted by 

occupational therapy practitioners in providing services to children with ASD, and 

understanding their clinical reasoning is essential (Polatajko & Cantin, 2010).  It was 

concerning that very few occupation-based assessments and interventions were undertaken 

by the occupational therapy participants with their clients of children with ASD and their 

families, as opposed to the sensory-based assessments and interventions administered 

(Diamantis, 2010; Rodger et al., 2010).  
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In relation to intervention by sensory-based approaches, which was preferred by 

the greatest number of occupational therapy respondents in both Victoria and Malaysia, 

future research to investigate the extent and effectiveness or non-effectiveness of this 

approach is warranted.  Such research, conducted both by questionnaire survey and face-

to-face interview with occupational therapy practitioners might provide an understanding 

of how and why they utilise the sensory-based approaches in their occupational therapy 

intervention for children with ASD.  Useful questions would be: (a) are they using the 

sensory-based approaches entirely in their intervention (b) are they just using them 

partially and in combination with other occupation-based approaches, and (c) what 

intervention goals are they trying to achieve with the administration of the sensory-based 

approaches and what is the rationale? 

The findings from the study lead to an urgent need for further investigation in a 

number of areas.  Firstly, the profession should explore appointment attendance problems 

and the reasons for continuation/discontinuation of services.  If parents are discontinuing 

services because they are not getting their needs met, this must be explored.  Furthermore, 

an exploration of parents’ perceptions of the services that they are currently receiving is 

urgently warranted.  Mismatches between the occupational therapy services provided and 

the parents’ priorities may explain why both the Malaysian and Victorian occupational 

therapists’ participants in phase one of the research, stated that “challenges from 

parents/caregivers” was one of the top issues and also “challenges when working with 

children with ASD”.  Further research needs to be carried out to identify and understand 

the reasons for these responses from the occupational therapist participants.  Some parents 

may have challenged the rationale for the interventions provided, or expressed 

dissatisfaction about not getting the service that they really wanted and hoped or needed to 

get from their therapists.  These challenges faced by the occupational therapist participants 

could also stem from their limited skills and knowledge in managing the complex 

disabilities shown by the children with ASD in order to address the matters of most 
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concerned to their parents.  If that is the case, clearly, the education and trainings of the 

occupational therapists working with children, as well as adolescents with ASD, need to be 

enhanced and funding in the service provisions for adolescents with ASD needs to be 

strengthened (James, Pizur-Barnekow, & Schefkind, 2014; Leong, Carter, & Stephenson, 

2013). 

The majority of the information regarding the occupational performance abilities 

among children with ASD was gained from pre-school aged children, and the majority of 

participants also served this client’s age group.  Hence, this raises concerns and questions 

about where children between five and 18, and especially adolescents, are receiving 

assistance, and who, or which professional bodies, provide the needed assessments and 

interventions they receiving, if any.  Further exploration of this issue is important to ensure 

that older children and adolescents with ASD are receiving appropriate interventions in 

preparing them for smooth transition into adult life (Duncan & Bishop, 2013).  

In addition, face-to-face interviews with the parents of children with ASD in 

phase two of the research could not be conducted in the East Malaysia region due to 

language, time and financial constraints.  It would be interesting and valuable to explore 

and understand the challenges faced by parents or caregivers of children with ASD in that 

region in future research, in order to understand whether there are differences in their 

challenges and the supports they need in that particular region.  On top of that, the 

inclusion of an interviewer who is competent in the local languages and dialects used by 

most of the peoples in that region would be useful in order to catch their exact perceptions 

during the interviews.  

One further area of research would include investigating the perspectives and 

expectations of parents and/or caregivers of children with ASD regarding occupational 

therapy.  Listening to the needs and perspectives of parents could be used by the 

practitioners and the profession to improve and deliver services that are really needed, and 

expected by their clients. 
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A further area of research involves outcome measurement.  The COPM semi-

structured interview was very useful in providing information on the level of importance, 

performance and satisfaction as perceived by parents who participated in this research, 

regarding the progress of their children with ASD after receiving occupational therapy 

services.  This would be useful to measure change, but also to ensure that the services are 

matching the priorities of the parents and child.   

Finally, it would be useful for phase two of the research to be repeated with 

parents of Australian children with ASD, and possibly matching their answers with those 

of the occupational therapists.  The similarity in approaches used by occupational 

therapists in the two countries in this study was unexpected, so it is important to look at 

whether or not the parental expectations, and mismatched goals, were similar between the 

two countries also.  The results in the Malaysian population indicate that it is important to 

explore this in the Australian context.  Finally, studies that address the occupational 

performance issues and needs of children and young people with ASD at primary school, 

school transition, secondary school and transition into adult life is fundamentally 

important.  These would be beneficial in both Malaysia and Australia.  

 

Conclusions 

There are great similarities in the occupational therapy practices for young children 

with ASD between Malaysia and Victoria.  It can be concluded that the service provisions 

by occupational therapy practitioners in Malaysia and Victoria are similar, with the major 

emphasis on providing assessments and interventions, as well as in their requirement of 

courses and training in professional development, based on sensory-based approaches, 

despite differences in cultural, educational and healthcare systems.   

Generally, the findings from this research focussed on the occupational therapy 

services provided for pre-school children with ASD aged between three and five years.  

Pre-school aged children with ASD comprised the largest group serviced by occupational 
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therapy practitioners both in Malaysia and Victoria.  This raises concern regarding the type 

of service and service provider needed for school-aged children and adolescents with 

ASD, as life roles, adaptive behaviour and vocational skills are clearly important goals for 

occupational therapy practitioners in preparing children for these transitions in their lives.  

Mismatches were shown between occupational therapy services provided and the 

parents’ needs and priorities.  Hence, it can be concluded that there is little harmonisation 

between what parents are expecting and what they are receiving from the occupational 

therapy services provided for their children with ASD.  It was found that occupational 

therapy participants in this research were focusing more on providing their assessments 

and interventions according to sensory-based approaches, and saw their professional 

development needs in these terms, rather than related to daily living skills interventions, 

which parents indicated as priority concerns.  The complexity of the ASD symptomatology 

can most likely confuse both parents and therapists; however, it can also be concluded that 

it is vital for the occupational therapy practitioners to consider parents’ or families’ 

priorities and concerns in establishing the goals and objectives of children with ASD in 

their intervention planning process, in accordance with family- and client-centred 

practices. 

Use of the Vineland-II (Parent/caregiver rating form) (Sparrow et al., 2005b) is 

able to indicate the overall limitation in the domains of communication, daily living skills 

and socialisation. However, use of the COPM semi-structured interview was able to 

provide more details about the individualised occupational performance problems in the 

children with ASD.  The COPM is an important tool for occupational therapy practitioners 

to use in planning interventions for children with ASD.  It can be concluded that the use of 

the standardised tool of the Vineland-II (parent/caregiver rating form) (Sparrow et al., 

2005b) accompanied by the COPM (Law et al., 2000, 2008) semi-structured interview 

outcome measure is suitable for children with ASD and their families in Malaysia.  The 

Vineland-II (parent/caregiver rating form) (Sparrow et al., 2005b) can be used as a 
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screening tool for occupational therapy practitioners to gain some basic information about 

the child’s abilities and disabilities, whereas, through the use of the COPM (Law et al., 

2000, 2008) semi-structured interview, occupational therapy practitioners can explore 

details of aspects of daily living skills that need attention and are given greatest priority by 

parents.  Hence, information obtained from those tools can be used to plan for 

individualised occupational therapy intervention. 
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APPENDIX A 

 INTERVENTIONS FOR CHILDREN AND ADOLESCENTS WITH ASD 

Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008) 

Study Aims of study Study design Participants Results Study 

level 

Baranek, G. T. 

(2002). 

 

1. Summarise the empirical 

literature with respect to 

sensory and motor 

development/ abnormalities in 

children with autism,  

2. Evaluate the scientific basis of 

sensory and motor 

interventions used with 

children with autism, and 

describe implications of these 

findings for education and 

further research. 

Systematic review focused 

on past 10 years studies. 

Systematic review. Although some studies show positive 

results in the used of sensory and motor 

interventions for children with autism, 

the evidence remains weak owing to 

some limitations in the study design. 

Level I 

Escalona, A., 

Field, T., 

Singer-Strunck, 

R., Cullen, C., & 

Hartshorn, K. 

(2001). 

To determine the effectiveness of 

massage therapy in increasing 

sleeping pattern in children with 

ASD. 

Randomised Controlled 

Trial into massage therapy 

group and reading group 

as control. 

 

 

20 children with 

ASD (12 boys and 

8 girls), ages 3 to 6 

years. 

Results show that the children in the 

massage group exhibited less 

stereotypic behaviour, more on-task and 

social relatedness behaviour during play 

observations at school, and experienced 

fewer sleep problems at home. 

Level I 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results Study 

level 

Field, T., Lasko, 

D., Mundy, P., 

Henteleff, T., 

Kabat, S., 

Talpins, S., et al. 

(1997). 

 

To investigate the effects of 

touch therapy on three problems 

commonly 

associated with autism including 

inattentiveness (off-task 

behavior), touch aversion, and 

withdrawal. 

Randomised Controlled 

Trial to touch therapy 

group and touch control 

group. 

22 children with 

ASD (12 boys) 

who had attended a 

special preschool 

half days for 2 

years participated 

in the study. 

Aversion to touch decreased in both 

group, off-task behaviour also 

decreased in both groups, and orienting 

to irrelevant sounds also reported to 

decrease in both groups, but 

significantly more in the touch therapy 

group. 

Level I 

Bettison, S. 

(1996). 

 

To investigate the effects of 

auditory training on children 

with autism using modulated 

music. 

 

 

 

Randomised controlled 

trial to experimental group 

receiving modulated music 

and control group 

receiving unmodulated 

music. 

80 children, 3-17 

years of age. 

Significant improvements in both 

groups in:  

- behavior and severity of autism,  

- improvement in abnormal responses 

to sound and other sensory 

abnormalities,  

- Verbal and performance IQ increased 

significantly.  

Level I 

Edelson, S.M., 

Arin, D., 

Bauman, M., 

Lucas, S.E., 

Rudy, J.H., 

Sholar, M., et al. 

(1999). 

To evaluate the effectiveness of 

auditory integration training 

(AIT). 

RCT, double-blind study. 

Experimental group 

receiving auditory process 

music and control group 

receiving auditory 

unprocessed music. 

19 children and 

adults with ASD (9 

in experimental 

group and 10 in 

control group. 

- significant reduction in 

behavioural problems, 

- reduced sound sensitivity, 

- improved hearing and 

comprehension, and 

- increase eye-contact. 

Level I 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results Study 

level 

Edelson, S.M., 

Arin, D., 

Bauman, M., 

Lucas, S.E., 

Rudy, J.H., 

Sholar, M., et al. 

(1999). 

 

 

To evaluate the effectiveness of 

auditory integration training 

(AIT). 

Randomised controlled 

trial, double-blind study. 

Experimental group 

receiving auditory process 

music and control group 

receiving auditory 

unprocessed music. 

19 children and 

adults with ASD (9 

in experimental 

group and 10 in 

control group. 

Results show: 

- significant reduction in 

behavioural problems in 

experimental group, 

- reduced sound sensitivity, 

- improved hearing and 

comprehension, and 

- increased eye-contact. 

Level I 

Mudford, O.C., 

Cross, B.A., 

Breen, S., 

Reeves, D., 

Gould, J., et al. 

(2000). 

 

To evaluate the effectiveness of 

auditory integration training 

(AIT). 

Crossover experimental 

design. 

16 children with 

ASD. 

Results show decreased hyperactivity 

and problem behaviours, however, no 

individual child was identified as 

benefiting clinically or educationally 

from the intervention. 

Level I 

Field, T., Field, 

T., Sanders, C., 

& Nadel, J. 

(2001). 

 

To determine whether multiple 

sessions of an adult imitating the 

behavior of children with autism 

might increase their social 

initiations and responsiveness. 

Randomised controlled 

trial. 

20 non-verbal 

children with ASD 

(10 girls, 10 boys) 

ranging in age from 

4 to 6 years. 

 

Results show that adults’ imitations 

behaviours might be potentially useful 

in increasing social initiations and 

responsiveness in children with ASD. 

Level I 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results Study 

level 

Sinha, Y., 

Silove, N., 

Wheeler, D., & 

Williams, K. 

(2004). 

 

To determine the effectiveness 

of auditory integration training 

(AIT) or other methods of sound 

therapy in individuals with ASD. 

 

 

Systematic review. Systematic review. Results on the effectiveness of AIT 

were inconclusive and more research is 

needed to inform parents', carers' and 

practitioners' decision making about the 

effectiveness of AIT for individuals 

with ASD. 

Level I 

Hwang, B., & 

Hughes, C. 

(2000). 

 

To investigate the effects of 

social interactive interventions. 

Systematic review. Systematic review 

on 16 empirical 

studies. 

Results show that increases were found 

for social and affective behaviours, 

nonverbal and verbal communication, 

eye contact, joint attention, and 

imitative play. Limited generalization or 

maintenance of target behaviours was 

also reported. 

Level I 

Legoff, D.B. 

(2004). 

 

To investigate the effectiveness 

of using LEGO in improving 

social competence in children 

with ASD. 

Nonrandomised clinical 

trial. 

47 children, with 

five groups of 

seven and two 

groups of six. 34 

males and 13 

females, ages 

between 6 and 16 

years. 

Improvement in motivation to initiate 

social contact with peers and ability to 

sustain interactions with peers, and 

overcoming autistic symptoms of 

aloofness and  rigidity. No evidence of 

gains during the waiting list period and 

no gender differences were found on 

outcome, age of clients was not 

correlated with outcome. 

Level II 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results Study 

level 

Legoff, D.B., & 

Sherman, M. 

(2006). 

 

To investigate the effectiveness 

of using LEGO in improving 

social competence in children 

with ASD and to investigate 

whether the benefits would be 

sustained over a longer period 

and would generalize to a 

broader range of skills and social 

development. 

Nonrandomised clinical 

trial. 

60 children with 

ASD, mean age of 

9.3 years in LEGO 

group, and 57 

children with ASD 

mean age of 10.1 

years in 

comparison group.  

Children with ASD in the LEGO group 

showed significant improvement in 

social skills as compared to the control 

group. 

 

 

 

Level II 

Schleien, S.J., 

Mustonen, T., & 

Rynders, J.E. 

(1995). 

 

To evaluate the effects of 

inclusive art activities, activities 

designed to encourage 

cooperation and positive 

interactions, on the frequency of 

social interactions between 

participants with and without 

autism. 

A multiple baseline design 

across groups. 

15 students with 

autism and 53 

nondisabled 

students. Children 

with autism ranged 

from 4 to 

11 years. 

 

Results support the use of inclusive art 

classes as a medium for promoting 

social interactions directed toward 

children with autism by their 

nondisabled peers. 

Level III 

Greenspan, S.L., 

Wieder, S. 

(1997). 

 

To investigate the patterns in 

symptoms, processing 

difficulties, early development 

and response to intervention in 

children with ASD. 

Before-after, one group 

study design. 

200 children with 

ASD (age range 

between 22 months 

to 4 years at initial 

evaluation). 

With appropriate intervention 

programme, children with ASD were 

reported as capable of developing 

empathy, affective reciprocity, creative 

thinking, and healthy peer relationship. 

Level III 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Mahoney, G., & 

Perales, F. 

(2005).  

 

To compares the effects of 

relationship-focused early 

intervention on children who 

were classified as having either 

pervasive developmental 

disorders (PDDs) or 

developmental disabilities (DDs) 

Before and after 

comparisons. 

20 children with 

PDDs and 30 

children with DDs. 

Both groups of children made 

significant improvements in their 

cognitive, communication, and 

socioemotional functioning. However, 

children with PDDs made greater 

improvements on the developmental 

measures than children with DDs. 

Level III 

Panerai, S., 

Ferrante, L., & 

Zingale, M. 

(2002). 

 

To compare the effectiveness of 

two educational treatments, the 

Treatment and Education of 

Autistic and Communication 

Handicapped Children 

(TEACCH) programme and the 

integration programme for 

individuals with disabilities. 

Nonrandomised clinical 

trial. 

8 children with 

ASD in each group 

-  the TEACCH 

program and an 

integration 

programme. All 

participants were 

boys and matched 

in gender and 

severity, mean age 

9 years. 

 

 

Children with ASD in the experimental 

group show significant improvement as 

compared to the children in a 

comparison group.  

 

 

 

 

Level II 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Ozonoff, S., & 

Cathcart, K. 

(1998). 

 

To investigate the effectiveness 

of a TEACCH-based home 

program intervention for young 

children with autism. 

Nonrandomised clinical 

trial. 

11 children with 

ASD in the 

treatment group 

and 11 children 

with ASD in 

control group. 

Results show that children in the 

treatment group improved significantly 

more than those in the control group on 

the skills of:  

- imitation, 

- fine motor,  

- gross motor, and  

- nonverbal conceptual skills. 

Level II 

Rogers, S.J., 

Herbison, J.M., 

Lewis, H.C., 

Pantone, J., & 

Rels, K. (1986). 

 

To investigate the program 

model for young children with 

autism, PDD, or severe 

emotional handicaps and to 

investigate the developmental 

changes which the children in 

the program demonstrated after 

at least six months of enrolment. 

Before and after, 

descriptive study. 

26 children, ages 

between 2 to 6 

years, who had 

infantile autism, 

pervasive 

developmental 

disorder, or severe 

emotional 

handicaps. 

Results show that the children 

demonstrated positive changes in 

several targeted developmental areas 

including:  

- cognition/ perceptual 

- fine motor,  

- social/emotional,and 

- language skills.  

 

 

Level III 

Reynhout, G., & 

Carter, M. 

(2006). 

 

To investigate the evidence on 

the effects of social stories.  

Systematic review. Systematic reviews 

on 16 studies (12 

were single-subject 

design). 

The combined effects on the 

effectiveness of social stories remain 

minimal.  
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Bauminger, N. 

(2002). 

 

To investigate the effectiveness 

of a cognitive behavioral 

intervention for the facilitation 

of social-emotional 

understanding and social 

interaction.  

 

Before and after design. 15 high-functioning 

children with ASD, 

aged between 8 to 

17 years. 

Results demonstrated progress in three 

areas of:  

- interpersonal problem solving,  

- affective knowledge, and 

- social interaction.  

Children were more likely to initiate 

positive social interaction with peers 

after treatment in term of: 

- improved eye contact and 

ability to share experiences 

with peers and  

- to show interest in peers. 

Level III 

Broderick, C., 

Caswell, R., 

Gregory, S., 

Marzolini, S., & 

Wilson, O. 

(2002). 

To explore the possibilities for 

supporting adolescents with 

Asperger syndrome to join youth 

groups and clubs in the 

community. 

Before and after design. 9 individuals in 2 

groups, aged 12 to 

15 years. 

Participants reported to have increased 

self-esteem and confidence after 

receiving the programme. 

Level III 

Ozonoff, S., & 

Miller, J. 

(1995). 

 

To investigate the effectiveness 

of a social skills training 

program for normal-IQ 

adolescents with autism. 

Before and after design. 9 male adolescents. 

5 in treatment 

group and 4 in 

control group. 

Social skills training providing 

systematic instruction was able to 

improve performance on several false 

belief tasks. 

Level III 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Howlin, P., & 

Yates, P. (1999). 

 

To encourage greater 

independence in areas such as 

work and living arrangements. 

 

Before and after design. 10 individuals (all 

male), average age 

of 28.4 years. 

 

Results show improvement in 

appropriateness of communication, 

although total amount of speech did not 

change.  

Level III 

Diggle, T., 

McConachie, 

H.R., & Randle, 

V.R.L. (2003). 

 

To determine the extent to which 

parent-mediated early 

intervention has been shown to 

be effective in children with 

ASD aged 1 year to 6 years 11 

months. 

Systematic review. Systematic reviews 

on 2 studies.  

Results show that parent-mediated 

intervention was more effective 

compared to community day care. 

Level I 

Sofronoff, K., 

Leslie, A., & 

Brown, W. 

(2004).  

 

To increase parental competence 

in management of problem 

behaviours associated with 

Asperger syndrome. 

Randomised controlled 

trial. 

51 parents of 

children with 

Asperger syndrome 

aged between 6–12 

years. 

Parents reporting fewer and lower 

intensity of problem behaviours and 

increased social interactions.  

Level I 

Drew, A., Baird, 

G., Baron-

Cohen, S., Cox, 

A., Slonims, V., 

Wheelwright, S., 

et al. (2002). 

To investigate the effectiveness 

of parent training intervention 

for children with autism in 

improving joint attention skills 

and joint action routines. 

 

Randomised controlled 

trial. 

24 children with 

and randomized to 

the parent training 

group or to local 

services only. 

 

Children with autism in the parent 

training group were reported to show 

improvement in their language abilities 

compared to children with autism in the 

local services group. 

Level I 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Koegel, R.L., 

Bimbela, A., & 

Schreibman, L. 

(1996). 

 

To assess collateral effects of 

two different parent training 

paradigms during unstructured 

dinnertime interactions in the 

family setting. 

Nonrandomised controlled 

trial. 

17 children with 

autism and their 

families. 

Participants whose parents were taught 

to focus on motivating and responding 

to them were reported to show more 

positive parent-child interaction.  

Level II 

Sofronoff, K., & 

Farbotko, M. 

(2002). 

 

To investigate the effectiveness 

of parent management training 

on self-efficacy in parents with 

children with Asperger 

syndrome. 

Nonrandomised group 

comparison into 2 formats 

of intervention group and 

non-intervention group.  

45 mothers and 44 

fathers of children 

diagnosed with 

Asperger 

Syndrome whose 

children were aged 

between 6-12 

years. 

Results indicated that parents in both 

intervention groups reported fewer 

problem behaviours and increased self-

efficacy in their children with Asperger 

syndrome. 

Level II 

Lovaas, O. 

(1987).  

 

To investigate the effectiveness 

of the intensive behavioural 

treatment in children with ASD. 

Nonrandomised clinical 

trial into experimental 

group receiving 40 hours 

per week of intensive 

discrete trial training and 

control group receiving 10 

or fewer hours per week of 

discrete trial training. 

19 pre-school age 

children with ASD 

into experimental 

group and 19 pre-

school age children 

with ASD into 

control group. 

9 children in the experimental group 

had been placed in regular education 

classroom and had IQs in the normal 

range as compared to only 1 child in the 

control group. 

Level II 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

McEachie, J.J., 

Smith, T., & 

Lovaas, O. 

(1993). 

 

To investigate the effectiveness 

of the intensive behavioural 

treatment in children with ASD. 

Follow-up study from Lovaas, 

O. (1987). 

 

Nonrandomised clinical 

trial into experimental 

group receiving 40 hours 

per week of intensive 

discrete trial training and 

control group receiving 10 

or fewer hours per week of 

discrete trial training. 

19 children with 

ASD into 

experimental group 

and 19 children 

with ASD into 

control group. 

Mean age of 

participants were 

11.5 years. 

8 out of 9 children in the experimental 

group from the Lovaas (1987) study 

were reported to be indistinguishable 

from average children on their IQs and 

adaptive behaviours. Therefore, this 

result confirmed the original result of 

Lovaas (1987). 

Level II 

Sallows, G.O., 

& Graupner, 

T.D. (2005).  

 

To investigate the effectiveness 

of the intensive behavioural 

treatment for children with ASD, 

both administered by 

professionals and by parents.  

Randomised controlled 

trial into clinic-directed 

group or parent-directed 

group as control group.   

24 children with 

ASD. 

 

 

 

Children in both groups show improved 

cognitive, language, adaptive 

behaviours, social behaviours, and 

academic performance.  

 

Level I 

Smith, T., 

Groen, A., & 

Wynn, J.W. 

(2000). 

 

To investigate the effectiveness 

of discrete trial training with 

young children with ASD. 

Randomised controlled 

trial into intensive 

behavioural treatment or 

parent training as control 

group. 

15 children (12 

boys) were in the 

intensive 

behavioural group. 

13 children (11 

boys) were in the 

control group. 

Children who received intensive 

behavioural treatment showed 

significantly higher IQs, visual spatial 

skills, and language development as 

compared to control group. However, 

no difference in adaptive behaviours in 

both groups.  

Level I 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Cohen, H., 

Amerine-

Dickens, M., 

Smith, T. 

(2006).  

 

To replicate Lovaas (1987) study 

of the early intensive 

behavioural treatment (EIBT) in 

the community setting. 

Nonrandomised clinical 

trial into EIBT group and 

community group as 

control group. 

21 children with 

ASD received 

EIBT. 

21 children with 

ASD received 

community-based 

services. 

EIBT group obtained significantly 

higher IQ and adaptive behavior scores 

than did the comparison group. No 

difference between groups was found in 

language comprehension or nonverbal 

skill.  

Level II 

Smith, T., 

Lovaas, N.W., 

& Lovaas, O.I. 

(2002).  

 

To examine the pattern of 

interactions of children with 

high-functioning autism with 

their peers of children with 

delayed developmental and 

autism group and with the 

children with typical 

developmental group. 

Crossover experimental 

design. 

3 groups of 

children: 

Children with high-

functioning autism  

(n=9), children 

with delayed 

developmental with 

autism (n=7) and 

children with 

typical 

developmental 

(n=8). 

Children with high-functioning autism 

were reported to interact more and 

displayed more interactive play when 

paired with the children with typical 

developmental peers.  

 

 

Level I 
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Table A1 

Studies involved in the comprehensive systematic review of interventions for children and adolescent with ASD used in or of relevance to 

occupational therapy practice conducted by Case-Smith & Arbesman (2008)(continued) 

Study Aims of study Study design Participants Results 
Study 

level 

Eldevik, S., 

Eikeseth, S., 

Jahr, E., & 

Smith, T. 

(2006). 

 

To evaluate the effects of 

intervention programs for 

children with autism that 

combines a relatively small 

amount of one-to-one behavioral 

treatment and placement with 

typical peers. 

Retrospective comparison 

of children who had 

received low-intensity 

behavioural treatment with 

children who had received 

a comparable amount of 

elective treatment. 

13 children in low-

intensity 

behavioural 

treatment group 

and 15 children in 

elective treatment 

group. 

 

 

Children in the low-intensity 

behavioural treatment noted to show 

improvement in: 

- intellectual functioning, 

- language and communication 

abilities. 

No difference in adaptive behaviours or 

daily living skills in children from both 

groups.  

Level II 

Horner, R., Carr, 

E., Strain, P., 

Todd, A., & 

Reed, H. (2002). 

 

To investigate interventions 

designed to improve problem 

behaviours in young children 

with ASD. 

Research synthesis. Research synthesis 

on 9 studies and 5 

review papers. 

Among the problem behaviours 

commonly reported in children with 

ASD were; aggression and destruction, 

disruption and tantrums, self-injury, and 

stereotypy. Behavioural intervention 

reported to reduce problem behaviours. 

Social and physical environment 

modifications were able to prevent the 

occurrence of problem behaviours. 

Level I 
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APPENDIX B 

THE PERMISSION FOR FURTHER DEVELOPMENT OF THE ORIGINAL 

QUESTIONNAIRE BY THE AUTHOR, DR. RENEE WATLING 

________________________________________________________________________ 
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APPENDIX C 

THE INTRODUCTORY LETTER 

________________________________________________________________________ 

 

 

  

Dear colleagues, 

Thank you for taking the time to read about this study.  In this study, we are asking 

occupational therapists to complete a survey regarding their practices with children with 

autistic spectrum disorders. The survey aims are:  

1) to identify what frames of reference/models of practice, assessments/outcome 

measures and interventions which are currently being provided to children with 

autistic spectrum disorders by occupational therapists in Australia and their 

professional development needs,  

2) to identify what frames of reference/models of practice, assessments/outcome 

measures and interventions which are currently being provided to children with 

autistic spectrum disorders by occupational therapists in Malaysia and their 

professional development needs, and  

3) to compare the above.  

The term children with autistic spectrum disorders in this survey are defined as a 

person under the age of 18 years old who has been diagnosed with either autistic 

disorder, Asperger’s syndrome (AS) or pervasive developmental disorders-not 

otherwise specified (PDD-NOS). It is hope that the information obtained from this survey 

will provide valuable information for occupational therapy practitioners, educators, 

researchers, managers as well as employers in ensuring further development of 
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contemporary professional knowledge in the field of occupational therapy practices for 

children with autistic spectrum disorders.  

There are five (5) sections in this survey which is anticipated that the survey can be 

completed within 20 to 25 minutes. If you agree to take part in this survey, please 

complete all five (5) sections of the survey. Once completed, please return the survey 

using the stamped self-addressed envelope provided within 2 weeks of receiving them 

in your mail together with your signed consent form.  

If you never work with children with autistic spectrum disorders, please tick ‘No’ at the 

screening question and return the incomplete questionnaire using the stamped self-

addressed envelope provided. Should you have any enquiries regarding the survey, we can 

be contacted at . Your input and 

perspective would be much valued. Thank you for your attentions.  

Sincerely, 

 

 

____________________                                             ______________ 

Dr. Rachael McDonald                                              Masne Kadar 

Senior Lecturer                                                          (PhD Candidate) 

School of Primary Health Care 

 

 

Faculty of Medicine, Nursing and Health Sciences 

PO Box 527, Frankston, VIC3199, Australia 

Building B, Peninsula Campus, McMahons Road, Frankston 

 

www.med.monash.edu.au  

ABN 12 377 614 012  CRICOS provider number 00008C 
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APPENDIX D 

THE INITIAL DESIGN OF THE QUESTIONNAIRE 

________________________________________________________________________ 

 

Occupational Therapy Practices Survey 

for Children with Autistic Spectrum 

Disorders: A Comparison between 

Australia and Malaysia 

 

 

 

Department of Occupational Therapy 
School of Primary Health Care 

Faculty of Medicine, Nursing and Health Sciences 
Monash University-Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, Australia 
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Screening Question: Have you ever worked with children with autistic spectrum disorders in 

your occupational therapy practice? (Please place a check mark (√ ) in the box for your 

answer). 

       

 

Yes    -  (If your answer is ‘Yes’, please proceed and complete the survey). 

 

No     -  (If your answer is ‘No’, you are not required to complete the survey. However, please 

return the survey to the researcher using the stamped self-addressed envelope provided. Thank you 

very much for your time).  

 

 

Section A: Frame of Reference & Model of Practice 

This section of the survey asks you specifically regarding the frames of reference and models of 

practice you use in your clinical practice with children with autistic spectrum disorders. 

A1) Please indicate which frames of reference and models of practice you use with children 

with autistic spectrum disorders in your occupational therapy practice by placing a check 

mark (√) in the column below where applicable.   

Please also name the frames of reference and models of practice that you use which are not 

listed in the table below in the spaces provided.  

 
FRAME OF REFERENCE 

 

If yes, please 

check (√) 

Coping  
 

 

Acquisitional 
 

 

Psychosocial  
 

 

Occupational 
 

 

Sensory Integration 
 

 

Other (Please specify) 

 
Other (Please specify) 

 

 
MODEL OF PRACTICE 

 

If yes, please 

check (√) 

Canadian Model of Occupational Performance and Engagement (CMOP-E) 
 

 

Cognitive Orientation to daily Occupational Performance (CO-OP) 
 

 

Ecology of Human Performance Model 
 

 

Model of Human Occupation (MOHO) 
 

 

Person-Environment-Occupation (PEO) 
 

 

Other (Please specify) 

 
Other (Please specify) 
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Section B: Assessments/Outcome Measures 

This section of the survey asks you about the assessments/outcome measures you use in your 
clinical practice with children with autistic spectrum disorders. 

B1) How often do you use each of the following methods of assessments/outcome measures 

when assessing children with autistic spectrum disorders? Please circle the number for your 

response based on the following indicator: 

       1 = Never             2= Seldom             3 = Sometimes             4 = Often             5 = Always 

Please also state the methods of assessments/outcome measures that you use which are not 
listed in the table below in the spaces provided and rate them. 
  

 
Assessments/Outcome Measures 

N
ev

er
 

S
eld

o
m

 

S
o

m
etim

es 

O
ften

 

A
lw

a
y

s 

a) Standardised assessment/screening tools. 
(Please see question B2) 
 

1 2 3 4 5 

b) 
 

Informal assessment/screening tools (including any that you or 
the service you work in has created). 
(Please see question B3) 
 

1 2 3 4 5 

c) 
 

Observing the child in multiple environments (e.g., 
home/school). 

1 2 3 4 5 

d) 
 

Interview with Parents/caregivers. 1 2 3 4 5 

e) 
 

Interview with teachers/education staff. 1 2 3 4 5 

f) 
 

Other (Please specify) 
 

1 2 3 4 5 

g) Other (Please specify) 
 

1 2 3 4 5 

 

B2) If you use standardised assessments; 
 
B2.1) do you use developmental screenings and evaluations in your assessment with children 

with autistic spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 
 
B2.2) do you use functional or adaptive skill assessments in your assessment with children 

with autistic spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 
 
B2.3) do you use play and leisure participation assessments in your assessment with children 

with autistic spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
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B2.4) do you use gross or fine motor skill assessments in your assessment with children with 

autistic spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 
 

B2.5) do you use sensory processing or sensory integration assessments in your assessment 

with children with autistic spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 

B2.6) do you use psychosocial or social interaction skill assessments in your assessment with 

children with autistic spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 
 
B2.7) do you use environmental assessment in your assessment with children with autistic 

spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 

B2.8) do you use a diagnostic assessment in your assessment with children with autistic 

spectrum disorders?  

(Please place a check mark (√ ) in the box for your answer). 
 
  Yes     No 
 
If you do, please name the tool/tools: ____________________________________________ 
 
 
 
B3) If you use non-standardised assessments, please describe the tools and the process: 
 
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
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Section C: Interventions & Adaptive Behaviours 

This section of the survey asks you specifically regarding the interventions you use in your clinical 

practice with children with autistic spectrum disorders. 

INTERVENTIONS:  

        The table below lists some of the commonly identified interventions/programmes which 

are used by occupational therapists and other professionals for children with autistic 

spectrum disorders (in an alphabetical order).  

 

C1) Please indicate which of the following interventions/programmes you use/have used with 

children with autistic spectrum disorders in your occupational therapy practice by placing a 

check mark (√) in the column below where applicable.  
 
Please also name the interventions/programmes that you provide which are not listed in the 

table below in the spaces provided.  
INTERVENTIONS/PROGRAMMES 

 

If yes, please 

check (√) 
Assertiveness Skills Training 
 

 

Activities of Daily Living 
 

 

Cognitive Orientation to daily Occupational Performance (CO-OP) 
 

 

Discrete-Trial Training 
 

 

Early Intervention Programme 
 

 

Environmental Modifications 
 

 

Facilitated Communication Techniques 
 

 

Floortime Techniques (Greenspan) 
 

 

Picture Exchange Communication System (PECS) 
 

 

Play Therapy 
 

 

Pre-school Training 
 

 

Pre-Vocational/Vocational Skills 
 

 

Sand Tray Therapy 
 

 

Sensorimotor Stimulation 
 

 

Sensory Diet 
 

 

Sensory Integration Training 
 

 

Social Communication, Emotional Regulation and Transactional Support 
(SCERTS) Model 
 

 

Social Stories Programme  
The Listening Program 
 

 

Therapeutic Listening  
Treatment and Education of Autistic and Related Communication-
Handicapped Children (TEACCH) Program 
 

 

Wilbarger Protocol (joint compression & brushing techniques) 
 

 

Other (Please specify) 
 

Other (Please specify) 
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C2) Please list your three (3) most common occupational therapy intervention goals when 

working with children with autistic spectrum disorders. 

a) _______________________________________________________________________ 

b) _______________________________________________________________________ 

c) _______________________________________________________________________ 

 

C3) How often do you include the following people/professionals in your occupational 

therapy interventions for children with autistic spectrum disorders? Please circle one 

number for your response based on the following indicator: 
       1 = Never             2= Seldom             3 = Sometimes             4 = Often             5 = Always 

Please also name the other person/professionals that you include which are not listed in the 
table below in the spaces provided and rate them. 
 

  

People/Professionals 

N
ev

er
 

S
eld

o
m

 

S
o

m
etim

e
s 

O
ften

 

A
lw

a
y

s 

a) Parents/Caregivers 1 2 3 4 5 

b) Teachers/Education Staff 1 2 3 4 5 

c) Speech Therapists/ Speech Pathologists 1 2 3 4 5 

d) Psychologists 1 2 3 4 5 

e) Others (Please specify) 1 2 3 4 5 

f) Others (Please specify) 1 2 3 4 5 

 

 

C4) What are some of the challenges you encounter when providing interventions for 

children with autistic spectrum disorders? 

 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

___________________________________________________________________________ 

 

ADAPTIVE BEHAVIOURS: 

 

The table below lists areas of adaptive behaviours in daily living activities.  

 

C5) How often do you provide the following adaptive behaviour intervention to children with 

autistic spectrum disorders in your occupational therapy practices? Please circle one number 

for your response for each adaptive behaviour area based on the following indicator: 
    1 = Never             2= Seldom             3 = Sometimes             4 = Often             5 = Always 

Please also name the area of adaptive behaviour that you provide which are not listed in the 

table below in the spaces provided and rate them. 
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Area of Adaptive Behaviour 

N
ev

er
 

S
eld

o
m

 

S
o

m
etim

es 

O
ften

 

A
lw

a
y

s 

a) Self-care activity  
 

1 2 3 4 5 

b) Home Living (e.g., make bed, prepare breakfast) 
 

1 2 3 4 5 

c) Social Skills 
 

1 2 3 4 5 

d) Communication Skills (including Alternative and 
Augmentative Communication (AAC)) 
 

1 2 3 4 5 

e) School Readiness Skills (e.g., hand writing skills, 
modifications to accommodate limitations in 
functional academic activity) 
 

1 2 3 4 5 

f) Community Use (use of facilities in the community, 
e.g., transportation, recreational centre, local shops) 
 

1 2 3 4 5 

g) Self-determination (e.g., problem solving skills, 
making decision and choices) 
 

1 2 3 4 5 

h) Play/Leisure Participation (e.g., attend & participate 
in games) 

1 2 3 4 5 

i) Health and Safety Education 
 

1 2 3 4 5 

j) Other (Please specify) 1 2 3 4 5 
k) Other (Please specify) 

 
 

1 2 3 4 5 

l)  Other (Please specify) 
 
 

1 2 3 4 5 

 

C6) How often do you utilise the following settings when providing adaptive behaviour 

interventions for children with autistic spectrum disorders? Please circle one number for 

your response for each setting based on the following indicator: 
    1 = Never             2= Seldom             3 = Sometimes             4 = Often             5 = Always 

Please also name the settings that you utilise which are not listed in the table below in the 

spaces provided and rate them. 

 

 

 

Settings 

N
ev

er
 

S
eld

o
m

 

S
o

m
etim

es 

O
ften

 

A
lw

a
y

s 

Occupational therapy settings 
 

1 2 3 4 5 

Client’s natural environments (e.g., home, school, 
playground) 
 

1 2 3 4 5 

Community facilities (e.g., public transportation, cinemas) 
 

     

Other (Please specify) 
 

1 2 3 4 5 

Other (Please specify) 
 

1 2 3 4 5 
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Section D: Professional Development Needs 

This section of the survey asks you specifically regarding your professional development needs in 

your clinical practice with children with autistic spectrum disorders. Please answer all of the 

questions. 

 

 

D1) Please rate your level of confidence when providing occupational therapy services for 

children with autistic spectrum disorders? (Please circle one number for your answer). 

 

              1                               2                             3                              4                                 5 

   Very low                      Low                    Moderate                     High                     Very high 

 

 

 

D2) Have you attended any training/certification courses that are relevant to your 

occupational therapy services for children with autistic spectrum disorders? (Please 

place a check mark (√ ) in the box for your answer). 

 

Yes     No 

  

 

 

If you have, please name the training/certification courses in the table below and also indicate the 

year attended.  

 Training/certification courses attended Year attended 

1.   

2.   

3.   

4.   

5.   

 

D3) Please name the training/certification courses that are relevant to your occupational 

therapy services for children with autistic spectrum disorders which you plan to attend 

in the table below. 

 Training/certification courses would like to attend 

1.  

2.  

3.  

4.  

5.  

 

 

D4) Please indicate you preferences in the method of obtaining knowledge and skills in 

increasing your competencies when providing occupational therapy services for children 

with autistic spectrum disorders based on the following indicator. (Please circle the 

number for your response). 

 

 
            1 = Not preferred    2 = Low preferences   3 = Moderate   4 = High preferences   5 = 
Preferred  
                                                                                                                                                           
the most 
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Method of obtaining knowledge and skills 

  N
o

t p
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  L
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p
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   M
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h
 

p
r
e
fe

re
n
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    P
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e
 

m
o
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a) Hands-on mentoring by expert/experience 

therapist 

 

1 2 3 4 5 

b) Case presentation of intervention and 

technique 

 

1 2 3 4 5 

c) Multidisciplinary workshop with discussion 

and problem solving 

 

1 2 3 4 5 

d) Short courses of specialise certification on 

certain technique/programme 

 

1 2 3 4 5 

e) Literature reviews 

 

1 2 3 4 5 

f) Other (Please specify) 

 

 

1 2 3 4 5 

g)  Other (Please specify) 

 

 

1 2 3 4 5 

 

 

Section E: Demographic Information 

This section of the survey asks you specifically regarding your personal information, professional 

qualification and working experiences as an Occupational Therapist and also your experiences of 

working with children with autistic spectrum disorders.  Please answer all of the questions. 

 

 

E1) Where do you presently reside? (Please place a check mark (√ ) in the box for your 
answer). 

           I am a participant from Australia 

 
         I am a participant from Malaysia: 

   Peninsular Malaysia 

   East Malaysia (Sabah,Sarawak,Wilayah Persekutuan Labuan) 

 

 

E2) What is your highest level of academic qualification in the field of occupational therapy? 
(Please place a check mark (√ ) in the box for your answer). 

Diploma/certificate in occupational      
therapy  

Bachelors degree in occupational therapy  

Graduate-entry masters degree in      
occupational therapy 

  Course work/research masters 

  Clinical/Research doctorate in  
  occupational   therapy 

  Other (Please specify) __________________ 
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E3) In which setting do you currently practice?                                                                    
(Please place a check mark (√ ) in the box for your answer). 

 
Hospital  
 
Long-Term Residential 

School 

Community-Based Care 

5.     Transitional Centre/Sheltered Workshop 
 
6.     Early Intervention Services 
 
7.     Private Practice 
 
8.    Other (Please specify) 

 

 

E4) Approximately how many years have you been practicing as an Occupational Therapist? 

(Please place a check mark (√ ) in the box for your answer). 

Less than 1 year 

1-5 years 

6-10 years 

        11-15 years 

5.     16-20 years 

1. 6.      More than 21 years 

 

 

E5) Approximately how many years have you been working or have you worked with 

children with autistic spectrum disorders in your occupational therapy practice?  

(Please place a check mark (√ ) in the box for your answer). 

 
Less than 1 year 
 
1-5 years 
 
6-10 years 

4.     11-15 years 
 
5      16-20 years 
 
6.     More than 21 years 

 
 
 

E6) What is the age group of children with autistic spectrum disorders you serve?   

(Please place a check mark (√ ) in the box for your answer). 

 
Less than 2 years old 
 
3 to 5 years old 

        6 to 12 years old 
         
        13 to 18 years old  

 

 

 

E7) How do you provide the majority of your direct occupational therapy services to children 

with autistic spectrum disorders? (Please place a check mark (√ ) in the box for your answer). 

 

Individual intervention session  
 
Group intervention session of    less 
than 5 children 

2. Group intervention session of 6 or more     
children 

 
4.     Other  (Please specify) ________________ 
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E8) How do you provide the majority of your indirect occupational therapy services to 

children with autistic spectrum disorders? (Please place a check mark (√ ) in the box for your 

answer). 

 

Consultation with parents/caregivers 
 
Consultation with education staff 
 
Multidisciplinary team  conference 

4.     Professional development 

 

        Team teaching/Upskilling co-workers 

 

6.     Other (Please specify)_______________ 

 

 

 

 

 

 

 

 

End of the survey. Please check that you have completed every section of the survey. 

Thank you for taking the time to participate in this study.  Your assistance and input 

are greatly appreciated.  

Please return the completed questionnaire using the stamped self-addressed envelope 

provided together with your signed consent form 
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APPENDIX E 

 THE OPERATIONAL DEFINITIONS OF TERMS USED IN THE SURVEY 

________________________________________________________________________ 

Operational definitions of term used in the survey: 

 

1) Children with autistic spectrum disorders: 

The term children with autistic spectrum disorders used in this survey are 

defined as a person under the age of 18 years old who has been diagnosed 

with either autistic disorder, Asperger’s syndrome (AS) or pervasive 

developmental disorders-not otherwise specified (PDD-NOS). 

 

2) Frame of reference (FOR): 

A set of guidelines to use as the basis for practice, which enables the 

occupational therapist practitioner to shift from theory into practice. Its aim 

is to help the occupational therapist practitioner identify priorities for 

intervention to address the problem. 

a) Coping FOR (Williamson & Szczepanski, 1999)– Coping FOR 

is based on a cognitive behavioural theoretical model. It focuses 

on the ability of the child to cope with stresses in their daily 

activity routines by successfully adapt to the demands and 

expectations put on them.  

b) Acquisitional FOR (Royeen & Duncan, 1999) – Acquistional 

FOR focuses on development of specific skills required for 

optimal performance in activities of daily living.  

c) Psychosocial FOR (Olson, 1999) – The psychosocial FOR 

focuses on facilitating the child’s personal development by 

understanding and considering the child’s temperament, ability 
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to cope, play, attachment, peer interactions and environmental 

interactions.  

d) Occupational FOR (Primeau & Ferguson, 1999)– Occupational 

FOR focuses on the child’s ability to function in their everyday 

occupations; such as, self-care, leisure and productivity. In this 

FOR, the occupations are the important aspect in gaining the 

child’s active engagement in their own context.   

e) Sensory Integration FOR (Kimball, 1999)- Sensory integration 

FOR focuses on the child’s processing of vestibular, 

proprioceptive, and tactile sensations in relation to their ability 

to learn and perform daily living activities. It considers the 

child’s development of function and motor skills from sensory 

perspectives which conceptualised that difficulties with 

processing sensory information can obstruct a child’s acquisition 

of concept and motor learning. 

 

3) Model of practice: 

A model of practice gives more specific guidance for assessment and 

intervention planning by providing a perspective to the problems faced by 

the client.  

a) Canadian Model of Occupational Performance and Engagement 

(CMOP-E) (Polatajko, Townsend & Craik, 2007)- This model 

views the dynamic, interwoven relationship between persons, 

environment, and occupation which can either enable or 

constrain occupational performance and engagement. The key 

enablement skills, such as, adapt, advocate, coach, collaborate, 
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consult, coordinate, design/build, educate, engage and specialize 

may be utilized to achieve occupational engagement in clients.  

 

b) Cognitive Orientation to Daily Occupational Performance (CO-

OP) (Polatajko & Mandich, 2004)– CO-OP is a practice model 

and a therapeutic treatment approach for children who have 

difficulties performing motor-based skills. It is a highly 

individualized approach designed to guide children in 

discovering and developing cognitive strategies to enable them 

to improve their performance in everyday tasks and activities, 

such as, writing, skipping, and other daily living activities.  The 

intervention is highly verbal and the objectives are to achieve 

skill acquisition, develop cognitive strategies, and generalization 

and transfer of learning.  

 

c) Ecology of Human Performance (Dunn, Brown, & McGuigan, 

1994) – This model outlines person, task, and context variables, 

and states that the interaction among these variables determines 

clients’ performance range. This model focuses on how 

contextual factors such as physical, temporal, sociocultural 

and/or phenomenology can influence clients’ performance.  

 

d) Model of Human Occupation (MOHO) (Kielhofner, 2008; 

Kielhofner & Burke, 1980) – This model was first published in 

1980 and originated from Dr. Gary Kielhofner's master's thesis 

and practice in the mid 1970's. This model aims to understand 

occupation and problems of occupation that occur in terms of its 



307 
   

primary concepts of volition, habituation, performance capacity 

and environmental context. MOHO is a practice model that 

focuses on occupation, client-centred approach, applying a 

holistic view of clients and evidence-based practices.  

 

e) Person-Environment-Occupation (PEO) (Law, et al., 1996) – 

PEO is a model that illustrates a trans-active approach to 

understanding a person’s occupational performance. This model 

considers the relationship of the person, their occupations and 

environments as interrelated and interwoven and seeks to enable 

optimal occupational performance in occupations that have been 

prioritized by the client.  

 

4) Adaptive behaviour: 

Adaptive behaviour is an ability to adapt and achieve meaningful daily 

functions in coping with personal and social demands according to a 

person’s age and developmental level, cultural influences and expectations 

and basic environmental needs. Some of the areas of adaptive behaviours 

are self-care activity, home living, social skills, communication skills, 

school readiness skills, community use, self-determination, play/leisure 

participation and health/safety education (Hagiwara, Cook, & Simpson, 

2008; Hallahan, 2000; Heward, 2000) . 
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APPENDIX F 

THE QUESTIONNAIRE FOR EXPERT REVIEWER 

________________________________________________________________________ 

QUESTIONNAIRE FOR EXPERT REVIEWER 

 

Please give your opinion on the following questions 

Introductory letter to the respondents. 

 

1) Were the study objectives stated clearly in the introductory letter to the 

respondent? 

 

 If no, how can we improve this? 

Section A : Frame of Reference & Model of Practice. 

 

2) In question A1, we listed a few frames of reference and models of practice for 

the respondents to choose from. However, the respondents also have the 

choices of writing their own answer in the spaces given. Should we: 

 

 

Lists more frames of reference and models of practice for the ease of answering to the 

respondents. 

 
 

 

Do not list any frames of reference and models of practice; however, leave it as an 

open ended question. 
 

 

 

Our initial design was appropriate and acceptable. 
 

 

 

 

Other, please give comments: 
 

 

 

 

3) We separated the frames of reference and models of practice in two different 

tables.  

Should we: 

 

List the frames of reference and models of practice in just one table. 
 

 

 

Our initial design was appropriate and acceptable. 
 

 

 

How can we improve our design in this section? 

 

  

 

Yes. 
 

 

 

No. 
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Section B : Assessments/Outcome measures 

 

4) In question B1, we listed the method of assessments/outcome measures which 

can be used when assessing children with autistic spectrum disorders. There 

are also spaces for the respondents to write their other methods if any. Are 

there any other methods of assessments/outcome measures that we should 

include in the list? 

 

No. 
 

 

 

Yes. 
 

 

 

If there are, please give your suggestions. 

 

5) Question B2 (B2.1 to B2.8) in section B are asking respondents about the 

specific type of standardised assessments they use in their occupational 

therapy services for children with autistic spectrum disorders. 

 

5a) Are there any to exclude? 

 

No. 
 

 

 

Yes. 
 

 

 

If yes, which type of assessment should be excluded? 

 

5b) Are there any to include? 

 

No. 
 

 

 

Yes. 
 

 

 

If yes, which type of assessment should be included? 

 

Section C : Interventions & Adaptive Behaviours 

 

6) In question C1, we listed a few commonly identified 

interventions/programmes which are used by occupational therapists and 

other professional for children with autistic spectrum disorders. However, the 

respondents also have the choices of writing their own answer in the spaces 

given. Should we: 

 

 

Lists more interventions/programmes for the ease of answering to the respondents. 

 

 

Do not list any interventions/programmes; however, leave it as an open ended 

question. 
 

 

 

Our initial design was appropriate and acceptable. 
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7) In question C5, we listed a few areas of adaptive behaviours in daily living 

activities. However, the respondents also have the choices of writing their own 

answer in the spaces given. 

 

7a) Are there any to exclude? 

 

No. 
 

 

 

Yes. 
 

 

 

 If yes, what area of adaptive behaviours should be excluded? 

 

 7b) Are there any to include? 

 

No. 
 

 

 

Yes. 
 

 

  

 If yes, what area of adaptive behaviours should be included? 

 

Section D : Professional Development Needs 

 

8) Question D1 is asking regarding the level of confidence among respondents 

when providing services for children with autistic spectrum disorders. We are 

using the five point Likert scale in order to elicit response to this question. Is 

this method appropriate? 

 

Yes. 
 

 

 

No. 
 

 

 

 If no, how best can we elicit response to this question? 

9) In question D4, we listed a few methods of obtaining knowledge and skills in 

increasing occupational therapists’ competencies when providing services for 

children with autistic spectrum disorders. However, the respondents also have 

the choices of writing their own answer in the spaces given. 

 

9a) Are there any to include? 

 

 

No. 
 

 

 

Yes. 
 

 

 

If yes, what other methods should be included? 

10) Are there any other questions pertaining to professional development needs 

that we should include in the questionnaire? 
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Section E : Demographic Information 

 

11) The section on the demographic information should be put: 

 

At the beginning of the questionnaire. 
 

 

 

Our initial design was appropriate and acceptable. 
 

 

 

General Questions 

 

12) We will include the separate sheet of operational definitions on the terms use 

in the questionnaire for respondents’ guideline when answering the survey 

(Appendix A). Is this necessary? 

 

Yes. 
 

 

 

No. 
 

 

 

If no, what should we do instead? 

 

 

13) Are there any other suggestions on what we should do in order to improve the 

quality of our questionnaire? 

 

 

 

 

Thank you for your kind response. Your assistance and input are greatly 

appreciated. 
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APPENDIX G 

THE QUESTIONS, COMMENTS FROM EXPERTS, CHANGES MADE AND 

THEIR DISCUSSIONS 

________________________________________________________________________ 

The discussions below presented the feedback from the experts on content of the 

initial questionnaire 

Introductory letter to the respondents 

Question 1 

Question Yes No Comments 

1
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b
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If
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 c
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th
is

?
 

 

 

9 

 

3 

1. Include statement clarifying that the study has been 

approved by the University Review Board. 

 

2. Be more explicit about how the information will be used 

and why it is important to do so. 

 

3. The letter should begin by telling potential participants 

who you are and how/why they have been chosen to 

participate. 

 

4. Listing the objectives of the study will probably tire the 

potential participants and can cause them to trash the 

survey out right away. 

 

5. To state ‘Introductory Letter’ on the cover letter for 

participants. 

 

6. Might be helpful to explain the rationale comparing the 

practices across two regions. 

 

7. May need to explain the adaptive part explicitly. 

 

 

Summary:  

Nine responses were received which say that the study objectives in the introductory letter 

to the respondents were stated clearly. However, three experts suggested that some 

improvements be made to the introductory letter. A total of seven comments were received 

for question 1. 
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Changes made: 

 The statement clarifying that the study has been approved by the university ethics 

board in the introductory letter to the respondents was included which will be 

attached as the front cover of the questionnaire in response to comment number 1. 

 Referring to comment number 4, the objectives in the introductory letter were 

simplified and rephrased into a more compact statement.  

 The content and information in the introductory letter to the respondents were 

improved as suggested in comment number 2, 3, 5, 6, and 7.  

 

Discussion: 

The comments and suggestions made by the experts enrich the introductory letter to the 

respondents. It makes it more useful and informative to be read by the potential 

respondents.  
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Section A: Frame of reference & Model of practice 

Question 2 

Question. a b c d Comments. 
2
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1 

 

0 

 

5 

 

 

6 

1. Would not learn much by having the 

respondents identify which FOR’s or Model’s 

they use. Instead, what is important is what 

guidelines for intervention the respondents use 

most frequently when treating children with 

autistic spectrum disorders. 

2. There is a 2010 edition of the paediatric text; it 

has other theoretically based guidelines that 

might be more commonly used. 

3. List names of authors typically associated with 

frames of reference/models of practice. 

4. Include a brief operational definition of terms 

for the FOR in the table itself.  

5. Try to provide an extensive list. Use the last two 

editions of Paediatric Frames of Reference book 

by Hinojosa and Kramer, Conceptual 

Foundations text by Kielhofner and 

Occupational Therapy for Children edited by 

Case-Smith.  

6. Separate the question on frames of reference and 

models of practice into two different questions. 

7. CO-OP is the frame of reference, not the model 

of practice. 

8. Include definitions in the table so that 

respondents will answer the question in the more 

meaningful ways. 

9. List names of authors typically associated with 

frames of reference/models of practice. 

10. Some definitions of the terms listed would be 

useful. 

11. Need to specify which occupational frame of 

reference referred to. This will reduce the 

possibility that two respondents check the same 

answer, when each of them meant something 

different. 

12. Put some definitions in the questionnaire. 

 

 

Summary: 

One expert was of the opinion that more frames of reference and models of practice should 

be listed in the questionnaire. None suggested that this question should be left as an open-
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ended question. Five experts consider that the initial design was appropriate and 

acceptable. However, another six experts give their suggestions on how to improve this 

question. A total of 12 comments were received for the question. 

 

Changes made: 

 Names of authors typically associated with the frames of reference and models of 

practice listed in the questionnaire were included as suggested by comments 

number 3 and 9 as this makes it clearer for the respondents to answer. 

 Referring to comment number 11, space for respondents to specify which 

occupational frame of reference that they are referring to was provided. 

 

Discussion: 

This question is the most problematic in the questionnaire. As none of the experts 

reviewing the questionnaire suggested that this question be formatted as an open ended 

question; it is also important not to make it too cluttered which will probably tire the 

respondents. Therefore, in reference to comments number 4, 5, 6, 8, 10 and 12, it was 

decided that the suggested comments will add to the bulk and length of the questionnaire. 

In conclusion, it was decided that listing some of the most common frames of reference 

and models of practice and including the names of the authors would be sufficient. In 

order to further improve this question, the 2010 edition of Frames of Reference for 

Pediatric Occupational Therapy (3
rd

 edition) was reviewed, as suggested in comment 

number 2.  
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Question 3 
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1 

 

7 

 

4 

1. Try to provide an extensive list. Should 

include more; for example, 

Occupational Adaptation, Occupational 

Therapy Practice Framework, PRPP by 

Chapparo. 

 

 

Summary: 

According to one expert, choices for frames of reference and models of practice should be 

listed in one table instead of in two separate tables. Whereas, seven experts said that the 

initial design was appropriate and acceptable and another four experts did not provide their 

answers. Only one comment was received for the question. 

Changes made: 

No changes applied to this question.  

Discussion: 

As it was discussed previously in question 2, it was decided not to makes this question too 

long and cluttered.  
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Question 4 

Section B: Assessments/Outcome measures 

 

Summary: 

According to six experts, there are no other methods of assessments/outcome measures 

that should be included in the questionnaire. Another six experts did not provide their 

answers for the question. A total of three comments were received for the question. 

Changes made: 

 Referring to comment number 1, interview with other health professionals was 

included in the list.  

 

Discussion: 

Referring to comment number 2, it was concluded that perhaps the question asked of the 

experts was a little confusing to them. The aim of this question was to find out the 

methods of finding information that the respondents usually used. Therefore, it was 
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1. To include interviews with 

other health professionals. 

2. Might be useful to add 

another two columns asking 

the respondents to identify 

whether they use the 

assessments to set therapy 

goals or to measures the 

effectiveness of the therapy.  

3. “Fine as it is”.  
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decided not to add another question to it; and additionally, it is also to ensure the 

questionnaire does not become too long. 

 

Question 5 (5a) 
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No 

answer 
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1. Looking at this section, it was concerning 

with how long it would take for the 

respondents to list the tools they commonly 

used. Suggestions to: 

- List the most commonly used 

assessments and have the respondents to 

identify if they use them, or  

- Ask the respondents if they usually use 

standardised or non-standardised 

assessments and have them list the 4 most 

commonly used.  

2. Need to only use ones that are most 

commonly used by the respondents in the 

target areas. 

3. Question B2.4: Gross and fine motor skill 

assessments; is this different from 

developmental screenings? 

4. Needs to clearly define between ‘functional’ 

and ‘adaptational’ in question B2.2 since 

those two terms are not related. 

5. Would be better to list a few assessments for 

the respondents to choose and tick-off from 

the list provided. This will also make it 

easier for the purpose of data entry and 

analysis. Therefore, using force choice 

format will be better. 

6. Would be better to separate between the 

sensory processing and sensory integration 

since they are separate construct. 

7. Should exclude diagnostic assessment or 

explain what diagnostic assessment is.  

8. Should include some prompts with names of 

assessments. 

 

 

Summary: 

Four experts say that there are no specific types of standardised assessments that should be 

excluded from the questionnaire. Meanwhile, one expert was of the opinion that there is a 
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type of assessment which should be excluded. Another seven experts did not provide their 

answers to the question. A total of eight comments were received for the question. 

Changes made: 

 Based on the comments received from the experts with regards to this part of the 

questionnaire, it was decided that the respondents will only have to name one 

assessment tool that they used most frequently in their occupational therapy 

practice for each specific type of standardised assessment listed as suggested in 

comments number 1 and 2.  

 In relation to comment number 7, it was decided to include as short definition of 

diagnostic assessment in the questionnaire which will help to improve the 

respondents’ comprehension of the question.  

 

Discussion: 

In order to prevent the questionnaire from becoming too long, it was decided not to make 

the question into a force choice format as suggested in comments number 5 and 8. It was 

decided to let the respondents name the tools that they use most frequently and data will be 

analysed by grouping the tools together. Referring to comment number 3, it was concluded 

that gross and fine motor skill assessments is different from developmental screenings. 

Gross and fine motor skill assessments involve more detailed motor assessments, whereas 

the developmental screenings may sometimes only touch on some major motor 

developmental aspects. With regard to comment number 6, based on the systematic review 

by Case-Smith and Arbesman (2008), which groups sensory integration and sensory-based 

intervention as one intervention category, it was decided not to separate them. Therefore, 

the initial question for this part was retained.  

 



322 
   

Question 5 (5b) 
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No 

answer 
Comments 
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1. Needs to include a few other aspects of 

assessments; for example, section for 

activities of daily living or self-care 

skills, social participation and school-

related skills.  

2. This section should be modified to 

allow more space for the respondents to 

fill in the names of the tools they use.  

3. Because some tools are restricted to 

certain age group only, it may be 

helpful to restructure the questionnaire 

to ask about the age group that the 

respondents serve most frequently and 

then instruct the respondents to tailor 

their responses to the remaining 

questions to only that age group that 

they serve most frequently. This should 

result in more robust data related to 

service provision for each age group. 

 

 

Summary: 

According to six experts there are no other standardised assessments to be included in the 

questionnaire. None of the experts said that there were any more to include, whereas six 

experts did not provide answers for the question. A total of three comments were received 

regarding this question.  

Changes made: 

 In response to comment number 1, another two assessments were included which 

are the activity of daily living assessment and school related-skills assessment.  

 Referring to comment number 2, it was decided to only ask the respondents to give 

one tool that they use the most, as stated on the changes made on question 5a. 
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 As suggested in comment number 3, it was decided to restructure the questionnaire 

by asking the respondents about the age group of the children with autistic 

spectrum disorders that they serve most frequently and to have them answer the 

following questions based on that age group.   

 

Discussion: 

The Section B: Assessments/Outcome measures of this questionnaire can be seen as the 

section with most changes and additions made in an effort to make this section better able 

to generate more useful data, but also not allow it to become too long and cluttered.  
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Section C: Interventions & Adaptive Behaviours 

Question 6 

Question a b c 
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1. Identifying whether the respondents 

are using certain 

interventions/programmes does not 

telling much. Therefore by having the 

respondents to rank the frequency of 

the interventions/programmes used 

will produce more useful data.  

 

2. “It seems fine but make sure both 

areas have been sufficiently targeted”. 

 

3. Should include some additions to the 

list; for example, sensory integration 

treatment, therapeutic touch, 

snoezelen, behavioural interventions.  

 

4. Activities of daily living are not an 

intervention, but are a performance 

area that might be addressed through 

intervention. Therefore, should 

remove activities of daily living from 

the list since it does not fit with the 

other answer choices.  

 

5. In addition, the format of this question 

will yield data that reveal how many 

respondents use each method 

identified, but it will not address how 

frequently those respondents use the 

methods. Having the respondents rank 

the methods might yield more useful 

data. 

 

 

 

Summary: 

None of the experts suggested that this question should have a more extensive list of 

interventions or programmes, or should be left in an open-ended format. Six experts felt 

that the initial design was appropriate and acceptable and another six experts did not 

answer the question. Five comments were received for this question. 
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Changes made: 

 In response to comments number 1 and 5, it was decided to have the respondents 

rank their answers in terms of the frequency that they use the interventions or 

programmes listed. 

 Referring to comments numbers 2 and 3; additional interventions and programmes 

were added to the list as suggested by the experts.  

 Based on comment number 4, activities of daily living were excluded from the list.  

 

Discussion: 

In order to improve the quality of the questionnaire, a few changes and additions to this 

question were performed to achieve more useful and meaningful data from respondents.   
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Question 7 (7a) 
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1. Question C2:  Would be better to ask for 

areas in which goals are usually written. 

Another checklist is suggested. 

 

2. Question C4:  “This question seems very 

vague. Should be more specific of what 

areas of challenges, e.g., challenges with 

the children themselves, the system, 

parents.” 

 

3. Question C5: “How is this different from 

Question C2 (Occupational therapy 

goals)?” 

 

4. Do not separate the section for adaptive 

behaviour with interventions/programs. 

 

5. Should include some other skill areas; for 

example, play, education, vocational, social 

participation. 

 

6. “This question should be rephrased from 

‘How often do you provide the following 

adaptive behaviour interventions...?’ to 

‘How often do you address the following 

adaptive behaviour interventions...?’. 

 

 

Summary: 

According to five experts, there are no areas of adaptive behaviours in daily living 

activities which should be excluded from the list and none of the experts was of the 

opinion that there are areas of adaptive behaviours which should be excluded. Meanwhile, 

another seven experts did not provide their answers for the question.  A total of six 

comments were received regarding this question.  
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Changes made: 

 Based on comments numbers 1 and 3, it can be seen that there is some redundancy 

in both questions. Therefore, it was decided to make question C2 more specific by 

asking the respondents to list their 3 most common short term occupational therapy 

intervention goals when working with children with autistic spectrum disorders. 

 Referring to comment number 2, question C4 was amended to make it more 

comprehensible by asking specifically the challenges with children with autistic 

spectrum disorders that the respondents encounter when providing services for 

them.  

 Based on comment number 5, work or vocational skills was another area added to 

the list as the other suggested areas were already listed.  

 Question C5 was rephrased as suggested in comment number 6.  

 

Discussion: 

It was decided not to combine the interventions/programmes and adaptive behaviours into 

one table as suggested in comment number 4 as it can be seen as two separate components.  
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Question 7(7b) 
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Summary: 

Five experts were of the opinion that there are no other areas of adaptive behaviours that 

should be included in the list. Meanwhile, a total of seven experts did not provide their 

answer for this question.  

 

Changes made: 

No changes were made to the initial question. 
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Section D : Professional Development Needs 

Question 8 
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No 

answer 
Comments 
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1. Respondents tend to choose the 

middle category the most when 

given the odd number of choices. 

Therefore, even numbers of 

categories are suggested. 

 

 

Summary: 

None of the experts said that the initial design of using the 5-point Likert scale in order to 

elicit response regarding the level of confidence among respondents was inappropriate. In 

contrast, eight experts were of the opinion that the use of the 5-point Likert scale is 

appropriate. Four experts did not answer the question. However, one comment was 

received for this question. 

Changes made: 

No changes made to the initial question. 

Discussion: 

Even number of categories will limit the answer choices available for the respondents to 

choose from, because it forms a force choice answer format. Therefore, it was decided to 

use the 5-point Likert scale with the middle point as the neutral category.  
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Question 9 
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1. Might include advanced post-professional 

academic degrees. 

2. Might include online courses, workshop or 

conference. 

3. “I like the answer choices you have 

provided for this question.” 

4. “Should you include online courses?” 

5. “My concern with the way it is described 

here is that you are not including plain 

continuing education courses that do not 

result in certification.” 

 

 

 

Summary: 

In this question, four responses were received from the experts saying that there are no 

other methods of obtaining knowledge and skills in increasing occupational therapists’ 

competencies which should be included in the list. However, two experts were of the 

opinion that there are other methods that should be included. Six experts did not answer 

the question. A total of five comments were received for this question.  

Changes made: 

 Some additional methods of obtaining knowledge and skills in increasing 

occupational therapists’ competencies were included as suggested in comments 

numbers 1, 2 and 4.  
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 As suggested in comment number 5, continuing education courses were included in 

question D2 of the questionnaire.  

 

 

Question 10 

Question Comments 

1
0
) 

A
re

 t
h

er
e 

a
n

y
 o

th
er

 

q
u

es
ti

o
n

s 
p

er
ta

in
in

g
 t

o
 

p
ro

fe
ss

io
n

a
l 

d
ev

el
o

p
m

en
t 

n
ee

d
s 

th
a

t 
w

e 
sh

o
u

ld
 

in
cl

u
d

e 
in

 t
h

e 

q
u

es
ti

o
n

n
a
ir

e?
 

 

1. “None”. 

2. “Listed questions are adequate”. 

 

 

Summary: 

Two comments were received for the question. No comment suggested that there are other 

questions pertaining to professional development needs that should be included in the 

questionnaire. 
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Section E : Demographic Information 

Question 11 

Question a b 
No 

answer 
Comments 

1
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2 

 

5 

 

5 

1. Separate out the entry level master’s degrees, post-

professional master’s degrees, clinical doctorates and 

research doctorates. 

2. Might consider splitting the demographics questions 

so that the questions about years worked with children 

with autistic spectrum disorders and ages of children 

with autistic spectrum disorders are at the beginning 

which then can be used as screening questions for 

inclusion/exclusion purposes. 

 

 

Summary: 

Two responses were received from the experts saying that the demographic information 

section should be put at the beginning of the questionnaire; meanwhile, another five 

experts felt that the initial design of the questionnaire was appropriate and acceptable. Five 

experts did not provide answers for the question. Two comments were received for the 

question. 

Changes made: 

 Referring to comment number 1, it was decided to separate out the clinical 

doctorate and research doctorate in occupational therapy into two separate answer 

choices to generate more useful data. However, the other category separation as 
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suggested in the comment was not applied as the option for the respondents to 

write their own answers in the ‘Other’ category was provided.  

 As stated in changes made in Question 5(5b), the question of asking the age group 

of children with autistic spectrum disorders that the respondents serve most 

frequently was restructured into the Section B: Assessments/Outcome Measures 

section.  

 

Discussion: 

It was decided to retain the question on years of working with children with autistic 

spectrum disorders in Section E: Demographic Information, as it was not aimed to use this 

question as a screening question.  
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Question 12 

Question a b 
No 

answer 
Comments 
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5 

 

1 

1. “I don’t think they will read it – if they do 

not understand the terms, they probably are 

not using the intervention.” 

 

2. List names of authors typically associated 

with frames of reference/models of 

practice. 

 

3. “It might add to the length and bulk of the 

survey.” 

 

4. Put the reference in the questionnaire. 

 

 

Summary: 

Six responses were received from the experts saying that the separate sheet of operational 

definitions on the terms used in the questionnaire should be included as a guideline for 

respondents’ when answering the survey. However, another five experts said that it is not 

necessary to include it and one expert did not provide an answer for the question. A total 

of four comments were received for the question. 

 

Changes made: 

 As suggested in comments numbers 2 and 4, the names of authors typically 

associated with frames of reference and models of practice were listed in the table 

as stated in changes made in Question 2. 
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Discussion: 

Almost an equal number of responses were received from the experts saying that it is 

either necessary or unnecessary to include the separate sheet of operational definitions in 

the questionnaire. Therefore, based on the strong and practical comments given by the 

experts who opposed it, it was decided not to include the separate sheet of operational 

definitions in the questionnaire in order to prevent it from becoming too long and bulky.  

 

Question 13 

Question Comments 
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1. Put the question in regular type and the answer in bold. 

 

2. Return of the survey is considering consent to participate.  

 

3. Consider to allow the respondents to answer the open-ended question in 

bilingual, i.e., either in Malay or English languages. 

 

4. Put questionnaire developers’ names and copyright at the front cover. 

 

5. Consider specifying whether to include the respondents that have at time 

worked with children with autistic spectrum disorders or those that 

currently are working with this population. Specifying which group will 

yield more reliable and current data. 

 

6. “Some people may not be in practice now, but were in the past – the survey 

participants should be able to list that.”  

 

Summary: 

A total of six comments were received for the question.  

 

Changes made: 

 The questions were put in regular type and the answers in bold as suggested in 

comment number 1. 

 Based on comment number 2, the statement at the end of the survey to include that 

the return of the questionnaire is considered as the respondents’ consent to 

participate in the study was amended.  
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 Referring to comment number 4, the questionnaire developers’ names and 

copyright were included on the front cover. 

 Based on comments number 5 and 6, the screening question at the beginning of the 

survey to ask the respondents whether they have worked or currently are working 

with children with autistic spectrum disorders in their occupational therapy 

practices or whether they have never worked with children with autistic spectrum 

disorders in their occupational therapy practices was amended. 

 

Discussion: 

All the comments suggested by the experts in order to improve the initial questionnaire 

and generating more useful and reliable data were applied. Referring to suggestion number 

3; as occupational therapists in Malaysia receive most of their training and lectures in 

English and proficiency in English language is one of the requirements to enter the course, 

the option of answering in either English or Malay languages was not applied. However, to 

address this expert’s concern about the option of allowing the respondents to answer the 

open-ended questions either in English or Malay languages, the modified initial version of 

the questionnaire was further tested with six occupational therapists in Malaysia to seek 

feedback about ease of answering, comprehension of the questions and the time taken to 

complete them. These occupational therapists were a sample of convenience in which all 

of them have experience in working with children with ASD in various settings. The 

feedback received in terms of the ease of answering was positive and the time taken to 

complete the questionnaire ranged between 10 and 25 minutes depending on the amount of 

qualitative information given in the open-ended questions. No further suggestions were 

received regarding the face and content validity of the questionnaire and no-one suggested 

that the option should be given to answer the open-ended questions in either the English or 

Malay language. 
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Screening Question: Please place a Tick (√) in the box for your answer. 

 

 

I have worked with children with autistic spectrum disorders? 

(Please proceed and complete the survey). 

 

I am currently are working with children with autistic spectrum disorders? 

(Please proceed and complete the survey). 

 

I have never worked with children with autistic spectrum disorders? 

(If this is your answer, you are not required to complete the survey. However, we would very much 

appreciate if you would return the survey to the researchers using the stamped self-addressed 

envelope provided. Thank you very much for your time).  

 

Section A: Frame of Reference & Model of Practice 

This section of the survey asks you specifically regarding the frames of reference and models of practice you 

use in your clinical practice with children with autistic spectrum disorders. 

A1) Please indicate which frames of reference and models of practice you use with children with autistic 

spectrum disorders in your occupational therapy practice by placing a Tick (√) in the column below where 

applicable.   

Please also name the frames of reference and models of practice that you use which are not listed in the table 

below in the spaces provided.  

Frame of reference 
If yes, please 

Tick (√) 

Coping (Williamson & Szczepanski, 1999)  

Acquisitional (Royeen & Duncan, 1999)  

Psychosocial (Olson, 1999)  

Occupational (Primeau & Ferguson, 1999) 

Please specify which occupational 

FOR:________________________________________________ 

 

Sensory Integration (Kimball, 1999)  

Other (Please specify) 

Other (Please specify) 

 

Model of practice 
If yes, please 

Tick (√) 

Canadian Model of Occupational Performance and Engagement (CMOP-E) (Polatajko, 

Townsend & Craik, 2007) 
 

Cognitive Orientation to daily Occupational Performance (CO-OP) (Polatajko & 

Mandich, 2004) 
 

Ecology of Human Performance Model (Dunn, Brown, & McGuigan, 1994)  

Model of Human Occupation (MOHO) (Kielhofner, 2008; Kielhofner & Burke, 1980)  

Person-Environment-Occupation (PEO) (Law, et al., 1996)  

Other (Please specify) 

Other (Please specify) 
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Section B: Assessments/Outcome Measures 

This section of the survey asks you about the assessments/outcome measures you use in your clinical 
practice with children with autistic spectrum disorders. 

 
B1) How often do you use each of the following methods of assessments/outcome measures when assessing 

children with autistic spectrum disorders? Please circle the number for your response based on the following 

indicator: 

       1 = Never               2= Seldom               3 = Sometimes               4 = Often               5 = Always 

 
Please state any other methods of assessments/outcome measures that you use which are not listed in the 
table below in the spaces provided. 

 

  

 

Assessments/Outcome Measures 

N
ev
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a) 
Standardised assessment/screening tools. 

(Please see question B3) 
1 2 3 4 5 

b) 

 

Informal assessment/screening tools (including any that you or the 

service you work in has created). 

(Please see question B4) 

1 2 3 4 5 

c) 

 
Observation in multiple environments (e.g., home/school). 1 2 3 4 5 

d) 

 
Interview with Parents/caregivers. 1 2 3 4 5 

e) 

 
Interview with teachers/education staff. 1 2 3 4 5 

f) Interview with other health professionals. 1 2 3 4 5 

f) 

 
Other (Please specify) 1 2 3 4 5 

g) Other (Please specify) 1 2 3 4 5 

 
 
B2) What is the age group of children with autistic spectrum disorders you serve most frequently?   

(Please place a check mark (√ ) in the box for your answer). 

 
        Less than 2 years old 
 

3 to 5 years old 

     6 to 12 years old 
         
     13 to 18 years old  

 
B3) If you use standardised assessments in your occupational therapy practices, please answer 

questions B3.1 to B3.10 based on the age group of children with autistic spectrum disorders that you 

serve most frequently as your answer in question B2.  

 
 

 

B3.1) Do you use developmental screenings and evaluations in your assessment with children with 

autistic spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 
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B3.2) Do you use functional or adaptive skill assessments in your assessment with children with 

autistic spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 
 
 

B3.3) Do you use activities of daily living skill assessments in your assessment with children with 

autistic spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 

 

 

B3.4) Do you use school-related skill assessments in your assessment with children with autistic 

spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
please name the tool that you use most frequently: _________________________________________ 

 

 

B3.5) Do you use play and leisure participation assessments in your assessment with children with 

autistic spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 
 
 

B3.6) Do you use gross or fine motor skill assessments in your assessment with children with autistic 

spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 

 

 

B3.7) Do you use sensory processing or sensory integration assessments in your assessment with 

children with autistic spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
please name the tool that you use most frequently: _________________________________________ 
 
 
 

B3.8) Do you use psychosocial or social interaction skill assessments in your assessment with children 

with autistic spectrum disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 
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B3.9) Do you use environmental assessment in your assessment with children with autistic spectrum 

disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 
 
 

 

B3.10) Do you use a diagnostic assessment* in your assessment with children with autistic spectrum 

disorders?  

(Please place a Tick (√ ) in the box for your answer). 
 
  Yes     No 
 
Please name the tool that you use most frequently: _________________________________________ 
 
 
*Diagnostic assessment is an assessment used to identify or confirm the diagnosis of the children.  

 
 
 
B4) If you use non-standardised assessments, please describe them: 
 
_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 
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Section C: Intervention 

This section of the survey asks you specifically regarding interventions you use in your clinical practice with 

children with autistic spectrum disorders. 

 

INTERVENTIONS:  

 

        The table below lists some of the commonly identified interventions which are used by occupational 

therapists and other professionals for children with autistic spectrum disorders.  

 

 

C1) Please indicate which of the following interventions/programmes you use/have used with children with 

autistic spectrum disorders in your occupational therapy practice. Please circle one number for your response 

based on the following indicator: 
       1 = Never               2= Seldom               3 = Sometimes               4 = Often               5 = Always 

 
Please also name the interventions that you provide which are not listed in the table below in the spaces 

provided. 
 

 

 

Interventions/Programmes 
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Assertiveness Skills Training 1 2 3 4 5 

Cognitive Orientation to daily Occupational Performance (CO-OP) 1 2 3 4 5 

Discrete-Trial Training 1 2 3 4 5 

Early Intervention Programme 1 2 3 4 5 

Environmental Modifications 1 2 3 4 5 

Facilitated Communication Techniques 1 2 3 4 5 

Floortime Techniques (Greenspan) 1 2 3 4 5 

Picture Exchange Communication System (PECS) 1 2 3 4 5 

Play Therapy 1 2 3 4 5 

Pre-school Training 1 2 3 4 5 

Pre-Vocational/Vocational Skills 1 2 3 4 5 

Sand Tray Therapy 1 2 3 4 5 

Sensorimotor Stimulation 1 2 3 4 5 

Sensory Diet 1 2 3 4 5 

Sensory Integration Training 1 2 3 4 5 

Snoezelen  1 2 3 4 5 

Social Communication, Emotional Regulation and Transactional 
Support (SCERTS) Model 

1 2 3 4 5 

Social Stories Programme 1 2 3 4 5 

The Listening Program 1 2 3 4 5 

Therapeutic Listening 1 2 3 4 5 
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Interventions/Programmes (Continued) 

 

N
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Therapeutic Touch 1 2 3 4 5 

Treatment and Education of Autistic and Related Communication-
Handicapped Children (TEACCH) Program 

1 2 3 4 5 

Wilbarger Protocol (joint compression & brushing techniques) 1 2 3 4 5 

Other (Please specify) 1 2 3 4 5 

Other (Please specify) 1 2 3 4 5 

 

C2) Please list your three (3) most common short term occupational therapy intervention goals when 

working with children with autistic spectrum disorders. 

a) _______________________________________________________________________ 

b) _______________________________________________________________________ 

c) _______________________________________________________________________ 

 

C3) How often do you work with the following people/professionals? Please circle one number for your 

response based on the following indicator: 
       1 = Never               2= Seldom               3 = Sometimes               4 = Often               5 = Always 

 
Please also name the other person/professionals that you include which are not listed in the table below in 
the spaces provided. 
 

  

People/Professionals 
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a) Parents/Caregivers 1 2 3 4 5 

b) Teachers/Education Staff 1 2 3 4 5 

c) Speech Therapists/ Speech Pathologists 1 2 3 4 5 

d) Psychologists 1 2 3 4 5 

e) Others (Please specify) 1 2 3 4 5 

f) Others (Please specify) 1 2 3 4 5 

 

C4) What are three of the most common challenges you experience when working with children with autistic 

spectrum disorders? 

 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 
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Section D: Adaptive Behaviours 

 

The table below lists areas of adaptive behaviours in daily living activities.  

 

D1)  How often do you address the following adaptive behaviours with children with autistic spectrum 

disorders in your occupational therapy practice? Please circle one number for your response for each 

adaptive behaviour area based on the following indicator: 
    1 = Never               2= Seldom               3 = Sometimes               4 = Often               5 = Always 

 

Please also name the area of adaptive behaviour that you provide which are not listed in the table below in 

the spaces provided. 

 

 

  

 
Area of Adaptive Behaviour 
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a) Self-care activities (e.g., bathing, toileting) 1 2 3 4 5 

b) Home Living (e.g., make bed, prepare breakfast) 1 2 3 4 5 

c) Social Skills 1 2 3 4 5 

d) 
Communication Skills (including Alternative and 
Augmentative Communication (AAC)) 

1 2 3 4 5 

e) 
School Readiness Skills (e.g., hand writing skills, 
modifications to accommodate limitations in functional 

academic activity) 

1 2 3 4 5 

f) 
Community Use (use of facilities in the community, e.g., 
transportation, recreational centre, local shops) 

1 2 3 4 5 

g) 
Self-determination (e.g., problem solving skills, making 
decision and choices) 

1 2 3 4 5 

h) 
Play/Leisure Participation (e.g., attend & participate in 
games) 

1 2 3 4 5 

i) Health and Safety Education 1 2 3 4 5 

j) Work or Vocational Skills 1 2 3 4 5 

k) Other (Please specify) 1 2 3 4 5 

l)  Other (Please specify) 1 2 3 4 5 

m) Other (Please specify) 1 2 3 4 5 
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D2)   How often do you utilise the following settings when providing adaptive behaviour interventions for 

children with autistic spectrum disorders? Please circle one number for your response for each setting based 

on the following indicator: 

    1 = Never               2= Seldom               3 = Sometimes               4 = Often               5 = Always 

Please also name the settings that you utilise which are not listed in the table below in the spaces provided. 
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Occupational therapy settings 1 2 3 4 5 

Client’s natural environments (e.g., home, school, playground) 1 2 3 4 5 

Community facilities (e.g., public transportation, cinemas) 1 2 3 4 5 

Other (Please specify) 1 2 3 4 5 

Other (Please specify) 1 2 3 4 5 
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Section E: Professional Development Needs 

This section of the survey asks you specifically regarding your professional development needs in your 

clinical practice with children with autistic spectrum disorders. Please answer all of the questions. 

 

E1)     Please rate your level of confidence when providing occupational therapy services for children with 

autistic   

           spectrum disorders? (Please circle one number for your answer). 

 

              1                               2                             3                              4                                 5 

   Very low                      Low                    Moderate                     High                     Very high 

 

 

E2)     Have you attended any training/certification courses or continuing education courses that are relevant 

to your  

          occupational therapy services for children with autistic spectrum disorders? (Please place a Tick (√ ) 

in   

          the box for your answer). 

 

Yes     No 

  

   If you have, please name the training/certification courses or continuing education courses in the table    

   below and also indicate the year attended.  

 
Training/certification courses attended Year attended 

1.   

2.   

3.   

4.   

5.   

 

E3)      Please name the training/certification courses that are relevant to your occupational therapy services 

for children with autistic spectrum disorders which you plan to attend in the table below. 

 Training/certification courses would like to attend 

1.  

2.  

3.  

4.  

5.  
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E4)    Please indicate you preferences in the method of obtaining knowledge and skills. (Please circle the 

number for your response). 
 
1 = Not preferred      2 = Low preferences     3 = Moderate     4 = High preferences     5 = Preferred  
                                                                                                                                                      the mosT 

 

  

 

Method of obtaining knowledge and skills 

  N
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a) 
Hands-on mentoring by expert/experience 

therapist 
1 2 3 4 5 

b) Case presentation of intervention and technique 1 2 3 4 5 

c) 
Multidisciplinary workshop with discussion and 

problem solving 
1 2 3 4 5 

d) 
Short courses of specialise certification on certain 

technique/programme 
1 2 3 4 5 

e) Online courses 1 2 3 4 5 

f) Conferences or seminars 1 2 3 4 5 

g) Literature reviews 1 2 3 4 5 

h) Advanced post-professional academic degrees 1 2 3 4 5 

i) Other (Please specify) 1 2 3 4 5 

j)  Other (Please specify) 1 2 3 4 5 
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Section F: Demographic Information 

This section of the survey asks you specifically regarding your personal information, professional 

qualification and working experiences as an Occupational Therapist and also your experiences of working 

with children with autistic spectrum disorders.  Please answer all of the questions. 

 

 

F1)    Where do you presently reside? (Please place a Tick (√ ) in the box for your answer). 

           I am a participant from Australia 

 

         I am a participant from Malaysia: 

   Peninsular Malaysia 

   East Malaysia (Sabah,Sarawak,Wilayah Persekutuan Labuan) 

 

 

F2)   What is your highest level of academic qualification in the field of occupational therapy? (Please place 
a Tick (√ ) in the box for your answer). 

 
 
 
F3)    In which setting do you currently practice?                                                                    
  (Please place a Tick (√ ) in the box for your answer). 
 

Hospital  
 
Long-Term Residential Care setting 

 School 

 Community-Based Care 

Transitional Centre/Sheltered Workshop 
 
Early Intervention Services 
 
Private Practice 
 
Other (Please specify)_________________ 

 

F4) Approximately how many years have you been practicing as an Occupational Therapist? (Please place a 

Tick   (√ ) in the box for your answer). 

 

 

Diploma/certificate in occupational therapy  

Bachelors degree in occupational therapy  

Graduate-entry masters degree in  

occupational therapy 

Course work/research masters 

 Clinical doctorate in occupational       
 therapy 

  Research doctorate in occupational                 
  therapy 

  Other (Please specify) 
___________________ 

Less than 1 year 

1-5 years 

6-10 years 

11-15 years 

16-20 years 

3. More than 21 years 
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F5) Approximately how many years have you been working or have you worked with children with autistic 

spectrum disorders in your occupational therapy practice?  

(Please place a Tick (√ ) in the box for your answer). 

 
Less than 1 year 
 
1-5 years 
 
6-10 years 

11-15 years 
 
16-20 years 
 
More than 21 years 

 

F6)  How do you provide the majority of your direct occupational therapy services to children with autistic 

spectrum disorders? (Please place a Tick (√ ) in the box for your answer). 

 

Individual intervention session  
 
Group intervention session of less than 5 
children 

Group intervention session of 6 or more  
children 
 
Other  (Please specify) 
___________________ 

 

 

F7)  How do you provide the majority of your indirect occupational therapy services to children with autistic 

spectrum disorders? (Please place a Tick (√ ) in the box for your answer). 

 

Consultation with parents/  caregivers 
 
Consultation with education staff 
 
Multidisciplinary team  conference 

Professional development 

 

Team teaching 

 

Other (Please specify)_________________ 

 

 

 

 

 

 

 

 

 

 

 

END OF THE SURVEY. 

Please check that you have completed every section of the survey. Thank you for 

taking the time to participate in this study.  Your assistance and input are greatly 

appreciated.  

 

Please return the questionnaire using the stamped self-addressed envelope provided. 

The return of the questionnaire considered as your consent to participate in the 

study. Thank you.  
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APPENDIX I 

THE FINAL INTRODUCTORY LETTER 

________________________________________________________________________  

 
 

 

 INTRODUCTORY LETTER  

Occupational Therapy Practice Survey for Children with Autistic Spectrum Disorders 

Dear colleagues, 

My name is Masne Kadar and I am a fulltime PhD student in the Department of Occupational 

Therapy at Monash University, Australia. My supervisors are Dr. Rachael McDonald and Dr. 

Primrose Lentin, senior lecturers in the Department of Occupational Therapy at Monash 

University, Australia. As an occupational therapist, you are invited to participate in this survey. 

You have been forwarded this survey via the membership departments of Australian Association 

of Occupational Therapists, Victoria (OT Australia, Victoria) or Malaysian Occupational 

Therapists Association (MOTA). This survey has been approved by Monash University Human 

Research Ethics Committee (MUHREC) Review Board. 

Thank you for taking the time to read about this survey.  We are interested in occupational 

therapists’ practice with children with Autistic Spectrum Disorders (ASD). We are exploring 

models of practice, outcome measures, intervention methods and professional development needs 

among occupational therapists working in this area. Watling et al. (1999) explored occupational 

therapy practice patterns for 2 to 12-year-old children with ASD, however, since then the 

explosion of information regarding ASD demands more current information. A systematic review 

by Case-Smith and Arbesman (2008) on intervention for autism used by occupational therapists 

highlighted the need for more information regarding these.  

In this survey, we are investigating current practice in occupational therapy services provided to 

children with ASD. We will compare practice in Australia and Malaysia. Information will be 

collected to identify similarities and differences between the two countries. This information will 

form a baseline for future research and practice. We will further investigate parents/caregivers 

goals in regards to their children with ASD and match these with the occupational therapy practice. 

We have developed a questionnaire titled ‘Occupational Therapy Practice Survey for Children 

with Autistic Spectrum Disorders’. The term children with autistic spectrum disorders in this 

survey are defined as a person under the age of 18 years old who has been diagnosed with either 

autistic disorder, Asperger’s syndrome (AS) or pervasive developmental disorders-not 

otherwise specified (PDD-NOS). It is hope that the information obtained from this survey will 
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provide valuable information for occupational therapy practitioners, educators, researchers, 

managers as well as employers in ensuring further development of contemporary professional 

knowledge in the field of occupational therapy practices for children with autistic spectrum 

disorders.  

There are six (6) sections in this survey which is anticipated that the survey can be completed 

within 20 to 25 minutes. If you agree to take part in this survey, please complete all six (6) sections 

of the survey. Once completed, please return the survey using the stamped self-addressed 

envelope provided within 2 weeks of receiving them in your mail. The returned of the survey 

are considered as your consent to participate in the survey.  

If you have never worked with children with autistic spectrum disorders in your occupational 

therapy practice, please tick the appropriate box at the screening question at the beginning of the 

questionnaire and we would very much appreciate if you would return the incomplete 

questionnaire using the stamped self-addressed envelope provided. Should you have any enquiries 

regarding the survey, we can be contacted at  

 Your input and perspective would be much valued. Thank you for your attentions.  

 

 

Sincerely, 

 

 

 
.............................................. 

Masne Kadar                                                          

PhD Student 

Department of Occupational Therapy 

School of Primary Health Care 

Faculty of Medicine, Nursing and Health 

Sciences 

PO Box 527, Frankston, VIC 3199, 

Australia 

 

 

 

................................................ 

Dr. Rachael McDonald 

Senior Lecturer 

Department of Occupational 

Therapy 

School of Primary Health Care 

Faculty of Medicine, Nursing and 

Health Sciences 

PO Box 527, Frankston, VIC 3199, 

Australia 

Phone:  

 

 

..................................................... 

Dr. Primrose Lentin 

Senior Lecturer 

Department of Occupational Therapy 

School of Primary Health Care 

Faculty of Medicine, Nursing and 

Health Sciences 

PO Box 527, Frankston, VIC 3199, 

Australia 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

School of Primary Health Care 

Faculty of Medicine, Nursing and Health Sciences 

PO Box 527, Frankston, VIC3199, Australia 

Building B, Peninsula Campus, McMahons Road, Frankston 
 

www.med.monash.edu.au  

ABN 12 377 614 012  CRICOS provider number 00008C 
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APPENDIX J 

THE APPLICATION LETTER TO THE OCCUPATIONAL THERAPY ASSOCIATION 

– MOTA, OT VICTORIA BRANCH AND PERMISSION LETTER FROM MOTA 

________________________________________________________________________ 
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APPENDIX K 

THE HUMAN ETHICS CERTIFICATE OF APPROVAL FROM MUHREC 

________________________________________________________________________ 
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APPENDIX L 

THE APPROVAL LETTER TO CONDUCT RESEARCH IN MALAYSIA FROM EPU 

________________________________________________________________________ 
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APPENDIX M 

THE EXPLANATORY STATEMENT 

________________________________________________________________________ 

 

 

 

 

Explanatory Statement 

Occupational Therapists (Victoria, Australia and Malaysia) 

 

Title: Occupational therapy practice survey for children with autistic spectrum disorders 

This information sheet is for you to keep.  

My name is Masne Kadar and for my PhD, I am conducting a research project with Dr. Rachael 

McDonald and Dr. Primrose Lentin, Senior Lecturers in the Department of Occupational Therapy 

at Monash University. This means that I will be writing a thesis based on this research. This 

research is investigating the occupational therapy practices for children with autistic spectrum 

disorders. We are asking occupational therapists to complete a survey regarding their frames of 

reference/models of practice, assessments/outcome measures, intervention methods and their 

professional development needs.  

Why and how you have been chosen as participants 

As occupational therapists, you have been invited to participate in this survey. This has been 

forwarded to you via the membership department of OT Australia, Victoria or the Malaysian 

Occupational Therapists Association (MOTA).  

The aim/purpose of the research 

The aims of this survey are:  

1) to identify the frames of reference/models of practice, assessments/outcome 

measures and interventions that are currently being provided to children with 

autistic spectrum disorders by occupational therapists in Australia, 

2) to identify the frames of reference/models of practice, assessments/outcome 

measures and interventions that are currently being provided to children with 

autistic spectrum disorders by occupational therapists in Malaysia,  

3) to compare the practices of occupational therapy services for children with 

autistic spectrum disorders between both regions in order to find similarities 

and differences between both practices, and 

4) to identify professional development needs of occupational therapists in 

Australia and Malaysia. 

Possible benefits 

There is no immediate benefit for the participants. However it is anticipated that the information 

obtained from this survey will provide valuable information for occupational therapy practitioners, 

educators, researchers, managers, as well as employers in ensuring further development of 

contemporary professional knowledge in the field of occupational therapy practices for children 

with autistic spectrum disorders. 
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What does the research involve? 

The project deals with gathering information regarding the occupational therapy practice for 

children with autistic spectrum disorders in Australia and Malaysia. Occupational Therapists will 

be asked to complete the questionnaire titled Occupational Therapy Practice Survey for Children 

with Autistic Spectrum Disorders in order to gather information regarding their services. 

 

How much time will the research take? 

It is anticipated that the questionnaire can be completed within 20-25 minutes.  

 

Inconvenience/discomfort 

There is minimal inconvenience and/or discomfort for the study participants. The questionnaire 

may make you feel uncomfortable, because it is asking questions regarding your practices and 

demographic information and also demand an extra time allocation from you daily routine. 

However, there are no physical/psychological inconveniences or discomfort beyond normal 

everyday life anticipated from participating in this survey.  

 

Payment 

No payment will be given and your participation is on a voluntary basis.  

 

Can I withdraw from the research? 

Participation in the study is voluntary, and you are under no obligation to consent to take part. 

However, if you do consent to participate, your participation is anonymous and no personal 

information will be identifiable. You do not have to answer any questions in the survey which you 

feel too personal or intrusive. The return of the anonymous questionnaire is considered as your 

consent to participate and it will not be possible to withdraw once the questionnaire has been 

submitted to the researchers. 

 

Confidentiality 

Your participation is anonymous. No form of personal identifications will be collected and 

therefore no individual participants will be identifiable.  

 

Storage of data 

Storage of the data collected during the study will adhere to Monash University regulations and 

will be kept at Monash University premises in a locked cupboard/filing cabinet for 5 years and on 

a password protected computer which is only accessible to the researchers. A report of the study 

may be submitted for publication, but individual participants will not be identifiable in such a 

report.  

 

Use of data for other purposes 

The collected data in this research project will not be used for other purposes. 

 

Result 

If you would like to be informed of the aggregate research finding, please contact Mrs. Masne 

Kadar  
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Contact details 

 

If you would like to contact the researchers about 

any aspect of this study, please contact the Chief 

investigator: 

 

If you have a complaint concerning the manner 

in which this research is being conducted, 

please contact: 

 

Rachael McDonald, PhD 

Senior Lecturer 

Department of Occupational Therapy 

Faculty of medicine, Nursing and Health 

Sciences 

Monash University – Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

Or 

 

Masne Kadar, 

PhD Candidate 

Department of Occupational Therapy 

Faculty of medicine, Nursing and Health 

Sciences 

Monash University – Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Executive Officer 

Monash University Human Research Ethics 

Committee (MUHREC) 

Building 3e  Room 111 

Research Office 

Monash University VIC 3800 

 

     

  

 

 

Local contact person for Malaysian 

Occupational Therapists; 

 

Puan Rohana Mukahar 

Head of Occupational Therapy Department 

Universiti Kebangsaan Malaysia Medical 

Centre (UKMMC) 

Jalan Yaacob Latif, 56000 

Cheras, Kuala Lumpur 

MALAYSIA 

 

 

 

Thank you 

 

____________________            ___________________               ___________________ 

Dr. Rachael McDonald                Dr. Primrose Lentin                            Mrs. Masne Kadar 

Senior Lecturer                            Senior Lecturer                                  PhD Candidate 
 

 

 

 

 

 

 

 

 

 

 

School of Primary Health Care 

Faculty of Medicine, Nursing and Health Sciences 
PO Box 527, Frankston, VIC3199, Australia 

Building B, Peninsula Campus, McMahons Road, Frankston 

 
www.med.monash.edu.au  

ABN 12 377 614 012  CRICOS provider number 00008C 
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APPENDIX N 

THE LETTER OF REMINDER 1 AND 2 

________________________________________________________________________ 

 

 

 

Occupational Therapy Practice Survey for Children with Autistic Spectrum Disorders 

Dear colleagues, 

My name is Masne Kadar and I am a fulltime PhD student in the Department of 

Occupational Therapy at Monash University, Australia. My supervisors are Dr. Rachael McDonald 

and Dr. Primrose Lentin, senior lecturers in the Department of Occupational Therapy at Monash 

University, Australia.  

As an occupational therapist, you have been invited to participate in our survey on current 

practice in occupational therapy services provided to children with ASD. The questionnaire titled 

‘Occupational Therapy Practice Survey for Children with Autistic Spectrum Disorders’ has been 

mailed to your registered address approximately two weeks ago. You have been forwarded the 

survey via the membership departments of Australian Association of Occupational Therapists, 

Victoria (OT Australia, Victoria) or Malaysian Occupational Therapists Association (MOTA). The 

survey has been approved by Monash University Human Research Ethics Committee (MUHREC) 

Review Board. 

We would very much appreciate if you could complete the survey and return them to us 

using the stamped self-addressed envelope provided together with the survey. However, if you 

have done so, kindly accept our sincere thank you for your time and attention.  

Should you have any enquiries regarding the survey, we can be contacted at 

. Thank you for your attentions. 

Sincerely, 

           
…………………………… 

Masne Kadar                                                          

PhD Student 

Department of Occupational 

Therapy 

School of Primary Health Care 

Faculty of Medicine, Nursing and 

Health Sciences 

PO Box 527, Frankston, VIC 

3199, Australia 

 

 

……………………………….. 

Dr. Rachael McDonald 

Senior Lecturer 

Department of Occupational 

Therapy 

School of Primary Health Care 

Faculty of Medicine, Nursing and 

Health Sciences 

PO Box 527, Frankston, VIC 

3199, Australia 

 

3 

 

……………………………. 

Dr. Primrose Lentin 

Senior Lecturer 

Department of Occupational 

Therapy 

School of Primary Health 

Care 

Faculty of Medicine, Nursing 

and Health Sciences 

PO Box 527, Frankston, VIC 

3199, Australia 

 

 

 

School of Primary Health Care 
Faculty of Medicine, Nursing and Health Sciences 
PO Box 527, Frankston, VIC3199, Australia 
Building B, Peninsula Campus, McMahons Road, Frankston 

 
www.med.monash.edu.au  
ABN 12 377 614 012  CRICOS provider number 00008C 
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Occupational Therapy Practice Survey for Children with Autistic Spectrum Disorders 

Dear colleagues, 

My name is Masne Kadar and I am a fulltime PhD student in the Department of 

Occupational Therapy at Monash University, Australia. My supervisors are Dr. Rachael McDonald 

and Dr. Primrose Lentin, senior lecturers in the Department of Occupational Therapy at Monash 

University, Australia.  

As an occupational therapist, you have been invited to participate in our survey on current 

practice in occupational therapy services provided to children with ASD. The questionnaire titled 

‘Occupational Therapy Practice Survey for Children with Autistic Spectrum Disorders’ has been 

mailed to your registered address approximately four weeks ago. You have been forwarded the 

survey via the membership departments of Australian Association of Occupational Therapists, 

Victoria (OT Australia, Victoria) or Malaysian Occupational Therapists Association (MOTA). The 

survey has been approved by Monash University Human Research Ethics Committee (MUHREC) 

Review Board. 

We would very much appreciate if you could complete the survey and return them to us 

using the stamped self-addressed envelope provided together with the survey. However, if you 

have done so, kindly accept our sincere thank you for your time and attention.  

Should you have any enquiries regarding the survey, we can be contacted at 

 Thank you for your attentions. 

 

Sincerely, 

           
…………………………… 

Masne Kadar                                                          

PhD Student 

Department of 

Occupational Therapy 

School of Primary Health 

Care 

Faculty of Medicine, 

Nursing and Health 

Sciences 

PO Box 527, Frankston, 

VIC 3199, Australia 

 

 

……………………………….. 

Dr. Rachael McDonald 

Senior Lecturer 

Department of Occupational 

Therapy 

School of Primary Health 

Care 

Faculty of Medicine, Nursing 

and Health Sciences 

PO Box 527, Frankston, VIC 

3199, Australia 

 

 

 

……………………………. 

Dr. Primrose Lentin 

Senior Lecturer 

Department of Occupational 

Therapy 

School of Primary Health 

Care 

Faculty of Medicine, 

Nursing and Health 

Sciences 

PO Box 527, Frankston, 

VIC 3199, Australia 

 

 

 

 

 

School of Primary Health Care 

Faculty of Medicine, Nursing and Health Sciences 

PO Box 527, Frankston, VIC3199, Australia 

Building B, Peninsula Campus, McMahons Road, Frankston 
 

www.med.monash.edu.au  

ABN 12 377 614 012  CRICOS provider number 00008C 
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APPENDIX O 

RESULTS ON THE QUESTIONNAIRE 

________________________________________________________________________ 

Result on the Question B3 – If you use standardised assessments in your occupational 

therapy practices, please answer questions B3.1 to B3.10 based on the age group of 

children with autistic spectrum disorders that you serve most frequently as your 

answer in question B2.  The results are shown in Table O1 below. 

 

Table O.1 

 

The top five standardised assessments tools used by the participants in Victoria and 

Malaysia in 10 assessment areas and its number of response.  

Standardised assessments tools used 

 Participants in Victoria Number of 

response 

Participants in Malaysia Number of 

response 

Developmental screenings and evaluations 

1) Beery-Buktenica Developmental Test 

of Visual-Motor Integration (BEERY 

VMI) 

6 Denver Developmental 

Screening Test 

24 

 Hawaii Early Learning Profile 

(HELP) 

5 The Peabody Developmental 

Motor Scales (PDMS)  

2 

2) Peabody Developmental Motor Scales 

(PDMS)/ -Second Edition (PDMS-2) 

4 Pediatric Evaluation of 

Disability Inventory (PEDI)  

1 

3) Psychoeducational Profile-Third 

Edition (PEP-3) 

3   

4) Bruininks-Oseretsky Test of Motor 

Proficiency (BOT)/ -Second Edition 

(BOT-2) 

3   

Functional or adaptive skill assessments 

1) Adaptive Behavior Assessment 

System-Second Edition (ABAS-II) 

4 Portage assessment scales 1 

2) Child Initiated Pretend Play 

Assessment (ChIPPA) 

3 Canadian Occupational 

Performance Measure 

(COPM) 

1 

3) Peabody Developmental Motor Scales 

(PDMS)/ -Second Edition (PDMS-2) 

3 Sensory profile 1 

4) Sensory Profile 3 Peabody Developmental 

Motor Scales (PDMS). 

1 

5) Miller Function and Participation 

Scales (M-FUN). 
3   

Activities of daily living skill assessments 

1) Canadian Occupational Performance 

Measure (COPM).  

3 Modified Barthel Index of 

Activities of Daily Living. 

9 

2) Pediatric Evaluation of Disability 

Inventory (PEDI).  

2 Pediatric Evaluation of 

Disability Inventory (PEDI). 

7 
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Table O.1 

 

The top five standardised assessments tools used by the participants in Victoria and 

Malaysia in 10 assessment areas and its number of response (continued). 

Standardised assessments tools used 

 Participants in Victoria Number of 

response 

Participants in Malaysia Number of 

response 

Activities of daily living skill assessments (continued) 

3) Sensory Profile. 1 Functional Independence 

Measure for Children (Wee 

FIM).  

1 

4) Adaptive Behaviour Assessment 

System (ABAS-I) –Second Edition 

(ABAS-II). 

1 Denver Developmental 

Screening Test. 

1 

5) Autism Detection in Early Childhood 

(ADEC). 

1   

School-related skill assessments 

1) School Function Assessment (SFA). 8 School Function Assessment 

(SFA). 

2 

2) Beery-Buktenica Developmental Test 

of Visual-Motor Integration (BEERY 

VMI). 

4 Test of Handwriting Skill 

(THS). 

1 

3) Miller Function and Participation 

Scales (M-FUN). 

4 Evaluation Tool of 

Children’s Handwriting 

(ETCH). 

1 

4) Sensory Profile/Sensory Profile School 

Companion 

4   

5) Evaluation Tool of Children’s 

Handwriting (ETCH). 

3   

Play and leisure participation assessments 

1) Child Initiated Imaginative Play 

Assessment (ChIPPA). 

5 KNOX pre-school play scale 1 

2) Functional Emotional Assessment 

Scales (FEAS). 

2 Test of Playfulness (ToP) 1 

3)  Symbolic and Imaginative Play 

Developmental Checklist (SIPDC). 

1   

4) Miller Function and Participation 

Scales (M-FUN). 

1   

5) Sensory Profile. 1   

Gross or fine motor skill assessments 

1) Bruininks-Oseretsky Test of Motor 

Proficiency (BOT)/ -Second Edition 

(BOT-2). 

16 Denver Developmental 

Screening Test. 

8 

2) Peabody Developmental Motor Scales 

(PDMS)/ -Second Edition (PDMS-2). 

14 Peabody Developmental 

Motor Scales (PDMS)/ -

Second Edition (PDMS-2). 

7 

3) Beery-Buktenica Developmental Test 

of Visual-Motor Integration (BEERY 

VMI). 

12 Bruininks-Oseretsky Test of 

Motor Proficiency (BOT)/ -

Second Edition (BOT-2). 

2 
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Table O.1 

 

The top five standardised assessments tools used by the participants in Victoria and 

Malaysia in 10 assessment areas and its number of response (continued) 

Standardised assessments tools used 

 
Participants in Victoria 

Number of 

response 
Participants in Malaysia 

Number of 

response 

Gross or fine motor skill assessments (continued) 

4) Miller Function and Participation 

Scales (M-FUN). 

9 Pre-school Visual Motor 

Integration Assessment 

1 

5) Movement Assessment Battery for 

Children (MOVEMENT ABC). 

6   

Sensory processing or sensory integration assessments 

1) Sensory Profile/Sensory Profile School 

Companion 

53 Sensory Profile/Sensory 

Profile School Companion 

18 

2) Sensory Processing Measure (SPM). 5   

3) Sensory Integration and Praxis Test 

(SIPT). 

3   

4) Functional Listening 

Questionnaire/Evaluation 

1   

5)  Sensory-Motor History Questionnaire 1   

Psychosocial or social interaction skill assessments 

1) Assessment of Motor and Process 

Skills (AMPS). 

1 Denver Developmental 

Screening Test. 

2 

2) Functional Emotional Assessment 

Scale (FEAS). 

3 Pediatric Evaluation of 

Disability Inventory (PEDI). 

1 

3) Pragmatic Observation Checklist. 1 Social Skills Group 

Assessment Questionnaire. 

1 

Environmental assessments 

1) School Version of the Assessment of 

Motor and Process Skills (SCHOOL 

AMPS). 

1 School Function Assessment 

(SFA). 

1 

2) Home safety checklist. 1   

Diagnostic assessments 

 
Respondents in Victoria 

Number of 

response 
Respondents in Malaysia 

Number of 

response 

1) Childhood Autism Rating Scale 

(CARS). 

3 Sensory profile. 2 

2) Psychoeducational Profile-Third 

Edition (PEP-3). 

2 The Modified Checklist for 

Autism in Toddlers (M-

CHAT™) 

1 

3)   The Gilliam Autism Rating 

Scale 

1 

4)   The Naglieri Nonverbal 

Ability Test 

1 
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Result on the Question C1 – Please indicate which of the following interventions/ programmes you use/have used with children with 

autistic spectrum disorders in your occupational therapy practice.  The results are shown in Table O2 below. 

Table O.2 

 

Result on the interventions or programmes utilised by the participants in Victoria and Malaysia 

Interventions/Programmes 

n† 
Never 

(%) 

Seldom 

(%) 

Sometimes  

(%) 

Often 

(%) 

Always 

(%) 

p 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
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an
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al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

 

 Assertiveness skills training 60 51 60.0 11.8 18.3 13.7 15.0 43.1 5.0 23.5 1.7 7.8 <.001* 

 Cognitive Orientation to daily 

Occupational Performance (CO-OP) 
58 50 

48.3 18.0 20.7 12.0 10.3 32.0 20.7 30.0 0.0 8.0 <.001* 

 Discrete-trial training 55 50 74.5 38.0 10.9 28.0 14.5 26.0 0.0 8.0 0.0 0.0 <.001* 

 Early intervention programme 58 52 12.1 3.8 6.9 7.7 15.5 23.1 36.2 42.3 29.3 23.1 .930 

 Environmental modifications 64 51 1.6 13.7 4.7 13.7 35.9 25.5 45.3 35.3 12.5 11.8 .072 

 Facilitated communication techniques 61 51 31.1 17.6 11.5 15.7 18.0 29.4 27.9 31.4 11.5 5.9 .618 

 Floortime techniques 59 48 37.3 37.5 6.8 25.0 22.0 20.8 27.1 8.3 6.8 8.3 .219 

 Picture Exchange Communication 

System (PECS) 
62 47 

12.9 21.3 12.9 21.3 25.8 29.8 35.5 17.0 12.9 10.6 .040* 

 Play therapy 58 52 6.9 1.9 10.3 3.8 27.6 7.7 48.3 40.4 6.9 46.2 <.001* 

 Pre-school training 55 52 20.0 1.9 10.9 5.8 32.7 15.4 32.7 46.2 3.6 30.8 <.001* 

 Pre-vocational/vocational training 56 51 57.1 25.5 17.9 33.3 16.1 23.5 7.1 9.8 1.8 7.8 .003* 

 Sand tray therapy 56 51 69.6 41.2 16.1 17.6 5.4 17.6 8.9 19.6 0.0 3.9 .001* 

 Sensorimotor stimulation 61 52 11.5 5.8 6.6 5.8 29.5 9.6 41.0 44.2 11.5 34.6 .001* 

 Sensory diet 64 51 4.7 31.4 6.3 7.8 26.6 19.6 48.4 21.6 14.1 19.6 .018* 
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Table O.2 

 

Result on the interventions or programmes utilised by the participants in Victoria and Malaysia (continued) 

Interventions/Programmes 

n† 
Never 

(%) 

Seldom 

(%) 

Sometimes  

(%) 

Often 

(%) 

Always 

(%) 

p 

V
ic

to
ri

an
 

M
al

ay
si

an
 

V
ic

to
ri

an
 

M
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M
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an
 

V
ic

to
ri

an
 

M
al

ay
si

an
 

 

 Sensory integration training 62 52 11.3 1.9 9.7 1.9 22.6 17.3 41.9 34.6 14.5 44.2 <.001* 

 Snoezelen  57 51 80.7 33.3 7.0 3.9 5.3 2.0 7.0 21.6 0.0 39.2 <.001* 

 Social Communication, Emotional 

Regulation and Transactional Support 

(SCERTS) model 

57 50 

89.5 60.0 3.5 22.0 1.8 8.0 3.5 4.0 1.8 6.0 .001* 

 Social stories programme 62 49 4.8 38.8 8.1 32.7 51.6 18.4 30.6 8.2 4.8 2.0 <.001* 

 The Listening Programme 58 48 79.3 52.1 10.3 22.9 8.6 18.8 1.7 4.2 0.0 2.1 .003* 

 Therapeutic listening 59 50 61.0 46.0 11.9 24.0 15.3 22.0 11.9 4.0 0.0 4.0 .272 

 Therapeutic touch 56 51 60.7 21.6 17.9 17.6 10.7 35.3 10.7 13.7 0.0 11.8 <.001* 

 Treatment and Education of Autistic 

and Related Communication-

Handicapped Children (TEACCH) 

programme 

59 51 

86.4 56.9 8.5 21.6 1.7 13.7 3.4 5.9 0.0 2.0 .001* 

 Wilbarger Protocol (joint compression 

& brushing techniques) 
63 51 

31.7 11.8 23.8 9.8 23.8 33.3 17.5 19.6 3.2 25.5 <.001* 

Note.  n† Represents number of participants providing rating.  In a five-point Lickert scale ranging from 1 (Never), 2 (seldom), 3 (sometimes), 4 

(often) and 5 (always).  *p<.05 
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Fifteen occupational therapist participants indicated that they used other 

interventions or programmes: 

1. Social skills group/training 

2. ‘The Transporters’ 

3. Psychotherapy 

4. Solution-focused therapy 

5. Parent educations 

6. Motor skills trainings 

7. Applied Behavioural Analysis (ABA)/Behavioural strategies 

8. Sensory modulation 

9. The ALERT programme
®

 

10.  Creative activities 

11.  Repetitive functional training. 
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Result on the Question C2 – Please list your three (3) most common short-term 

occupational therapy intervention goals when working with children with autistic 

spectrum disorders.  The results are shown in Table O3 below. 

 

Table O.3 

 

Results of qualitative responses to the question "Please list your three (3) most common 

short term occupational therapy intervention goals when working with children with 

autistic spectrum disorders", presented in 17 categories 

Short-term goals 

Participants in 

Victoria 

(n= 66) 

Responses= 143 

Participants in 

Malaysia 

(n= 52) 

Responses= 143 

Greater 

frequency of 

responses 

Improving joint attention skills 4  12  OT Malaysia 

Improving cooperation, compliance, 

following instructions 
6  6  Equal 

Improving play skills 11  7  OT Victoria 

Improving self-care skills 16  13  OT Victoria 

Improving communication and social 

skills 
15  26  OT Malaysia 

Improving emotional state 4  3  OT Victoria 

Improving/enhancing 

vocational/educational/school readiness 

skills 

5  14  OT Malaysia 

Managing issues related to sensory 

difficulties 
26  18  OT Victoria 

Improving attention and concentration 

skills 
19  26  OT Malaysia 

Improving fine and/or gross motor 

skills/strength/developmental level 

skills 

15  4  OT Victoria 

Environmental modification 1  0  
OT Victoria 

Expanding interest and preferences in 

activities/foods 
5  0  

OT Victoria 
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Table O.3 

 

Results of qualitative responses to the question "Please list your three (3) most common 

short term occupational therapy intervention goals when working with children with 

autistic spectrum disorders", presented in 17 categories (continued) 

Short-term goals (continued) 

Participants in 

Victoria 

(n= 66) 

Responses= 143 

Participants in 

Malaysia 

(n= 52) 

Responses= 143 

Greater 

frequency of 

responses 

Managing challenging behaviour  4  13  OT Malaysia 

Safety education 1  0  OT Victoria 

Improving handwriting/pre-writing 

skills 
8  1  OT Victoria 

Finding meaningful activity 1  0  OT Victoria 

Introducing routine/structure with 

visual aides 
1  0  OT Victoria 
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Result on the Question C4 – What are three (3) of the most common challenges you 

experience when working with children with autistic spectrum disorders?  

Table O.4 

 

Results of qualitative responses to the question "What are three (3)  of the most common 

challenges you experience when working with children with autistic spectrum disorders?" 

presented in six categories 

Area of challenges 

Participants in 

Victoria 

(n= 66) 

Responses= 

100 

Participants in 

Malaysia 

(n= 52) 

Responses= 

71 

Difficulties in dealing and working with children with ASD 

(slow or no progress made by the children, difficulties in 

achieving independent in self-care, difficulties in engaging 

children with ASD with planned tasks, lack of play skills, 

challenging behaviours, e.g.: temper tantrum, limited 

communication skills, poor cognitive abilities). 

 

33 33 

Difficulties in dealing and working with parents/caregivers 

(managing stressed parents, parents’ high expectation to see 

instant changes and rapid improvement in their child’s 

performance, failed to adhere to the appointment given for 

therapy due to other commitment, unable to commit to the 

home programme given, not willing to actively involved in 

the programme, family dysfunction, parents’ lack of 

understanding about ASD). 

 

18 25 

Challenges in providing occupational therapy services 

(unsuitable settings, limited funding or resources – lack of 

equipment and facilities, big caseload, difficulty in 

communicating with all the key people in the child with 

ASD life, lack of knowledge/experience in providing 

services for children with ASD, dilemma in choosing the 

correct approach/interventions). 

 

27 11 
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Table O.4 

 

Results of qualitative responses to the question "What are three (3) of the most common 

challenges you experience when working with children with autistic spectrum disorders?" 

presented in six categories(continued) 

Area of challenges (continued) 

Participants in 

Victoria 

(n= 66) 

Responses= 

100 

Participants in 

Malaysia 

(n= 52) 

Responses= 

71 

Working in a multidisciplinary team and/or other 

professionals (poor understanding of other professional on 

the nature of occupational therapy services and job’s scope, 

difficulty to get cooperation from school to implement 

recommended approach, lack of communication with team 

members, pressure to diagnosed a child with ASD because of 

funding, lack of understanding of ASD by teachers and 

educational staff). 

 

13 0 

Challenges in self-development (lack of opportunity for 

postgraduate intensive education and training, lack of 

funding for professional development, difficulty with 

keeping-up with literature and research, very few evidence-

based options available to do evidence-based practice). 

 

4 1 

Challenges from community/social and learning environment 

(environment that not accommodate the need of children 

with ASD, lack of funding or resources to implement the 

recommendation). 

 

5 1 
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Figure O.1.  Bar chart showing the percentages of the courses or certification or continuing education courses that are relevant to the participants’ 

occupational therapy services with children with ASD in Victoria and Malaysia. 
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Figure O.2.  Bar chart showing the percentages of the courses or certification or continuing education courses that are relevant to the participants’ 

occupational therapy services with children with ASD that they would like to attend in Victoria and Malaysia.
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APPENDIX P 

THE CANADIAN OCCUPATIONAL PERFORMANCE MEASURE FORM AND THE 

SCORING CARDS 

________________________________________________________________________ 
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APPENDIX Q 

THE VINELAND ADAPTIVE BEHAVIOUR SCALES, SECOND EDITION 

(PARENT/CAREGIVER RATING FORM)  
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APPENDIX R 

PERMISSION TO TRANSLATE AND USE THE CANADIAN OCCUPATIONAL 

PERFORMANCE MEASURE 
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APPENDIX S 

PERMISSION TO TRANSLATE AND USE THE VINELAND ADAPTIVE 

BEHAVIOUR SCALES, SECOND EDITION (PARENT/CAREGIVER  

RATING FORM) 
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APPENDIX T 

THE CANADIAN OCCUPATIONAL PERFORMANCE MEASURE FORM AND 

SCORING CARDS IN THE MALAY LANGUAGE VERSION 
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APPENDIX U 

THE VINELAND ADAPTIVE BEHAVIOUR SCALES, SECOND EDITION 

(PARENT/CAREGIVER RATING FORM) IN THE MALAY LANGUAGE VERSION 
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APPENDIX V 

THE APPLICATION LETTER TO COLLECT DATA 

________________________________________________________________________ 

Application Letter to NASOM 

 

Puan Masne Kadar 

Pensyarah Program Terapi Carakerja, 

Fakulti Sains Kesihatan Bersekutu (FSKB) 

Universiti Kebangsaan Malaysia (UKM) 

Jalan Raja Muda Abdul Aziz 

43000 Kuala Lumpur 

 

15 Mei 2010 

 

Kepada 

 

Pn. Liew Yoon Loy 

Pengarah Executive NASOM 

Pusat Pendidikan Autisme Kuala Lumpur 

No. 4, Jalan Chon Chin Mooi 

Off Jalan Pahang, 53200 

Kuala Lumpur 

 

Memohon Kebenaran Untuk Menjalankan Kajian di Pusat Pendidikan Autisme 

Kuala Lumpur (NASOM) 

 

Saya, Masne Binti Kadar merupakan pensyarah di Program Terapi Carakerja, Fakulti 

Sains Kesihatan Bersekutu (FSKB), Universiti Kebangsaan Malaysia (UKM) yang kini 

sedang didalam bercuti belajar secara sepenuh masa di Monash University, Australia 

didalam pengajian peringkat PhD.  

 

2) Berkaitan dengan perkara di atas, saya ingin memohon kebenaran dari pihak puan bagi 

menjalankan kajian saya yang bertajuk ‘Adaptive Skills in Children with Autistic 

Spectrum Disorders (ASD)’ ditempat puan. 

 

3) Kajian yang akan saya jalankan ini akan melibatkan temuduga dan soal-selidik ke atas 

ibubapa/penjaga kepada kanak-kanak Autistic Spectrum Disorders (ASD) yang 

menghadiri pusat rawatan puan. Segala maklumat penerangan berkaitan proses kajian ini 

saya sertakan bersama-sama surat permohonan ini bagi makluman dan penerangan pihak 

puan, iaitu: 

 

1) Explanatory Statement (Parents/caregivers of children with Autistic Spectrum 

Disorders – Questionnaire), and 
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2) Explanatory Statement (Parents/caregivers of children with Autistic Spectrum 

Disorders – Semi-structured interview). 

 

4) Bahan/peralatan yang akan saya gunakan didalam kajian ini ialah: 

 

i) The Vineland Adaptive Behaviour Scales (Second edition) (The Vineland-

II) yang akan digunakan didalam soal-selidik, dan 

ii) The Canadian Occupational Performance Measure (COPM) yang akan 

digunakan didalam proses temuduga. 

 

5) Untuk maklumat puan, kajian ini tidak akan melibatkan proses atau prosedur yang 

invasive ke atas kanak-kanak tersebut. 

 

Oleh yang demikian, saya amat berharap agar puan dapat mempertimbangkan permohonan 

saya ini dan segala perhatian puan saya dahului dengan ucapan ribuan terima kasih. 

 

Sekiranya puan mempunyai sebarang pertanyaan, saya boleh dihubungi melalui nombor 

talipon 010-4000758 atau fax 03-26878199. 

 

Sekian, terima kasih. 

 

 

Yang benar, 

 

 

………………………………….. 

Masne Kadar 

Calon PhD 

Monash University, Australia. 
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Application Letter to UKMMC 

 

Puan Masne Kadar 

Pensyarah Program Terapi Carakerja, 

Fakulti Sains Kesihatan Bersekutu (FSKB) 

Universiti Kebangsaan Malaysia (UKM) 

Jalan Raja Muda Abdul Aziz 

43000 Kuala Lumpur 

 

15 Mei 2010 

 

Kepada 

 

Pn. Rohana Mukahar 

Ketua Unit Terapi Carakerja 

Pusat Perubatan Universiti Kebangsaan Malaysia (PPUKM) 

Jalan Yaacob Latif 

56000, Cheras, 

Kuala Lumpur 

 

Memohon Kebenaran Untuk Menjalankan Kajian di Unit Terapi Carakerja, 

PPUKM 

 

Saya, Masne Binti Kadar merupakan pensyarah di Program Terapi Carakerja, Fakulti 

Sains Kesihatan Bersekutu (FSKB), Universiti Kebangsaan Malaysia (UKM) yang kini 

sedang didalam bercuti belajar secara sepenuh masa di Monash University, Australia 

didalam pengajian peringkat PhD.  

 

2) Berkaitan dengan perkara di atas, saya ingin memohon kebenaran dari pihak puan bagi 

menjalankan kajian saya yang bertajuk ‘Adaptive Skills in Children with Autistic 

Spectrum Disorders (ASD)’ ditempat puan. 

 

3) Kajian yang akan saya jalankan ini akan melibatkan temuduga dan soal-selidik ke atas 

ibubapa/penjaga kepada kanak-kanak Autistic Spectrum Disorders (ASD) yang 

menghadiri pusat rawatan puan. Segala maklumat penerangan berkaitan proses kajian ini 

saya sertakan bersama-sama surat permohonan ini bagi makluman dan penerangan pihak 

puan, iaitu: 

 

3) Explanatory Statement (Parents/caregivers of children with Autistic Spectrum 

Disorders – Questionnaire), and 

4) Explanatory Statement (Parents/caregivers of children with Autistic Spectrum 

Disorders – Semi-structured interview). 

 

5) Bahan/peralatan yang akan saya gunakan didalam kajian ini ialah: 
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iii) The Vineland Adaptive Behaviour Scales (Second edition) (The Vineland-

II) yang akan digunakan didalam soal-selidik, dan 

iv) The Canadian Occupational Performance Measure (COPM) yang akan 

digunakan didalam proses temuduga. 

 

5) Untuk maklumat puan, kajian ini tidak akan melibatkan proses atau prosedur yang 

invasive ke atas kanak-kanak tersebut. 

 

Oleh yang demikian, saya amat berharap agar puan dapat mempertimbangkan permohonan 

saya ini dan segala perhatian puan saya dahului dengan ucapan ribuan terima kasih. 

 

Sekiranya puan mempunyai sebarang pertanyaan, saya boleh dihubungi melalui nombor 

talipon 010-4000758 atau fax 03-26878199. 

 

Sekian, terima kasih. 

 

 

Yang benar, 

 

 

………………………………….. 

Masne Kadar 

Calon PhD 

Monash University, Australia. 
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APPENDIX W 

THE EXPLANATORY STATEMENT 

________________________________________________________________________ 

 

 

 

 

Explanatory Statement 

 

(Parents/caregivers of children with Autistic Spectrum Disorders - Questionnaire) 

 

 

Title: Adaptive skills in children with Autistic Spectrum Disorders: 

Parents’/caregivers’ perspective. 

 

 

This information sheet is for you to keep.  

My name is Masne Kadar and I am conducting a survey project towards a PhD degree in 

collaboration with Dr. Rachael McDonald and Dr. Primrose Lentin, Senior Lecturers in the 

Department of Occupational Therapy, Monash University. This survey is about the 

adaptive skills abilities of children with Autistic Spectrum Disorders (ASD). In this 

survey, parents/caregivers of children with ASD will be asked to complete a questionnaire 

regarding the adaptive skills abilities of their children with ASD. This involves your 

observation on your child’s abilities in daily living skills. 

 

 

The aim of the research 

 

The study aims are: 

 

1) To determine the levels of adaptive skills in children with ASD in Peninsular 

Malaysia as measured on Vineland-II. 

2) To investigate the areas of difficulties in adaptive skills in children with ASD in 

Peninsular Malaysia as measured on Vineland-II. 

3) To investigate the difficulties in areas of occupational performance in children with 

ASD from parents’ or caregivers’ perspectives.  

4) To determine the priorities for occupational therapy intervention for children with 

ASD and their families in Peninsular Malaysia. 

5) To explore the relationship between adaptive skills and identified difficulties in 

occupational performance in children with ASD in Peninsular Malaysia. 

6) To explore the relationship between adaptive skills and priorities in occupational 

performance in children with ASD in Peninsular Malaysia. 

 

The overall purpose of the study is to find out what children can and cannot do in their 

daily lives as well as to find out your goals and priorities for occupational therapy services. 

We can use this information to improve services for you and your child in the future. 

 

 

 

 



451 
   

Possible benefits 

 

There are no direct benefits to yourself or your child from the survey. However, we hope 

that from you and your child participation in this survey will provide valuable information 

in understanding the needs of children with ASD and also their families. Through this 

information, it is hope that children with ASD and their families will be able to receive 

more suitable occupational therapy intervention in the future. 

 

 

What does the research involve? 

 

The survey deals with gathering information regarding the daily skills of children with 

ASD. Parents/caregivers will be asked to complete a questionnaire of The Vineland 

Adaptive Behaviour Scale-Second edition (Vineland-II) (Parent/caregiver rating form). 

The Vineland-II is a questionnaire which measures your child’s abilities in performing the 

daily living activities in self care and communication, such as eating, brushing teeth, 

playing games and writing. 

 

 

How much time will the research take? 

 

The Vineland-II will take about 10 to 20 minutes to complete.  

 

 

Inconvenience/discomfort 

 

The questionnaire may make you feel uncomfortable, because they are asking about what 

you feel about your child’s level of adaptive skills. However, there are no 

physical/psychological inconveniences or discomfort beyond normal everyday life 

anticipated from participating in this survey. 

If you feel distressed, and you find you need to talk about this, you may want to: 

 Talk with your General Practitioner or your family doctor. 

 

 Contact the:  1) Counselling Unit, 

Ministry of Woman, Family and Community 

Development (KPWKM), Malaysia 

 

KPWKM, through its Department of Women 

Development (JPW), has formalised a counselling 

unit to provide counselling services for individuals 

and families in distress. 

 

   2) Selangor Counselling Centre,  

     

This is a social service that is providing counselling 

services to public in helping them to manage their 

crisis. Various types of counselling are available 

either through phone calls or face to face 

appointment.  
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Can I withdraw from the research? 

 

Participation in the survey is voluntary, and you are under no obligation to consent to take 

part. If you do consent to participate, you may withdraw at any time without negative 

consequences. You do not have to answer any questions in the survey which you feel too 

personal or intrusive. It will not be possible to withdraw once the information you provide 

has been analysed. 

 

 

Confidentiality 

 

Any information you share in this research is confidential. Once data is collected, it will be 

coded in numerical order, and thus become unidentified.  

 

 

Storage of data 

 

Storage of the data collected during the study will adhere to Monash University 

regulations and will be kept at Monash University premises in a locked cupboard/filing 

cabinet for 5 years and on a password protected computer which is only accessible to the 

researchers. A report of the study may be submitted for publication, but individual 

participants will not be identifiable in such a report.  

 

 

Use of data for other purposes 

 

The collected data in this research project will not be used for other purposes. 

 

 

Result 

 

If you would like to be informed of the aggregate research finding, please contact Mrs. 

Masne Kadar on  
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Contact details 

 

 

If you would like to contact the researchers 

about any aspect of this study, please contact 

the Chief investigator: 

 

If you have a complaint concerning the 

manner in which this research is being 

conducted, please contact: 

 

Dr. Rachael McDonald, PhD 

Senior Lecturer 

Department of Occupational Therapy 

Faculty of medicine, Nursing and Health 

Sciences 

Monash University – Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Or 

 

Masne Kadar, 

PhD Candidate 

Department of Occupational Therapy 

Faculty of medicine, Nursing and Health 

Sciences 

Monash University – Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Executive Officer 

Monash University Human Research 

Ethics Committee (MUHREC) 

Building 3e  Room 111 

Research Office 

Monash University VIC 3800 

 

     

  

 

 

Local contact person for participants in 

Malaysia; 

 

Puan Rohana Mukahar 

Head of Occupational Therapy 

Department 

Universiti Kebangsaan Malaysia Medical 

Centre (UKMMC) 

Jalan Yaacob Latif, 56000 

Cheras, Kuala Lumpur 

MALAYSIA 

 

 

 

 

 

 

 

 

____________________ 

Dr. Rachael McDonald 

Senior Lecturer 

 

_______________ 

Dr. Primrose Lentin 

Senior Lecturer 

 

_______________________ 

Mrs. Masne Kadar 

PhD Candidate 
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Kenyataan Penerangan 

 

(Ibu bapa/pengasuh kanak-kanak yang mengalami Gangguan Spektrum Autistik – 

Soal selidik) 

 

Tajuk: Kemahiran adaptasi pada kanak-kanak yang mengalami Gangguan 

Spektrum Autistik: Perspektif Ibu bapa/Penjaga 

 

Lembaran maklumat ini adalah untuk simpanan anda. 

 

Nama saya Masne Kadar dan saya sedang menjalankan satu projek kaji selidik untuk 

ijazah Kedoktoran bersama dengan Dr Rachael McDonald dan Dr Primrose Lentin, kedua-

duanya Pensyarah Kanan Jabatan Pemulihan Carakerja, Monash University. Kajian ini 

adalah tentang keupayaan kemahiran adaptasi bagi kanak-kanak yang mengalami 

Gangguan Spektrum Autistik (ASD). Dalam kajian ini, ibu bapa/penjaga kanak-kanak 

ASD akan diminta melengkapkan soal selidik berhubung dengan keupayaan kemahiran 

adaptasi anak ASD mereka, melalui satu temu bual. Ini melibatkan pemerhatian anda 

tentang keupayaan anak anda dalam kemahiran hidup seharian. 

 

Tujuan penyelidikan 

 

Tujuan kajian adalah: 

 

1) Untuk menentukan tahap kemahiran adaptasi kanak-kanak ASD di Semenanjung 

Malaysia seperti yang diukur pada Vineland-II. 

2) Untuk mengkaji bidang kesukaran dalam kemahiran adaptasi kanak-kanak ASD di 

Semenanjung Malaysia seperti yang diukur pada Vineland-II. 

3) Untuk menyiasat kesukaran dalam bidang prestasi carakerja pada kanak-kanak 

ASD dari perspektif ibu bapa atau penjaga 

4) Untuk menentukan keutamaan dalam intervensi pemulihan carakerja untuk kanak-

kanak ASD dan keluarga mereka di Semenanjung Malaysia. 

5) Untuk meneliti hubungan antara kemahiran adaptasi dengan kesukaran yang 

dikenal pasti dalam prestasi carakerja pada kanak-kanak ASD di Semenanjung 

Malaysia. 

6) Untuk meneliti hubungan antara kemahiran adaptasi dengan keutamaan dalam 

prestasi carakerja pada kanak-kanak ASD di Semenanjung Malaysia. 

 

Tujuan keseluruhan kajian ini adalah untuk mengetahui apa yang boleh dan tidak boleh 

dilakukan oleh kanak-kanak dalam kehidupan seharian mereka, selain mengetahui 

matlamat dan keutamaan anda untuk perkhidmatan pemulihan carakerja. Kami boleh 

menggunakan maklumat ini untuk menambahbaikkan perkhidmatan untuk anda dan anak 

anda pada masa hadapan. 
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Manfaat yang mungkin ada 

 

Kajian ini tidak memberikan manfaat secara langsung kepada diri anda atau anak anda. 

Walau bagaimanapun, kami berharap bahawa penyertaan anda dan anak anda dalam kajian 

ini dapat memberikan maklumat yang berguna dalam memahami keperluan kanak-kanak 

ASD dan juga keluarga mereka. Melalui maklumat ini, diharapkan agar kanak-kanak ASD 

dan keluarga mereka berupaya menerima intervensi pemulihan carakerja yang lebih sesuai 

pada masa hadapan. 

 

Apakah yang terlibat dalam penyelidikan ini? 

 

Kajian melibatkan pengumpulan maklumat berkaitan dengan kemahiran harian kanak-

kanak ASD. Ibu bapa/penjaga akan diminta untuk melengkapkan soal selidik The Vineland 

Adaptive Behaviour Scale – Edisi Kedua (Vineland-II) (Borang penilaian Ibu 

bapa/Penjaga). Vineland-II ialah soal selidik yang mengukur keupayaan anak anda 

melakukan aktiviti kehidupan seharian dalam jagaan diri dan komunikasi seperti makan, 

memberus gigi, bermain dan menulis. 

 

Berapa lamakah masa yang diambil untuk menjalankan penyelidikan? 

 

Kira-kira 10-20 minit diperlukan untuk melengkapkan soal selidik Vineland-II. 

 

Kesulitan/rasa tidak selesa 

 

Semasa mengisi soal selidik ini anda mungkin berasa tidak selesa, kerana kami meminta 

pendapat anda tentang tahap kemahiran adaptasi anak anda. Walau bagaimanapun, tiada 

sebarang ketidakselesaan mahupun kesulitan yang di luar kehidupan seharian biasa 

dijangka daripada penyertaan anda dalam kajian ini. 

 

Jika anda berasa tertekan, dan anda rasa anda perlu berbincang tentang hal ini, anda boleh: 

 

 Berbincang dengan Pengamal Perubatan Umum atau doktor keluarga anda 

 Hubungi: 1) Unit Kaunseling 

Kementerian Pembangunan Wanita, Keluarga dan 

Masyarakat (KPWKM), Malaysia 

 

 

 

KPWKM, melalui Jabatan Pembangunan Wanita (JPW) telah 

menubuhkan unit kaunseling rasmi untuk menyediakan 

perkhidmatan kaunseling kepada individu dan keluarga yang 

menghadapi tekanan. 

 

2) Pusat Kaunseling Selangor 
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Ini adalah khidmat masyarakat yang menyediakan 

perkhidmatan kaunseling kepada orang awam untuk 

membantu mereka menangani krisis. Terdapat pelbagai jenis 

kaunseling sama ada melalui panggilan telefon atau secara 

temu janji bersemuka. 

 

Bolehkah saya menarik diri daripada penyelidikan ini? 

 

Penyertaan dalam kajian ini adalah secara sukarela, dan anda tidak diwajibkan untuk 

bersetuju mengambil bahagian. Akan tetapi, jika anda bersetuju untuk mengambil 

bahagian, anda boleh menarik diri pada bila-bila masa tanpa sebarang akibat buruk. Anda 

tidak perlu menjawab apa-apa soalan yang anda rasa terlalu peribadi atau mengganggu. 

Sebaik sahaja maklumat yang anda berikan itu telah dianalisis, ia tidak mungkin dapat 

ditarik balik.  

 

Kerahsiaan 

 

Sebarang maklumat yang anda kongsi bersama dalam penyelidikan ini adalah rahsia. 

Sebaik sahaja data dikumpulkan, ia akan dikod dalam turutan berangka, oleh itu, data tidak 

dapat dikenal pasti. 

 

Penyimpanan data 

 

Penyimpanan data yang dikumpulkan sepanjang kajian akan mematuhi peraturan Monash 

University, dan akan disimpan di premis Monash University di dalam kabinet/almari fail 

berkunci selama 5 tahun dan di dalam komputer yang dilindungi dengan kata laluan, yang 

dapat diakses oleh penyelidik sahaja. Satu laporan tentang kajian mungkin dihantar untuk 

penerbitan tetapi setiap peserta tidak dapat dikenal pasti dalam laporan tersebut. 

 

Penggunaan data untuk tujuan lain 

 

Data yang dikumpulkan dalam projek penyelidikan ini tidak akan digunakan untuk tujuan 

lain. 

 

Keputusan 

 

Jika anda ingin dimaklumkan tentang dapatan penyelidikan secara keseluruhannya, sila 

hubungi Puan Masne Kadar di talian    
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Maklumat pegawai yang dapat dihubungi 

 

Jika anda ingin menghubungi penyelidik 

tentang apa jua aspek kajian ini, sila hubungi 

Ketua Penyelidik: 

Jika anda mempunyai aduan berkaitan 

dengan cara penyelidikan ini dijalankan, 

sila hubungi: 

Dr. Rachael McDonald, PhD 

Pensyarah Kanan 

Jabatan Pemulihan Carakerja 

Fakulti Sains Perubatan, Kejururawatan dan 

Kesihatan 

Monash University – Peninsula Campus 

Peti Surat 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Atau 

 

Masne Kadar, 

Calon PhD 

Jabatan Pemulihan Carakerja 

Fakulti Sains Perubatan, Kejururawatan dan 

Kesihatan 

Monash University – Peninsula Campus 

Peti Surat 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

Pegawai Eksekutif 

Jawatankuasa Etika Penyelidikan Manusia 

(MUHREC) 

Monash University  

Bangunan 3e Bilik 111 

Pejabat Penyelidikan 

Monash University VIC 3800 

 

 

  

 

Pegawai setempat untuk dihubungi bagi 

peserta di Malaysia: 

 

Puan Rohana Mukahar 

Ketua Jabatan Pemulihan Carakerja  

Pusat Perubatan Universiti Kebangsaan 

Malaysia 

Jalan Yaacob Latif, 56000 

Cheras, Kuala Lumpur 

 

 

 

 

 

Terima kasih 

 

 

____________________ 

 

__________________ 

 

____________________ 

Dr Rachael McDonald              Dr Primrose LentinPuan         Masne Kadar 

Pensyarah Kanan                       Pensyarah Kanan                   Calon PhD 
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Explanatory Statement 

(Parents/caregivers of children with Autistic Spectrum Disorders – Semi-structured 

interview) 

 

Title: Adaptive skills in children with Autistic Spectrum Disorders: 

Parents’/caregivers’ perspective. 

 

This information sheet is for you to keep.  

My name is Masne Kadar and I am conducting a study towards a PhD degree in 

collaboration with Dr. Rachael McDonald and Dr. Primrose Lentin, Senior Lecturers in the 

Department of Occupational Therapy, Monash University. This study is about the adaptive 

skills abilities of children with Autistic Spectrum Disorders (ASD). In this study, 

parents/caregivers of children with ASD will be asked questions regarding the adaptive 

skills abilities of their children with ASD in an interview. This involves your opinion on 

your child’s abilities in daily living skills.  

 

The aim of the research 

The study aims are: 

7) To determine the levels of adaptive skills in children with ASD in Peninsular 

Malaysia as measured on Vineland-II. 

8) To investigate the areas of difficulties in adaptive skills in children with ASD in 

Peninsular Malaysia as measured on Vineland-II. 

9) To investigate the difficulties in areas of occupational performance in children with 

ASD from parents’ or caregivers’ perspectives.  

10) To determine the priorities for occupational therapy intervention for children with 

ASD and their families in Peninsular Malaysia. 

11) To explore the relationship between adaptive skills and identified difficulties in 

occupational performance in children with ASD in Peninsular Malaysia. 

12) To explore the relationship between adaptive skills and priorities in occupational 

performance in children with ASD in Peninsular Malaysia. 

 

The overall purpose of the study is to find out what children can and cannot do in their 

daily lives as well as to find out your goals and priorities for occupational therapy services. 

We can use this information to improve services for you and your child in the future.  
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Possible benefits 

There are no direct benefits to yourself or your child from the study. However, we hope 

that from you and your child participation in this study will provide valuable information 

in understanding the needs of children with ASD and also their families. Through this 

information, it is hope that children with ASD and their families will be able to receive 

more suitable occupational therapy intervention in the future.  

 

What does the research involve? 

The study deals with gathering information regarding the daily skills of children with 

ASD. Parents/caregivers will be asked questions based on the Canadian Occupational 

Performance Measure (COPM). The COPM is a semi-structured interview which measures 

your child’s abilities in performing daily living activities in self care, leisure and 

productivity, such as eating, brushing teeth, playing games and writing.  

 

How much time will the research take? 

The interview will take about 30-60 minutes or more depending on the amount of 

information that you are willing to provide.  

 

Inconvenience/discomfort 

The interview may make you feel uncomfortable, because we are asking about what you 

feel about your child’s level of adaptive skills. However, there are no 

physical/psychological inconveniences or discomfort beyond normal everyday life 

anticipated from participating in this project. 

If you feel distressed, and you find you need to talk about this, you may want to: 

 Talk with your General Practitioner or your family doctor. 

 

 Contact the:  1) Counselling Unit, 

Ministry of Woman, Family and Community 

Development (KPWKM), Malaysia 

 

KPWKM, through its Department of Women 

Development (JPW), has formalised a counselling 

unit to provide counselling services for individuals 

and families in distress. 

 

   2) Selangor Counselling Centre,  

     

This is a social service that is providing counselling 

services to public in helping them to manage their 

crisis. Various types of counselling are available 

either through phone calls or face to face 

appointment.  
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Can I withdraw from the research? 

Participation in the study is voluntary, and you are under no obligation to consent to take 

part. If you do consent to participate, you may withdraw at any time without negative 

consequences. You do not have to answer any questions which you feel too personal or 

intrusive. It will not be possible to withdraw once the information you provide has been 

analysed. 

 

Confidentiality 

Any information you share in this study is confidential. Once data is collected, it will be 

coded in numerical order, and thus become unidentified.  

 

Storage of data 

Storage of the data collected during the study will adhere to Monash University 

regulations and will be kept at Monash University premises in a locked cupboard/filing 

cabinet for 5 years and on a password protected computer which is only accessible to the 

researchers. A report of the study may be submitted for publication, but individual 

participants will not be identifiable in such a report.  

 

Use of data for other purposes 

The collected data in this research project will not be used for other purposes. 

 

Result 

If you would like to be informed of the aggregate research finding, please contact Mrs. 

Masne Kadar  
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Contact details 

 

If you would like to contact the researchers 

about any aspect of this study, please contact 

the Chief investigator: 

 

If you have a complaint concerning the 

manner in which this study is being 

conducted, please contact: 

 

Dr. Rachael McDonald, PhD 

Senior Lecturer 

Department of Occupational Therapy 

Faculty of medicine, Nursing and Health 

Sciences 

Monash University – Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Or 

 

Masne Kadar, 

PhD Candidate 

Department of Occupational Therapy 

Faculty of medicine, Nursing and Health 

Sciences 

Monash University – Peninsula Campus 

PO Box 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Executive Officer 

Monash University Human Research 

Ethics Committee (MUHREC) 

Building 3e  Room 111 

Research Office 

Monash University VIC 3800 

 

     

  

 

 

Local contact person for Participants in 

Malaysia; 

 

Puan Rohana Mukahar 

Head of Occupational Therapy 

Department 

Universiti Kebangsaan Malaysia Medical 

Centre (UKMMC) 

Jalan Yaacob Latif, 56000 

Cheras, Kuala Lumpur 

MALAYSIA 

 

 

 

 

Thank you 

 

 

____________________ 

Dr. Rachael McDonald 

Senior Lecturer 

 

______________________ 

Dr. Primrose Lentin 

Senior Lecturer 

 

________________ 

Mrs. Masne Kadar 

PhD Candidate 
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Kenyataan Penerangan 

 

(Ibu bapa/pengasuh kanak-kanak yang mengalami Gangguan Spektrum Autistik – 

Temu bual separa berstruktur) 

 

Tajuk: Kemahiran adaptasi pada kanak-kanak yang mengalami Gangguan 

Spektrum Autistik: Perspektif Ibu bapa/Penjaga 

 

Lembaran maklumat ini adalah untuk simpanan anda. 

 

Nama saya Masne Kadar dan saya sedang menjalankan satu projek kaji selidik untuk 

ijazah Kedoktoran bersama dengan Dr Rachael McDonald dan Dr Primrose Lentin, kedua-

duanya Pensyarah Kanan Jabatan Pemulihan Carakerja, Monash University. Kajian ini 

adalah tentang keupayaan kemahiran adaptasi bagi kanak-kanak yang mengalami 

Gangguan Spektrum Autistik (ASD). Dalam kajian ini, ibu bapa/penjaga kanak-kanak 

ASD akan ditanya beberapa soalan berhubung dengan keupayaan kemahiran adaptasi anak 

ASD mereka, melalui satu temu bual. Ini melibatkan pandangan anda tentang keupayaan 

anak anda dalam kemahiran hidup seharian. 

 

Tujuan penyelidikan 

 

Tujuan kajian adalah: 

 

7) Untuk menentukan tahap kemahiran adaptasi kanak-kanak ASD di Semenanjung 

Malaysia seperti yang diukur pada Vineland-II. 

8) Untuk mengkaji bidang kesukaran dalam kemahiran adaptasi kanak-kanak ASD di 

Semenanjung Malaysia seperti yang diukur pada Vineland-II. 

9) Untuk menyiasat kesukaran dalam bidang prestasi carakerja pada kanak-kanak 

ASD dari perspektif ibu bapa atau penjaga. 

10) Untuk menentukan keutamaan dalam intervensi pemulihan carakerja untuk kanak-

kanak ASD dan keluarga mereka di Semenanjung Malaysia. 

11) Untuk meneliti hubungan antara kemahiran adaptasi dengan kesukaran yang 

dikenal pasti dalam prestasi carakerja pada kanak-kanak ASD di Semenanjung 

Malaysia. 

12) Untuk meneliti hubungan antara kemahiran adaptasi dengan keutamaan dalam 

prestasi carakerja pada kanak-kanak ASD di Semenanjung Malaysia. 

 

Tujuan keseluruhan kajian ini adalah untuk mengetahui apa yang boleh dan tidak boleh 

dilakukan oleh kanak-kanak dalam kehidupan seharian mereka, selain mengetahui 

matlamat dan keutamaan anda untuk perkhidmatan pemulihan carakerja. Kami boleh 

menggunakan maklumat ini untuk menambahbaikkan perkhidmatan untuk anda dan anak 

anda pada masa hadapan. 
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Manfaat yang mungkin ada 

 

Kajian ini tidak memberikan manfaat secara langsung kepada diri anda atau anak anda. 

Walau bagaimanapun, kami berharap bahawa penyertaan anda dan anak anda dalam kajian 

ini dapat memberikan maklumat yang berguna dalam memahami keperluan kanak-kanak 

ASD dan juga keluarga mereka. Melalui maklumat ini, diharapkan agar kanak-kanak ASD 

dan keluarga mereka berupaya menerima intervensi pemulihan carakerja yang lebih sesuai 

pada masa hadapan. 

 

Apakah yang terlibat dalam penyelidikan ini? 

 

Kajian melibatkan pengumpulan maklumat berkaitan dengan kemahiran harian kanak-

kanak ASD. Ibu bapa/penjaga akan ditanya soalan berdasarkan Ukuran Prestasi Pekerjaan 

Kanada (COPM). COPM merupakan temu bual separa berstruktur yang mengukur 

keupayaan anak anda melakukan aktiviti kehidupan seharian dalam jagaan diri, aktiviti 

pada waktu lapang dan produktiviti, seperti makan, memberus gigi, bermain dan menulis. 

 

Berapa lamakah masa yang diambil untuk menjalankan penyelidikan? 

 

Temu bual akan mengambil masa kira-kira 30-60 minit atau lebih bergantung pada jumlah 

maklumat yang anda bersedia berikan. 

 

Kesulitan/rasa tidak selesa 

 

Temu bual mungkin menyebabkan anda berasa tidak selesa, kerana kami bertanya 

pendapat anda tentang tahap kemahiran adaptasi anak anda. Walau bagaimanapun, tiada 

sebarang ketidakselesaan mahupun kesulitan yang di luar kehidupan seharian biasa 

dijangka daripada penyertaan anda dalam projek ini. 

 

Jika anda berasa tertekan, dan anda rasa anda perlu berbincang tentang hal ini, anda boleh: 

 

 Berbincang dengan Pengamal Perubatan Umum atau doktor keluarga anda 

 Hubungi: 1) Unit Kaunseling 

Kementerian Pembangunan Wanita, Keluarga dan 

Masyarakat (KPWKM), Malaysia 

 

 

atau  

KPWKM, melalui Jabatan Pembangunan Wanita (JPW) telah 

menubuhkan unit kaunseling rasmi untuk menyediakan 

perkhidmatan kaunseling kepada individu dan keluarga yang 

menghadapi tekanan. 

2) Pusat Kaunseling Selangor 

 

Ini adalah khidmat masyarakat yang menyediakan 

perkhidmatan kaunseling kepada orang awam untuk 
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membantu mereka menangani krisis. Terdapat pelbagai jenis 

kaunseling sama ada melalui panggilan telefon atau secara 

temu janji bersemuka. 

 

Bolehkah saya menarik diri daripada penyelidikan ini? 

 

Penyertaan dalam kajian ini adalah secara sukarela, dan anda tidak diwajibkan untuk 

bersetuju mengambil bahagian. Akan tetapi, jika anda bersetuju untuk mengambil 

bahagian, anda boleh menarik diri pada bila-bila masa tanpa sebarang akibat buruk. Anda 

tidak perlu menjawab apa-apa soalan yang anda rasa terlalu peribadi atau mengganggu. 

Sebaik sahaja maklumat yang anda berikan itu telah dianalisis, ia tidak mungkin dapat 

ditarik balik.  

 

Kerahsiaan 

 

Sebarang maklumat yang anda kongsi bersama dalam kajian ini adalah rahsia. Sebaik 

sahaja data dikumpulkan, ia akan dikod dalam turutan berangka, oleh itu, data tidak dapat 

dikenal pasti. 

 

Penyimpanan data 

 

Penyimpanan data yang dikumpulkan sepanjang kajian akan mematuhi peraturan Monash 

University, dan akan disimpan di premis Monash University di dalam kabinet/almari fail 

berkunci selama 5 tahun dan di dalam komputer yang dilindungi dengan kata laluan, yang 

dapat diakses oleh penyelidik sahaja. Satu laporan tentang kajian mungkin dihantar untuk 

penerbitan tetapi setiap peserta tidak dapat dikenal pasti dalam laporan tersebut. 

 

Penggunaan data untuk tujuan lain 

 

Data yang dikumpulkan dalam projek penyelidikan ini tidak akan digunakan untuk tujuan 

lain. 

 

Keputusan 

 

Jika anda ingin dimaklumkan tentang dapatan penyelidikan secara keseluruhannya, sila 

hubungi Puan Masne Kadar di talian  
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Maklumat pegawai yang dapat dihubungi 

 

 

Jika anda ingin menghubungi penyelidik 

tentang apa jua aspek kajian ini, sila hubungi 

Ketua Penyelidik: 

 

Jika anda mempunyai aduan berkaitan 

dengan cara kajian ini dijalankan, sila 

hubungi: 

 

Dr. Rachael McDonald, PhD 

Pensyarah Kanan 

Jabatan Pemulihan Carakerja 

Fakulti Sains Perubatan, Kejururawatan dan 

Kesihatan 

Monash University – Peninsula Campus 

Peti Surat 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Atau 

 

Masne Kadar, 

Calon PhD 

Jabatan Pemulihan Carakerja 

Fakulti Sains Perubatan, Kejururawatan dan 

Kesihatan 

Monash University – Peninsula Campus 

Peti Surat 527, Frankston, Victoria, 3199, 

Australia 

 

 

 

 

 

 

Pegawai Eksekutif 

Jawatankuasa Etika Penyelidikan Manusia 

(MUHREC) 

Monash University  

Bangunan 3e Bilik 111 

Pejabat Penyelidikan 

Monash University VIC 3800 

 

 

  

 

Pegawai setempat untuk dihubungi bagi 

Peserta di Malaysia: 

 

Puan Rohana Mukahar 

Ketua Jabatan Pemulihan Carakerja  

Pusat Perubatan Universiti Kebangsaan 

Malaysia 

Jalan Yaacob Latif, 56000 

Cheras, Kuala Lumpur 

MALAYSIA 

 

 

 

 

Terima kasih 

 

 

____________________ 

 

__________________ 

 

____________________ 

Dr Rachael McDonald                  Dr Primrose LentinPuan         Masne Kadar 

Pensyarah Kanan                          Pensyarah Kanan                    Calon PhD 
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APPENDIX X 

THE PERMISSION LETTER TO COLLECT DATA 

________________________________________________________________________ 
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APPENDIX Y 

THE HUMAN ETHICS CERTIFICATE OF APPROVAL FROM MUHREC 

________________________________________________________________________ 
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APPENDIX Z 

THE ETHICAL APPROVAL FROM MEDICAL RESEARCH AND INDUSTRY 

SECRETARIAT, UKM 

________________________________________________________________________ 
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APPENDIX AA 

THE CONSENT FORM FOR THE QUESTIONNAIRE 

________________________________________________________________________ 

 

 

Consent Form – Parents/caregivers of children with Autistic Spectrum Disorders 

(Questionnaire) 

 

Title: Adaptive skills in children with Autistic Spectrum Disorders: 

Parents’/caregivers’ perspective. 

I agree to take part in the research project specified above. I have read the Explanatory 

Statement, which I keep for my records. I understand that agreeing to take part means that: 

I agree to complete the Vineland Adaptive Behavior 

Scale-Second edition (Vineland-II) (Parent/caregiver 

rating form) asking me about the adaptive skills of my 

child.   

Yes No 

 

and 

I understand that my participation is voluntary, that I can choose not to participate in part 

or all of the project, and that I can withdraw at any stage of the project without being 

penalised or disadvantaged in any way. 

and 

I understand that any data that the researcher extracts from the questionnaire for use in 

reports or published findings will not, under any circumstances, contain names or 

identifying characteristics. 

and 

I understand that any information I provide is confidential, and that no information that 

could lead to the identification of any individual will be disclosed in any reports on the 

project, or to any other party. 

and 

I understand that data from the questionnaire will be kept in a secure storage and 

accessible to the researcher. I also understand that the data will be destroyed after a 5 year 

period unless I consent to it being used in future research. 

 

Participant’s name: 

Signature: 

Date: 

 

NOTE : Signed written consent will remain with the Monash University researcher 

for their record. 
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Borang Persetujuan – Ibu bapa/pengasuh kanak-kanak yang mengalami Gangguan 

Spektrum Autistik (Soal selidik) 

 

Tajuk: Kemahiran adaptasi pada kanak-kanak yang mengalami Gangguan 

Spektrum Autistik: Perspektif Ibu bapa/penjaga 

Saya bersetuju untuk mengambil bahagian dalam projek penyelidikan yang diterangkan di 

atas. Saya telah membaca Kenyataan Penerangan tersebut dan telah disimpan sebagai 

rekod saya. Saya faham bahawa dengan bersetuju untuk mengambil bahagian, ini 

bermakna: 

 

Saya bersetuju untuk melengkapkan Vineland Adaptive      Ya      Tidak 

Behavior Scale - Edisi Kedua (Vineland-II) (Borang  

penilaian ibu bapa/penjaga) yang bertanyakan tentang  

kemahiran adaptasi anak saya. 

 

dan 

saya memahami bahawa penyertaan saya adalah secara sukarela, dan saya boleh memilih 

untuk tidak mengambil bahagian dalam sebahagian atau keseluruhan projek, dan saya 

boleh menarik diri pada mana-mana peringkat projek ini tanpa dikenakan hukuman atau 

mengalami apa-apa kerugian, dalam apa jua cara. 

 

dan 

saya memahami bahawa apa-apa data yang diambil oleh penyelidik daripada soal selidik 

ini untuk digunakan dalam laporan atau dapatan yang diterbitkan, tidak akan, di bawah apa 

jua keadaan, mengandungi nama atau ciri-ciri pengenalan diri. 

 

dan 

saya memahami bahawa apa-apa maklumat yang saya berikan adalah rahsia, dan tiada apa-

apa maklumat yang dapat mengenal pasti mana-mana individu akan didedahkan dalam apa 

jua laporan tentang projek, atau kepada mana-mana pihak lain. 

 

dan 

saya memahami bahawa data daripada soal selidik itu akan disimpan di satu tempat yang 

selamat dan hanya dapat diakses oleh penyelidik. Saya juga memahami bahawa data akan 

dimusnahkan selepas tempoh lima tahun, melainkan saya bersetuju data tersebut 

digunakan dalam penyelidikan pada masa hadapan. 

 

Nama Peserta: 

Tandatangan: 

Tarikh: 

 

NOTA: Persetujuan bertulis yang telah ditandatangani akan disimpan oleh 

penyelidik Monash University untuk rekod mereka. 
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APPENDIX AB 

THE CONSENT FORM FOR THE SEMI-STRUCTURED INTERVIEW 

________________________________________________________________________ 

 

 

 

Consent Form – Parents/caregivers of children with Autistic Spectrum Disorders 

(Semi-structured interview) 

 

Title: Adaptive skills in children with Autistic Spectrum Disorders: 

Parents’/caregivers’ perspective. 

 

I agree to take part in the research project specified above. I have read the Explanatory 

Statement, which I keep for my records. I understand that agreeing to take part means that: 

I agree to be interviewed by the researcher.   Yes No 

I agree to allow the interview to be audio-taped. Yes No 

 

and 

I understand that my participation is voluntary, that I can choose not to participate in part 

or all of the project, and that I can withdraw at any stage of the project without being 

penalised or disadvantaged in any way. 

and 

I understand that any data that the researcher extracts from the interview for use in reports 

or published findings will not, under any circumstances, contain names or identifying 

characteristics. 

and 

I understand that any information I provide is confidential, and that no information that 

could lead to the identification of any individual will be disclosed in any reports on the 

project, or to any other party. 

and 

I understand that data from the interview will be kept in a secure storage and accessible to 

the researcher. I also understand that the data will be destroyed after a 5 year period unless 

I consent to it being used in future research. 

Participant’s name: 

 

Signature: 

 

Date: 

NOTE : Signed written consent will remain with the Monash University researcher 

for their record. 
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Borang Persetujuan – Ibu bapa/pengasuh kanak-kanak yang mengalami Gangguan 

Spektrum Autistik (Temu bual separa berstruktur) 

 

Tajuk: Kemahiran adaptasi pada kanak-kanak yang mengalami Gangguan 

Spektrum Autistik: Perspektif Ibu bapa/penjaga 

 

Saya bersetuju untuk mengambil bahagian dalam projek penyelidikan yang diterangkan di 

atas. Saya telah membaca Kenyataan Penerangan tersebut dan telah disimpan sebagai 

rekod saya. Saya faham bahawa dengan bersetuju untuk mengambil bahagian, ini 

bermakna: 

 

Saya bersetuju untuk ditemu bual oleh penyelidik.               Ya     Tidak 

 

Saya bersetuju untuk membenarkan temu bual dirakam.     Ya      Tidak 

 

dan 

saya memahami bahawa penyertaan saya adalah secara sukarela, dan saya boleh memilih 

untuk tidak mengambil bahagian dalam sebahagian atau keseluruhan projek, dan saya 

boleh menarik diri pada mana-mana peringkat projek ini tanpa dikenakan hukuman atau 

mengalami apa-apa kerugian, dalam apa jua cara. 

 

dan 

saya memahami bahawa apa-apa data yang diambil oleh penyelidik daripada soal selidik 

ini untuk digunakan dalam laporan atau dapatan yang diterbitkan, tidak akan, di bawah apa 

jua keadaan, mengandungi nama atau ciri-ciri pengenalan diri. 

 

dan 

saya memahami bahawa apa-apa maklumat yang saya berikan adalah rahsia, dan tiada apa-

apa maklumat yang dapat mengenal pasti mana-mana individu akan didedahkan dalam apa 

jua laporan tentang projek, atau kepada mana-mana pihak lain. 

 

dan 

saya memahami bahawa data daripada temu bual itu akan disimpan di satu tempat yang 

selamat dan hanya dapat diakses oleh penyelidik. Saya juga memahami bahawa data akan 

dimusnahkan selepas tempoh lima tahun, melainkan saya bersetuju data tersebut 

digunakan dalam penyelidikan pada masa hadapan. 

 

Nama Peserta: 

 

Tandatangan: 

 

Tarikh: 

  

 

 

NOTA: Persetujuan bertulis yang telah ditandatangani akan disimpan oleh 

penyelidik Monash University untuk rekod mereka. 
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APPENDIX AC 

DETAILED OCCUPATIONAL PERFORMANCE PROBLEMS FOR EACH OF THE 

TOP FOUR IDENTIFIED CATEGORIES LISTED IN THE COPM 

________________________________________________________________________ 

The occupational performance issues identified in the top four categories of issues 

experienced by the greatest numbers of the children with ASD listed in the COPM 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Detailed occupational performance issues 

 Issues Number of responses 

Issues in communication (N*=31) (N=31) 

1) Verbal communication   

 - Completely cannot talk yet 16  

 - Unable to pronounce word/s 

clearly/difficult to understand what 

the child is saying 

2  

2) Non-verbal communication    

 - Unable to indicate own needs, 

example, by pointing to desire item/s 

13  

Issues in personal care activities  (N*=42) (N=30) 

1) Toileting 14  

2) Dressing   

 - Cannot dress independently  13  

 - Does not like new clothes 1  

3) Eating   

 - Cannot eat independently 4  

 - Selective eaters 2  

4) Washing oneself (Including bathing and 

washing/cleaning part of body) 

4  

5) Caring for own safety 4  

Issues in socialisation (N*25) (N=24) 

1) Making and playing with friends 23  

2) Sharing  2  

Issues in activities related to academic skills at school and/or at home 

(N*=27) (N=22) 

1) Performing basic academic skills 

(Reading/writing/counting) 

13  

2)  Low concentration span 9  

3) Following verbal instructions 4  

4)  Holding pencils properly 1  

Note. N*= represent the number of issues, N= represent the number of 

children with ASD 




